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Newspeg  

World AIDS Day is on 1st December. The 1994 World AIDS Day theme is 'AIDS 
and the family'.  

 

Introduction  

The epidemic of AIDS is nearly halfway through its second decade. The 
World Health Organization (WHO) estimates that at least 4 million people 
have developed AIDS and 17 million have become infected with HIV, the 
virus which causes AIDS. By the year 2000, WHO believes as many as 40 
million people may have become infected worldwide - and other sources 
estimate the total may be greater than 100 million.  

This document summarises the points necessary to understand the impact of the 
AIDS epidemic in developing count ries. It covers basic science issues (definitions 



of HIV and AIDS, vaccines and treatments), epidemiology, the global response to 
the virus and social and political issues surrounding AIDS.  

 

Key Facts  

? At least 90% of cases of HIV/AIDS are in the developing world; the people 
most at risk are the poorest.  

? The epidemic is accelerating in South and Southeast Asia at a pace 
similar to that of sub -Saharan Africa in the 1980s.  

? Every day, around 6,000 people become infected with HIV.  
? 92% of the estimated US$14.2 billion annual spending on HIV/AIDS 

prevention and care is spent in the industrialised world.  
? High and rising rates of sexually-transmitted diseases, which remain 

untreated because of inadequate health care, increase vulnerability to HIV 
and are thought to be responsible for much of the explosive spread of the 
virus in the developing world.  

? 40% of the 12 million HIV-infected adults today are women; in 1990, 
women accounted for only 25% of adult infections.  

? Because many women are financially or socially dependent on men, they 
rarely have the power to protect themselves from infection.  

? In Bombay, India, HIV infection levels among sex workers have jumped 
from 1% to 40% in seven years.  

? In Africa, tuberculosis is the leading cause of death in HIV positive adults.  
? If the epidemic continues at the present rate, it is estimated that AIDS will 

cost Asian economies between US$38 and US$52 billion by 2000.  
? HIV/AIDS is both a symptom and increasingly a cause of 

underdevelopment.  
o Development which raises socio-economic conditions and reduces 

dependence on migration and prostitution can limit the spread of 
AIDS. 

 

1. What is AIDS?  

AIDS (Acquired Immune Deficiency Syndrome) is the fatal clinical condition 
resulting from long-term infection with HIV (Human Immunodeficiency Virus).  

HIV progressively weakens the body's immune defence system, until it is no 
longer able to fight off infections, many of which are normally harmless. When 
the immune system is severely damaged by HIV, several opportunistic infections 
are present at once. Death is not caused directly by HIV, but by one or more 
infections.  



Opportunistic infections or indicator diseases affecting people with HIV include 
tuberculosis, Kaposi's sarcoma (a tumour primarily affecting the skin), 
Pneumocystis carinii (a form of pneumonia), herpes, shingles and infections such 
as Cryptosporidiosis which are associated with severe diarrhoea and weight loss.  

AIDS is the name for a collection of symptoms that result from immune deficiency 
caused by HIV. A person is diagnosed as having AIDS when they (1) test 
positive for HIV and (2) have one or more specific recurring opportunistic 
infections listed in the clinical case definition of AIDS. This definition varies 
slightly in different parts of the world and may include other indicators such as a 
low CD4 cell count. When testing facilities are unavailable in developing 
countries, the World Health Organization (WHO) recommends the use of a 
clinical definition of AIDS which relies on symptoms only. HIV disease is the term 
often used to describe the damage to the immune system with resulting other 
infections.  

Most people who contract HIV develop AIDS or HIV disease, on average 10 
years after they are infected. Average adult life expectancy after an AIDS 
diagnosis ranges from six to 12 months in the developing world and one to two 
years in the industrialised world. A small minority of people with HIV, perhaps 
one in 20, appears to remain free of disease for as long as 15 years.  

Many infants born with HIV progress rapidly to AIDS, developing symptoms after 
four months. But others do not develop AIDS for eight years or longer.  

AIDS was first classified as a disease in 1981 and HIV was identified as the 
cause in 1984.  

HIV transmission  

Being infected with HIV does not automatically mean a person has AIDS or is ill. 
But with or without symptoms of AIDS, a person with HIV (HIV positive or 
seropositive) is permanently infected and is permanently infectious to others.  

HIV is transmitted in semen, vaginal fluid and blood, and transmission can only 
occur in the following ways:  

? Through unprotected (without use of a condom) vaginal or anal 
intercourse with an infected person. Sexual intercourse accounts for 
more than 75% of HIV transmission, according to WHO. No cases of 
HIV transmission have been attributed conclusively to oral intercourse. 
Although HIV has been detected in saliva, there is no evidence that 
anyone has been infected by deep kissing.  

? Through infected blood in transfusions or blood products. In the North, 
all blood is now tested for HIV. In developing and former East 
European countries, the rate varies from 50% to 99%. [AIDS in the 



World, Vol I] Blood transfusions account for 5 -10% of HIV transmission 
worldwide, according to WHO. Before HIV testing was introduced in 
the industrialised countries, HIV-contaminated blood and blood 
products led to high rates of infection among people with haemophilia; 
70-80% of people with severe haemophilia A were infected in the US.  

? From infected blood on contaminated needles, syringes or other skin-
piercing instruments such as are used in injecting drugs.  

? From an infected mother to her child across the placenta before birth, 
during delivery, or via breastmilk. Taken together, these mean that a 
baby born to an HIV positive mother faces a risk of around 30% of 
becoming infected.  

HIV is not transmitted in the everyday circumstances of home or public places 
such as school, work or restaurants. HIV does not survive easily outside the 
body, so it is not transmitted: on toilet seats; by contact such as hugging, kissing 
or shaking hands; by sharing eating or drinking utensils; or by coughing.  

HIV cannot be transmitted by insect bites. The virus does not multiply in 
mosquito cells, nor can it pass from the insect's gut into its saliva, which is how 
malaria is transmitted. Other insects, such as bedbugs, are not suitable hosts for 
the virus either. Moreover, the amount of infected blood which would have to be 
transmitted to result in infection would have to be equivalent to over 1,400 bug 
bites. [WorldAIDS 12, November 1990]  

Testing for HIV  

The most common way to detect HIV is by testing a sample of a person's blood 
for the presence of antibodies to HIV. If the person is infected, the test result will 
be HIV positive. This test is often referred to as an AIDS test, but an HIV positive 
result does not mean someone has AIDS.  

Because it can take a few months for the immune system to produce antibodies 
after infection with HIV, a recently-infected person may have an HIV negative test 
result. The vast majority of people produce antibodies within three months, 
although some people can take six months or longer. This intervening period is 
known as the "window period".  

HIV-1 and HIV-2  

"HIV" refers to two similar viruses: HIV-1 and HIV-2. Both lead to AIDS and both 
reproduce by using the genetic materials of the cells they invade and both 
gradually disable the body's immune system. HIV-2 is less virulent and less 
infectious than HIV -1. HIV-1 is found throughout the world. HIV-2 is prevalent in 
West Africa, although it has been detected in other parts of the continent and 
some countries in the Americas, Europe and Asia. In recent years HIV -1 seems 
to be spreading faster in West Africa than HIV-2. Both HIV-1 and HIV -2 mutate - 



or change - and both viruses appear to have different strains, with significant 
variations between them. This has important implications in the field of vaccine 
development (see page 7).  

 

2. The AIDS Pandemic  

By mid-1994, 985,119 cumulative cases of AIDS had been reported to WHO 
from 190 countries. Because of under-reporting, incomplete diagnosis and delays 
in reporting new cases, WHO estimates that 4 million cases of AIDS have 
occurred around the world since the epidemic began. This represents a 60% 
increase over July 1993 estimates. By the year 2000, WHO estimates that as 
many as 40 million people could have become HIV infected worldwide. (AIDS 
cases reported to WHO are cumulative. New cases are added to the total as they 
are reported, and they include many previously reported HIV cases which have 
progressed to AIDS, as well as people who have died of AIDS.)  

Because of the long delay between HIV infection and AIDS, estimated HIV 
infections provide a clearer picture of the epidemic than reported AIDS cases. 
WHO estimates that more than 17 million people have been infected with HIV, 
over one million of them children. This represents an increase of about 3 million 
infections since mid-1993. Most of these new infections are in sub-Saharan 
Africa and South and Southeast Asia. [WHO Global Programme on AIDS (GPA), 
The Current Global Situation of the HIV/AIDS Pandemic, 1 July 1994]  

But as the HIV/AIDS epidemic progresses, some experts believe it is splitting up 
into disparate streams. "What is happening is that the epidemic is fragmenting 
into a number of small epidemics which have their own velocity and they 
progress side by side," says Dr Daniel Tarantola of the Harvard -based Global 
AIDS Policy Coalition (GAPC). "In Thailand and India, there is an epidemic 
among injecting drug users, one among gay men, another in prostitutes, another 
in heterosexuals.... There are bridges between the epidemics, but we don't know 
how powerful they are, and how these epidemics influence each other." 
[WorldAIDS 28, July 1993]  

Others, such as Dr Peter Piot, associate director of WHO's Global Programme on 
AIDS (GPA), believe that in many parts of the world, AIDS is no longer an 
epidemic disease following a pattern, like cholera, with a foreseeable end, but 
that it has become endemic, a chronic infectious disease in the same way as 
malaria.  

Geographical spread of HIV/AIDS  

In Australasia, North America and Western Europe, HIV first spread widely 
during the late 1970s and early 1980s. The groups most affected are 



homosexual and bisexual men and injecting drug users (IDUs), but cases among 
heterosexuals are increasing. In North America, the men:women ratio of AIDS 
cases has halved, from 14:1 in 1984 to 7:1 in 1993. WHO estimates more than 
one million people have been infected with HIV in North America; more than 
500,000 in Western Europe; and more than 25,000 in Australasia. The United 
States still reports more AIDS cases than any other country - 361,164 by 
December 1993 (including territories such as Puerto Rico and Guam).  

In Latin America, HIV first spread in the early 1980s among homosexual and 
bisexual men, and among IDUs; infection rates of 20-76% have been recorded in 
IDUs in Brazil. [AIDS in the World, Vol I] But heterosexual intercourse is now the 
leading mode of transmission; infection rates are increasing rapidly among 
women, as is mother-to-child transmission. In the Caribbean, heterosexual 
transmission is now well established and the men:women ratio is 1.5:1. WHO 
estimates that 2 million infections have occurred in Latin America and the 
Caribbean.  

In sub-Saharan Africa, extensive spread of HIV probably started in the 1970s, 
and transmission has been overwhelmingly heterosexual. The region has 10% of 
the world's population, but accounts for 2 out of every 3 HIV infections among 
adults, over 80% of infections among women worldwide and 90% of infections 
among infants, mainly through mother-to-child transmission. It is the only region 
where there are more women infected than men: 11 to 12 women for every 10 
men. [AIDS in the World, Vol I, WHO/GPA figures] Central, Eastern and 
Southern Africa are severely hit by the HIV-1 epidemic, while West Africa also 
has a high prevalence of HIV-2. WHO estimates that more than 10 million people 
(including nearly a million children) have been infected with HIV in sub-Saharan 
Africa.  

The pandemic is accelerating in South and Southeast Asia, where HIV only 
spread in the mid-1980s or later. Although HIV first appeared among IDUs and 
gay men, and infected blood is a serious problem in some countries (India for 
example), heterosexual transmission is now dominant. The epidemic has been 
growing at a pace reminiscent of sub-Saharan Africa in the early 1980s, but may 
have an even greater potential for spread in the world's most populous region. 
India alone has a larger population than the whole of the African continent. WHO 
estimates that 2.5 million people have already been infected - one million more 
than in July 1993. "The HIV epidemic here is growing at an alarming rate," said 
GPA's executive director, Dr Michael Merson. "For example, es timated infections 
in Thailand have risen tenfold since early 1990. In India, they have tripled since 
1992."  

In Eastern Europe and the former USSR, major social and political upheavals in 
the last few years increased the potential for the spread of HIV within and across 
communities. Mass migrations following the opening of borders, economic 
hardship linked to market reforms, and civil conflicts which have erupted in some 



countries are all factors of risk. HIV is present in homosexual men and IDUs; and 
there have been recorded incidents in Romania and in the former USSR of 
transmission to children in hospital settings (unsterilised equipment and 
unscreened transfusions). WHO estimates there may be more than 50,000 
cumulative HIV infections in the area, but warns that this figure may be 
misleading due to lack of HIV data.  

HIV spread through East Asia and the Pacific from the mid-1980s, and there is 
limited data available for the most populated country in the region, China. But 
HIV has been found near the Burmese border, among IDUs, where it is 
spreading in epidemic proportions; and in the provinces adjacent to Hong Kong. 
A steep rise in the rate of reported sexually-transmitted diseases (STDs) 
indicates the country's vulnerability. HIV is transmitted sexually as well as 
through injecting drug use, and most of the small island countries and territories 
of the Pacific have reported at least one case of AIDS. WHO estimates more 
than 50,000 HIV infections have occurred in the region.  

North Africa and the Middle East offer very little information on HIV and AIDS 
rates in its populations. Heterosexual intercourse and injecting drug use are 
believed to be the main modes of transmission - although sex between men may 
also play a part. Reports have suggested high numbers of cases of STDs in the 
region, and there is evidence of a substantial trade in heroin and other drugs in 
the area. HIV levels are rising - in Djibouti, for instance, 4% of women seeking 
antenatal care are HIV positive. WHO estimates the region may have upwards of 
100,000 cumulative cases of HIV.  

 

3. There is no cure  

There is no cure for AIDS and there is no vaccine that has been shown to 
prevent HIV infection. Once a person is infected with HIV, there is no antiviral 
drug which can rid the body permanently of it. There is still no drug that can cure 
AIDS or even significantly delay the onset of disease in an HIV-infected person.  

In the absence of a cure or vaccine, the only methods available to stem the 
spread of HIV are information, education and prevention activities to promote 
changes in behaviour - particularly sexual behaviour, since HIV is essentially a 
sexually-transmitted disease.  

Treatment  

Cheap, affordable therapies that could benefit people in developing countries are 
still far off. Antiviral drugs which attack HIV itself, such as zidovudine (AZT), ddI 
and ddC are much too expensive for the developing world. The annual cost of 
AZT is US$1,200 and of ddI US$2,000. Average health spending per person per 



year varies from an average of US$1,250 in the industrialised world to US$35 in 
Latin America and the Caribbean, and less than US$5 in South Asia and sub -
Saharan Africa. Even drugs to counter opportunistic infections are often available 
only in large city hospitals. [The Hidden Cost of AIDS]  

No wonder drugs  

HIV infection is extraordinarily difficult to treat or prevent, because it is a highly 
variable virus and because it rapidly establishes strongholds in the body beyond 
the reach of the immune system or drugs. The virus "hides" in the lymph nodes 
and other lymphoid tissue, trapped by defence cells. Here it multiplies and 
destroys lymphoid tissue. Thus, during this so-called "latent" phase of disease, 
the virus is anything but latent.  

The "first-generation" antiviral drugs against HIV are known as nucleoside 
analogues. They include AZT, ddI and ddC. These work by blocking the action of 
an enzyme called reverse transcriptase, which the virus needs to replicate.  

Although AZT does give some short-term benefit to people once they have 
developed AIDS, it appears to be incapable of slowing the onset of the disease in 
symptom-free people who are HIV positive. HIV rapidly evolves mutants that are 
resistant to these drugs.  

Meanwhile, other antiviral drugs are now being tested. These include other types 
of reverse transcriptase inhibitors and a class of drugs known as protease 
inhibitors which stop the virus assembling new copies of itself in cells. However, 
early evidence suggests that HIV can develop resistance to protease inhibitors 
too. Combinations  of more than one drug against HIV may be slightly more 
effective than single drugs, according to the preliminary evidence.  

No vaccine soon  

Many hopes are pinned on the successful development of vaccines, both 
prophylactic to prevent infection with HIV, and therapeutic to slow or halt the 
progressive damage to the immune system in infected people. But a successful 
vaccine against HIV is unlikely to be licensed within the next decade.  

Finding a vaccine against HIV is difficult. Scientists still do not know which parts 
of the body's immune response are important to mimic if they are to design a 
vaccine that will protect against infection. A vaccine based on one strain of the 
virus may not protect people against other strains, and there are many different 
strains circulating worldwide.  

Over a dozen experimental vaccines are being tested, mostly in the US, in 
healthy HIV-negative volunteers. The aim is to test the safety of the vaccines and 
measure the type of immune response they stimulate. Trials to find out whether 



the vaccines actually protect against infection have not yet begun but are 
expected to commence by 1996, probably in countries with high incidence of HIV 
such as Thailand. There are also trials of the vaccines in HIV positive people, to 
see whether they can boost the existing immune response to infection.  

Most experimental vaccines are based on genetically engineered forms of HIV's 
protein coat; others include vaccines based on a live, harmless virus such as 
canarypox which carries HIV proteins on its surface. In theory, the proteins 
should stimulate antibodies and T cells that would enable the body to fight off 
HIV if it encountered the "real thing". Many of the vaccines tested so far stimulate 
some antibodies, and a few stimulate T cells, but at relatively low levels and for 
relatively short periods. Unfortunately, some vaccines based on laboratory 
strains of HIV seem incapable of preventing "wild" strains of the virus from 
infecting human cells, at least in the laboratory. Few scientists expect the current 
generation of vaccines to give full protection against HIV.  

Recently, however, scientists in the US have successfully tested a much more 
radical approach in monkeys. The monkey virus SIV, which is equivalent to HIV 
in humans, was altered in the laboratory to remove several pieces of genetic 
material including a large part of one gene, nef. The altered virus was injected 
into macaque monkeys and the animals became infected but failed to develop 
disease. Next the monkeys were exposed to live, normal SIV. The altered virus 
appears to have completely protected the animals against infection with the wild 
virus. The team has now experimented in the laboratory with removing the 
corresponding genes from HIV. This has given scientists new clues to a human 
vaccine, but there are important safety questions, such as whether an altered 
virus used in a vaccine could revert to a disease-causing form. Many researchers 
think this approach could only ever be justified in humans if all other approaches 
had first been shown to fail.  

In mid-1994, the US decided not to go ahead with its own large-scale trials of the 
two leading experimental HIV vaccines, both genetically engineered forms of 
HIV's protein coat, because experts advised government scientists to wait unti l 
stronger candidate vaccines were available. The American epidemic is not seen 
as severe enough to warrant a trial of existing vaccines. But in October 1994, an 
expert group at WHO concluded that large-scale trials of the same and similar 
vaccines could go ahead in other countries if the sovereign state requested them 
and provided that strict ethical standards were met. Normally, WHO would have 
required vaccines to be tested fully in their country of origin first, but developing 
countries with rapidly progressing epidemics of HIV have argued that they cannot 
afford to wait forever to find out whether the vaccines work. Thailand and Brazil 
may be the first to conduct trials; Uganda may follow.  

It is still unclear who would pay for any vaccines that might be shown to be 
effective in the South. The present inequality of access to treatments for 
HIV/AIDS fuels concern that even if developing world citizens take part in 



experimental vaccine trials they will be priced out of any future vaccines, which 
are likely to be prohibitively expensive.  

The funding gap between North and South is already huge: although more than 
90% of people with HIV/AIDS are in the developing world, 92% of the US$14.2 
billion annual cost of AIDS prevention and care is spent in industrialised 
countries. [AIDS in the World, Vol II]  

 

4. AIDS and underdevelopment  

Two million people have already died from HIV-related deaths - by 2000, the 
cumulative total is expected to reach 8 million, and 30-40 million people will be 
infected with HIV, according to WHO. Other sources estimate more than 100 
million people could be infected by then. Since 90% of these will be in developing 
countries, the social, economic, demographic and development implications of 
the disease could be immense.  

Warns Dr Michael Merson, director of WHO's Global Programme on AIDS (GPA): 
"All sectors of life are threatened. So is the development process itself." 
HIV/AIDS is both a symptom and increasingly a cause of underdevelopment.  

In many parts of the world, the epidemic is still at an early stage. The next stage, 
where many people fall ill, may not be apparent for several years. This is 
particularly the case in some Asian countries. In Thailand, estimated HIV 
infections have risen tenfold since 1990.  

Demographers have constructed statistical models to calculate the possible 
impact of AIDS on populations. Their models generally agree that mortality rates 
for adults, and for children under five, will rise sharply. In east and central Africa, 
current adult death rates are around  1.3% per year. One model suggests that in 
11 years' time, AIDS may cause this death rate to double.  

In sub-Saharan Africa, the World Bank forecasts that AIDS may cause life 
expectancy to fall to 47 years by the end of the century, in place of the 62 years 
expected in the absence of HIV/AIDS. UNICEF predicts under-five mortality in 
central and east Africa will rise to between 159 and 189 per 1,000 live births, 
instead of falling as earlier forecast to 132 per 1,000. Overall, population will 
continue to grow, though at slower rates than previously forecast.  

Already, heavily-affected areas are paying a terrible human price. "In the Masaka 
district of Uganda," said Dr Merson at the Tenth International Conference of 
AIDS in Yokohama, Japan in August 1994, "AIDS accounts for close to half of all 
mortality in the total opulation. In young adults under 35 - those who are raising 
families, working the fields, running the schools and hospitals - 9 out of 10 deaths 



are HIV related. Or to put it another way, only one death in ten is not HIV -
related".  

Children bear the brunt  

More than one million children in the developing world have already lost one or 
both parents to AIDS; and the term "child-headed homestead" is now common in 
Uganda, where thousands of children have been left to cope alone after the 
death of both parents.  

One of the most serious effects on children of parental illness and death is lost 
education. Many families whose members have HIV/AIDS cannot afford to keep 
children in school. "Education systems heavily affected by HIV/AIDS will need to 
change," says Sheldon Shaeffer of the International Institute for Educational 
Planning, "to cater for children dropping out of school. Schools will need to 
provide cheaper educational programmes and more practical training. Girls, in 
particular, will need new skills to make them financially independent."  

Apart from education, many children who lose parents through AIDS or other 
means - suffer impoverishment, malnutrition and psychological deprivation. 
Research in Bangladesh has shown that there is a strong correlation between 
parental mortality and the mortality of children under 10 years old.  

Tearing apart communities  

AIDS has the potential to tear apart the fabric of society, since it primarily hits 
those of reproductive age, usually the breadwinners. With little state welfare in 
developing countries, the immediate or extended family has to cope if members 
fall ill. The longer a person is ill, the greater the economic impact on the 
household of the loss of their labour. Rural areas where families depend on 
migrant workers will be severely hit. As the death toll rises and children become 
orphaned, grandparents will have to take on new roles raising children or caring 
for sick people.  

Some communities might "simply collapse under the strain of supporting a large 
proportion of ill people and bereaved dependents on very limited resources", 
warns the Food Studies Group at Oxford University, England.  

Some communities adapt in a positive way. Dr Chandra Mouli, who has worked 
for many years in Zambia, says: "AIDS has generated such a strong response in 
Africa because it is perceived as everybody's problem. In many countries in sub-
Saharan Africa, most people know of a family member, friend or workmate who 
has died of AIDS. This is a strong motivating force for individual community 
change and for community action."  



Studies suggest that the first stage communities go through is denial - exhibiting 
fear, despair and panic. The second stage, when more people are infected, is 
one of acceptance, with a greater concern to help people. In the third stage, 
where death becomes commonplace and AIDS is seen to concern everyone, 
there is action, and the community works more cohesively.  

Lost labour and falling production  

Once people develop AIDS symptoms, bouts of ill health usually follow. This 
results in absenteeism, both of the ill person and of those who must care for sick 
relatives.  

In rural areas, labour lost through death and absenteeism could lead to a fall in 
food production. This would be critical for nutrition, in rural areas as well as 
among the dependent, growing urban populations. With poor nutrition, people will 
become even more vulnerable to all types of infection.  

With skilled labour the situation is equally precarious. In countries which already 
have a meagre base of skilled and managerial workers, the effect on 
development is devastating. Prisca Tembo, of Botswana's "AIDS in the 
workplace" campaign, says: "Even without AIDS, Botswana does not have 
enough local engineers, architects, accountants or business managers." It is 
likely that workforces will become younger and less experienced.  

With falling production, a country's exports will decline, hitting badly-needed 
foreign exchange. A report on the Zambian copper-mining industry, which earns 
three-quarters of the country's foreign exchange, states: "The danger is that 
skilled workers, supervisors and managers will die of AIDS faster than 
replacements can be trained. The result will not be a sudden collapse in mine 
output. Rather, there will be a slow but steady increase in the incidence of 
breakdowns, accidents, delays and misjudgements, and output will suffer." A 
downturn in foreign remittances is also likely, as fewer workers go abroad to 
work. Education and health will be hard hit, as teachers and students, doctors 
and nurses, become infected.  

To avert disaster, development agencies should take account of the implications 
of HIV/AIDS. Theresa Kaijage, of the AIDS support organisation WAMATA in 
Tanzania, warns that development assistance programmes which do not tackle 
the inequalities in which HIV/AIDS seem to be thriving will succeed only in 
reinforcing the status quo.  



 

5. Homing in on poverty  

Poverty and vulnerability to HIV are linked. High rates of infection have been 
found in the most economically deprived populations of cities as far apart as 
Bombay, Edinburgh, New York and Rio de Janeiro.  

On a global scale, at least 90% of cases of HIV/AIDS are in the developing world, 
and the people most at risk are the poorest, particularly women, who do not have 
the knowledge or the power to protect themselves against infection. Even if they 
know about AIDS, avoiding it may not be a priority. As Dr Mazuwa Banda, of the 
Churches Medical Association of Zambia points out: "There is the feeling that life 
is already hard. There are other priorities like getting the next meal which press 
on people much more than AIDS." [The Hidden Cost of AIDS]  

Poor communities have less access to health care, which is already inadequate 
in most developing countries, where per capita health spending may be as low as 
US$5 per year. Poor people are more likely to be illiterate and to have limited 
access to the media, and to HIV/AIDS information.  

Even in the wealthier United States, the prevalence of AIDS varies widely from 
one group to another. Disadvantaged ethnic minorities are hit hardest. In the US, 
there are 302 AIDS cases per million adult population in whites, 895 cases per 
million among Latino Americans, and 1,622 cases per million in African 
Americans. [CDC HIV/AIDS surveillance, US department of Health and Human 
Services, 1994; 5(4)]  

The role of sexually-transmitted diseases  

Men and women are at greater risk of infection with HIV if they have a history of 
other sexually-transmitted diseases (STDs), especially those associated with 
genital ulcers, such as chancroid, syphilis and genital herpes, because broken 
skin facilitates HIV transmission.  

In some developing countries STDs remain untreated because of inadequate 
health care and spread further. High and rising rates of STDs are thought to be 
responsible for much of the explosive spread of HIV in the developing world.  

In the early 1980s, a group of African doctors found that gonorrhoea was so 
common among some ethnic groups in parts of Africa that its symptoms were 
sometimes considered a sign of sexual awakening, or of potency. [AIDS and the 
Third World]  

Untreated STDs in women are a major cause of infertility: in Southwestern Sudan 
and Northwestern Zaire; Cameroon and Gabon; and Southeastern Angola and 



Northeastern Zambia, levels of infertility among women range from 21-40%, 
which is much higher than the normal 3% infertility rate in a population, and 
indicates a very high level of widespread untreated STDs. [Female genital health 
and the risk of HIV transmission]  

In 1990, with 250 million new infections occurring annually, WHO director-
general Hiroshi Nakajima warned that "sexually-transmitted diseases have 
reached epidemic proportions globally." [The Hidden Cost of AIDS] Currently, 
WHO estimates that between 153 and 328 million cases of curable STDs occur 
each year worldwide.  

Population movements and migration  

Because HIV is passed from person to person, it is also closely associated with 
the movement of people from place to place. Throughout the South, lack of 
employment opportunities, particularly in rural areas, has led to permanent and 
seasonal urban migration, both within countries and across frontiers. In many 
parts of Africa the pattern of industrial development has been based largely on 
male migrant labour.  

In several Asian countries, many young people leave rural areas to find work in 
urban areas or abroad, often the oil-rich states of the Gulf. About 1.5 million 
Bangladeshis work abroad, many in the Middle East, and they remit a substantial 
amount of money to the country - over US$1 billion is expected in 1994. 
[WorldAIDS 35, September 1994] Each year an estimated 5-6 million people 
migrate, legally or illegally, from Latin America and the Caribbean to the United 
States in search of employment.  

Long separations cause a breakdown in family patterns, and contributed to a rise 
in prostitution and the incidence of STDs long before HIV appeared. Men who 
contract an STD put their partners at risk on return visits to their homes.  

More recently, male migration has been matched by that of single women who, 
with no means of support in their villages, move to the cities. Many end up 
working as prostitutes because there are no alternatives, such as the thousands 
of young women migrating from the hills of Nepal to the cities of India. Various 
studies have confirmed the link between migration and the spread of HIV.  

Tourism, trade and business travel also spread HIV. Long-distance lorry-drivers 
have been identified as a high risk group.  

Conflict spreads HIV  

War and destabilisation are an important factor in the spread of AIDS in Africa, 
"particularly the slow-burning anarchic disturbances currently so prevalent", 



according to Sir Donald Acheson, former Chief Medical Officer to the British 
government. [WorldAIDS 24, November 1992]  

During periods of insecurity, social norms are disrupted, families are broken up, 
refugees leave war zones in search of security, and soldiers and bandits are 
constantly on the move. Rape increases and in general there are more 
opportunities for the spread of all STDs.  

Many of the countries most affected by HIV in Africa have suffered long periods 
of civil disorder and war, including Uganda, Angola and Mozambique. In 
Rwanda, for instance, WHO estimates that war and massive population 
displacements have without doubt resulted in dramatically increased 
transmission of HIV - in a part of the world already heavily affected, where pre-
war urban HIV estimates ranged from 20% to 30%. The Rwandan Blood 
Transfusion Services have ceased to function and the procedures for screening 
HIV are no longer followed. [Press Release WHO/68, 16 September 1994]  

Scientists in Angola concluded that "people displacement, mainly as a 
consequence of war, certainly plays an important role in spreading HIV 
infection...the evidence provides an indication that penetration of HIV infection in 
Angola is taking place from neighbouring countries and spreading over from war 
zones." [WorldAIDS 24, November 1992]  

 

6. AIDS and women  

Every day, 3,000 women become infected with HIV, and 500 infected women die 
of AIDS or related illnesses. Most infected women are between 15-35 years old. 
[Young Women: Silence, Susceptibility and the HIV Epidemic, Elizabeth Reid 
and Mike Bailey, UNDP, November 1993] "The toll of HIV and AIDS in women 
and children is steadily increasing," said Dr Dorothy Blake, Deputy Director of 
GPA. "At present, almost half of all new infections are in women. Young women 
are becoming infected with the AIDS virus faster than any other population 
group." The male:female ratio of HIV is changing dramatically: 40% of the 
estimated 17 million HIV infected adults today are women; in 1990, women only 
accounted for one-quarter of adult infections.  

Women in developing countries bear a huge share of the epidemic's burden:  

? Women are more vulnerable to HIV infection.  
? If infected, women may pass the virus on to their babies.  
? Women are the main care-givers for the sick in their households.  



A survey by Tanzanian AIDS support organisation WAMATA found that women 
provided more than twice as much care as men and received less care as 
patients.  

"AIDS heightens our awareness of the inequity between gender," says Dr Eka 
Williams, president of the Society for Women and AIDS in Africa (SWAA). "We 
know that women, especially in the developing world, are bearing the burden of 
care, of increasing HIV rates, of the growing magnitude of perinatal transmission, 
and of intensified social and economic problems."  

Women are central to the informal economy of many developing countries, and 
are often "the pillar of the family", according to Dr Nkandu Luo, of SWAA Zambia. 
When they fall ill, the whole family structure is threatened.  

More vulnerable to infection  

Women are more vulnerable to HIV infection for several reasons. Physiologically, 
male to female transmission of HIV appears to be twice as efficient as female to 
male transmission. The presence of untreated STDs is an added factor of risk, 
and these diseases are less easily detected in women than in men.  

But the most significant factors in women's vulnerability are social, economic and 
psychological ones, and have to do with women's lower socio-economic status. 
In nearly all societies, women's subordinate status makes it more difficult for 
them to control their sexual lives.  

Young women in particular are at risk, because their immature genital tracts 
make them more vulnerable to infection and their sexual partners are often older. 
"In developing countries," says Dr Blake, "young women between the ages of 15 
and 24 have significantly higher rates of HIV infection than men in the same age 
group." In sub-Saharan Africa, for instance, women aged 19-23 are twice as 
likely to be infected as their male counterparts.  

With no immediate prospect of an HIV vaccine or cure, the key to controlling the 
AIDS epidemic lies in people changing their sexual behaviour. But the available 
options - chastity, mutually faithful relationships, sex without penetration or with a 
condom are not always open to women. In most cultures, sexual decision-making 
is held by men. Women may want their partners to use condoms, but they cannot 
force them, and they do not always have the option of refusing sex. Because 
many women are financially or socially dependent on men, they rarely have the 
power to protect themselves from infection.  

In most cultures, infidelity is much more acceptable in men than in women. Many 
women refuse to acknowledge their partner's behaviour, both because they are 
powerless to change the situation and because they may risk rejection if they do 
confront it. According to Dr Geoff Foster of Zimbabwe's Family AIDS Counselling 



Trust, "the unfaithful husband" is a major issue in any AIDS education session 
with women. [Triple Jeopardy]  

The simple fact of being married can be a factor of risk for women. In Latin 
American countries, the women most at risk of HIV infection are married women 
whose husbands have many sexual partners. [The Hidden Cost of AIDS] In 
Malawi, 77.2% of people with AIDS are married.  

Another major obstacle for women wishing to protect themselves against HIV 
infection is the desire to have a child. Safer sex - without penetration or with a 
condom - also means sex without conception. Apart from the personal issues 
involved, outside pressures come into play. "Women of childbearing age are 
caught in a particular dilemma," says Dr Maxine Ankrah, of Uganda's Makerere 
University, "Because most African cultures expect women to bear children, failure 
to do so is tantamount to inviting social ridicule and humiliation, if not divorce and 
displacement in the marital union." [The Hidden Cost of AIDS]  

Current research is focusing on developing female-controlled HIV prevention 
methods, such as the female condom, or virus -killing spermicides. The US-based 
Population Council is also investigating the possibility of developing a virucide or 
microbicide which could be inserted into the vagina and protect against HIV 
transmission without harming the sperm, allowing women to conceive without 
risking exposure to HIV if their partners are i nfected. However, it will be at least 
7-10 years before any product comes on to the market. [WorldAIDS 36, 
November 1994]  

Mother-to-child transmission  

HIV positive women who do not want to risk bearing an infected child face a 
similar dilemma. Worldwide, one million children have been infected with HIV, 
almost entirely from their HIV positive mothers. Most will die before puberty. 
There is a 30% chance that a pregnant HIV positive woman will infect her baby in 
the womb, at delivery or during breastfeeding . (Different studies show rates 
between 13% and 40%.)  

Recent evidence suggests that a proportion of HIV positive babies become 
infected during delivery. Breastmilk has also been shown to account for a 
significant proportion of infections. It is difficult to estimate precisely the share of 
infections attributed to each route of spread because of variations between 
populations and study techniques. Nevertheless, the benefits of breastfeeding 
are judged to outweigh the risks in any population where infant mortality is high 
and linked to infectious diseases and malnutrition. Therefore, WHO advises HIV 
positive women in such populations to continue to breastfeed.  

Selling sex to survive  



Prostitution is an integral part of the formal and informal economies of most 
countries. It can be big business, although not usually for the workers, and tends 
to be symptomatic of economic inequality rather than uniform poverty in a 
society. Many women are driven by circumstances into selling sex under one 
form or another: for money, for clothing or gifts, for drugs. Because male-to-
female transmission is more efficient than female-to-male, female prostitutes are 
at great risk from their male clients.  

HIV infection rates among prostitutes in some regions are very high, reflecting 
their vulnerability: in Nairobi, Kenya, the rate has risen rapidly in 11 years, from 
7% in 1980 to 75% in 1991. In Bombay, India, HIV infection levels in sex workers 
increased from 1% in 1985 to 41.2% in 1992. [Trends and Patterns of HIV/AIDS 
infection in selected developing countries, US Bureau of the Census, Research 
Note No. 14, June 1994]  

While some sex workers at the wealthier end of the business know about the 
risks of HIV/AIDS and can impose condoms on their clients, the poorer ones, 
especially in developing countries, are often unable to protect themselves. 
Publicly, Ina, an Indonesian prostitute in Surabaya, says she now always uses a 
condom because those are the government's rules. But privately she admits that 
if she refused a client for not wearing a condom, she would be punished by her 
pimp. [WorldAIDS 25, January 1992]  

 

7. A Dangerous liaison: TB and HIV  

One-third of the world's population, at least 1,700 million people, are latently 
infected with tuberculosis (TB). In most, the disease i s not active, but at any one 
time about 8 million people are suffering from active TB (95% of them in the 
South); 3 million die annually from it. Tuberculosis is the largest cause of death 
from a single pathogen, or disease-causing agent, in the world. This is despite 
the existence of sophisticated drug regimes, of the BCG vaccination and of 
national and international TB control programmes.  

"TB has been around for hundreds of years, and it's never been properly 
controlled in the developing world," says Dr Paul Nunn, of WHO's TB 
Programme. Unlike HIV/AIDS, TB is highly infectious, casually contagious and 
can be spread by coughing. It is also almost always curable providing there is 
access to treatments.  

Co-infection: a new danger  

The twin epidemics of TB and HIV are showing a dangerous tendency to 
coalesce and to co-infect individuals. WHO estimates that at least 5.6 million 



people, the overwhelming majority of them in the developing world, are infected 
with both HIV and TB.  

For individuals, the implications are grave. "It has been proved without any 
doubt," says WHO, "that dual infection with Mycobacterium tuberculosis and HIV 
triggers off active tuberculosis [in people with latent TB], because of the 
weakened immune system." Recent research has shown that TB bacterium can 
activate HIV from a latent state in infected cells. [WorldAIDS 24, November 1992] 
Nunn says that "people with HIV are more likely to develop active TB."  

The TB epidemic is accelerating in the developing world at a worrying rate: since 
1987, TB notification rates in many sub-Saharan African countries have risen 
sharply. Tanzania, Burundi and Malawi all report huge increases in the number of 
cases of active TB. Although Malawi prides itself on having had an efficient TB 
prevention programme, annual TB cases have risen from 12,000 in 1990 to 
17,000 in 1993 - and 64% of people with TB also have HIV.  

In Uganda, confirmed cases of active TB doubled in the three years 1984-87. In 
Zambia, the Ministry of Health reported that TB cases more than doubled from 
7,000 in 1986 to 17,000 in 1990. These increases are linked to the rising 
incidence of HIV; WHO estimates that around 60% of TB patients in Uganda and 
Zambia are infected with HIV.  

A leading cause of HIV-related death  

HIV positive people suffering from active TB are three to four times more likely to 
die from it than HIV negative people with active TB. In Africa, TB has already 
become the prime cause of death in adults with HIV. A recent study in the Ivory 
Coast showed that 35% of adults with HIV died of TB.  

"TB is clearly the most important HIV-associated disease in Africa," said Dr 
Sebastian Lucas, author of the Ivory Coast study, at the 1993 International AIDS 
Conference in Amsterdam. "Since Africa has 65% of all cases of HIV, that makes 
TB the most important AIDS-associated infection in the world."  

Asia on the brink  

Despite the gravity of the situation in Africa, doctors and epidemic disease 
control specialists are most anxious about the potential spread of HIV/TB co-
infection in Asia where around two-thirds of the world's TB-infected population is 
concentrated.  

Nearly half of Asia's population is infected with TB, according to WHO. While in 
Africa, it is common to see 30% of AIDS patients contracting TB, preliminary 
WHO reports suggest that in parts of Asia, up to 70% of AIDS patients are 
becoming sick with TB.  



"In Asia, the number of annual TB deaths in co-infected people is doubling every 
year," warned Dr Arata Kochi, head of WHO's TB Programme, at the Yokohama 
AIDS Conference. "We expect Asia to surpass Africa in the number of annual 
TB/HIV deaths by the year 2000. The unfortunate truth is that most Asian 
governments have yet to respond by putting effective TB programmes in place to 
stop the co-epidemic's acceleration."  

"There are millions and millions of people infected with TB in Asia just waiting for 
HIV to come along and activate it," says WHO's Dr Mario Raviglione. "It's a 
disaster waiting to happen."  

The price of preventive treatment  

WHO calls the epidemic of TB/HIV co-infection "an immediate and grave public 
health and socio-economic threat, particularly in the developing world." The WHO 
TB Programme has given the "highest priority" to strengthening TB control 
programmes in countries where they are poorly developed and where the 
prevalence of HIV and tuberculosis is high.  

TB chemoprophylaxis - administering anti-TB drugs to HIV positive people to 
prevent the onset of active TB - could save thousands, perhaps tens of 
thousands of lives and simultaneously help limit the spread of the epidemic. But 
the cost is enormous for developing countries, even though a course of 
chemotherapy can cost as little as US$13.  

"Africa needs more and better TB diagnostic services," says Dr Raviglione. "More 
and better anti-TB drugs, more hospital beds, and other services and supplies. 
Developed countries need to provide - must provide - more money to target 
intervention and control programmes in developing countries and to buy drugs 
and equipment."  

An added complication in treating active TB in co-infected individuals is that 
thiacetazone, one of the cheapest and most widely-used anti-TB drugs, can 
produce severe, sometimes fatal, side-effects in people with HIV.  

Drug resistant TB  

While TB is not as major a problem in the developed world, it has been rising in 
several European countries. Much of the increase was attributed to immigration, 
but a growing number of cases seem to be linked to HIV, especially in Southern 
Europe. In Spain and Italy, up to 10% of people with HIV are infected with TB.  

In the United States, TB has been rising significantly since 1986. The emergence 
of multi-drug-resistant TB (MDR-TB) in the past few years has been greeted with 
near-panic. MDR-TB is found particularly frequently in people with HIV and AIDS 
and has so far resulted in a mortality rate of around 80%. MDR-TB has brought 



calls for stricter measures from the Centers for Disease Controls in Atlanta. They 
want patients with TB to undergo "directly observed therapy", which means 
patients must take their medication under supervision, either at home or in 
hospital. This is to ensure atment is finished - failure to do so leads to drug-
resistant TB strains developing.  

In Europe, there have been reported outbreaks of MDR-TB in Italy, France, and 
Romania. And there have been anecdotal accounts of small outbreaks of MDR-
TB in Zambia and in a few other sub-Saharan African countries, although MDR-
TB has not yet significantly affected the African continent.  

 

8. Fear and stigma  

Many people diagnosed with HIV/AIDS must face the added burden of prejudice 
and intolerance. Few diseases have generated blame, fear and hostility in the 
same way - perhaps leprosy in the Middle Ages or syphilis a century ago. Today, 
however, discrimination against people with HIV is as widespread as the virus 
itself.  

Even children are not immune. "We are referred to as the AIDS children," says 
17-year-old Sarah in Kenya, who lost her parents to the disease and is now in a 
Nairobi orphanage with her three sisters. "Hardly anybody wants to associate 
with us." [WorldAIDS 26, March 1993]  

When a Southeast Asian student in Guangzhou City, China, tested positive for 
HIV, all his female friends were regarded as HIV positive and shunned by other 
students. The school itself was considered "AIDS-infected" by local residents. 
[WorldAIDS 25, January 1993]  

Most of the discrimination towards people with HIV/AIDS springs from fear of 
contamination with a deadly virus, and ignorance about how this virus spreads. 
Although many campaigns have focused on HIV transmission, the misconception 
that HIV can be spread through casual contact persists both North and South - 
with tragic results.  

When MONAR, a Polish charity dealing with HIV and drug use, tried to set up 
two homes for HIV positive children in the suburbs of Warsaw last year, the 
houses were vandalised, one of them burned down (police suspected arson), 
and MONAR was forced to abandon its plans due to violent protests. Residents 
feared - wrongly - that their children would be infected by playing with HIV 
positive children, and that stray cats or mosquitoes would spread the disease. 
Prejudice is rife even among health care workers in Poland, and ambulance and 
emergency staff frequently refuse to attend AIDS patients. [WorldAIDS 23, 
September 1992]  



A new mask for old prejudices  

Most of the groups identified as being "high-risk" for HIV infection have suffered 
collective discrimination. In many cases, AIDS-related hostility towards these 
communities has overlapped long-standing prejudices.  

In many countries, AIDS gave new life to old anti -homosexual and racist feelings: 
AIDS has been termed a "gay plague" and "divine punishment" for "abnormal 
behaviour"; homosexual men in Britain and the US were fired by employers 
fearing they might get AIDS. As the incidence of AIDS rose in Africa, African 
students in Moscow or Beijing, used to hearing "monkey" called after them in the 
street, started hearing "spid" or "aizibing", the Russian and Chinese words for 
AIDS.  

Other groups such as prostitutes and drug users, already on the margins of 
society, have also suffered increased stigma and aggression because of fear of 
AIDS.  

Using words such as "innocent victims" also helps reinforce the erroneous idea 
that some people with HIV/AIDS are "guilty" and deserve their fate - using the 
language of human prejudice to describe the epidemic spread of a virus. The 
term "innocent victims" is generally used to refer to children who have been 
infected at birth, or people who were infected through blood transfusions - as 
opposed to people who became infected through sexual intercourse or drug use.  

To test or not?  

Since a person with HIV can be healthy for years before developing AIDS, and 
still transmit HIV, there have been calls for widespread testing in many countries. 
As there is no cure for HIV, what benefit is it to someone to discover that they are 
HIV positive? Many people who know they may be at risk have refused to be 
tested, preferring instead to adopt safer sex practices and avoid any activity 
which could transmit HIV.  

Arguments for and against voluntary testing have centred around the following 
needs. First, to provide adequate pre- and post-test counselling to inform the 
person about the consequences of a possible positive result. Second, to keep 
results confidential to avoid discrimination which could lead to the loss of a job, a 
home, or social isolation. WHO recommends that "voluntary testing should only 
be done with the informed consent of the client and should always ensure 
confidentiality." [WHO Regional Office for Europe, Fact Sheet: Voluntary and 
mandatory testing for HIV]  

Mandatory testing is a different issue. Some countries, notably Cuba and 
Bulgaria, tried to test all their population for HIV. In other countries, certain so -



called "high-risk" groups have to submit to HIV tests o n a regular basis - for 
instance prostitutes, prisoners, drug users or foreign residents.  

Compulsory HIV testing of individuals suspected of being HIV positive may seem 
a tempting policy option for a government seeking to limit the spread of the virus 
within a country, and anxious to placate public opinion. In India there were calls 
for the compulsory testing of hospital patients after 16 renal failure patients were 
infected with HIV via contaminated dialysis machines in Madras.  

In Britain there were demands for testing of health care staff after a British 
gynaecologist and two junior doctors were found to have AIDS. The only known 
incident involving a health care worker concerned a US dentist with HIV who 
apparently infected several of his patients with HIV in unexplained 
circumstances. On the other hand, there have been a large number of 
documented cases of health care workers contracting HIV from patients 
worldwide, through needlestick injuries, for instance.  

Apart from its obvious human rights implications, mandatory testing doesn't work 
in terms of public health. It tends to drive those at greatest risk underground, 
because of the stigma and discrimination encountered by people with HIV. And it 
leads to a false sense of security among those who test negative, or are untested 
and presumed negative, who do not change their behaviour.  

Moreover, tests do not detect every infected person, because there are false 
negatives. In particular this is due to the window period - the period of a few 
months after a person is infected with HIV but when they may not yet have 
produced the antibodies which give a positive test result (see page 2).  

Finally, mandatory testing is an expensive practice which diverts resources from 
more effective prevention measures. In 1988, the US state of Illinois introduced 
compulsory HIV tests for marriage licence applicants. Applications declined by 
55% in the first 11 months. Only 23 HIV positive people were identified out of 
150,000 applicants, at a cost of US$228,000 for every HIV positive result 
obtained. [AIDS in the World, Vol I] The law was revoked in 1989. In developing 
countries, where even screening blood donations for HIV may be too expensive, 
large-scale testing is not financially feasible. In India, compulsory HIV testing 
imposed on foreign university students yielded 100 HIV positive results among 
foreign nationals for 365,000 HIV tests administered.  

Internment and exclusion  

With or without mass testing, some governments have resorted to compulsory 
measures to control the epidemic. Internment was widely practised only by one 
country, Cuba, where people who tested HIV positive were required to live in 
government sanatoriums; there has now been a transition from compulsory life 
internment towards a more flexible outpatient sys tem.  



Internment is costly. In Sweden, Professor Sven Britton of Roslagstull Hospital 
estimated the annual cost of keeping an HIV positive person in isolation and 
under guard would be US$690,000. And internment is ineffective, for similar 
reasons to compulsory mass testing.  

Many countries have regulations requiring that certain categories of entrants - 
mainly prospective immigrants, foreign students, sometimes asylum seekers - 
take an HIV test. Those who test positive are generally refused entry.  

But very few countries apply this restriction to all foreigners, or to returning 
citizens. For instance, short-term tourists and diplomats are almost always 
exempted, although they may be HIV -infected. (For details of HIV-related travel 
restrictions, see WorldAIDS Datafile 1994, WorldAIDS 34, July 1994.)  

US ban  

The US refuses entry to people with HIV/AIDS, whether they are tourists or 
applying for immigration, although those planning to attend a conference, visit 
relatives, travel on business or receive medical treatment may apply for a "waiver 
visa". Objections to the US ban led to the relocation of the 1992 international 
conference on AIDS from Boston to Amsterdam.  

As a result of this policy, legal and illegal immigrants in the US who discover they 
are HIV-infected are deterred from seeking help, advice or treatment for their 
conditions, fearing expulsion.  

Alex Compagnet, of the Hispanic referral agency Salud, in Washington DC, 
expresses concern: "We've had three Salvadoreans turned down by the 
Immigration & Naturalisation Service for Temporary Protected Status (a special 
programme permitting Salvadoreans to work in the US for a limited period 
because of the war in El Salvador) when they tested HIV positive. So what 
happened? They disappeared rather than face deportation." [WorldAIDS 23, 
September 1992] Once underground and away from a support network, they 
become more likely to engage in denial of their condition and less likely to 
practice safer sex.  

In 1993, hundreds of Haitians seeking to escape persecution were marooned for 
20 months at the US naval base in Guantanamo, Cuba - dubbed "the world's first 
HIV concentration camp" - because they were HIV positive, even though they 
had plausible cause for seeking asylum. [WorldAIDS 28, July 1993]  

Coercion can't work  

Ultimately, HIV cannot be controlled by coercion. "The only way to break the 
chain of sexual transmission," says Dr Michael Merson, of WHO's GPA, is to help 



people act responsibly in their private lives. An infection that is spread in the 
privacy of people's bedrooms cannot be coerced out of existence."  

 

9. The response: prevention is the only way  

In the absence of a cure or vaccine for HIV or AIDS, preventing transmission of 
the virus is the only way of stopping its spread. AIDS prevention uses information 
and education to teach people about the dangers of AIDS and encourage them 
to protect themselves - by using condoms, for instance, or not sharing needles to 
inject drugs. But promoting behaviour change, and particularly changes in the 
sexual behaviour of individuals, is a difficult task.  

Successful AIDS prevention requires more than just information and education. 
Increased knowledge about AIDS does not automatically mean people change 
their behaviour. Experience shows that prevention works best when:  

? information and education messages are directed at a specific target 
population, using appropriate channels, and  

? there are support networks to help people translate awareness into action, 
by providing information, care, and commodities such as condoms. [AIDS 
in the World, Vol I] 

The global response  

At an international level, AIDS prevention has been coordinated by WHO's 
Global Programme on AIDS (GPA), which was set up in 1987 to help countries 
devise national strategies. Most countries now have national AIDS programmes 
(NAPs) coordinating AIDS prevention at country level, elaborating national AIDS 
control policies and organising AIDS awareness campaigns.  

But the responses to the challenge posed by AIDS have varied. The unfolding 
epidemic has prompted a shift from a purely bio-medical approach to AIDS to a 
social-based one, reflecting the need for a multi-sector approach in elaborating 
prevention and care strategies.  

At the global level, this has led to the UN deciding to set up a joint UN 
programme for HIV and AIDS. The new single programme will gather together 
the separate AIDS-related activities of WHO, UNDP, UNICEF, UNESCO, UNFPA 
and the World Bank. The new structure is expected to be administered by WHO 
and based in Geneva. GPA will cease to exist when the new programme comes 
into existence by January 1996.  

NGOs to the fore   



There is a growing involvement of non-government organisations (NGOs), 
particularly in developing countries, where the health care infrastructures are 
desperately stretched. This shift has not been easy to accommodate in all 
countries.  

Community-based NGOs play a major role in AIDS prevention. In the North and 
the South, they were the first to respond to the pandemic. Where governments 
were often slow to act, or failed to recognise the extent of the disease, NGOs 
provided education, prevention, care, counselling and advocacy for people with 
HIV/AIDS.  

In Thailand, EMPOWER, a community group aimed at sex workers, uses drama, 
games, exhibitions and videos to educate sex workers and the wider public about 
HIV/AIDS - to make the point that prostitutes are as vulnerable to infection from 
their clients as vice versa. [WHO/GPA press release, December 1992]  

TASO (The AIDS Support Organisation) in Uganda, formed by community 
volunteers, provides counselling and care to thousands of infected and ill people. 
It distributes food, blankets, medicines and information in Kampala and Masaka.  

A successful initiative launched by a US-based organisation, WEDGE, which 
takes people with AIDS into schools to educate adolescents has led to similar 
programmes being set up in Brazil, Zambia and Kenya.  

An inter-African organisation, the Society for Women and AIDS in Africa (SWAA), 
set up in 1988 by a group of concerned African women scientists, now has 
national branches throughout sub-Saharan Africa. Their work focuses on the 
social vulnerability of the African woman. In Zambia, among other initiatives, 
SWAA Zambia are networking with traditional counsellors to help change the 
subordinate role of women within marriage.  

NGOs are often able to work more effectively than national programmes, 
because they are based in the community they want to reach. They may also 
design and implement controversial programmes, such as needle exchanges for 
drug users and outreach with gay men or prostitutes, from which government 
programmes may wish to distance themselves for political reasons.  

Declining resources: a major problem  

"Every year, there are more cases of AIDS," warned Dr Dorothy Blake, deputy 
director of GPA, a t an international meeting on AIDS in Harare, Zimbabwe, in 
April 1993. "But the money is not increasing. The resources are getting less and 
less in comparison with the spread."  

The multilateral response has remained stable over the past few years - US$70 
million annually for GPA and about US$30 million for other UN agencies 



together, according to Professor Lars Kallings of the National Institute of Public 
Health in Sweden. But is this enough? "It is estimated that at least US$2.5 billion 
annually is needed for effective preventive activities in developing countries 
where the magnitude and impact of HIV/AIDS is the greatest," said Professor 
Kallings at the Yokohama AIDS Conference, "a twenty-fold increase compared to 
current spending."  

While national AIDS programmes (NAPs) are encouraged by GPA to distribute a 
proportion (15%) of their external funding to local NGOs, many NAPs - which are 
government bodies - may be unwilling to collaborate with NGOs, particularly 
when they are involved with marginalised groups, because they are wary of 
giving official sanction to socially "deviant" behaviour.  

Says Juan Jacobo Hernandez, of Mexico's Colectivo Sol: "Because the national 
AIDS control programmes feel challenged by NGOs, this sometimes leads to 
disagreements and to them not getting money." Cooperation is especially difficult 
to achieve in those few countries where the budget for NGO work is much 
greater than that of the NAPs.  

Government development assistance agencies and private foundations also 
provide funds directly to states and to NGOs. But these are unevenly spread - in 
Asia, while five major donor countries contributed in Thailand by early 1992, only 
one contributed in the Philippines, and none in Burma. In hard-hit areas of sub-
Saharan Africa, some countries receive support from as many as seven donor 
countries, while others receive bilateral assistance from only one - or none. 
[AIDS in the World, Vol I]  

Prevention pays  

Money spent on preventative measures - public education, campaigns in schools 
and the mass media to promote safer sex, the distribution of condoms, improving 
STD programmes and measures to make blood products safe - pays for itself 
many times over in terms of savings on those who stay well as a result.  

"Implementing basic prevention programmes in Asia would cost between three-
quarters and one and a half billion US dollars a year," said Dr Merson at 
Yokohama. "This represents less than 0.03% of Asia's economic output. Or, to 
put it another way, it is the equivalent of what Japan's workers produce in less 
than one hour. An investment of this kind would avoid an estimated 5 million 
infections by the year 2000 alone.  

"The economic benefits that could result from prevention on such a scale is 
difficult to estimate," Dr Merson added, "but clearly massive in comparison with 
the investment needed. Consider that, by the year 2000... analysts McGraw Hill 
estimate that AIDS will cost Asian economies between US$38 and US$52 
billion."  



Government and UN development agencies must take account of the 
implications of HIV/AIDS. Development which raises socio-economic conditions 
and reduces dependence on migration and prostitution can limit the spread of the 
disease.  

Integrated response required  

Governments, together with donor agencies, must take an integrated approach, 
ensuring that:  

? Mass awareness campaigns are complemented by tailoring 
information specific to at-risk groups.  

? Education and training policies take account of the impact of the 
epidemic.  

? Existing health structures are strengthened, as HIV/A IDS cannot be 
tackled in isolation from other health issues.  

? Treatment of STDs must be made a priority.  
? Money should be directed towards care and treatment, and donor 

agencies unwilling to fund health care should reconsider their policy.  
? Medical research is complemented by socio-economic research, such 

as on the agricultural impact of HIV/AIDS.  
? Economic policy takes account of possible changes in the labour 

supply.  
? The socio-economic status of women is improved - a prerequisite if 

women are to protect themselves and their children.  

HIV/AIDS will not be controlled as long as it is regarded as a health issue and not 
placed within the overall context of development.  
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Acronyms  

AIDS: Acquired Immune Deficiency Syndrome  

GPA: Global Programme on AIDS (of WHO)  

HIV: Human Immunodeficiency Virus  

IDU: Injecting drug user  

MDR-TB: multi-drug resistant TB  

NACP: National AIDS Control Programme  

NAP: National AIDS Programme  

NGO: Non-government organisation  

STD: Sexually-transmitted disease  

SWAA: Society for Women and AIDS in Africa  

TASO: The AIDS Support Organisation  
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WHO: World Health Organization  

UNESCO: United Nations Educational Scientific and Cultural Organization  

UNFPA: United Nations Population Fund  

UNICEF: United Nations Childrens' Fund  

UNDP: United Nations Development Programme  

 

The briefing was written by Laurence Zavriew, with additional material by 
Phyllida Brown.  
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