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We are entering the third
decade of what may be the
most devastating epidemic in

human history: HIV/AIDS. The dis-
ease continues to ravage families, com-
munities, and countries throughout
the world. In addition to the 20 mil-
lion people who have already died of
AIDS, most of the 40 million people
now living with HIV are likely to die a
decade or more prematurely. Each
day, 14,000 people—12,000 adults and
2,000 children—become infected with
HIV. At least 95 percent of these new
infections occur in less developed
countries; more than 50 percent afflict
women and young adults. Unless the
international community launches a
coordinated and massive response to
the epidemic, there will be 45 million
new HIV infections by 2010.1

In less developed countries, hard-
earned improvements in health made
over the last 50 years are being halted
and, in some countries, reversed, as
AIDS claims the lives of millions of
young adults in their most productive
years. Indicators of human develop-
ment, such as child mortality, literacy,
and food production, are also slip-
ping as a result of the pandemic. The
disease is crippling progress at the
personal, familial, community, and
national levels. In severely affected
nations, economic growth and politi-
cal stability are also threatened.2

Sub-Saharan Africa is the hardest
hit region in the world: More people
die there of AIDS-related illness than

of any other cause. South Africa has
the highest absolute number of infec-
tions of any country in the world: 5
million. Botswana has the highest
adult HIV prevalence rate: 39 percent
of the country’s adults are infected
with HIV. If Botswana’s current infec-
tion rate persists, the chance that a boy
who was 15 years old in 2001 will even-
tually die of AIDS exceeds 80 percent.3

While the scale and force of the
epidemic have been worst in Africa,
other regions face serious HIV/AIDS
epidemics as well. The Caribbean, for
example, has the second-highest adult
HIV prevalence rate in the world. In
Haiti, 6 percent of adults carry the
virus. HIV prevalence is increasing
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fastest in eastern Europe and the for-
mer Soviet republics, where the break-
down of the health systems, economic
crises, and wrenching social change
have facilitated HIV infections, partic-
ularly through injecting drug use
among young people. 

HIV prevalence is also rising
rapidly in many parts of eastern and
southern Asia. China and India have
relatively low overall prevalence rates,
but the absolute numbers of infected
people are staggering: at least 850,000
in China and nearly 4 million in India.
These two countries will see millions
of additional infections unless they
launch large-scale, effective preven-
tion programs. Epidemics have also
surfaced in other Asian countries,
including Myanmar (Burma), Nepal,
and Cambodia.

Countries throughout the industri-
alized world face serious challenges
from HIV/AIDS. Infection rates have
not declined significantly in Western
Europe or North America, where the
epidemic is spreading from the gay
male population to ethnic minori-
ties, the poor, and other marginal-
ized groups.

The global HIV/AIDS pandemic
shows no sign of slowing, despite con-
certed efforts to control it. In 2001,
more people contracted HIV and
more died of AIDS than in any previ-
ous year: 5 million people became
infected with the virus, and 3 million
died of AIDS. Dr. Peter Piot, executive
director of the Joint United Nations
Programme on HIV/AIDS (UNAIDS),
warns that the epidemic is still in its
early stages.4

HIV/AIDS Facts
AIDS is an autoimmune deficiency
syndrome caused by the human
immunodeficiency virus (HIV), which
is spread through blood, semen, vagi-
nal secretions, and breast milk. The
most common method of transmis-
sion is unprotected sexual intercourse
with an HIV-positive partner. Other
routes include transfusions of HIV-
infected blood or blood products; tis-

sue or organ transplants; use of con-
taminated needles and syringes (or
other skin-piercing equipment); and
mother-to-child transmission during
pregnancy, birth, or breastfeeding.

HIV is extremely fragile and can-
not survive long outside the body’s
fluids or tissue, and it cannot pene-
trate unbroken skin. Therefore, HIV
is not transmitted by casual physical
contact such as kissing, holding hands,
sneezing or coughing, sharing toilets,
using the same eating utensils, or
consuming food and beverages han-
dled by someone with HIV. It is not
spread by mosquitoes or other insects
and can be killed with bleach, strong
detergents, and hot water.5

There are two types of HIV virus:
HIV-1 and HIV-2. HIV-1 accounts for
the majority of infections in the world,
and has at least 10 genetic subtypes.
HIV-2, which is found primarily in
West Africa, appears to be less easily
transmitted and progresses more
slowly to disease than type 1. 

HIV kills by weakening the body’s
immune system until it can no longer
fight infection. As the immune system
becomes compromised by HIV, oppor-
tunistic infections such as pneumonia,
meningitis, cancers, and tuberculosis
(TB) easily attack the body. TB is the
most common opportunistic infection
in AIDS patients and accounts for
about one-third of AIDS deaths in sub-
Saharan Africa.

HIV/AIDS generally progresses
over a decade to its final stages, but
there is a long period after infection
in which the infected person is largely
free of signs and symptoms. The in-
fected person may feel healthy, but
he or she can infect others with the
disease during this stage. Early AIDS
symptoms include chronic fatigue,
diarrhea, fever, weight loss, persistent
cough, skin rashes, herpes and other
oral infections, swelling of the lymph
nodes, and memory loss or other
mental changes. 

AIDS is almost always fatal, although
a few individuals have survived AIDS
for up to 20 years. The disease is
believed to progress more slowly in
industrialized countries than in less

The global 
HIV/AIDS 
pandemic 

shows no signs
of slowing.
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developed countries, largely because
residents of industrialized countries
have greater access to antiretroviral
(ARV) drugs and high-quality health
care. Current drug treatments, such
as highly active antiretroviral therapy
(HAART), slow the virus’s replication
in the body. Slower replication rates
lessen the burden on the immune 
system, thereby reducing HIV-related
illnesses and allowing patients to 
live longer, higher-quality lives. But
there is no cure for AIDS; despite the
effectiveness of HAART, termination
of treatment leads to resurgence of
the disease.

Risk and 
Vulnerability
When HIV/AIDS was first identified
in the 1980s, public health officials
assumed its spread could be halted
by informing people about how the
virus was transmitted and how people
could protect themselves from it, and
by safeguarding blood supplies. This
approach to prevention was success-
ful in politically organized communi-
ties with access to information and
resources; the case of white gay men
in North America, Australia, and
Western Europe, for example, pro-
vides one success story. But popula-
tions in less developed and socially
fragmented countries had little access
to accurate information or effective
prevention programs, and the virus
continued to spread.6

In the late 1980s, as the epidemic
surged and shifted from groups with
high-risk behavior to the general pop-
ulation, especially to the marginalized
and the poor, public health profes-
sionals realized they needed to better
understand the causes of individual
infection and the broader determi-
nants of the pandemic. They knew
HIV transmission was linked to spe-
cific risky behaviors, but they also
realized that these behaviors were
influenced by societal factors that
determined people’s vulnerability to
infection. Many political, economic,

social, and cultural facets of life—
such as poverty and powerlessness—
determine vulnerability to HIV/AIDS,
especially for women, children, and
young adults. Understanding the pan-
demic in relation to these determi-
nants helped recast HIV/AIDS as a
universal human rights issue. 

Women
Whereas men were most affected at
the beginning of the epidemic,
women’s rates of new infection now
surpass men’s, especially in countries
where women live in poverty and have
relatively low status. In sub-Saharan
Africa, there were 12 to 13 infected
women for every 10 infected men in
2001.7 The gender gap is especially
pronounced among Africans younger
than 25 (see Box 1, page 6). In some
African countries, infection rates are
five times higher among young girls
than among young men. Most infec-
tions in young women are a result of
unprotected sex and reflect a power
imbalance that limits women’s ability
to negotiate or control sexual interac-
tions, especially with older men.

Biological, cultural, and socio-
economic conditions contribute to
women’s greater vulnerability to HIV/
AIDS. During unprotected vaginal
intercourse, a woman’s risk of becom-
ing infected is up to four times higher
than that of a man. The vagina’s
greater area of susceptible tissue
(compared with the male urethra)
and microtrauma during intercourse
make women more physiologically
vulnerable to HIV.8 In addition, HIV-
infected semen typically contains a
higher viral concentration than do
vaginal secretions.

A final biological factor that
makes women more vulnerable to
HIV involves the synergy between
HIV and other sexually transmitted
infections (STIs). Research shows
that an untreated STI in either part-
ner can increase the risk of HIV
transmission as much as 10-fold. This
is especially significant for women
because most STI cases in women are
untreated. Women’s symptoms are

Women’s rates
of new infection
now surpass
men’s.



often latent or difficult to see, and
many women who have been diag-
nosed with STIs have no access to
medical treatment.9

Socioeconomic factors, including
women’s lack of access to education
or personal income, perpetuate
women’s lower status and create even
greater vulnerability to HIV infection.
Many women fear that they will be
abandoned by their husbands or sup-
porting partners if they try to exert
control over how and when they have
sex and whether their partner uses a
condom. Moreover, widespread
poverty drives some women into the
sex industry, where sexual trafficking
and worker rotations promote contin-
ued exposure of new sex workers

(and their clients) to HIV. Further-
more, men control the main tool for
reducing the risk of sexual transmis-
sion of HIV: the male condom. 

Cultural traditions such as forced
marriage, older men’s preference for
young women, and female genital 
cutting contribute to women’s lack 
of power.10 Throughout the world,
prevailing views about masculinity
encourage men to undertake risky
sexual behaviors—multiple sex part-
ners, alcohol consumption prior to
intercourse, and sexual violence—that
make women more vulnerable to HIV
and other STIs. Young girls are at
even greater risk of sexual coercion
because of their social vulnerability
and because some men assume that

6

Box 1
Estimating HIV
To estimate the number of people liv-
ing with HIV and the number of new
cases each year, AIDS experts must rely
on limited data on HIV prevalence
among the relatively few people who
are tested for the virus and on a grow-
ing body of knowledge about the trans-
mission of the virus.1

HIV prevalence rates are usually
reported as the percentage of people
ages 15 to 49 who have been infected
with HIV, so they do not reflect the per-
centage of the entire population that is
infected. These rates are applied to the
total population to calculate the num-
ber of people living with HIV/AIDS.
The Joint United Nations Programme
for HIV/AIDS (UNAIDS) reports a
wide range for the estimates of people
infected with HIV. For example, the
estimated number of adults and chil-
dren living with HIV/AIDS in India
ranged from 2.6 million to 5.4 million
for the end of 2001.2

Incidence rates—which measure the
number of new infections over a year 
or some other time period—are impor-
tant for tracking how quickly the AIDS
epidemic is spreading in an area. But
these rates are difficult and expensive
to obtain, and often are not available.
The projected number of AIDS cases
and deaths from AIDS-related causes
rests on these estimates of prevalence

and incidence, along with assumptions
about how quickly HIV-infected people
will develop AIDS and their risk of
death from some other cause.

In many countries, most data on
HIV prevalence come from health cen-
ters and hospitals that have been desig-
nated as HIV sentinel surveillance sites.
Specific groups of patients or clients 
visiting these sites are tested for HIV,
often anonymously. Pregnant women
visiting an antenatal clinic are among
the most important of these sentinel
groups, especially in sub-Saharan
Africa, because heterosexual transmis-
sion is the primary way Africans con-
tract HIV. Antenatal clinic data are
considered a valid bellwether for the
course of the epidemic in the region.
Health centers that treat sexually trans-
mitted infections (STIs) and drug
addiction are also important sentinel
surveillance sites, especially in regions
where HIV transmission has been con-
centrated among injecting drug users,
commercial sex workers, or men who
have sex with men. In these areas,
which include the United States, HIV
prevalence among pregnant women
would not be a good indicator of the
prevalence in the population, although
it could signal the extent to which the
epidemic had moved from high-risk
groups into the general population. In



young girls are virgins and free of
infection. A cultural myth in South
Africa holds that sexual intercourse
with a virgin can free a man from
HIV infection. This belief has led to
child rapes and to men seeking sex
with very young girls.11

Children
The rising HIV infection rates among
women, particularly in sub-Saharan
Africa, expose children to increased
HIV risk even before they are born.
In 15 sub-Saharan African countries,
at least 5 percent of pregnant women
attending prenatal clinics between
1999 and 2000 were HIV-positive;
infection rates from mother to child

were as high as 40 percent. UNAIDS
estimates that 2.7 million children
were living with AIDS at the end of
2001. Many children feel a double
impact: Not only are they living with
the disease themselves, but they have
also lost one or both parents to AIDS. 

The number of AIDS orphans is
increasing at an unprecedented rate.
At the end of 2001, 13 million chil-
dren had lost at least one parent 
to AIDS. By 2010, the number is
expected to climb to 25 million.12

Prior to the HIV/AIDS epidemic, 2
percent of all children in less devel-
oped countries were orphans. In
some of the worst-affected countries
in sub-Saharan Africa, 15 percent or
more were orphans by 2001. A 1999
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some countries, military recruits and
blood donors are routinely tested for
HIV, often anonymously, to help track
the epidemic.

Surveys also provide epidemiological
and behavioral data for estimates of
HIV prevalence and the potential for
wider spread in the population. The
U.S. Agency for International Develop-
ment, UNAIDS, the World Bank, and
other organizations fund a number of
survey programs that provide informa-
tion about prevalence as well as knowl-
edge about HIV and AIDS, sexual
behavior, and access to health services.3

Sentinel and other survey data
often produce a wide range of values.
In India, for example, HIV prevalence
among men treated for STIs in sen-
tinel urban clinics ranged from 0.8
percent to 64.4 percent in 1999. Preva-
lence of HIV among Indian women
tested at antenatal clinics outside
major urban areas ranged from 1.0
percent to 3.9 percent in 2000.

To translate test results from sentinel
sites into prevalence rates for a popula-
tion, AIDS experts must make a series
of assumptions about how the profile 
of the people tested relates to the char-
acteristics of the general population.
They apply statistical models to calcu-
late adult prevalence rates and estimate
the number of children infected.

Epidemiologist James Chin calls the
production of HIV/AIDS estimates
more of an art than a science. Estimates
are often adjusted up or down when
new data are processed or new statistical
models developed. With only two dec-
ades of experience with the disease, sci-
entists and public health experts are still
learning basic lessons about HIV and
AIDS. Because HIV/AIDS is a global epi-
demic that has devastated the popula-
tions of some countries and threatens
many others, many international health
experts feel that they cannot afford to
wait for more complete or accurate
data—or better statistical models—
before estimating HIV prevalence.
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study in northern Tanzania showed
that 21 percent of families in the dis-
trict of Bukoba were fostering at least
one AIDS orphan.13 UNAIDS esti-
mates that by 2010, 6 percent of chil-
dren in sub-Saharan Africa will have
lost one or both parents to AIDS.

Children in households affected 
by AIDS often lack food, medical
care, money for school fees, protec-
tion from neglect and abuse, eco-
nomic support, and emotional care
even when their parents are still alive.
Responsibility for caring for ill parents
and younger siblings is often thrust
upon children, especially girls. These
duties often cause children to with-
draw from school. Moreover, stigma
and discrimination further marginal-
ize these children and push them into
living conditions that increase their
own risk of contracting HIV.

Young Adults
Young adults are at the center of the
HIV/AIDS epidemic: They are particu-
larly susceptible to HIV infection, and
they carry the burden of caring for
family members living with HIV/AIDS.
An estimated 11.8 million people ages
15 to 24 were living with HIV/AIDS at
the end of 2001.14 More than half of
all new HIV infections occur among
people under age 25. Young people
are vulnerable to HIV because they
are more likely to engage in high-risk

behavior—such as unprotected sex
with multiple partners and alcohol
and drug use—and because they lack
information about the risks of infec-
tion and how to protect themselves
from it. Marginalized young people,
including street children, refugees,
and migrants, may be at particular
risk because of social stigma, their
exposure to unprotected sex, and the
use of drugs.

Preventing HIV infection among
adolescents is also critical to slowing
the epidemic because young people
ages 10 to 19 make up a large seg-
ment of the population: more than
one-fifth of the total population in less
developed countries and one-seventh
of the population in more developed
countries. First sexual intercourse
commonly occurs during the adoles-
cent years. In most sub-Saharan
African countries, for example, 40
percent or more of women ages 20 to
24 have sexual intercourse before age
20.15 A recent publication from
UNICEF, UNAIDS, and the World
Health Organization (WHO) reports
that the vast majority of young people
remain uninformed about sex and
sexually transmitted infections. But
the young are also able to change
their behavior to reduce their risk. In
the same report, Peter Piot states, “In
every country where HIV transmission
has been reduced, it has been among
young people that the most spectacu-
lar reductions have occurred.”16

Stigma and 
Discrimination 
From the beginning, when HIV/
AIDS appeared to be confined to
groups perceived as socially deviant,
the AIDS epidemic has been shrouded
by ignorance, fear, and denial. This
has led to stigmatization of and dis-
crimination against people with HIV/
AIDS. Many people with HIV/AIDS
have lost their jobs and have been
denied medical care, housing, insur-
ance, and opportunities to travel
because of their HIV status. HIV-posi-

Drug use and other high-risk behavior make young adults especially vulner-
able to HIV infection.
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tive children have been denied access
to child care and school facilities. In
many settings, individuals with HIV
have been exiled from their families
and communities. Ironically, stigma
and discrimination have favored the
further spread of the disease.17

Stigma is a major obstacle to com-
bating HIV/AIDS because it leads
people to avoid being tested for HIV
and disclosing their HIV status if they
are tested. Furthermore, stigma and
discrimination force those at highest
risk of contracting and spreading
HIV—including commercial sex work-
ers, injecting drug users (IDUs), and
men who have sex with men—to con-
ceal their lifestyles, making it difficult
to reach them through HIV-preven-
tion programs. Thus, stigma creates
more opportunities for HIV to spread
to the general population. Such a situ-
ation is emerging in Ukraine, where
the previously IDU-centered epidemic
is spreading to the general population
partly because people avoid disclosing
their HIV-positive status for fear of
stigmatization.18 Stigma and discrimi-
nation also make people with HIV/
AIDS more vulnerable to sickness and
death because they are less likely to
seek appropriate medical care and
psychosocial support, and are more
likely to be denied services if they do
seek them.19

Global HIV/AIDS
Epidemic
The virus that causes AIDS was first
identified in the United States in the
early 1980s, but researchers soon
found evidence of the disease in
Europe and Africa, and eventually all
over the world. UNAIDS now esti-
mates there were fewer than 200,000
people living with HIV/AIDS in 1980;
that number soared to 3 million by
the mid-1980s, and to nearly 8 million
by the end of the decade (see Figure
1). But it was the 1990s that brought
the epidemic’s nearly inconceivable
growth worldwide, a growth that con-
tinues unabated today. At the end of

2001, an estimated 40 million people
were living with HIV/AIDS. Sub-Saha-
ran Africa, with less than 11 percent
of the world’s population, contains
more than 70 percent of all HIV-
infected people. But no region is
unaffected: Adults and children with
HIV/AIDS number more than 28 mil-
lion in sub-Saharan Africa, 7 million
in Asia, 2 million in Latin America
and the Caribbean, and another 3
million in other regions (see Table 1,
page 10). UNAIDS estimates that 5
million people became infected with
HIV in 2001, more than replacing the
estimated 3 million people who died
from the disease during the year.

The prevalence of HIV in the
adult population varies from at least
15 percent in nine sub-Saharan coun-
tries to less than 1 percent in much 
of Europe (see Figure 2, page 11).
But prevalence rates can be a mislead-
ing indicator of the breadth of the
problem because of vast differences
in countries’ population sizes. Just
0.8 percent of the Indian population
was infected with HIV in 2001, for
example, but because India has a
population of about 1 billion, this

0
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prevalence rate translates into nearly
4 million people. Although the per-
centage is small, this large core of
HIV-infected people could produce a
rapid increase in HIV/AIDS cases in
India. Some AIDS experts posit that
any country with an HIV prevalence
rate above 1 percent is ripe for a
rapidly expanding epidemic.20

In classical epidemiology, epidemics
are assumed to follow a natural course
that is ultimately self-limiting. The epi-
demic peaks when infections reach
most people at risk of the disease, then
subsides because there are declining
numbers of people to infect. The most
recent estimates published by UNAIDS
and the U.S. Census Bureau show no
evidence that a natural limit to the
HIV/AIDS epidemic is approaching,
even in the countries that are most
severely affected.21

Sub-Saharan Africa 
In the early stages of the HIV epi-
demic, the highest prevalence rates
were concentrated along the major
transportation routes that cut across
sub-Saharan Africa: through Tanzania

and Uganda, around Lake Victoria into
what is now the Democratic Republic
of Congo, and into Côte d’Ivoire on
the coast of western Africa. Infected
soldiers, truck drivers, migrant workers,
affluent businessmen, and commercial
sex workers spread the disease to their
families and communities. By 1986,
between 5 percent and 10 percent of
adults in Uganda and Burundi were
infected with HIV, as were 1 percent
to 5 percent of adults in 10 other
countries (see Figure 3, page 12). As
the epidemic progressed, HIV preva-
lence rates increased in these coun-
tries, and the virus spread throughout
the region.

By 2001, at least 5 percent of adults
in nearly every sub-Saharan country
were infected with HIV. Prevalence
rates have reached alarming levels in
southern Africa: More than 20 percent
of adults in Botswana, South Africa,
Zambia, Zimbabwe, and three neigh-
boring countries were HIV-positive in
2001. UNAIDS sees no evidence that
rates have leveled off even in these
high-prevalence countries, with the
possible exception of Zambia. HIV

Table 1
Indicators of the HIV/AIDS Epidemic by World Region, 2001

People New HIV Adult HIV-positive
Years epidemic living with infections, prevalence adults who are Main mode
started/Region HIV/AIDS 2001 rate (%) women (%) of transmission

Total 40,000,000 5,000,000 1.2 50 Heterosexual

Late 1970s/early 1980s
Sub-Saharan Africa 28,500,000 3,500,000 9.0 58 Heterosexual
Latin America 1,500,000 140,000 0.5 31 MSM, IDU, heterosexual
North America 950,000 45,000 0.6 20 MSM, IDU, heterosexual
Western Europe 550,000 30,000 0.3 26 MSM, IDU
Caribbean 420,000 60,000 2.2 53 Heterosexual, MSM
Australia and New Zealand 15,000 500 0.1 7 MSM

Late 1980s
South/Southeast Asia 5,600,000 700,000 0.6 37 Heterosexual, IDU
East Asia and Pacific 1,000,000 270,000 0.1 24 IDU, heterosexual, MSM
North Africa/Middle East 500,000 80,000 0.2 54 Heterosexual, IDU

Early 1990s
Eastern Europe/Central Asia 1,000,000 250,000 0.5 26 IDU

Notes:
Adult prevalence rate is the estimated percentage of people ages 15 to 49 years who are infected with HIV.
Main mode of transmission listed in order of importance in that region.
MSM: Men who have sex with men; IDU: Injecting drug use.

Source: UNAIDS, “Report on the Global HIV/AIDS Epidemic—July 2002” (www.unaids.org/barcelona/, accessed July 8, 2002).



11

prevalence among pregnant women 
in urban Botswana, for example, rose
from 39 percent to 45 percent between
1997 and 2001, according to UNAIDS.
Prevalence is even higher among
younger women, suggesting that over-
all adult prevalence may rise further.

HIV prevalence rates have risen in
most eastern African countries also,
but Uganda stands out as a success
story in the fight to stem the epidemic.
In the 1980s, public health officials
identified an epidemic of HIV in
Uganda; public awareness of the dis-
ease spread as Ugandans saw increas-
ing numbers of friends and relatives
dying from AIDS. The government,
along with religious and nongovern-
mental organizations (NGOs),
launched programs to destigmatize
people with AIDS and educate the
public about how to avoid infection.
Most programs promoted abstinence
for adolescents, monogamy for adults,
and safe sex for all sexually active
people. Uganda’s direct approach to
HIV prevention earned wide respect
throughout the international health

community, especially as the country’s
prevalence rates appeared to decline.22

Among pregnant women tested for
HIV in Kampala, Uganda’s capital,
prevalence declined from a peak of
nearly 30 percent in 1992 to 11 per-
cent in 2000. An estimated 5 percent
of Ugandan adults were HIV-positive
in 2001, down from an estimated 10
percent or more in the early 1990s.

The epidemic spread more slowly
in most western African countries,
except in Côte d’Ivoire. More than
one-third of female sex workers tested
in urban areas in Côte d’Ivoire in 1999
had HIV, according to UNAIDS.

Some researchers see West Africa
poised for a surge in HIV/AIDS cases.
After at least five years of relatively low
and stable prevalence rates, recent
surveillance data have detected sharp
increases in Cameroon and parts of
Nigeria, for example. In 2000, about
10 percent of pregnant women tested
for HIV in Cameroon were infected;
in 2001, sentinel surveillance centers
reported an HIV prevalence rate 
of about 5 percent in Nigeria. But

Source: UNAIDS, “A Global View of HIV Infection” (www.unaids.org, accessed July 8, 2002).

Figure 2
Prevalence of HIV by Country, 2001

15.0% - 39.0%
5.0% - 14.9%
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with HIV/AIDS
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prevalence rates have remained low
in Senegal, which appears to have
staunched the epidemic through
public health programs. UNAIDS has
lauded Senegal’s response to HIV/
AIDS as a model for other countries.

The epidemic in Africa is fueled by
ignorance of the disease, lack of access
to prevention, inadequate treatment
and care services, and stigma and dis-
crimination. Young African girls are
dangerously undereducated about
AIDS and how to protect themselves
from it. UNICEF reports that more
than 70 percent of adolescent girls in
Somalia and more than 40 percent in
Guinea-Bissau and Sierra Leone have
never heard of AIDS; in Kenya and
Tanzania, more than 40 percent of

young girls harbor serious misconcep-
tions about the disease and how it is
transmitted.23 A survey conducted by
Kenya’s Population Council in 2001
revealed that more than half of the
women who are aware of their positive
HIV status said they had not disclosed
their status to their partners for fear of
violence or abandonment.24 Because
heterosexual sex is the primary mode
of transmission in Africa and because
young women have the highest rates of
new infection, these gaps in knowl-
edge and understanding, along with
discrimination and fear, fuel the epi-
demic.

A number of other factors may help
explain why HIV has hit Africa espe-
cially hard. Among these are the high
incidence of STIs, large refugee popu-
lations, seasonal labor migration by
men, the active commercial sex indus-
try, and cultural practices that allow
for multiple sexual partners. Thou-
sands of men live away from their fam-
ilies for months at a time to work in
gold and diamond mines in southern
Africa, for example. Many seek out
commercial sex workers, which favors
the spread of HIV. An estimated one-
third of the miners in some South
African mines are HIV-positive.25

When these miners return to their
families, they introduce HIV into their
home communities. 

While Uganda, Senegal, and Zam-
bia have shown signs of containing the
epidemic, the signs from most other
sub-Saharan countries suggest that
HIV prevalence is likely to increase.

South and Southeast Asia
HIV/AIDS took hold later in Asia than
in most other regions, but the large
sex industry and injecting drug trade
favored its rapid spread. UNAIDS esti-
mates there were fewer than 600,000
people living with HIV/AIDS in South
and Southeast Asia in 1990; by 2001, the
estimate topped 6 million. More than
half of these people live in India. During
2001, there were an estimated 800,000
new HIV infections in the region.

Thailand and Cambodia initially
were at the center of Southeast Asia’s

Figure 3
HIV Prevalence in Sub-Saharan Africa, 1986–2001
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Data unavailable / not in region
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Source: UNAIDS, “A Global View of HIV Infection” (www.unaids.org, accessed July
8, 2002).
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HIV epidemic, but both countries have
been successful in slowing infection
rates. The thriving sex industry in
Thailand facilitated HIV infections,
but new infections have slowed dra-
matically, largely because of the Thai
government’s mandatory condom-use
program for brothels. In central and
northern Thailand, up to 30 percent
of commercial sex workers were HIV-
positive in the early 1990s; by 1999, the
rate had fallen to 13 percent. Infection
rates among the Thai military have
declined as well, reversing an upward
trend. Thailand’s success in control-
ling the spread of HIV is attributed to
the government’s willingness to com-
mit substantial resources to public
health, the mobilization of multiple
sectors, an aggressive prevention pro-
gram, and an excellent health infra-
structure. Cambodia’s government also
acted early to slow the HIV epidemic
by promoting condom use, reducing
the fear and stigma associated with
AIDS, and introducing programs to
lessen vulnerability to infection.

Since the late 1990s, however,
HIV/AIDS experts have detected
alarming increases in HIV prevalence
in other South and Southeast Asian
countries. India is home to more peo-
ple with HIV/AIDS than any other
country except South Africa. Preva-
lence is high among urban residents,
IDUs, truck drivers, and commercial
sex workers. In some Indian cities,
there has been a worrying increase in
HIV/AIDS among pregnant women,
suggesting that HIV is moving into
the general population. A recent
UNAIDS report says that HIV is
infecting “strikingly diverse” popula-
tions in India, which may mean the
disease is poised for rapid spread.26

HIV prevalence has also increased
among sex workers in Indonesia, Viet-
nam, and several other countries.
While HIV prevalence in Indonesia is
relatively low, recent increases in HIV
prevalence among sex workers and
IDUs, along with increasing sexual
activity among adolescents and young
adults, point to a potential surge in
HIV infections. In one drug treat-
ment center in Jakarta, 40 percent of

patients in 2001 had HIV, up from
just 15 percent the previous year.27

East Asia and the Pacific 
HIV became widespread in East Asia
and the Pacific only in the 1990s,
although isolated AIDS cases had been
identified in the region since the
1980s. HIV prevalence was less than
0.1 percent in Japan and South Korea
in 2001. In Japan, HIV prevalence was
highest among foreigners and Japan-
ese men who acquired the virus over-
seas. However, more recent data
indicate most new infections have
occurred within Japan, which may 
signal an accelerating infection rate.
In 1990, just 4,000 people in East 
Asia and the Pacific were living with
HIV/AIDS, but by 2001, this number
had reached at least 1 million, with the
vast majority of new cases in China.

China
A recent UNAIDS report on HIV/
AIDS in China warns of “the unfold-
ing of an HIV/AIDS epidemic of pro-
portions beyond belief,” and calls for
urgent action to slow the spread of
the virus.28 The number of people liv-
ing with HIV/AIDS in China in 2000
was estimated at 600,000, but by the
end of 2001, the number had soared
to between 850,000 and 1 million. An
estimated 70 percent of recent infec-
tions are related to injecting drug use.
The worst-affected provinces border
the Golden Triangle of Asian drug
production, at the confluence of
Myanmar, Laos, and Thailand. This
region is a major drug trafficking
route that runs north to mainland
China, as well as west to Central Asia
and Europe. UNAIDS has reported
epidemics of HIV among IDUs in
seven provinces, including Guang-
dong, a center of international trade.
The report warns that nine additional
provinces are on the brink of an epi-
demic, based on evidence that 20 per-
cent or more of injecting drug users
share needles.

Another HIV epidemic arose
among rural villagers in several cen-
tral Chinese provinces when villagers
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became infected after selling plasma
to unregulated and often illegal col-
lection centers. The collection cen-
ters pooled the blood from numerous
donors, extracted the plasma, then
reinjected the blood into the donors.
Any HIV-infected blood in the pool
then infected all the donors. AIDS
researchers fear that hundreds of
thousands of rural farmers contracted
HIV from contaminated blood and
unsafe collection practices.

HIV infection among the general
population is gaining momentum
through sexual transmission. Igno-
rance, discrimination, poverty, and
gender inequality contribute to the
potential for a large-scale epidemic in
China, according to UNAIDS.

Europe and Central Asia
HIV prevalence is rising faster in East-
ern Europe and Central Asia than any-
where else in the world. The epidemic
took hold only in the early 1990s and
was concentrated among injecting drug
users. There were just 5,000 people liv-
ing with HIV/AIDS in Eastern Europe
and Central Asia in 1990, but by 2001,
there were an estimated 1 million.

Russia has the region’s largest
number of people living with HIV/
AIDS, while Ukraine has the highest
percentage with the disease. An esti-
mated 700,000 Russians were living
with HIV/AIDS at the end of 2001,
and experts fear that increased sexual
activity and injecting drug use among
adolescents and young adults, mass
unemployment, and economic inse-
curity all favor another surge in HIV
infections in the region. At the same
time, deteriorating public health ser-
vices are ill-equipped to deal with the
epidemic. In Ukraine, an estimated 1
percent of young women and 2 per-
cent of young men were infected with
HIV in 2001.

In central Europe, strong preven-
tion efforts may have stymied the rise
of HIV infections, and prevalence has
remained relatively low. The Polish
government successfully contained
the epidemic among drug users and
prevented it from spreading into the

general population. But there is still a
threat of spillover from eastern
Europe, where HIV infections con-
tinue to proliferate.

In western and southern European
countries, adult prevalence is below
0.5 percent, except in Portugal, Spain,
and Switzerland. HIV transmission
has been concentrated among gay
men and injecting drug users, but
HIV is slowly spreading into the gen-
eral population as well. Recently, STIs
among gay men have increased in
some European cities, indicating a
return to the unsafe sex practiced
before the AIDS epidemic. New HIV
infections among gay or bisexual men
in Madrid rose from just over 1 per-
cent to more than 2 percent between
1996 and 2000.29

Latin America and the
Caribbean 
At the end of 2001, approximately 1.9
million adults and children in Latin
America and the Caribbean were liv-
ing with HIV/AIDS. Approximately
200,000 new HIV infections occurred
in the region during 2001.

In most of Latin America,
HIV/AIDS has hit the marginal popu-
lations hardest: men who have sex
with men, commercial sex workers,
and drug users, but heterosexual
transmission is increasingly important,
according to UNAIDS. In Argentina
and Uruguay, HIV infections are con-
centrated among IDUs. In Peru and
Mexico, transmission rates are highest
among men who have sex with men.
In Brazil, the region’s most populous
country, HIV infections are highest
among men who have sex with men
and among IDUs. Infection rates have
dropped since the late 1990s, presum-
ably in response to prevention pro-
grams that targeted people at high
risk of exposure.

In the Caribbean, heterosexual
contact has been the primary path
for HIV transmission, aided by cul-
tural norms that tolerate unprotected
sex and frequent partner exchange
among young people. HIV preva-
lence rates in the Caribbean are the

In central
Europe, strong

prevention
efforts have
stymied the

epidemic.



15

second-highest in the world, sur-
passed only by rates in sub-Saharan
Africa. The severity of the epidemic
in the Caribbean is often overlooked
because the region’s population is 
relatively small, but HIV/AIDS is the
leading cause of death in some parts
of the region. About 2.3 percent of
adults in the region are infected.
Haiti has the highest prevalence, with
about 6 percent of adults infected,
and is followed by Bermuda, where
nearly 4 percent are infected. Migra-
tion and frequent travel among
Caribbean islands and the United
States also spread HIV.

North Africa and the 
Middle East
HIV infection rates are relatively low
in North Africa and the Middle East:
An estimated 500,000 people in the
region, or less than 0.5 percent of the
adult population, were living with
HIV/AIDS in 2001. The public health
systems in the region have not tracked
HIV/AIDS transmission patterns
closely, but surveillance systems are
being strengthened. The current evi-
dence suggests that HIV in the region
is spread primarily through sexual
intercourse and secondarily by inject-
ing drug use. UNAIDS reports wide-
spread epidemics in Sudan and
Djibouti and a worrying increase in
HIV prevalence among pregnant
women in southern Algeria. Govern-
ments and NGOs in some countries are
mobilizing to create prevention pro-
grams, offering hope that the epidemic
can be contained within the region.

North America
In 2001, an estimated 940,000 adults
and children in the United States and
Canada were living with HIV/AIDS;
an estimated 45,000 became infected
during 2001. Sex between men is the
primary transmission route in the
United States and Canada, but inject-
ing drug use and heterosexual rela-
tions are also important. Although
prevalence has increased among
women, men account for the vast

majority of North American adults 
living with HIV/AIDS and for an esti-
mated 70 percent of new infections.
Racial minorities and disadvantaged
populations are disproportionately at
risk of infection. African Americans
accounted for 54 percent of new 
HIV infections in 2000, for example,
although they made up just 13 per-
cent of the U.S. population. About 80
percent of U.S. women infected with
HIV are African American or His-
panic, according to the U.S. Centers
for Disease Control and Prevention
(CDC). These groups make up less
than 30 percent of all U.S. women.

Researchers have reported high
and increasing HIV prevalence among
gay men in several areas in the United
States and Canada. A recent CDC
study conducted in six American cities
found that about 30 percent of gay
black men ages 23 to 29 had
HIV/AIDS, as did 14 percent of His-
panic gay men and 7 percent of white
gay men.30 After six years of steady
decline, the rate of HIV infection
among British Columbia’s gay male
population increased by 9 percent
between 2000 and 2001, according to
statistics released by the British Colum-
bia Centre for Disease Control and
Prevention.31 The increased incidence
of sexually transmitted infections
among gay men in San Francisco, Los
Angeles, and other large cities suggests
that younger men are ignoring the
safe sex rules that effectively stemmed
the HIV/AIDS epidemic among North
American gay men in the early 1990s.
Without a reduction in high-risk
behavior, HIV is likely to spread fur-
ther. A similar increase in STIs has
been detected in France, Australia,
and other more developed countries.

Demographic and
Health Effects
HIV/AIDS has exacted a devastating
toll on population and health over
the last 20 years. The epidemic has
reversed hard-won gains in infant 
survival and life expectancy in sub-
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Saharan Africa and in a growing
number of countries and communi-
ties worldwide. HIV has triggered an
upsurge in previously rare infections
and malignancies and is contributing
to an explosive TB epidemic around
the world. In heavily affected coun-
tries, HIV has overwhelmed public
health systems, stretching health care
providers, infrastructure, and budgets
beyond capacity.

Because HIV/AIDS tends to strike
the young and sexually active, AIDS
deaths have also distorted the age and
sex profiles of the populations in heav-
ily affected communities and coun-
tries. The unbalanced ratios affect
population growth as well as the social
and economic health of these areas.

The resurgence of TB in many
parts of the world is forcing some
countries to face HIV and TB epi-
demics simultaneously. In sub-Saha-
ran Africa, TB cases are increasing by
an estimated 10 percent per year
because of HIV, with almost 2 million
new cases of TB reported in 1999

alone. Researchers project that this
figure will reach 3.3 million by 2005.

TB is a leading cause of death
among people with HIV/AIDS and is
responsible for an estimated 15 per-
cent of AIDS deaths. In less developed
countries, about half of HIV-positive
individuals will develop TB.32

HIV/AIDS and TB interact destruc-
tively, each worsening the effect of 
the other. TB speeds the progression
of HIV infection, and HIV causes a
more rapid progression of TB. In the
absence of HIV infection, most people
infected with TB remain healthy even
though they are “carriers.” HIV/AIDS,
however, triggers the active—and thus
infectious—form of TB. Whereas only
5 percent to 10 percent of HIV-nega-
tive TB carriers will develop an active
case of TB, studies have shown that
HIV-positive TB carriers are at least 
30 times more likely to develop active
TB than those without HIV.33 A per-
son with an active case of pulmonary
TB can infect an average of 10 to 15
people every year if he or she is not
treated, according to UNAIDS.

HIV infection also makes TB more
difficult to diagnose. UNAIDS esti-
mates that one-half to two-thirds of
those with HIV will develop forms of
TB that are detectable only through
special laboratory tests that may not
be available in low-income countries.
TB is curable in HIV-infected individ-
uals, but treatment typically requires
following a strict regimen of antibi-
otics for approximately six months,
which often is difficult for residents
in less developed countries.34

Lower Life Expectancy 
HIV/AIDS is the fourth leading cause
of death worldwide. The estimated
death toll of the disease since the epi-
demic began exceeds 20 million, and
UNAIDS estimates that an additional
68 million will die of HIV-related
causes by 2020 unless immediate and
full-scale prevention and treatment
efforts are implemented. In 2001, an
estimated 3 million adults and chil-
dren died of HIV/AIDS, of whom 2.3
million were in sub-Saharan Africa.

Table 2
Effect of HIV/AIDS on Child Mortality in Selected
Countries, 2002

Deaths per 1,000
children under age 5 Percent of
With Without child mortality

Country AIDS AIDS from HIV/AIDS

Sub-Saharan Africa
Angola 287 282 2
Botswana 107 31 71
Côte d'Ivoire 153 132 14
Kenya 95 66 31
Nigeria 136 125 8
South Africa 97 61 37
Uganda 145 128 12
Zambia 171 133 22
Zimbabwe 101 47 53

Latin America/Caribbean
Haiti 117 107 9
Honduras 41 35 16

Asia
Cambodia 103 96 7
Myanmar 101 96 5
Thailand 30 29 4

Source: K. Stanecki, The AIDS Pandemic in the 21st Century (www.usaid.gov/pop_health/
aids/Publications/docs/aidsdemoimpact.pdf, accessed July 8, 2002).
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Conversely, AIDS-associated deaths in
some countries have decreased dra-
matically, thanks to new drugs. In
Brazil, government policies to provide
universal treatment of HIV/AIDS
reduced AIDS deaths by half between
1996 and 1999.35 But in most coun-
tries, the drugs are not widely avail-
able, and the annual death toll will
continue to rise.

In heavily affected countries, death
rates are substantially higher than they
would be without HIV/AIDS. In east-
ern and southern Africa, for example,
estimated crude death rates—deaths
per 1,000 people—are 50 percent to
500 percent higher than they would be
in the absence of HIV/AIDS. The dis-
ease has caused an increase in crude
death rates in some Asian and Latin
American countries. 

The epidemic has also stalled or
reversed progress in child survival
and life expectancy, which are key
indicators of social and economic
development. In less developed coun-
tries, mortality rates among children
under age 5 are substantially higher
than they would be without HIV/
AIDS. According to a report from the
U.S. Census Bureau, about three-
fourths of deaths of children under
age 5 in Botswana are linked to AIDS,
as are about one-half the child deaths
in Zimbabwe (see Table 2). In 2002,
South Africa’s child mortality rate was
97 deaths per 1,000 children; it would
have been 61 deaths per 1,000 with-
out AIDS mortality. The AIDS death
toll for children is substantially lower
outside of southern and eastern
Africa, even in countries with rela-
tively high prevalence rates. Haiti, for
example, had about 10 additional
child deaths per 1,000 children in
2002 because of AIDS; without AIDS,
there would have been 107 child
deaths per 1,000 children.

Even in the worst-affected coun-
tries, improvements in public health
and living standards throughout 
the world allowed life expectancy to
rise until the mid- to late 1980s, but
the surge of AIDS deaths set off a
precipitous decline in life expec-
tancy. Average life expectancy has

dropped to age 40 or less in eight
countries: Angola, Botswana, Lesotho,
Malawi, Mozambique, Rwanda, Zam-
bia, and Zimbabwe. Life expectancy
at birth was close to 60 years before
the AIDS epidemic took hold in
Botswana, which was one of the conti-
nent’s wealthiest countries. In 2002,
average life expectancy in Botswana
was down to 33.9 years and falling; by
2010, average life expectancy is pro-
jected to be 26.7 years (see Figure 4).
The U.S. Census Bureau also projects
that by 2010, life expectancy in a
number of other southern African
countries will fall to about 30 years—
a level more common 100 years ago,
before antibiotics and vaccines were
available to fight disease.

Some countries outside of sub-
Saharan Africa are also experiencing
AIDS-related reductions in life
expectancy. In Cambodia, Myanmar,
and Thailand, life expectancy in 2010
will be nearly two years to four years
lower than it would be without AIDS.
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Figure 4
Effect of HIV/AIDS on Life Expectancy in 2010,
Selected Countries

Source: K. Stanecki, The AIDS Pandemic in the 21st Century (www.usaid.gov/pop_health/
aids/Publications/docs/aidsdemoimpact.pdf, accessed July 12, 2002).
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In Haiti, life expectancy in 2010 is
projected to be 53.3 years, eight years
lower than it would be without AIDS.
The U.S. Census Bureau estimates
that by 2010, average life expectancy
in Honduras will be 11 years lower as
a result of AIDS.

Slower Population Growth
Despite the millions of AIDS deaths
worldwide, populations continue to
grow in many heavily affected coun-
tries, although the growth is less than
it would be in the absence of AIDS.
In Uganda, for example, the U.S.
Census Bureau projects the popula-
tion at nearly 84 million by 2050; if
the country had not experienced an
HIV/AIDS epidemic, it would be
closer to 106 million (see Figure 5).
In South Africa, where the epidemic
has shown little sign of abating, the
population is projected to be 31 mil-
lion in 2050, about one-half of what 
it would have been without AIDS-
related mortality (Figure 6).

The U.S. Census Bureau also 
projected that Cambodia, Myanmar,
Thailand, and several other non-
African countries will experience
lower population growth rates be-
cause of AIDS. In the Bahamas and
Guyana, for example, annual growth
rates are projected to fall from 1.0

percent to 0.5 percent between 2002
and 2010.

AIDS will trigger population decline
in a few African countries in addition
to South Africa. The U.S. Census
Bureau estimates that Botswana al-
ready had a negative growth rate in
2002, because of high rates of HIV
prevalence combined with relatively
low fertility rates. By 2010, Lesotho,
Mozambique, South Africa, and Swazi-
land are projected to lose population;
population growth is expected to halt
in Malawi, Namibia, and Zimbabwe.

AIDS deaths are altering the age
structure in severely affected countries.
Some analyses suggest that in countries
where HIV prevalence rates for adults
are around 15 percent, AIDS will even-
tually kill one-third of current 15-year-
olds.36 In sub-Saharan Africa, HIV
prevalence rates peak at around age 
25 for women and at around ages 35
to 40 for men. Because individuals
survive an average of about 10 years
after infection, AIDS deaths tend to
be high among women in their 30s
and among men in their 40s and 50s.

Botswana embodies many of the
changes projected for populations
severely affected by HIV/AIDS. The
graph of the population’s age and
sex structure in 2020 looks more like
a chimney than the pyramid shape
that is more typical for rapidly grow-

Figure 5
Projected Population of
Uganda With and Without
AIDS, 1985–2050

Source: U.S. Census Bureau demographic estimates
and projections (2002).
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Projected Population of South
Africa With and Without AIDS,
1990–2050

Source: U.S. Census Bureau demographic estimates
and projections (2002).
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ing populations (see Figure 7). By
2010, fewer children will be born
because of deaths and lower fertility
among HIV-positive women. Many
children will die during childhood
because of HIV infection. The adult
population will shrink, with especially
high losses among young women in
their 20s and 30s.

Social and 
Economic Impact
AIDS is much more than a health cri-
sis. Its effects extend to nearly every
dimension of social and economic
life, especially in the worst-affected
countries. Although the magnitude of
the epidemic varies, in every country
AIDS primarily strikes adults between
the ages of 25 and 45—people who
were infected in their adolescent and
young adult years. AIDS deaths rob
employees from the labor force,
providers and caregivers from families,
and teachers from communities.37

Public Health Burden
Health sectors feel the impact of
AIDS through such direct costs as the
expense of medical treatment, sup-
plies, and personnel, and through
such indirect costs as falling numbers
of trained medical providers and
increasing stress on health systems
overwhelmed by the epidemic. 

HIV/AIDS continues to over-
whelm the health systems in many
countries. People living with HIV/
AIDS generally have a range of
health care needs, spanning primary
care and basic treatment for infec-
tions to hospitalization and psychoso-
cial counseling. Where antiretroviral
drugs are available, health systems
need to monitor patients and man-
age the complex treatment regimens.

The increased need for care is
especially problematic in countries
that already face difficulty in meeting
the most basic health care needs of
their populations. In many countries,
the care required for HIV/AIDS costs

many times more than the average
family’s yearly income. National health
budgets are also unable to meet the
growing burden. The World Bank
estimates that the cost of treating one
AIDS patient for a single year is 2.7
times the per capita gross national
product in a typical country. By 2005,
HIV/AIDS is expected to account for
more than 60 percent of public
health spending in Zimbabwe.38

Health sector resources needed to
treat other health problems are being
usurped by HIV/AIDS. In many hos-
pitals in sub-Saharan Africa, for exam-
ple, AIDS patients are crowding out
other patients: AIDS patients occupy
at least half of urban hospital beds in
Côte d’Ivoire, Zambia, and Zim-
babwe. In Kenya, the crowding-out
effect has resulted in increased mor-
tality among non-HIV patients.39

The loss of health care staff to
HIV/AIDS is another blow to the
health care sector in heavily affected
countries; their loss is particularly
painful given the escalating need for
their professional skills as more peo-
ple fall ill with HIV/AIDS. Studies
conducted in Lusaka, Zambia, during
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1991 and 1992 found that 39 percent
of midwives and 44 percent of nurses
tested positive for HIV. In one Zam-
bian hospital, AIDS is blamed for a
13-fold increase in deaths among
workers between 1980 and 1990.
Health workers also face an above-
average risk of exposure to oppor-
tunistic infections, particularly TB. 
In addition, HIV/AIDS undermines
health workers’ morale as their work-
load and stress increase and they wit-
ness high mortality among children,
young adults, and colleagues. 

Business, Labor, and
Income
Because HIV/AIDS affects people in
their prime working ages, businesses
are suffering severe effects from the
epidemic. This is especially true in
some sub-Saharan African countries,
where as much as one-third of the
working-age population is infected
with HIV. In high-prevalence coun-
tries, HIV/AIDS is consuming busi-
ness profits because of three primary

factors: increased operating costs,
decreased productivity, and declining
markets (see Figure 8).

HIV/AIDS was initially believed to
be a primarily urban phenomenon,
but it now clearly threatens the lives
and livelihoods of rural communities
throughout the less developed world.
In many countries, agriculture provides
a living for a large segment of society
and contributes significantly to the
national economy. In many African
countries, labor-intensive farming
accounts for more than one-third of
the gross national product. By dis-
rupting agricultural production, HIV/
AIDS can undermine countries’ export
capacity and thus their ability to earn
foreign exchange.40

AIDS-related deaths among farm
workers threaten agricultural produc-
tion and food security, most notably
in southern and eastern Africa. In 25
African countries with high rates of
HIV prevalence, the Food and Agri-
culture Organization (FAO) estimates
that 7 million agricultural workers
have died of AIDS since 1985. FAO
projects that 16 million more agricul-
tural workers in these countries will
die because of AIDS between 2000
and 2020.41 Population losses in the
agricultural labor force between 1985
and 2020 in the worst-affected coun-
tries will range from 13 percent in
Tanzania to 26 percent in Namibia
(see Figure 9).

In eastern Africa, AIDS-related
labor shortages have led to lower crop
yields, smaller amounts of land being
cultivated, and a move from cash crops
to subsistence crops.42 In Zimbabwe,
the Farmers Union found that the loss
of a breadwinner to AIDS decreased
crop output by as much as 61 percent
in small-scale farming areas.43

Agricultural households coping
with HIV/AIDS may forgo seed pur-
chases and sell assets such as livestock,
equipment, or land to support ill fam-
ily members and pay for funeral ex-
penses. Time devoted to care,
funerals, and mourning of family
members with HIV/AIDS reduces pro-
ductivity and jeopardizes households’
ability to produce and purchase food.

Figure 8
Impact of HIV/AIDS on a Business

Source: Adapted from UNAIDS, Global Business Council on HIV/AIDS, and Prince of
Wales Business Leaders Forum, The Business Response to HIV/AIDS: Impact and Lessons
Learned (2002).
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Moreover, important knowledge and
skills are lost as deaths mount among
the agricultural population.

Education Stresses
Education is a critical component of
human capital because it influences
skills, knowledge, and health. These
factors, in turn, are important determi-
nants of a country’s standard of living
and economic prospects. Education is
also a potential tool for controlling
HIV/AIDS.44

But the AIDS epidemic is exacting
a heavy toll on the education systems
in many low-income countries. Gov-
ernment funds are being shifted
away from public sectors, including
education, to cover the immediate
needs of sick and dying HIV/AIDS
patients. At the same time, overall
government revenues can also be
expected to decline as the disease
disproportionately affects the work-
ing-age population. Illness and death
among experienced educators and
administrators have also jeopardized
the quality and supply of education.
Schools face increased expenditures
associated with staff turnover and
absenteeism. Widespread illness 
and death in affected communities
diminish funds and support for
schooling, as well as the ability of
community members to participate
in school affairs.

Teachers and education administra-
tors in high-prevalence countries are
dying of AIDS in alarming numbers.
In sub-Saharan Africa, 860,000 chil-
dren had teachers who died of AIDS
in 1999. The Central African Republic
sustained such high losses among
teachers that more than 100 educa-
tional institutions were closed by the
late 1990s. In Zambia, more than four
teachers died of AIDS each day in
1998—1,300 teachers for the year.45

The AIDS epidemic is also chang-
ing the demand for education, as
more children die of the disease,
leave school to care for family mem-
bers, or become AIDS orphans with-
out the means or opportunity to
attend school. In South Africa’s

KwaZulu-Natal province, where 
adult HIV prevalence exceeds 30 
percent, researchers found that first-
grade enrollment dropped 24 per-
cent in 2000.46

Families and Communities
The stigma associated with HIV/
AIDS, the gradual physical decline 
of those infected, patients’ need for
care, and the deaths of individuals
have major consequences for families
and communities. In the most affected
countries, the epidemic is eroding
households’ socioeconomic well-
being and threatening the social
cohesion of communities. Just as
HIV/AIDS robs the human body 
of its natural defenses, the disease
depletes the assets that families and
communities need for successful pre-
vention efforts and for the care and
treatment of those living with HIV.47

For families, the consequences of
HIV/AIDS are different from those
of other illnesses. The people most
likely to be infected are at the peak
of their productive and income-earn-
ing years; they often support spouses
and children. Families feel the effects
of the epidemic as soon as one of their
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members falls ill with an AIDS-related
condition. Income falls as family mem-
bers’ ability to work decreases, while
household living costs increase, espe-
cially for medical expenses. A study in
Côte d’Ivoire found that households
with an HIV/AIDS patient spent twice
as much on medical expenses as did
other households.48 Time and trans-
portation expenses also add to the eco-
nomic burden because health facilities
are often located far from home.

The poorest and least educated
households are the ones least able to
cope with HIV/AIDS. In Rwanda, a
survey of HIV-positive individuals
found that less than 30 percent of
households were able to meet the
costs of health services exclusively
from their own resources; some fami-
lies paid for health care by borrow-
ing money and selling assets. Poverty
pushes some families to send their
children into the labor force or turn
them over to recruiters who offer
jobs in distant places, where the chil-
dren may be forced into unlawful
labor or sexual exploitation.49 The
poor also have limited access to
health care information about pre-
vention and treatment of HIV/AIDS
and related health problems.

Governance and Public
Service
In countries heavily affected by HIV,
the epidemic affects governance and
public service in three main ways: The
country loses hard-to-replace civil ser-
vants; revenues decline and costs rise;
and demand for social services in-
creases. Taken together, these factors
exert significant pressure on the gov-
ernments of less developed countries.

In countries with low levels of 
literacy and education, deaths among
skilled civil servants are especially diffi-
cult to absorb. Many of these countries
rely on a small pool of staff members
to develop and administer services.

Declining revenues and rising costs
compound the loss of civil servants.
In heavily affected countries, AIDS is
reducing productivity and earnings.
In half the countries of sub-Saharan

Africa, annual per capita growth is
declining by 0.5 percent to 1.2 per-
cent because of the AIDS epidemic.50

Annual AIDS care expenditures in
Zambia are projected to increase from
US$3.4 million in 1989 to US$18.3
million in 2004.51

At the same time that costs rise
and revenues decline, the demands
on public services increase. AIDS 
generally affects the poorest house-
holds disproportionately, contributing
to rising poverty and greater social
welfare needs. Furthermore, millions
of orphaned children will require
new or expanded public services.
Funding or investments in some pub-
lic services are reduced because of
increased expenditures on health
care and social welfare, including the
care of orphans. The World Bank esti-
mates that treating an AIDS patient
for one year costs as much, on aver-
age, as educating 10 primary school
students for a year.52

Prevention and Care
There is no cure for HIV/AIDS, and
life-prolonging drugs are expensive
and largely unavailable in less devel-
oped countries. Thus, prevention
will remain the backbone of pro-
grams to curb the HIV/AIDS epi-
demic for the foreseeable future. But
HIV/AIDS experts are realizing the
need for comprehensive programs
that encompass prevention, care,
treatment, and support interventions
that are accessible and affordable to
the majority of people in need of
these services. Comprehensive pro-
grams aim to meet the medical, psy-
chological, and social needs of
people living with HIV/AIDS and
their families. 

Successful prevention efforts in-
clude providing education about
high-risk behaviors, distributing and
promoting condoms, diagnosing and
treating STIs, providing voluntary
counseling and testing, preventing
mother-to-child transmission, ensur-
ing the safety of blood and blood
products, and reducing the stigma

There is no
cure for

HIV/AIDS.
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attached to HIV/AIDS. Comprehen-
sive care includes postexposure pro-
phylaxis (primarily for exposure to
HIV as a result of rape or an occupa-
tional mishap such as needle stick),
psychosocial support, support for
orphans and children of AIDS pa-
tients, prevention and treatment of
opportunistic infections, home-based
care, antiretroviral therapy, and pal-
liative care (see Figure 10).

The various components of the
prevention and care continuum are
mutually reinforcing. The availability
of HIV care and treatment services
can be a powerful incentive for peo-
ple to seek counseling and testing.
Without such services, people have
little incentive to learn their HIV sta-
tus. Counseling provides an opportu-
nity to educate infected people
about the importance of and meth-
ods for preventing the infection of
others. Experts often cite voluntary
counseling and testing for HIV as a
crucial entry point for effective pre-
vention, treatment, and care.

Access to care and treatment also
helps reduce the stigma associated
with HIV infection, encourages more
people to get tested for HIV, and
may promote behavior change. But
convincing people to change their
behavior is difficult, especially if they
believe that they are not personally
at risk or that they can be success-
fully treated for HIV/AIDS. Studies
in more developed countries have
shown that some people practice
high-risk sexual behavior when they
know that effective AIDS therapies
are available.53

Prevention programs are much
more likely to be successful if they
involve policymakers and people who
influence the social and economic
environment of the community. Pub-
lic policies that support HIV-preven-
tion programs enable people to
protect themselves. Successful pre-
vention programs also address the
factors that put individuals, families,
and communities at risk of HIV in-
fection and that increase their vul-
nerability to infection and to the
effects of the epidemic.

Prevention programs are effective
only if they can reach the people
most at risk, especially young adults
and marginalized groups such as sex
workers, men who have sex with men,
injecting drug users, and prisoners.54

Successful programs are tailored to
focus on the main modes of transmis-
sion in any given community. Sexual
transmission is the most important
mode of transmission in most coun-
tries, especially in less developed
regions (see Table 3, page 24), but
transfusions of contaminated blood,
injecting drug use, and mother-to-
child transmission are responsible for
up to 30 percent of all global HIV
infections. In sub-Saharan Africa, suc-
cessful prevention programs would
focus on preventing heterosexual
transmission, mother-to-child trans-
mission, and transmission through
contaminated blood. In Southeast
Asia, the primary focus would be on
preventing transmission through sex
and injecting drug use. In eastern
Europe, the emphasis would be on
transmission via injecting drug use.
In Latin America, prevention efforts
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would need to encompass homosex-
ual and heterosexual transmission, as
well as transmission through injecting
drug use.

Preventing Sexual 
Transmission 
The rapid sexual spread of HIV has
been attributed to behavioral factors
such as frequent change of sexual part-
ners and unprotected sex; biological
factors such as the presence of STIs;
and structural factors such as inade-
quate health infrastructure and poor
access to effective treatment. Lack of
circumcision is also a contributing fac-
tor in some populations.55 In addition
to these individual risk factors, some
societal, cultural, and economic factors
beyond the control of individuals are
also important considerations.

Changing Behavior
Risk-reduction interventions are
designed to encourage people to
avoid risky sexual behavior—for ado-
lescents to delay their sexual debut
and for sexually active people to prac-
tice safe sex, especially condom use,
and to limit the number of sexual
partners—and to promote the treat-
ment of STIs. For individuals to

change their behavior, they need
basic knowledge of HIV and their risk
of infection. They need to learn how
to protect themselves and must have
access to appropriate services and
products, such as condoms. They
must also perceive their environment
as being supportive of safe behaviors. 

Behavior-change interventions,
including counseling and testing, have
succeeded in a variety of situations,
including urban gay communities in
North America and Western Europe,
IDUs in Australia, and heterosexual
populations in Brazil, Cambodia,
Senegal, Thailand, and Uganda.56 In
the Ugandan capital of Kampala, for
example, behavior-change interven-
tions and prevention efforts helped
reduce prevalence rates among teen-
age women tested for HIV from 28 per-
cent in 1991 to 6 percent in 1998.

Some of the most successful inter-
ventions target sex workers and their
clients. In Nairobi, behavior-change
programs among sex workers and
their clients increased condom use
from less than 5 percent to more than
85 percent, reducing the rate of new
infections from nearly 5 percent to
about 1 percent.57 In Thailand and
Cambodia, programs promoting con-
dom use in brothels have reduced

Table 3
Risk of HIV Infection by Mode of Exposure and Contribution to
Global Infections

Transmission rate Percent of 
Exposure mode per exposure global infections

Blood transfusion More than 90% 5% to 10%

Mother-to-child 25% to 40% in less developed countries 2% to 3%
transmission 15% to 25% in more developed countries

Unprotected sexual intercourse 0.1-1.0% a,b 70% to 80%

Injecting drug use Less than 1.0% a 5% to 10%

Needle stick and other 
health-care setting exposures Less than 0.5% 0.01%

Household contact from 
exposure to blood Rare negligible

a Risk is cumulative and increases exponentially with each exposure.
b Several factors, such as sexually transmitted infections and lack of circumcision, may increase risk.

Source: Communicable Disease Prevention and Control, “The Risk of HIV-1 Transmission by Type of Expo-
sure” (www.cdpc.com/s6.htm, accessed July 8, 2002); and P.R. Lamptey and H.D. Gayle, HIV/AIDS Prevention
and Care in Resource-Constrained Settings: A Handbook for the Design and Management of Programs (2001).
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HIV transmission in both sex workers
and their clients, as well as in the
general population.58

Reducing Vulnerability
Preventing infections involves more
than avoiding risky behavior; it also
requires changing the socioeco-
nomic and political conditions that
make some people more vulnerable
to infection.

Although HIV/AIDS affects both
rich and poor throughout the world,
the poor, underprivileged, and uned-
ucated are often more vulnerable to
infection. HIV/AIDS and poverty are
mutually reinforcing: The epidemic
pushes people deeper into poverty,
making it more difficult for them to
sustain or recover their earlier liveli-
hoods; such an income drop, in turn,
can make people and their families
more vulnerable to HIV infection 
and AIDS-related illnesses. Illiterate
women with limited skills, few job
opportunities, and limited access to
health information and services are,
for example, more likely to engage 
in unprotected sex for money, there-
by increasing their vulnerability to
HIV.59 Child prostitution in Southeast
Asia and the financial enticement of
young girls by adult men in many
countries increases the vulnerability
of children and adolescents to HIV.

Economic insecurity, displacement
caused by conflicts and disasters, illit-
eracy, violence, abuse, and social
exclusion deprive millions of people
of the ability to protect themselves
and others from HIV. Thus, social and
economic policies that perpetuate
inequalities, discrimination, and social
exclusion also hinder HIV/AIDS pre-
vention and care. Over the long term,
policies to enhance socioeconomic
development and social equality will
also contribute to HIV/AIDS preven-
tion in low-income countries.

Treating STIs
STIs make sexually active people
more susceptible to HIV infection.
Encouraging safe sex to lessen the
risk of a sexually transmitted infec-
tion and treating curable STIs also

help reduce the transmission of HIV.
In Thailand, condom promotion and
improved treatment of STIs reduced
the incidence of curable STIs by
more than 80 percent in five years
and contributed to the decline of
HIV prevalence among sex workers,
their clients, and the military.60 In a
study in Malawi, successful treatment
of men with curable STIs and HIV
led to a substantial reduction in the
concentration of HIV in semen. A
1995 study conducted in the Mwanza
region of Tanzania showed that HIV
incidence in communities with
aggressive STI control efforts was 38
percent lower than in areas with typi-
cal STI services.61

HIV and Injecting Drug Use
There are an estimated 6 million 
to 10 million injecting drug users
worldwide, and as many as 3.3 mil-
lion of them are infected with HIV.62

Between 5 percent and 11 percent 
of all HIV/AIDS cases are related to
injecting drug use, which is a major
mode of HIV transmission in south-
ern and eastern Europe, most of
Asia and North America, and parts
of South America. It is also an
important source of infection in
North Africa and the Middle East.
IDUs can play a critical role in

Young sex workers in many countries, such as these Cambodian women,
face an exceptionally high risk of infection with HIV.
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spreading HIV to the general popu-
lation, through sexual transmission
and mother-to-child transmission
from infected IDU mothers.

The spread of HIV in IDU popu-
lations is often rapid and especially
difficult to control. One reason is that
IDUs often have multiple exposures to
HIV. While the risk of infection from a
single exposure to HIV in a shared nee-
dle is less than 1 percent, the cumula-
tive risk is much greater when there are
repeated exposures. The behavior of
drug users presents another obstacle:
The underground culture of injecting
drug use and the social stigma attached
to drug use and HIV make the drug-
using population highly vulnerable to
infection. Studies show, however, that
given the appropriate information and
opportunity, many IDUs will change
their drug-using and sexual behaviors
to protect themselves and their part-
ners from HIV. Education programs
that have succeeded in reducing HIV
transmission among IDUs in several
more developed countries, including
Australia, Canada, and the United
States, promote such strategies as
■ Education and counseling about

risky behavior (such as sharing
needles and unprotected sex);

■ Counseling and testing for HIV;
■ Needle/syringe exchange programs;
■ Drug substitution therapy (such 

as methadone) to combat addic-
tion; and

■ HIV/AIDS treatment and care.

HIV-Infected Blood
Some of the first people identified
with HIV/AIDS acquired the infec-
tion from infected blood and blood
products. Thousands of people were
infected through blood products in
the 1980s, but the number of such
infections plummeted when tests to
screen blood and blood donors be-
came widely used. In more developed
countries, the dramatic reduction 
of HIV transmission from blood is
one of the greatest success stories in
the battle against the epidemic.63

However, contaminated blood contin-
ues to cause between 5 percent and

10 percent of new HIV infections
worldwide and is especially problem-
atic in low-income countries that
have inadequate health infrastruc-
tures. Unsanitary blood collection
practices may have infected several
hundred thousand Chinese villagers
in the past few years.

Preventing the transmission of HIV
through blood and blood products
involves establishing a well-organized
blood transfusion service; recruiting
safe blood donors; using effective
blood tests for HIV and other infec-
tious diseases; ensuring appropriate
use of blood and blood products,
including avoiding unnecessary trans-
fusions; and preventing health prob-
lems, such as anemia, that require
blood transfusions. 

Mother-to-Child 
Transmission
The great majority (90 percent) of
HIV-positive children acquired the
virus from their mother; 90 percent
of infected children live in sub-Saha-
ran Africa. Rates of HIV-1 transmis-
sion from mother to child range
from 25 percent to 40 percent in less
developed countries, and from 15
percent to 25 percent in more devel-
oped countries.64

Risk of transmission is affected 
by factors related to the virus, the
mother, the delivery process, the
baby, and how the infant is fed.
These factors explain the differing
rates of HIV transmission between
more developed and less developed
countries. During pregnancy and
delivery, the mother’s health, disrup-
tion of the placental barrier, preterm
delivery, and hemorrhage are signifi-
cant predictors of the child’s infec-
tion. After delivery, breastfeeding is
the most important risk factor. With-
out treatment, an estimated one out
of every seven infants breastfed by an
HIV-positive mother becomes
infected through breast milk.

Current strategies for preventing
mother-to-child transmission include
primary prevention and family plan-
ning services; antenatal care programs;

Most HIV-
positive 
children

acquired the
virus from 

their mothers.
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confidential counseling and testing;
preventive antiretroviral drug therapy;
follow-up care for mother and infant,
including drug therapy when indi-
cated; and nutritional counseling and
breast-milk substitutes if appropriate.
The most effective interventions are
breast-milk substitutes and prophylac-
tic drug therapy for the mother and
infant, but counseling and testing ser-
vices are also important.

The most effective drug therapy
tested so far is long-course AZT ther-
apy. It is currently used in more devel-
oped countries, but its complexity
and cost have limited its use in
resource-poor settings. As a result,
shorter, simpler, and less costly regi-
mens have been recommended for
less developed countries. The most
practical and least expensive (US$4
per dose) of these options is Nevira-
pine, single doses of which are given
at birth to both the mother and
infant. Boehringer-Ingelheim, which
manufactures Nevirapine, has made
the drug available for free in less
developed countries to prevent
mother-to-child transmission.

Transmission of HIV through
breast milk can be prevented by feed-
ing infants formula or other foods
rather than breastfeeding. The deci-
sion not to breastfeed is difficult for
many mothers who cannot afford
replacement food. Many health pro-
fessionals are reluctant to instruct
HIV-infected mothers to avoid breast-
feeding, because it offers so many
benefits. Breastfeeding offers infants
adequate nutrition, protects them
against some infectious diseases dur-
ing the first six months of life, and
greatly reduces the risk of gastroin-
testinal infections from contaminated
foods. For mothers, breastfeeding
facilitates uterine contraction, pro-
tects against excessive blood loss and
anemia, and delays the return of
menstruation, reducing the risk of
another pregnancy. It also promotes
emotional bonding between a mother
and her infant. In some cultural set-
tings, a woman who chooses not to
breastfeed can face social stigmatiza-
tion, economic hardship, and the risk

of unwanted pregnancy. Other factors
may also influence the risk of HIV
transmission during breastfeeding,
including premature birth, mixed
feeding, age at weaning, and infant
immune responses.65

Meeting Needs
Life-prolonging drugs such as anti-
retrovirals and drugs for the preven-
tion and treatment of opportunistic
infections have dramatically reduced
mortality among people living with
HIV/AIDS in more developed coun-
tries. But meeting the needs of peo-
ple with HIV/AIDS involves much
more than drug therapy and medical
care. It includes counseling for indi-
viduals and their families, care and
education for AIDS orphans, home
care and financial support for indi-
viduals with AIDS, and many other
components. Most low-income coun-
tries lack the resources for meeting
these needs.

Expanding Counseling
and Testing
Voluntary counseling and testing ser-
vices for HIV have long been a com-
ponent of HIV prevention and care
programs in more developed coun-
tries. Although these services have

A Brazilian social worker counsels a mother and child who are both
infected with HIV/AIDS.
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only recently become an integral part
of programs in less developed coun-
tries, they have proven to be a cost-
effective way to reduce risky behaviors.
Counseling and testing can lead
patients to other HIV services (see Fig-
ure 11). A study that included Kenya,
Tanzania, and Trinidad documented
a 43 percent reduction in unpro-
tected sex among those who received
voluntary counseling and testing for
HIV. The study also demonstrated
that voluntary counseling and testing
for HIV is a highly cost-effective pre-
vention strategy.66

Despite their recognized impor-
tance in national AIDS control pro-
grams, voluntary counseling and
testing services tend to be of limited
quality and coverage in less devel-
oped countries. Among the obstacles
to expanding services are a lack of
trained staff, concerns about confi-

dentiality, stigma and discrimination,
clients’ lack of knowledge about the
existence and benefits of services,
and lack of resources.

Voluntary counseling and testing
programs involve raising community
awareness, pre- and post-test counsel-
ing, psychological support, and re-
ferral to relevant services such as
prevention services, treatment and
care services, and community support
groups. HIV counseling aims to en-
able people to cope with personal
stress and make decisions related to
HIV/AIDS.67 The counseling process
allows an individual or couple to eval-
uate their risk of contracting or trans-
mitting HIV and facilitates preventive
behavior. Because HIV testing has
consequences that reach far beyond
the diagnosis, counseling is an essen-
tial component of any testing pro-
gram. The very act of being tested, for
example, may have negative conse-
quences in communities where HIV-
positive people are stigmatized, and
counseling can help individuals cope
with this stigma and discrimination.

Management of HIV/AIDS
The disease burden attributable to
HIV is expected to increase as a
result of new infections and as peo-
ple living with HIV progress to AIDS.
Recent studies have shown that low-
cost regimens can prevent some of
the most important causes of HIV-
related disease, including TB, Pneu-
mocystis carinii pneumonia (PCP),
and other major causes of illness,
such as nontyphoid salmonella infec-
tions and cerebral toxoplasmosis.68

Preventive therapy for TB would be
especially effective in sub-Saharan
Africa, where TB is a major cause of
death in HIV-positive individuals.
Using cotrimoxazole to treat PCP
patients who have HIV can signifi-
cantly reduce hospitalizations and
mortality from other bacterial oppor-
tunistic infections.69 However, PCP 
is not common in sub-Saharan Africa
and other low-income areas, and the
vast majority of AIDS patients do not
develop it. 
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Figure 11
Voluntary Counseling and Testing as an Entry Point
for HIV Prevention and Care

Source: UNAIDS, “Report on the Global HIV/AIDS Epidemic—July 2002”
(www.unaids.org/barcelona/, accessed July 8, 2002).
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Fungal infections, a major cause
of illness and death in HIV-positive
individuals, respond to preventive
therapy with fluconazole.70

These simple preventive therapies
could reach a much wider population
than would be feasible for more ex-
pensive antiretroviral drug regimens.
Despite the potential usefulness of
these preventive therapies, however,
further research is needed on who
should receive them, how long ther-
apy should be given, and how the
therapies affect drug resistance.

Recent studies from Europe and
North America provide convincing evi-
dence of the benefits of highly active
antiretroviral therapy (HAART). The
therapy reverses immune deficiency
and restores the immune system’s
reactivity to opportunistic infections.
The antiretroviral drugs currently
available work by blocking the action
of enzymes that are important for the
replication and functioning of HIV.
These drugs belong to two major
classes: reverse transcriptase inhibitors
and protease inhibitors. Therapy is
more effective when antiretroviral
drugs from different classes are used
in combination because the virus can
develop resistance if only one drug is
used. A similar approach is used to
treat cancer and TB. These drugs
slow or reverse the progression of
HIV/AIDS, but they do not cure it.

Providing antiretrovirals to people
living with HIV/AIDS carries social
and economic costs that policymakers
must weigh against the benefits. Bene-
fits include lower mortality, improved
quality of life, reduced hospitalization
costs, increased labor-force productiv-
ity, potential reductions in new infec-
tions due to lower viral load, and
increased stability and longevity of
families, with fewer orphans. Costs
include substantial increases in expen-
ditures on overall treatment and
patient monitoring and possible
increases in new infections as more
HIV-infected people live longer and
return to risky behaviors.

The significant drop in AIDS drug
prices in the last few years has made
drug therapy more affordable, but it is

still beyond the reach of the vast
majority of people living with HIV/
AIDS in less developed countries.
Special initiatives, such as UNAIDS’
Accelerating Access Initiative and the
Global Fund for AIDS, Tuberculosis,
and Malaria, are expected to further
improve access to drugs.

Challenges
Despite major medical and techno-
logical breakthroughs and advances,
the HIV/AIDS epidemic continues 
its relentless spread in most resource-
poor settings. Important challenges
for the future include controlling 
further spread of the epidemic, espe-
cially in infants and young adults;
treating, caring for, and supporting
the millions of people living with HIV;
and mitigating the epidemic’s impact
on individuals, families, and commu-
nities in less developed countries.

To meet these challenges, the in-
ternational community and govern-
ment partners need to take a number
of steps, including
� Increasing resources available for

prevention and care; 
� Improving the health infrastructure

for the delivery of these services;
� Improving technologies for the

treatment and prevention of 
HIV/AIDS; 

A sign depicts the need for care and under-
standing in the battle against AIDS in Kenya.
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� Reducing poverty, illiteracy, and
other social, economic, and politi-
cal factors that increase vulnerabil-
ity to infection; and

� Reducing the disease’s stigma and
the discrimination against those
living with HIV.

Improving Resources for
HIV/AIDS Programs
UNAIDS estimates that US$10 billion
per year is needed to ensure an ex-
panded and comprehensive response
to the HIV/AIDS epidemic. The 
response would include low-cost
HAART, treatment of opportunistic
infections, and support for orphans
and vulnerable children.71 Providing
such support will likely require major
increases in national government
allocations; greater support from 
the private sector; and substantial
increases in international assistance,
bilateral funding programs, and allo-
cations by international organiza-
tions (see Box 2).

In June 2001, the United Nations
General Assembly Special Session 
on HIV/AIDS (UNGASS) brought
together representatives of govern-
ments, NGOs, the private sector,
activist groups, and foundations to
address the global epidemic. The ses-
sion addressed the many facets of
HIV/AIDS, including human rights
and the epidemic’s effects on public
health and on social, economic, and
other facets of development. The ses-
sion led to the creation of a global
HIV/AIDS and health fund, with a
target of US$9 billion to support inte-
grated approaches to prevention,
care, support, and treatment. The
establishment of the fund helped
refocus attention not only on
HIV/AIDS, but also on two other
important threats to international
health: TB and malaria.

The Global Fund to Fight AIDS,
Tuberculosis, and Malaria received
almost US$2 billion in pledges by May
2002 and had at least US$800 million
for disbursement in 2002. But inter-
national assistance must increase by
50 percent in 2003 just to meet the

growing needs. In 2001, the UNGASS
Declaration of Commitment stated
that low- and middle-income coun-
tries need between US$7 billion and
US$10 billion annually for HIV/AIDS
prevention, care, treatment, and sup-
port and for mitigating the broader
impact of the epidemic. About half of
the estimated resource needs are for
prevention and about half are for the
care and support of people living
with HIV/AIDS.72

At least one-third of the resources
required are anticipated to come from
the governments of affected countries.
The remaining two-thirds—about
US$6 billion—are expected to come
from international donors, nongovern-
mental organizations, and the private
sector. The international community is
likely to increase HIV/AIDS spending
to more than US$2 billion in 2002, still
far short of the amount anticipated by
UNGASS. To achieve the program-
ming goals for HIV/AIDS, funding
must increase by 50 percent each year
for the next four years. At the same
time, the international health commu-
nity requires resources to develop new
and better treatments.

A new report suggests that about 29
million new infections could be averted
by 2010 if, by 2005, the international
community mobilizes a global response
modeled after proven strategies to
reduce HIV risk and vulnerability.73

Search for a Vaccine 
A safe, stable, efficacious, affordable,
and accessible HIV vaccine would sig-
nificantly enhance HIV prevention
and help control the global epidemic.
HIV vaccine development and testing
has greatly accelerated over the last
few years, but HIV researchers say
that an ideal vaccine is at least seven
to 10 years away because of many sci-
entific, ethical, legal, and financial
stumbling blocks. HIV infection and
the human immune response are
highly complex, and research and
development are costly and time-con-
suming. In addition, there are no
appropriate animal tests or alternate
models for investigating possible vac-



cines. Human clinical trials raise many
ethical and legal issues, especially if
the trials involve a fatal infectious
agent like HIV.

More than 50 HIV-1 vaccine candi-
dates were in development as of mid-
2002. More than a dozen have been
tested in human volunteers, but only
one had progressed to large-scale,
phase III efficacy trials by 2002.74

If an effective HIV vaccine be-
comes available, the international
community will need to address 
new challenges, including determin-
ing who will benefit the most from
the vaccine and ensuring equitable
access; understanding behavioral
issues raised by a vaccine; developing
new tests to differentiate between
vaccine-induced and active HIV
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Box 2
The Barcelona HIV/AIDS Conference: Focusing on
Treatment

In July 2002, more than 15,000 AIDS
experts, scientists, activists, public
health and development profession-
als, and people living with HIV/
AIDS from 194 countries gathered 
in Barcelona, Spain, for the 14th
International AIDS Conference. The
conference opened with a sobering
message: The worst of the global pan-
demic is yet to come. HIV prevalence
is increasing even in many of the
worst-affected countries in Africa and
is spreading from high-risk groups
into the wider population in many
areas throughout the world.

As in previous international AIDS
conferences, prevention was one of
the attendees’ primary goals, but 
the Barcelona conference also high-
lighted the need for the treatment,
care, and support for those already
infected or affected by HIV/AIDS.
Part of this new focus reflected devel-
opments in therapy as well as a greater
political commitment to HIV/AIDS
treatment in less developed countries
on the part of international donors,
pharmaceutical companies, and
national governments.

The predominant theme at the last
international AIDS conference, which
convened in Durban, South Africa, in
July 2000, was the great disparity in
AIDS prevention and treatment serv-
ices available in more developed and
less developed countries. In particular,
the countries with the worst epidemics
had little access to life-saving antiretro-
viral drugs (ARVs). Although a variety
of barriers to ARVs’ effective use and

distribution existed in many countries,
the most insurmountable barrier
appeared to be the cost of the drugs.

As the price of ARVs has fallen—
from roughly US$15,000 per year in
2000 to as little as US$209 per patient
per year—a number of programs have
determined that these drugs can be
effective in resource-poor settings.1 As
such therapies are developed, atten-
dees agreed, it is essential that they be
made available throughout the world,
not just to patients in the more devel-
oped countries.

Among the actions discussed at the
Barcelona conference were the expan-
sion of AIDS prevention programs;
expanded distribution of ARVs; use of 
a global arbiter for AIDS spending; and
efforts to attract billions of dollars in
AIDS assistance from more developed
countries.2 The next international
AIDS conference, scheduled for 2004
in Bangkok, will provide an opportu-
nity to assess the success of these efforts
and to refine the strategies for the con-
tinuing battle against HIV/AIDS.
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infection; and raising sufficient
resources to deliver the vaccine.

Developing Microbicides 
Millions of women around the world
are not able to protect themselves
from HIV infection. Most prevention
strategies rely on monogamy, condom
use, fewer sexual partners, and treat-
ment of STIs. But many women are
powerless to demand condom use.
Even if a woman is monogamous, her
husband may not be, and she risks
HIV infection through her partner’s
other sexual relationships. And for
some women, multiple sexual part-
ners provide their only source of eco-
nomic security. Treatment for STIs is
often unavailable to women in less
developed countries, and even when
treatment is available, many women
with STIs do not seek it because of
the stigma attached to STIs or be-
cause they do not have symptoms sug-
gesting they have an STI.

Microbicides would give these
women much more control over
their risk of infection. A microbicide
is a substance—usually a gel, cream,
or suppository—that can be applied
to the vagina or rectum to prevent or
substantially reduce the transmission
of STIs or HIV. Microbicides can kill
or immobilize the pathogen by creat-
ing a barrier between the pathogen

and the vagina or rectum or by pre-
venting the pathogen from replicat-
ing once it has entered the cells.75

A woman could use a microbicide
if her partner does not use a condom;
as an adjunct to condom use; and in
the event of condom failure. Microbi-
cides could be applied in advance of
sexual intercourse and without the
knowledge of the sexual partner.

The search for a microbicide effec-
tive against HIV suffered a major set-
back when a study in Cameroon
showed that nonoxynol-9 (N-9), a
widely used spermicide, did not provide
protection against HIV and appeared 
to slightly increase the risk of trans-
mission among frequent users. Some
researchers believe that the frequent
use of N-9 among trial participants 
may have lead to vaginal microulcera-
tions, which in turn increased the 
likelihood of transmission.76

Presently, more than 50 microbi-
cides are in various stages of develop-
ment. Six of these are likely to be
tested in large-scale clinical trials in
the near future. The development of
an effective and affordable microbi-
cide would place HIV prevention in
the hands of women and has the
potential to avert between 2.5 mil-
lion and 3.7 million infections over
three years.77

Improving Capacity
Prevention and treatment programs
for the HIV/AIDS pandemic have
been inadequate, small-scale, and
fragmented in most countries, partic-
ularly in less developed regions. With
few exceptions, the efforts have
failed to slow the spread of the virus
or to reduce the damaging effects 
of the pandemic. But public health
and policy experts cite a number of
strategies that could help meet the
need for an expanded and compre-
hensive response.

Experts suggest that an effective
response should include strategic
planning, a multisectoral approach,
and the active involvement of NGOs.
Ideally, HIV/AIDS response pro-
grams should also include state-of-

Children who have lost their parents through AIDS are often the victims of
prejudice and neglect at the hands of their guardians and the community.
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the-art technical strategies; adminis-
trative and resource management
plans that ensure adequate distribu-
tion of resources at the community
level; development of human capac-
ity, as well as technical and opera-
tional competence; and improvement
in the management and supply of
drugs and commodities. Program
planners also need to anticipate the
costs of expanded coverage, program
evaluation, and future technological
developments.

An expanded and comprehensive
response also requires improving
public- and private-sector capacity to
expand care and treatment services,
including new technologies such as
HAART and vaccines. But the most
critical challenge is the effective
application of current technologies
on a large enough scale to curb the
epidemic, improve access to care and
treatment, reduce stigma and dis-
crimination for persons living with
HIV/AIDS, and support and protect
orphans and vulnerable children.

Serving AIDS Orphans
There is an urgent need to support
and protect the children who have
been orphaned by HIV/AIDS, espe-
cially in sub-Saharan Africa, where 90
percent of AIDS orphans live. Many
are malnourished and are likely to be
withdrawn from school when their
guardians can no longer afford to pay
for their education.78 Orphans are
more likely to be sexually abused and
forced into exploitative situations
because they often are emotionally
vulnerable and financially dependent.
Children who lack the support of rel-
atives may live on their own in child-
headed households. Some work to
earn money even as they grieve for
dead or ailing parents and struggle to
cope with the social stigma and isola-
tion associated with AIDS. Children
orphaned by AIDS are also prone to
discrimination, which can limit their
access to health care, social services,
and education.79

Addressing the needs of orphans
often includes providing material sup-
port, education and job training, and

medical care; and protecting their
legal and human rights. These needs
can be met by adequate national
planning; development of compre-
hensive, cost-effective, and sustainable
programs; mobilization of community
resources; and the development of
partnerships between public and pri-
vate institutions. 

While the individual efforts of
countries are paramount, solving the
crisis that children face as a result of
HIV/AIDS will require the collective
power of the global community.
UNICEF states that a global response
to the epidemic’s impact on children
should include declaring the orphan
crisis a global emergency; providing
needed resources to the most affected
regions; exchanging information
about successful experiences and
projects to aid children and orphans;
keeping Africa high on the develop-
ment agenda; making AIDS a priority
in poverty reduction through debt
relief; supporting and promoting the
Convention on the Rights of the
Child; and highlighting the AIDS cri-
sis, including orphans’ issues, in sec-
tor-wide programs.80

Protecting Human Rights 
In the context of HIV/AIDS, human
rights protections are critical for reduc-
ing vulnerability to HIV, protecting the
dignity of persons affected by the
virus, and sharing medical advances
with less developed countries.

Much of the work to combat HIV/
AIDS has focused on short-term inter-
ventions aimed at reducing risk behav-
iors. Equally important, but largely
neglected, are efforts to alter civil,
political, economic, social, or cultural
factors that increase individuals’ vul-
nerability to HIV.81 Sofia Gruskin and
Daniel Tarantola argue that more
attention needs to be given to the con-
cept of societal “vulnerability reduc-
tion” via protection of human rights.

Women’s rights are especially rele-
vant to the fight against HIV/AIDS.
Combating gender inequality tackles
one of the root causes of the epi-
demic: women’s inability to protect

Human rights
protections are
critical for
reducing 
vulnerability 
to HIV.
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themselves from HIV.82 AIDS experts
have outlined several ways to enhance
women’s rights to reduce their vul-
nerability and exposure to HIV/
AIDS, including promoting sexual
responsibility among boys and men,
developing female-controlled preven-
tion methods such as microbicides,
and increasing women’s economic
opportunities.

Violations of the rights of those
living with HIV/AIDS have been 
documented worldwide and have
included denial of medical care,
breaches of the right to privacy,
restriction of HIV/AIDS information
for certain populations, and discrim-
ination in employment and housing.
Under international law, govern-
ments have obligations to respect,
protect, and fulfill the human rights
of people vulnerable to HIV, those
living with HIV/AIDS, and those
affected by the disease.

Especially relevant to the discus-
sion of human rights in the context
of AIDS is the right of people in less
developed countries to have access
to life-saving drugs. AIDS activists
argue that lack of resources at the
individual and national levels, inade-
quate health infrastructure, cost of
drugs, patent rights, and protecting
pharmaceutical companies’ invest-
ments are no longer acceptable rea-
sons for denying treatment access 
to AIDS patients in less developed
countries.83 Human rights groups,
AIDS activists, people living with
HIV, and civil and political leaders
have joined in the call to make HIV-
related treatments available and
affordable to less developed coun-
tries. As a result, prices of antiretrovi-
ral drugs have dropped dramatically,
therapies have been offered at cost
or free to less developed countries,
patent rights are being challenged
and parallel importing is increasingly
used, and resources are becoming
available to provide treatment and
care. Despite these changes, how-
ever, the vast majority of people 
living with HIV/AIDS in less devel-
oped countries will not have access
to treatment.

Conclusion 
HIV/AIDS has created a devastating
human tragedy throughout the world
and especially in resource-poor coun-
tries. Despite concerted efforts to
curb the epidemic—and some success
stories—HIV continues its relentless
spread. The global community has
failed to provide adequate care for
millions of people currently living
with HIV/AIDS. The availability of
effective treatment technologies has
been severely limited throughout the
less developed world. 

New technologies will certainly
enhance HIV/AIDS prevention,
care, and treatment. But the knowl-
edge to effectively fight the epidemic
already exists. What most countries
lack are the will, the commitment,
and the resources to implement
effective programs.

It seems inconceivable that an
infectious disease could so quickly
reverse gains in health and develop-
ment of the past five decades in less
developed countries, but it is hap-
pening. It is even more astounding
that the world has been so slow to
react to the threat. Nelson Mandela,
former president of South Africa,
has pleaded for urgent action
against AIDS, saying, “We must rec-
ognize that for most of the time the
pandemic was spreading like wild-
fire, we were in a state of denial
about HIV/AIDS.”84 And Dan
Rather, anchor of CBS Evening
News, noted, “Just as past genera-
tions asked why England slept in 
the years leading to World War II, 
we might one day ask why the afflu-
ent world slept during the greatest
health calamity to befall Earth in 
the past seven centuries.”85

At the June 2001 UN General
Assembly Special Session on HIV/
AIDS, UN Secretary-General Kofi
Annan made HIV/AIDS his personal
priority and challenged the world to
“define AIDS ... as a threat to our
common future and as a test of our
common humanity.” Future genera-
tions will judge us on how well we
meet this challenge.
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