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GLOBAL SUMMARY OF THE AIDS EPIDEMIC
DECEMBER 2004

Number of people living with HIV in 2004 Total

39.4 million (35.9–44.3 million)

Adults

37.2 million (33.8–41.7 million)

Women

17.6 million (16.3–19.5 million)

Children under 15 years
People newly infected with HIV in 2004

AIDS deaths in 2004

2.2 million (2.0–2.6 million)

Total

4.9 million (4.3–6.4 million)

Adults

4.3 million (3.7–5.7 million)

Children under 15 years

640 000 (570 000–750 000)

Total

3.1 million (2.8–3.5 million)

Adults

2.6 million (2.3–2.9 million)

Children under 15 years

510 000 (460 000–600 000)

The ranges around the estimates in this table deﬁne the boundaries within which the actual numbers lie,
based on the best available information.
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INTRODUCTION

The total number of people living with the human immunodeﬁciency virus (HIV) rose in 2004 to reach
its highest level ever: an estimated 39.4 million [35.9 million–44.3 million] people are living with the
virus (Figure 1). This ﬁgure includes the 4.9 million [4.3 million–6.4 million] people who acquired HIV
in 2004. The global AIDS epidemic killed 3.1 million [2.8 million–3.5 million] people in the past year.
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Number of people living with HIV

Estimated number of people living with HIV,
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Figure 1

The number of people living with HIV has been
rising in every region, compared with two years
ago, with the steepest increases occurring in East
Asia, and in Eastern Europe and Central Asia (see
Table, page 3). The number of people living with
HIV in East Asia rose by almost 50% between
2002 and 2004, an increase that is attributable
largely to China’s swiftly growing epidemic.
In Eastern Europe and Central Asia, there were
40% more people living with HIV in 2004 than
in 2002. Accounting for much of that trend is
Ukraine’s resurgent epidemic and the evergrowing number of people living with HIV in the
Russian Federation.
2

Sub-Saharan Africa remains by far the worstaffected region, with 25.4 million [23.4 million–
28.4 million] people living with HIV at the end
of 2004, compared to 24.4 million [22.5 million–
27.3 million] in 2002. Just under two thirds (64%)
of all people living with HIV are in sub-Saharan
Africa, as are more than three quarters (76%) of
all women living with HIV.
The epidemics in sub-Saharan Africa appear to
be stabilizing generally, with HIV prevalence
at around 7.4% for the entire region. But such
a summary perspective hides important aspects.
First, roughly stable HIV prevalence means more
or less equal numbers of people are being newly
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Regional HIV and AIDS statistics and features,
end 2002 and 2004
Adults and children
living with HIV
Sub-Saharan Africa
2004

25.4 million
[23.4–28.4 million]
24.4 million
[22.5–27.3 million]

3.1 million
[2.7–3.8 million]
2.9 million
[2.6–3.6 million]

7.4
[6.9–8.3]
7.5
[7.0–8.4]

2.3 million
[2.1–2.6 million]
2.1 million
[1.9–2.3 million]

540 000
[230 000–1.5 million]
430 000
[180 000–1.2 million]

92 000
[34 000–350 000]
73 000
[21 000–300 000]

0.3
[0.1–0.7]
0.2
[0.1–0.6]

28 000
[12 000–72 000]
20 000
[8300–53 000]

7.1 million
[4.4–10.6 million]
6.4 million
[3.9–9.7 million]

890 000
[480 000–2.0 million]
820 000
[430 000–2.0 million]

0.6
[0.4–0.9]
0.6
[0.4–0.9]

490 000
[300 000–750 000]
430 000
[260 000–650 000]

1.1 million
[560 000–1.8 million]
760 000
[380 000–1.2 million]

290 000
[84 000–830 000]
120 000
[36 000–360 000]

0.1
[0.1–0.2]
0.1
[0.1–0.2]

51 000
[25 000–86 000]
37 000
[18 000–63 000]

35 000
[25 000–48 000]
28 000
[22 000–38 000]

5000
[2100–13 000]
3200
[1000–9600]

0.2
[0.1–0.3]
0.2
[0.1–0.3]

700
[<1700]
500
[<1000]

1.7 million
[1.3–2.2 million]
1.5 million
[1.1–2.0 million]

240 000
[170 000–430 000]
190 000
[140 000–320 000]

0.6
[0.5–0.8]
0.6
[0.4–0.7]

95 000
[73 000–120 000]
74 000
[58 000–96 000]

440 000
[270 000–780 000]
420 000
[260 000–740 000]

53 000
[27 000–140 000]
52 000
[26 000–140 000]

2.3
[1.5–4.1]
2.3
[1.4–4.0]

36 000
[24 000–61 000]
33 000
[22 000–57 000]

1.4 million
[920 000–2.1 million]
1.0 million
[670 000–1.5 million]

210 000
[110 000–480 000]
190 000
[94 000–440 000]

0.8
[0.5–1.2]
0.6
[0.4–0.8]

60 000
[39 000–87 000]
40 000
[27 000–58 000]

610 000
[480 000–760 000]
600 000
[470 000–750 000]

21 000
[14 000–38 000]
18 000
[13 000–35 000]

0.3
[0.2–0.3]
0.3
[0.2–0.3]

6500
[<8500]
6000
[<8000]

1.0 million
[540 000–1.6 million]
970 000
[500 000–1.6 million]

44 000
[16 000–120 000]
44 000
[16 000–120 000]

0.6
[0.3–1.0]
0.6
[0.3–1.0]

16 000
[8400–25 000]
16 000
[8400–25 000]

39.4 million
[35.9–44.3 million]
36.6 million
[33.3–41.1 million]

4.9 million
[4.3–6.4 million]
4.5 million
[3.9–6.2 million]

1.1
[1.0–1.3]
1.1
[1.0–1.2]

3.1 million
[2.8–3.5 million]
2.7 million
[2.5–3.1 million]

2002
North Africa and Middle East
2004
2002
South and South-East Asia
2004
2002
East Asia
2004
2002
Oceania
2004
2002
Latin America
2004
2002
Caribbean
2004
2002
Eastern Europe and Central Asia
2004
2002
Western and Central Europe
2004
2002
North America
2004
2002
TOTAL
2004
2002

Adults and children Adult prevalence Adult and child deaths
newly infected with HIV
(%)*
due to AIDS

* The proportion of adults (15 to 49 years of age) living with HIV/AIDS in 2004, using 2004 population numbers.
The ranges around the estimates in this table deﬁne the boundaries within which the actual numbers lie, based
on the best available information.
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infected with HIV and are dying of AIDS. Beneath
the apparent constancy of steady prevalence
levels lie devastating realities—especially in
southern Africa, which accounts for one third of
all AIDS deaths globally. Second, the epidemics
in Africa are diverse, both in terms of their scale
and the pace at which they are evolving. There is
no single “African” epidemic. Some urban parts
of East Africa display modest declines in HIV
prevalence among pregnant women, while in
West and Central Africa prevalence levels have
stayed roughly steady at lower levels than in the
rest of sub-Saharan Africa. National HIV data,
though, hide much higher levels of infection in
parts of countries, as Nigeria illustrates. Southern
Africa, unfortunately, offers only slight hints of
possible future declines in HIV prevalence (see
pages 19-30).
HIV prevalence in the Caribbean is the secondhighest in the world, exceeding 2% in ﬁve
countries, and AIDS has become the leading
cause of death among adults aged 15–44 years in
this region. Yet, a growing number of Caribbean
countries are showing that the epidemic does
yield to appropriate and resolute responses (see
pages 31-35).

Also blocking the way forward is the lack of
coherent, nationally-led AIDS responses in
many heavily-affected countries. Given the
rising numbers of implementing structures and
increased funding, it is essential to pre-empt the
risk of duplication and fragmentation in AIDS
responses. To that end, major donors in April
2004 endorsed three key principles that would
underpin their support for nationally-led action
against AIDS. Known as the “Three Ones”*,
those principles are geared to strengthen the
coordination and coherence of AIDS responses.
The principles are intended to underpin a simple
system that can enable various approaches for
ﬁghting AIDS to converge effectively.

WOMEN ARE INCREASINGLY
AFFECTED

MANY PREVENTION OPPORTUNITIES

The AIDS epidemic is affecting women and girls
in increasing numbers (see pages 7-18). Globally,
just under half of all people living with HIV are
female. Women and girls make up almost 57%
of all people infected with HIV in sub-Saharan
Africa, where a striking 76% of young people
(aged 15–24 years) living with HIV are female.
In most other regions, women and girls represent
an increasing proportion of people living with
HIV, compared with ﬁve years ago.

Virtually every region, including sub-Saharan
Africa, has several countries where the epidemic
is still at a low level or at an early enough stage
to be held in check by effective action. This calls
for programmes that can thwart the spread of HIV
among the most vulnerable population groups.
But in many countries, inadequate resources and
a failure of political will and leadership still bars
the way—especially where HIV has established
footholds among marginalized and stigmatized
population groups such as women who sell
sex, drug injectors and men who have sex with
men. Unless reticence is rapidly replaced with
pragmatic and forward-looking approaches, HIV
will spread more extensively in many countries
which until now have escaped with only minor
epidemics.

These trends point to serious gaps in the AIDS
response. Services that can protect women
against HIV must be expanded. Women and
girls need more information about AIDS. A
recent UNICEF survey found that up to 50%
of young women in high-prevalence countries
did not know the basic facts about AIDS. Yet
the vulnerability of women and girls to HIV
infection stems not simply from ignorance, but
from their pervasive disempowerment. Most
women around the world become HIV-infected
through their partner’s high-risk behaviour,
over which they wield little if any control. The
plight of women and children in the face of
AIDS underlines the need for realistic strategies
that address the interplay between inequality—
particularly gender inequality—and HIV.

* The “Three Ones” principles refer to one agreed national action framework to provide the basis for coordinating the work of all
partners, one national AIDS coordinating authority with a broad-based multisectoral mandate, and one country-level monitoring
and evaluation system.

4

AIDS epidemic update: December 2004

Regional HIV statistics and features for women,
end 2002 and 2004
Number of women (15–49)
living with HIV

Percent of adults (15–49)
living with HIV who are women
(%)

Sub-Saharan Africa

2004
2002

13.3 million [12.4–14.9 million]
12.8 million [11.9–14.3 million]

57
57

North Africa and Middle East

2004
2002

250 000 [80 000–770 000]
200 000 [62 000–620 000]

48
48

South and South-East Asia

2004
2002

2.1 million [1.3–3.1 million]
1.8 million [1.1–2.7 million]

30
28

East Asia

2004
2002

250 000 [120 000–400 000]
160 000 [79 000–250 000]

22
21

Oceania

2004
2002

7100 [4100–11 000]
5000 [3000–7500]

21
18

Latin America

2004
2002

610 000 [470 000–790 000]
520 000 [390 000–690 000]

36
35

Caribbean

2004
2002

210 000 [120 000–380 000]
190 000 [110 000–360 000]

49
49

Eastern Europe and Central Asia

2004
2002

490 000 [310 000–710 000]
330 000 [220 000–480 000]

34
33

Western and Central Europe

2004
2002

160 000 [120 000–200 000]
150 000 [110 000–190 000]

25
25

North America

2004
2002

260 000 [140 000–410 000]
240 000 [120 000–390 000]

25
25

TOTAL

2004
2002

17.6 million [16.3–19.5 million]
16.4 million [15.2–18.2 million]

47
48

AIDS RESPONSE NEEDS TO KEEP
GROWING
There has been a sea-change in the global
AIDS response since 2001. Global funding has
increased from roughly US$ 2.1 billion to an
estimated US$ 6.1 billion in 2004†, and access to
key prevention and care services has improved
markedly (UNAIDS, 2004). The number of
secondary-school students receiving AIDS
education has nearly tripled, the annual number
of voluntary counselling and testing clients has
doubled, the number of women offered services
to prevent mother-to-child transmission has
increased by 70%, and the number of people
receiving antiretroviral therapy has increased by
56%, according to a recent survey in 73 low- and
middle-income countries which represent almost

90% of the global burden of HIV (Policy Project
et al., 2004). Most people who need antiretroviral
treatment in South America and some Caribbean
countries now can access it. Efforts to expand
treatment and care, including the “3 by 5”
initiative of the World Health Organization,
UNAIDS and their partners, hold the promise of
further increases in coverage.
Despite the improvements, however, coverage
remains uneven and, in several respects, highly
unsatisfactory. Approximately 440 000 people
in low- and middle-income countries were
receiving antiretroviral treatment as of June 2004
(WHO, 2004). This means that nine out of every
ten people who need antiretroviral treatment—
the majority of them in sub-Saharan Africa—are
not receiving it. If this low level of coverage

†

Sources of funding include domestic spending (including public sector funds and spending by individuals and families affected
by AIDS), bilateral donors (including, since 2003, the United States of America President’s Emergency Plan for AIDS Relief),
multilateral agencies (including the United Nations system, World Bank and Global Fund to Fight AIDS, TB and Malaria), and the
private sector (including foundations, international non-governmental organizations and the business community).
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continues ﬁve to six million people will die of
AIDS in the next two years (UNAIDS, 2004).
Ultimately, AIDS treatment will only be affordable
and sustainable if HIV prevention is effective.
And only then can the global spread of AIDS be
halted. Enough is known about effective, cheap
and relatively simple HIV programmes. Yet, in
too many places such programmes are not being
implemented. Less than 1% of adults aged 15–49
years are accessing voluntary counselling and
testing services in the 73 low- and middle-income
countries most affected by AIDS. Fewer than
10% of pregnant women are currently offered
services of proven effectiveness to prevent HIV
transmission during pregnancy and childbirth.
Fewer than 3% of orphans and vulnerable children
are receiving public support for most services
(except in the Eastern European region where
coverage is higher).
Countries in some regions still display a mismatch
between AIDS spending priorities and the main
epidemiological features of their epidemics. As a
result, population groups such as injecting drug

6

users and men who have sex with men are often
neglected in AIDS activities, even in places
where they are heavily affected by the epidemic.
Overall, coverage of prevention programmes is
very low for injecting drug users (fewer than
5% can access essential prevention services)
and only 10% to 20% for sex workers, men who
have sex with men, and street children (Policy
Project et al., 2004). This stems largely from
social discrimination and political indifference.
Part of the problem, however, lies also with
still-inadequate HIV surveillance systems—a
shortcoming which is evident in every region
and which is undermining countries’ abilities
to tailor their responses to an ever-evolving
epidemic.
Business as usual spells disaster. A massive
effort is needed to achieve a response on a scale
that matches that of the global AIDS epidemic.
Without invigorated HIV prevention strategies
that deal boldly with the epidemic, and that also
address the wider imperatives of social justice and
equality, the world is unlikely to gain the upperhand over AIDS in the long run.

AIDS epidemic update: December 2004

WOMEN AND AIDS

INTRODUCTION
The AIDS epidemic is affecting women and girls in increasing numbers. Globally, just under half of all
people living with HIV are female. In most regions, an increasing proportion of people living with HIV
are women and girls, and that proportion is continuing to grow, particularly in Eastern Europe, Asia and
Latin America, as shown in Figure 2.

Percent of adults (15–49) living with HIV who are female, 1985–2004

Percent female (%)

60
50

Sub-Saharan
Africa

40

Caribbean

30

Latin
America

20

Eastern
Europe and
Central Asia

10

Asia

0
1985 1986 1987 1988 1989 1990 1991 1992 1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 2004

Year
Source: UNAIDS/WHO, 2004.

Figure 2

AIDS is affecting women most severely in places
where heterosexual sex is a dominant mode of
HIV transmission, as is the case in sub-Saharan
Africa and the Caribbean. Women and girls make
up almost 57% of adults living with HIV in subSaharan Africa (see pages 19-30). Overall, three
quarters of all women with HIV worldwide live
in that region. According to recent populationbased household surveys, adult women in subSaharan Africa are up to 1.3 times more likely to
be infected with HIV than their male counterparts

(UNAIDS, 2004). This unevenness is greatest
among young women aged 15–24 years, who are
about three times more likely to be infected than
young men of the same age.
The picture is particularly disturbing when
viewed close-up. In South Africa, Zambia and
Zimbabwe, for example, young women (aged
15–24 years) are three to six times more likely
to be infected than young men (Zambia Central
Statistical Ofﬁce, 2003; Zimbabwe Young Adult
Survey 2001-2002). More than three quarters
7
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Figure 3
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of all young people living with HIV in those
countries are women (WHO Regional Ofﬁce for
Africa, 2003; Reproductive Health Research Unit
and Medical Research Council, 2004). Women
constitute nearly half of the 420 000 [260 000–
740 000] adults living with HIV in the Caribbean,
where young women 15–24 years of age are
almost twice as likely to be infected than are
young men (UNAIDS, UNIFEM, UNFPA, 2004)
(see pages 31-35).
In other parts of the world, most HIV infections
occur through injecting drugs with contaminated
equipment, unprotected sex between men and
unsafe commercial sex. The notion that those
epidemics are conﬁned to speciﬁc populations
is fanciful, however. Most injecting drug users
are young and many are sexually active, risking
double exposure to the virus. In some countries,
particularly in Asia and Eastern Europe, a
signiﬁcant share of sex workers also inject drugs.
Most male clients of sex workers have other sexual
partners, including wives and steady girlfriends.
In every region, a sizeable proportion of men who
have sex with men, also have sex with women.
No aspect of the AIDS pandemic is an island unto
itself. As AIDS epidemics become more ﬁrmly
established, more and more women are becoming
infected.
Women now represent 36% of the 1.7 million
[1.3 million–2.2 million] adults living with HIV
in Latin America, where the epidemic has been
centred largely among men who have sex with
men and injecting drug users (see pages 57-61). As
8

more women in Eastern Europe and Central Asia
acquire the virus through the use of contaminated
equipment when injecting drugs and from male
partners who are either injecting drug users and/
or clients of sex workers, the overall proportion
of women living with HIV in the region is also
inching higher (see pages 47-56). There, women
account for 34% of people with HIV, compared
with 33% two years ago. In Russia, which has
the biggest epidemic in this region, the proportion
of women among people diagnosed with HIV
increased to 38% in 2003, compared with 24% in
2001 (Russian Federal AIDS Center, 2004).
As in Eastern Europe, parts of Asia are
experiencing AIDS epidemics that are spreading
within and between particular population
groups—such as sex workers or injecting drug
users—and then into the general population, with
women and girls increasingly affected. In East
Asia women comprise 22% of all adults living
with HIV, and 28% of young people (aged 15–24
years) living with HIV. In South and South-East
Asia, 30% of adults (up from 28% two years ago)
and 40% of young people living with HIV are
women and girls. Women now account for more
than one quarter of new HIV infections in India,
according to estimates, and 90% of those who test
positive at antenatal clinics say they are in single,
long-term relationships (Cohen, 2004). HIV
transmission between spouses has become a more
prominent cause of new infections in countries
such as Cambodia, Myanmar and Thailand—
countries which, like parts of India, are already

AIDS epidemic update: December 2004

Widespread ignorance about HIV and sex
Social norms impose a dangerous ignorance on girls and young women, who often are expected to
know little about sex and sexuality. That lack of knowledge magniﬁes their risk of HIV infection. In
many countries, most young women do not know how to protect themselves against HIV infection,
as Figure 4 illustrates. In countries such as Cameroon, Lesotho, Mali, Senegal and Viet Nam,
two thirds or more of young women (aged 15 to 24 years) did not know three HIV prevention
methods when surveyed. In Moldova, Ukraine and Uzbekistan more than 80% of young women
lacked that knowledge. Knowledge about sex in general is also surprisingly low in many places.
A recent study among rural married women in Uttar Pradesh, India, for example, found that 71%
of the women (all of whom had married before puberty) knew nothing about how sex occurs when
they began cohabiting with their husbands, and 83% did not know how a woman could become
pregnant (Khan et al., 2004).

contending with serious epidemics. Twelve years
ago, approximately 90% of HIV transmission in
Thailand was occurring between sex workers and
their clients. Projections show that by 2002, an
estimated 50% of new infections were between
spouses, as current or former male clients of sex
workers transmitted the virus to their wives (Thai
Working Group on HIV/
AIDS Projections, 2001).
Around the world, the epidemic’s escalating impact on
women is occurring in the
context of profound gender,
class and other inequalities.
This is also evident in industrialized countries in Western
Europe and North America,
where about one quarter
of people living with HIV
are women and where HIV
has become increasingly
lodged among women who
belong to marginalized sections of populations, including minorities, immigrants
and refugees (see pages 6973). African American and
Hispanic women, for example, represent less than one
quarter of all women in the
United States of America,
but accounted for 80% of
AIDS cases reported among
women at the turn of this century (US Centers for Disease
Control and Prevention,
2002).
Figure 4

INEQUALITY, GENDER AND HIV
In many places, HIV-prevention efforts do
not take into account the gender and other
inequalities that shape people’s behaviours and
limit their choices. Many HIV strategies assume
an idealized world in which everyone is equal and

Percentage of young women aged 15–24
who know three HIV-prevention methods*,
various countries, 1999–2002
Sub-Saharan Africa

Burundi
Cameroon
Cote d'Ivoire
Gambia
Guinea-Bissau
Kenya
Lesotho
Madagascar
Malawi
Mali
Niger
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Viet Nam
Latin America and Caribbean

Dominican Republic
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* The three HIV-prevention methods were: avoiding penetrative sex, using condoms
or having sex only with one faithful, uninfected partner.
Sources: Demographic and Health Surveys, MEASURE; Multiple Indicator Cluster Surveys, UNICEF.
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free to make empowered choices, and can opt to
abstain from sex, stay faithful to one’s partner or
use condoms consistently. In reality, women and
girls face a range of HIV-related risk factors and
vulnerabilities that men and boys do not—many
of which are embedded in the social relations and
economic realities of their societies. These factors
are not easily dislodged or altered, but until they are,
efforts to contain and reverse the AIDS epidemic
are unlikely to achieve sustained success.
Multiple partner relationships, underscored by
“gifts”, can be a key survival strategy for many
poor women. Driven by poverty and the desire
for a better life, many women and girls ﬁnd
themselves using sex as a commodity in exchange
for goods, services, money, accommodation, or
other basic necessities—often with older men
(Halperin and Epstein, 2004). Such “transactional
sex” involves non-marital sexual relationships,
often with multiple and older male partners,
that reﬂect men’s superior economic position
and access to resources, women’s difﬁculties in
meeting basic needs, and the cultural value placed
on men having multiple sexual partners (Jewkes
and Wood, 2001).

One of the deﬁning features in southern Africa,
the worst-hit part of the world, is its social and
economic inequality, not just between rich and
poor but also among the poor. The relationship
between HIV prevalence and socioeconomic
indicators is highly complex. Nevertheless,
social inequalities, layered atop widespread
impoverishment and the social distortions wrought
by migrant labour systems, and coupled with a
burgeoning culture of consumerism, provide
fertile ground for exploitative transactional,
"survival" and intergenerational sex in southern
Africa (UN Secretary-General’s taskforce on
women, girls and AIDS in southern Africa, 2004).
Migrant labour systems have aggravated women’s
economic dependence on their male partners to
a much greater extent than in other parts of the
continent where women are more prominent in
market trading and other forms of commercial
activity. Across this subregion, income-earning
opportunities for women with low educational
attainment are particularly poor, and industrial
sectors in which female workers predominate
(such as garment manufacturing) have been hardhit by job losses related to changes in tariffs and

Until death do us part
Focusing programmes on persuading girls to abstain from sex until marriage is of little help to
many young women. In some places, the main HIV risk factor for a woman is the fact that she is
faithful to a husband with previous or current other sex partners. Among sexually active girls aged
15–19 years in the cities of Kisumu (Kenya) and Ndola (Zambia), a multicentre study reported that
HIV-infection levels were 10% higher for married than for sexually active unmarried girls (Glynn et
al., 2001). In rural Uganda, among HIV-infected women aged 15–19 years, 88% of the girls were
married (Kelly et al., 2003). This is because young women, particularly teenagers, often marry men
signiﬁcantly older than they are, and these men are more likely to have had other partners and
therefore are more likely to have been exposed to HIV.
The fact that the balance of power in many relationships is tilted in favour of men can have life-ordeath implications. Women and girls often lack the power to abstain from sex or to insist on condom
use—even when they suspect that the man has had other sexual partners and might be infected
with HIV. In a study in Zambia, for example, only 11% of women believed that they had the right to
ask their husbands to use a condom—even if he had proven himself to be unfaithful and was HIVpositive. In Mumbai, India, many women felt that the economic consequences of leaving a longterm relationship they saw as risky far outweighed the health hazards of staying in the relationship
(Gupta, 2002). A recent study among women attending antenatal-care clinics in Soweto, South
Africa, found that women were more likely to be HIV-positive in relationships where men wield
considerably more power and control than they do (Dunkle et al., 2004). Special attention must be
paid to preventing HIV infection within marriages. Women the world over need greater power and
skills to help decide the terms of sexual relationships, and, at the same time, the HIV risk of their
male partners must be reduced (Stephenson and Obasi, 2004).
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subsidies. This has further weakened women’s
economic status, aggravating gender inequalities
and possibly heightening women’s vulnerability
to HIV (Hunter, 2002).
It is important to recognize that sex plays other
social functions, too, and is entangled in people’s
need to seek and express trust, in their search
for status and self-esteem, and in their efforts to
escape loneliness and relieve boredom. Research
in South Africa, for example, indicates that in
the context of widespread impoverishment and
high unemployment (as well as the absence of
affordable recreation), sexual relationships often
serve as opportunities for enhancing self-esteem
and peer status, and relieving boredom (Jewkes,
Vundule and Maforah, 2001). What makes these

MIND THE GAP
Sex between young women and considerably
older men is common in many countries,
including in Asia, the Caribbean and sub-Saharan
Africa. Whereas in Asia, for example, this often
occurs within (arranged) marriages, in many
African countries the phenomenon can be more
diffuse and is often tied to the prestige of families
that bond for mutual beneﬁt, or to economies of
need. Intergenerational and transactional sex are
frequently intertwined. Research in parts of Africa,
for example, has found that older men often
help girls’ families meet essential needs such as
school fees, transport costs and groceries (Buve,
Bishikwabo-Nzarhaza and Mutangadura, 2002;

Reducing infection rates in women and girls
is essential if AIDS is to be brought under control. Current prevention
programmes are not achieving this.
quests dangerous for so many women is that they
are played out not only in areas where HIV has
ﬁrm footholds but in circumstances marked by
glaring gender inequality—where men tend to
hold the upper hand, and where social norms and
legal frameworks often brace that hand.
Information and awareness is not enough. If
prevention efforts are to succeed in the long-run,
they need to address the interplay between gender
and socioeconomic inequality and vulnerability
to HIV. Prevention activities need to take into
account the unequal terms on which most women
have to conduct their lives. Strategies need to
address the fact that, for millions of people, sex
can be one of the few valorized forms of capital
at their disposal (Stephenson and Obasi, 2004;
Cates, 2004). Much sexual risk-taking by girls
and young women is marked by unequal gender
relations, and unequal access to resources, assets,
income opportunities and social power. Far more
must be done to ensure sustainable livelihoods
for women and girls, particularly those living in
female-headed households, if they are to be able
to protect themselves against HIV infection and
deal with its impact. Boosting women’s economic
opportunities and social power should be seen
as part and parcel of potentially successful and
sustainable AIDS strategies.

Gregson et al., 2002; Hallman, 2004; Luke and
Kurz, 2002). Nevertheless, the hidden costs can
be high. Men in their late twenties and thirties
are more likely to be HIV-infected, while the
dependencies built into these relationships limit
women’s abilities to protect themselves from
HIV infection, especially when the perception
of younger women as “pure” encourages men
to avoid using condoms (Gregson et al., 2002;
Preston-Whyte et al., 2000). In addition, the risk
of becoming infected during unprotected vaginal
intercourse is greater for women than men,
and the risk for young girls is greatest because
the lining of the neck of the womb is not fully
developed.
In southern Africa, for example, women and
girls often get infected with HIV almost as soon
as they start having sex. In a study in Zambia,
18% of women who said they had been virgins
a year before being tested for HIV were found
to be HIV-positive, while in South Africa, 21%
of sexually active girls 16–18 years of age tested
HIV-positive. There is evidence that the age gap
between partners affects the chances that young
women will become infected (Kelly et al., 2003).
HIV prevalence was approximately 16% among
teenage girls (15–19 years) in rural Zimbabwe
whose last partner was less than ﬁve years older
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than themselves, but among girls with partners 10
or more years older, HIV prevalence was twice as
high (Gregson et al., 2002). In Kisumu, Kenya,
among women three years or less the junior of

intimate partners. When surveyed, between one
third and one half of women in Namibia, Peru
and Thailand, for example, said they had been
physically and/or sexually assaulted by their

Relationships with older men are more likely
to be premised on unequal power relations, leaving girls vulnerable
to abuse and exploitation.
their husbands, none was found to be infected
with HIV, but half the women with husbands 10
years or more their senior were HIV-positive.
For many girls, violence or coercion marks their
ﬁrst experience of sex. According to surveys,
in rural Peru 24% of young women said their
ﬁrst sex had been forced, while in Jamaica a
signiﬁcant percentage of girls (12% in a 2001
study) who had sex before they were 20 years
of age had been raped. In South Africa, 10% of
sexually experienced young women said they had
been forced to have sex, according to a recent
national survey (Reproductive Health Research
Unit and Medical Research Council, 2003). One
in six teenage girls in a Zambian study said that
they had been forced to have sex with a man at
some stage (Measure DHS, Central Statistical
Ofﬁce, Central Board of Health Zambia, 2002).

HIV AND VIOLENCE AGAINST WOMEN
Violence against women is a worldwide scourge,
and a massive human rights and public health
challenge.* It also increases women’s vulnerability
to HIV infection. Research has conﬁrmed a strong
correlation between sexual and other forms of
abuse against women and women’s chances of
being HIV-infected (Garcia-Moreno and Watts,
2000; Maman et al., 2000). In addition, the fear
of violence—not just from partners but from the
wider community—prevents many women from
accessing HIV information, from getting tested
and seeking treatment, even when they strongly
suspect they have been infected.
The most common form of violence perpetrated
against women is violence at the hands of their

partners (WHO, forthcoming 2005). Women often
have no legal recourse in countries where laws
to prevent domestic abuse are absent or poorly
enforced.
Research has uncovered strong links between
intimate partner violence and increased likelihood
of HIV infection (Heise, Ellsberg, Gottemoeller,
1999). A study in Kigali, Rwanda, among women
in stable relationships showed that HIV-positive
women were more likely to have experienced
a history of physical and sexual violence at the
hand of male partners than were women without
HIV (Van der Straten et al., 1998). Among
women younger than 30 years in a Tanzanian
city, HIV-positive women were more likely to
have experienced physical or sexual violence
at the hands of their current partner than were
HIV-negative women (although, in women older
than 30 years HIV status was not associated with
violence) (Maman, et al., 2002). At antenatal
clinics in Soweto, South Africa, HIV infection
was found to be more common in women who
had been physically abused by their partners than
in those who were not (Dunkle et al., 2004).
If HIV-prevention activities are to succeed, they
need to occur alongside other efforts that address
and reduce violence against women and girls.
Violence against women and girls is not a private
matter, but a violation of basic human rights with
signiﬁcant economic and social consequences for
families, communities and nations. Laws against
such violence must be formulated and adopted,
and law enforcement structures need to be adapted
and ofﬁcials trained to ensure such laws are
implemented.

* Violence against women refers to a range of behaviours, including sexual violence (rape and forced sex), physical assault,
emotional abuse (for example, prohibiting a woman from seeing family and friends), ongoing belittlement, humiliation or intimidation,
and economic restrictions (such as preventing a woman from working, or conﬁscating her earnings).
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STUNTED EDUCATION AND HEALTH
CARE
The imbalances of power women experience within
relationships mirror wider, societal inequalities
that limit women’s autonomy and opportunities.
Most African and Asian countries made strong
strides in expanding education opportunities—
especially for girls—after colonialism ended.
Despite such progress, there remains a wide gap in
school attendance between boys and girls in many
regions, particularly Asia. Alongside other factors,
including deepening poverty and unaffordable
schooling expenses, AIDS is threatening those
gains in the hardest-hit countries.
Disturbing in their own right, downward trends
in education also hold implications for the
epidemic’s growth. Education is a key defence
against the spread of HIV. Studies in Zambia, for
example, have found lower levels of HIV infection
among better educated people (UNICEF, 2003b),
while in Kenya research has linked higher
education levels with increased AIDS awareness
and knowledge, higher rates of condom use, and
greater communication on HIV prevention among
partners.

Nigeria’s latest round of HIV surveillance has
found infection levels to be highest among pregnant
women with only primary education (5.6%) and
lowest among those with tertiary education and
no formal education (4% and 3.8%, respectively)
(Federal Ministry of Health Nigeria, 2003). The
link between no formal education and lower
HIV levels may be related to geographical and
other factors. However, it is clear that completing
secondary school can boost women’s social power,
employment opportunities, economic autonomy,
and reduce their risks of HIV infection.
While secondary education can be a protective
factor for girls, it is also a sad fact that in too many
places, going to school may also place girls at risk.
A Zimbabwean study has found that girls face
sexual harassment and violence both from male
students and teachers. Other studies, including in
Botswana, South Africa, Swaziland and Zambia,
have reported similar ﬁndings (Human Rights
Watch, 2001).
Access to education—for girls and boys equally—
must be expanded. Abolition of school fees
would eliminate at least one barrier to universal
education. Schemes to enable girls to complete
secondary school are particularly vital. Evidence

Choosing to abstain or have safer sex
is not an option for the millions of women around the world
who endure rape and sexual violence.
The relationship between education and HIV is
complex, though. In Burkina Faso, HIV levels
among pregnant women were highest among
women who only attended primary school or who
failed to complete secondary school (at 2.9% and
2.6%, respectively). Prevalence was lowest among
women who completed secondary school (1.6%)
or who never attended school (1.9%) (Ministère
de la Santé, Burkina Faso, 2003). In Ghana, HIV
prevalence among pregnant women with only
primary school education was almost two times
higher (2.8%) than among those with no formal
schooling (1.5%) and one third higher (2.1%)
than among those who ﬁnished secondary school
(Ghana Statistical Service et al., 2003). Meanwhile,

shows that secondary education can signiﬁcantly
reduce girls’ vulnerability to HIV, since those
years of schooling boost the skills and opportunities they need to achieve greater economic independence. Experience in many countries conﬁrms
that school subsidies increase girls’ access to education and offer other beneﬁts for girls and their
families. They are also easier to monitor than other
forms of direct subsidies. Steps must also be taken
to ensure that schools provide a safe environment
for girls. Concerted efforts are needed to expand
mainstream life skills, as well as sexual and reproductive health education in primary and secondary
school curricula, and to upgrade teacher training so
that these topics can be taught effectively.
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NOT ENOUGH ACCESS TO PREVENTION
AND TREATMENT OPTIONS
Women are much more likely than men to contract
HIV from a single act of unprotected sex with
an HIV-infected partner. But whether women
have sex and whether that sex is protected often
depend on the decisions and behaviour of their
male partners. Unfortunately, a female-controlled
prevention method is not yet widely available.
Female condoms offer protection to increasing
numbers of women, but they still require some
degree of negotiation and male cooperation. They
are also signiﬁcantly more expensive than male
condoms and, despite indications of increased
uptake, they remain neither widely available nor
socially accepted. Microbicides, which have antiHIV activity and can come in the form of gels,
creams, suppositories and rings, hold out much
promise for female-controlled prevention. Several
countries are now involved in trials of candidate
microbicides. Microbicides (see box) can allow
women to take control of their reproductive
health (while efforts should continue to address
underlying inequalities).
The overwhelming majority of children with HIV
contract the infection from their mothers, during
pregnancy, delivery, or through breastfeeding.
In sub-Saharan Africa, about 1.9 million [1.7
million–2.3 million] children (younger than 15
years) were living with HIV at the end of 2004—
almost 8% of the total number of people living
with HIV in the region (UNAIDS, 2004). Many
of these infections can be avoided if women do
not become infected in the ﬁrst place and if those

who do become infected can access HIV testing
accompanied by antiretroviral drug prophylaxis
for them and their newborns. In too many places,
though, voluntary counselling and testing services
to learn HIV serostatus outside of pregnancy are
still absent; and currently a mere 1% of pregnant
women in heavily-affected countries are offered
services aimed at preventing mother-to-child
HIV transmission. Such programmes are being
expanded in most of the heavily-affected countries,
particularly in sub-Saharan Africa, but few also
include provision of antiretroviral treatment to
the mothers in need of ongoing treatment.
Internationally, men tend to have better access to
AIDS care and treatment in places where AIDS
treatment is provided mainly within the private
sector, and through drug trials. Again, this is a
marker of the many other advantages that men
enjoy. In sub-Saharan Africa, overall access
to treatment for both men and women remains
distressingly low at about 150 000 as of June 2004
(WHO, 2004). Access to voluntary counselling
and testing still poses a signiﬁcant challenge for
girls and women who do not seek reproductivehealth services, as well as for men, who generally
are less likely to use public health facilities than
women. As treatment programmes are expanded
globally, there is a justiﬁable concern that many
women may miss out on opportunities to learn
their serostatus and receive treatment because
they fear that if they discover they are HIVpositive their partners will become aware of their
HIV status.
The obstacles barring women’s access to treatment
and care must be identiﬁed and overcome. Part

Develop and provide microbicides to women
Microbicides hold the promise of a prevention tool women can control. Modelling indicates that
even a 60%-efﬁcacious microbicide could have substantial impact. If such a product were used by
only 20% of women in 73 low-income countries, 2.5 million new infections could be averted over
three years among women, men and children.
A ﬁrst-generation microbicide could be ready for distribution in ﬁve to seven years. But for that
to happen, investment in microbicide research and development needs to expand rapidly and
dramatically so that highly potent, cheap microbicides with novel mechanisms of action can be
tested in experienced, high incidence sites. Currently, the incentive structure of the private market
is not funnelling sufﬁcient investment towards microbicides, despite the fact that estimates point
to a potential US$ 1.8 billion market for a successful product by 2020 (Access Working Group,
2002). Substantially increased resources are required to ensure that testing of the most promising
candidate microbicides proceeds without delay and that the groundwork is laid now for efﬁcient
distribution of successful products.
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of the answer lies in strengthening sexual and
reproductive health services, and improving the
entry points for women’s access to treatment and
care services through improved referral systems.
By integrating sexually transmitted infection
treatment services with family planning activities,
women’s fear of social censure could be reduced
and their uptake of services increased. Wider
efforts to reduce HIV-related stigma are vital,
too. Also needed are steps to ensure that girls

many areas are combining with AIDS to turn
the care burden for women into a crisis that
has far-reaching social, health and economic
consequences.
Women pay a price beyond the immediate toil
and distress. As their time and energy are increasingly absorbed by care duties, their opportunities
to advance their education, achieve some ﬁnancial independence through income-generation,

As the epidemic’s toll grows, more grandmothers are now
caring for orphans than they did a decade ago
younger than 18 are not barred from voluntary
counselling, testing and treatment because they
lack guardians’ consent or proper identiﬁcation.
Stronger participation of women in clinical trials
of new drug treatments is also needed.

A GROWING BURDEN OF CARE
AIDS underscores and exacerbates the unequal
divisions of labour and responsibility within
households. Already, southern Africa has the
highest average proportion of female-headed
households on the continent—approximately
34% of households with children in that
subregion are female-headed, compared with
18% in West and Central Africa, and 21% in
East Africa (UNICEF and UNAIDS, 2003). With
most AIDS care occurring within households
(in sub-Saharan Africa, an estimated 90% of
AIDS care happens at home), women bear a
disproportionate burden of those responsibilities
(Ogden and Esim, 2003).
Generally, women and girls provide the bulk of
home-based care (in Viet Nam, for example,
women make up 75% of all caregivers for persons
living with HIV), and are more likely to take in
orphans, cultivate crops and seek other forms of
income to sustain households (Ogden and Esim,
2003). In South Africa, a three-province survey
found that almost three quarters of AIDS-affected
households were female-headed, a signiﬁcant
proportion of whom were also battling AIDSrelated illnesses themselves (Steinberg et al.,
2002). Poverty and faltering public services in

or build skills fade. In South Africa, more than
40% of affected households reported that the
main caregiver had taken time off work or school
to care for an AIDS patient. Entire families are
affected when women are diverted from other productive tasks. Most of the surveyed households in
South Africa were already poor—some extremely
poor—before AIDS appeared. The epidemic has
compounded their predicament. They reported an
average two thirds loss in household income as a
result of having to cope with AIDS-related illness
(Steinberg et al., 2002). Research in Tanzania
has shown that women spend up to 50% less time
doing farm work when their husbands are seriously ill (Rugalema, 1999). Meanwhile, access to
productive resources such as land, credit, knowledge and skills, training and technology is very
often decided along gender lines, with women
typically discriminated against.
Households often dissolve when an adult female
dies—as happened in the case of two-thirds of
households surveyed in Manicaland (Zimbabwe)
(Mutangadura, 2000). Much of the burden
generated by the death of an adult woman then
tends to shift onto other, usually older, women
who step in to foster the children, as several studies
have found (Steinberg et al., 2002; UNICEF and
UNAIDS, 2003).
In many countries, female-headed households—
including those run by elderly women—are
much more likely to take in orphans and to take
in a greater number of orphans than male headed
households, as Figure 5 shows. As the epidemic’s
toll grows, more grandmothers are now caring for
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Figure 5

Percentage of households that are female-headed and
households with orphans that are female-headed,
nine southern African countries, 2003
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Source: Africa's Orphaned Generations, UNICEF/UNAIDS, 2003.

orphans than they did a decade ago. It is estimated
that grandmothers in Botswana, for example,
care for roughly half the children who have lost a
mother or father (UNICEF and Ministry of Local
Government Botswana, 2003).
Social welfare systems in most of the hardest-hit
countries are too ﬂimsy to relieve these burdens.
As a result poor households—and particularly
the women and girls in them—have very little
possibility of accessing external support that
could shield them against the brunt of the
epidemic’s impact. Families, communities and
governments cannot rely on women’s fortitude
and resilience alone to provide sustainable
safety nets. Whether tending the sick, tilling
ﬁelds, earning income or volunteering help,
women’s work is an essential part of household
and national economies. The burdens added by
AIDS entail costs not just to women and their
households but to economies at large—and
those burdens have to be relieved. AIDS home
care programmes need to be extended beyond
medical and nursing care to include counselling,
food assistance, welfare support, schooling
subsidies and income opportunities that beneﬁt
households. Needed, too, are social protection
and economic support for older people and
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those caring for orphans—as well, as smoother
administrative procedures for accessing pensions
and child support grants, which often sustain
entire families (HelpAge International, 2004).

DENIAL OF WOMEN’S INHERITANCE
AND PROPERTY RIGHTS
Women’s vulnerability to HIV is further
exacerbated by unequal property and inheritance
rights. The status of those rights varies greatly
around the world. Among developing regions,
most of Latin America has relatively egalitarian
gender inheritance norms, though some land
reform and post-war resettlement initiatives
have neglected gender concerns. Striking gender
inequalities in control over property and other
assets persist in South Asia, despite efforts to
extend women’s rights. In much of sub-Saharan
Africa, property is usually owned by men, with
women occasionally acquiring rights mainly
by virtue of marriage. Multiple legal regimes
overlap in many African countries, incorporating
old colonial laws, more recent constitutional
law, and ongoing customary law (and, in some
places, Shariat). Shifts in customary law during
colonial rule in southern Africa, for example,
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have meant that the law is often interpreted to the
detriment of women. Colonial administrations
superimposed concepts of private property
and a rigidly patriarchal system on traditional
property dispensations. This helped transform the
principle that men administer and inherit property
to the beneﬁt of the clan into claims of individual
property ownership without corresponding
obligations (Women and Law in Southern Africa
Research Trust, 1998).
The payment of bride-price upon marriage
tightens men’s control over women and property;
in some countries women remain legal minors
even after marriage (Human Rights Watch,
2003a). The outcome is a status quo that often
fails to recognize or uphold women’s property
rights, that reduces women’s economic security
and can lead to women having to endure abusive
relationships or resort to sex for economic
survival. In some countries, women whose male
partners die of AIDS are subjected to property
stripping by their spouses’ relatives, which casts
them into deeper economic insecurity (Human
Rights Watch, 2003a; Drimie, 2002).
Lacking the enforceable right to own or inherit
land and property, women and girls risk possible
destitution after the death of their partners or
parents, while poverty and economic dependence
leave them exposed to increased sexual
exploitation and violence (Strickland, 2004).
One FAO study in Namibia found that 44% of
widows lost cattle, 28% lost small livestock, and
41% lost farm equipment in disputes with in-laws
after the death of a husband (Kaori, 2004). Even
though legal protections exist in some countries,
the reality is that most women are left without
recourse. Recalcitrant or disinterested ofﬁcials,
women’s own lack of awareness of their rights,
and fear of violence, along with the social stigma
attached to pursuing a claim mean that many
relent to dispossession (Human Rights Watch,
2003a and 2003b).
Legal systems must be adapted to establish and
uphold women’s property and inheritance rights,
and legal precedents need to be established through
test cases. This could help cushion the economic
impact of AIDS in households. In addition, boosting

women’s economic independence can reduce
their vulnerability to intimate partner violence,
intergenerational and transactional sex—and other
HIV-related risk factors. But legislation alone is
not enough. Public awareness of these issues must
be raised. Women’s land and housing rights and
tenure security should be documented, particularly
in high HIV prevalence areas. It is vitally important
that traditional authorities and leaders become
partners in these efforts, not least because they
hold the powers to interpret and adapt customary
laws in ways that favour women’s rights.

DEALING WITH THE BIG PICTURE
Strategies are needed to address the structural
dynamics of the AIDS epidemic—particularly
the wide-ranging gender inequalities that help
power the spread of HIV. One of the ﬁrst steps
required is to understand the problem better.
National programmes should ensure that data on
the epidemic are disaggregated by sex. This will
enable a clearer analysis of how gender relations
feature in the epidemic, and will highlight the
varied demands that AIDS places on women and
girls, and men and boys—knowledge that is vital
for more effective AIDS programming.
It is equally important that women are more closely
involved in designing and guiding programmes that
are meant to serve them. This applies particularly
to women living with HIV, who can contribute
in unique ways to strengthening responses to the
epidemic. In addition, the nurturing of strong civil
society organizations, particularly women’s and
youth groups, can improve the reach, accountability
and effectiveness of AIDS programmes.
In all these efforts, men and boys must play a
greater role. Men currently shape much of the
world in which women live; as such, they must be
partners in social change. Programmes targeting
women must also learn to embrace men as partners
in order to help nurture social structures that are
more supportive to women. Men’s participation in
home-based care and other support programmes
would be one way of heeding their responsibilities
for the health and welfare of their communities
and societies. Men and boys are best-placed

17

UNAIDS/WHO

to challenge and recast harmful stereotypes of
masculinity, to confront the scourge of violence
against women, and to assume their share of
responsibility for HIV prevention and protection,
especially within intimate relationships.
All this marks a huge challenge. Interim, crisisdriven efforts alone might achieve temporary relief

but they will prove inadequate in the long run if
the conditions that enable HIV to spread are left
untouched. This does not mean that the epidemic
can only be vanquished once gender equality
is achieved. But progress on that front almost
certainly will help reduce the scale, severity and
duration of the global AIDS epidemic.

The Global Coalition on Women and AIDS
The Global Coalition on Women and AIDS was launched by UNAIDS in early 2004 to highlight the
effects of AIDS on women and girls and to stimulate effective action to reduce that impact. The
Global Coalition on Women and AIDS is not a new organization but a movement of people, networks
and organizations supported by activists, leaders, government representatives, community workers
and celebrities. Its work is focused on seven areas:
preventing HIV infection among adolescent girls;
reducing violence against women;
protecting the property and inheritance rights of women and girls;
ensuring equal access by women and girls to care and treatment;
supporting improved community-based care, with a special focus on women and girls;
promoting access to new prevention options, including female condoms and microbicides;
and
supporting on-going efforts towards universal education for girls.
For more information, contact UNAIDS or visit http://womenandaids.unaids.org
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SUB-SAHARAN AFRICA
HIV and AIDS statistics and features, end of 2002 and 2004
Adults and
children living with
HIV

Number of women
living with HIV

Adults and children
newly infected with
HIV

Adult
prevalence (%)

Adult and child
deaths due to
AIDS

2004

25.4 million
[23.4–28.4 million]

13.3 million
[12.4–14.9 million]

3.1 million
[2.7–3.8 million]

7.4
[6.9–8.3]

2.3 million
[2.1–2.6 million]

2002

24.4 million
[22.5–27.3 million]

12.8 million
[11.9–14.3 million]

2.9 million
[2.6–3.6 million]

7.5
[7.0–8.4]

2.1 million
[1.9–2.3 million]

The AIDS epidemics coursing through this region are highly varied.
There is no single, “African” epidemic.
Sub-Saharan Africa has just over 10% of the
world’s population, but is home to more than
60% of all people living with HIV—some 25.4
million [23.4 million–28.4 million]. In 2004, an
estimated 3.1 million [2.7 million–3.8 million]
people in the region became newly infected,
while 2.3 million [2.1 million–2.6 million] died
of AIDS. Among young people aged 15–24
years, an estimated 6.9% [6.3–8.3%] of women
and 2.2% [2.0–2.7%] of men were living with
HIV at the end of 2004.
Adult HIV prevalence has been roughly stable
in recent years. But stabilization does not
necessarily mean the epidemic is slowing. On the
contrary, it can disguise the worst phases of an
epidemic—when roughly equally large numbers
of people are being newly infected with HIV and
are dying of AIDS.

Not one epidemic, but many
While a bird’s-eye view might discern overall
stabilizing trends in HIV prevalence, the AIDS
epidemics coursing through this region are
highly varied—both between and within subregions. It is therefore inaccurate to speak of
a single, “African” epidemic and misleading

to apply insights about the epidemic gleaned from
speciﬁc parts or subregions, to the entire subSaharan Africa region. Because the epidemics
are heterogeneous in terms of their intensity,
pace and impact, locally-appropriate prevention,
treatment and care, and impact-cushioning
strategies need to be developed (Asamoah-Odei,
Garcia-Calleja and Boerma, 2004).
East Africa now boasts several examples
of gradual, modest declines in median HIV
prevalence among pregnant women in urban
areas. These are still early days, though. Even
Uganda, which has shown consistent declines
in HIV prevalence levels since the mid-1990s,
remains burdened with a serious epidemic. In
West and Central Africa there is little evidence
of changes in prevalence levels, which have
stayed steady at 5% or lower (with the signiﬁcant
exceptions of Cameroon and Côte d’Ivoire,
where median HIV-prevalence levels have
reached and then remained at roughly the 10%
mark among pregnant women at some sites in
recent years) (Asamoah-Odei, Garcia-Calleja and
Boerma, 2004). National prevalence statistics,
though, can hide much higher levels of infection
in particular provinces, states or districts.
19

UNAIDS/WHO

Median HIV prevalence in pregnant women attending
antenatal clinics in sub-Saharan Africa, 1997/98–2003
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Figure 6

Unfortunately, southern Africa offers only faint
hints of impending declines in HIV prevalence.
With the exception of Angola (where the
epidemic’s progression may have been retarded
during the country’s long civil war with the
result that national HIV prevalence has not
exceeded 5%), each country in this subregion is
experiencing national HIV prevalence of at least
10%. This means that an estimated 11.4 million
(10.5 million–12.6 million) people are living
20

with HIV in these nine countries—almost 30%
of the global number of people living with HIV
in an area where only 2% of the world’s total
population resides.
While HIV prevalence measured at antenatal
clinics has edged lower in parts of some
countries and in speciﬁc age groups (for
example, Lilongwe, Malawi), there is no sign
yet of an overall, national decline in any southern
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HIV prevalence among 15–49 year-old men and women,
in urban and rural areas, in selected
sub-Saharan African countries, 2001–2003
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Figure 7

African country. It is vital, however, to bear in
mind that prevalence levels present a delayed
picture of the epidemic, since they reﬂect HIV
incidence patterns of several years previously.
HIV prevalence describes the total number of
people living with HIV, irrespective of when
they have been infected; incidence, on the other

HIV infection is becoming endemic in sub-Saharan
Africa. Current high prevalence levels mean that
even those countries that do eventually reverse
the epidemic’s course will have to contend with
serious AIDS epidemics for many subsequent
years. The havoc wrought by AIDS will shape the
lives of several generations of Africans.

“Stabilization” can disguise the worst phases of an epidemic—when
roughly equally large numbers of people are being newly infected with
HIV and are dying of AIDS.
hand, refers to the number of people who became
infected over a speciﬁc period, usually the
previous year. Across the subregion, prevention
and treatment efforts have grown manifold in the
past ﬁve years—in both scope and scale. There
is no simple and reliable method to assess HIV
incidence in sub-Saharan Africa. The closest
proxy would be HIV prevalence in 15–24 yearold pregnant women. In South Africa, infection
levels continue to rise in that age group of women,
while in the other countries in southern Africa,
the indicator reveals little sign of change.

But underlying this diversity are some striking
consistencies. Across the region, women are
disproportionately affected by HIV. On average,
there are 13 women living with HIV for every 10
infected men and the gap continues to grow. In
most countries, women are being infected with
HIV at earlier ages than men. The differences
in infection levels between women and men are
most pronounced among young people (aged
15–24 years). Recent population-based studies
suggest that there are on average 36 young
women living with HIV for every 10 young men
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in sub-Saharan Africa. In Ghana the ratio widens
to more than nine to one. In a study among
women in Harare (Zimbabwe), Durban and
Soweto (South Africa), 66% reported having

one lifetime partner, 79% had abstained from
sex until at least their 17th birthday (roughly
the average age of ﬁrst sex in most countries in
the world), and 79% said they used a condom.

Which are the more accurate: antenatal clinic- or national
population-based data?
In countries with generalized epidemics, estimates of HIV prevalence have primarily been based
on blood samples left over from syphilis tests of pregnant women in antenatal clinics (or “sentinel
surveillance”). Until very recently, these have provided the best available estimates of HIV
prevalence in the population.
However, national population-based or household surveys are increasingly becoming available.
Such surveys have the potential to improve the accuracy of estimates of HIV because they can
provide countrywide data on HIV prevalence for both sexes including samples from remote rural
areas rarely covered by sentinel surveillance systems. Population survey data have been used to
help reﬁne the estimates for several countries in the UNAIDS/WHO 2003 estimates (including the
Dominican Republic, Kenya, Niger, South Africa, Zambia and Zimbabwe). They have also enabled
the improvement of assumptions about urban-rural and sex differences in HIV prevalence that are
used to determine HIV estimates in other countries in the same region.
Both antenatal clinic and population-based survey data, though, have advantages and disadvantages.
National population-based surveys, on the one hand, capture a much wider representation of the
general population than do antenatal clinics. They can yield information on HIV prevalence among
men and non-pregnant women, and they can provide better coverage of rural populations than
antenatal clinic-based surveillance.
On the other hand, the fact that some respondents refuse to participate or are absent from the
household adds considerable uncertainty to survey-based HIV estimates (non-response rates
ranged from 24% to 42% in recent surveys carried out in some African countries.) The estimates
can be adjusted if the basic characteristics of the non-responders can be discerned. The problem
is that the survey itself cannot measure the possible association between a person’s absence or
refusal to participate, and that person’s HIV status. It might be that a person’s refusal to participate or
absence from the household is correlated with a stronger likelihood of HIV infection. (For example,
mobile men, who generally have higher levels of HIV infection, are less likely to be found at home
for these surveys.)
Meanwhile, antenatal clinic data form the basis for HIV estimates that rest on a set of assumptions
that may not apply equally well to all countries and at all stages of the epidemic. (It is assumed, for
example, that HIV prevalence among pregnant women is roughly the same as in the adult population
overall, that the ratio of women with HIV to men with HIV is 1.3:1, and that adult survival time is roughly
nine years. Assumptions about age distribution of HIV infections are also factored in.) In addition, most
antenatal clinic-based surveillance systems have limited geographical coverage, which can lead to
signiﬁcant variations in the quality of the national estimate of HIV prevalence across countries.
With the exception of South Africa, such surveillance systems often select clinics located in urban
or peri-urban areas, both for ease of access and because those clinics serve a larger number of
pregnant women and can yield sufﬁcient sample sizes during data collection. Often this leads to
few data being available from pregnant women in rural areas. This bias can be corrected, but it
introduces a further layer of uncertainty (the extent of the differences between HIV prevalence
levels in urban and in rural areas).
Nevertheless, antenatal clinic-based data are especially useful for gauging HIV trends over the
years. National household surveys help ﬁll out our picture of the epidemic. Conducted at three-toﬁve-year intervals, such surveys can serve as valuable components of surveillance systems and
can help improve estimates of the levels and trends in HIV prevalence.
All in all, there is no gold standard for HIV surveillance. All HIV estimates need to be assessed
critically—whether they are based on a national survey or on sentinel surveillance data. Using all
available data to arrive at HIV estimates ensures the best possible quality.
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Yet, 40% of the young women were HIV-positive
(Meehan et al., 2004). Many are being infected
despite staying loyal to one partner.
Sexual abuse and violence—much, but not all of
it directed against females—are serious problems
that transcend economic, social, ethnic and
geographical lines. Adolescents, children and
young women and girls in particular experience
increased abuse in the form of domestic violence,
rape and sexual assault, and sexual exploitation
or undergo female genital mutilation. In some
Ugandan surveys, 46% of women said they have
endured regular physical abuse, while in Kenyan
and Zambian studies more than 40% of women
have reported abuse. For some young women,
their ﬁrst sexual encounter occurs under coercion
or force, which can be associated with an increase
in HIV transmission.

SOUTHERN AFRICA
Southern Africa remains the worst affected
subregion in the world, with data from selected
antenatal clinics in urban areas showing HIV
prevalence surpassing 25%, having risen sharply
from around 5% in 1990.
South Africa continues to have the highest
number of people living with HIV in the world.
An estimated 5.3 million [4.5 million–6.2 million]

people were living with HIV end-2003 in South
Africa—2.9 million [2.5 million–3.3 million]
of them women. Unfortunately, there is no sign
yet of a decline in the epidemic. Overall HIV
prevalence among pregnant women was 27.9%
in 2003, compared with 26.5% in 2002 and
25% the year before that. Latest data suggest
prevalence levels are still increasing in all age
groups, except for pregnant women older than
40 years of age, as Figure 8 shows. One recent
population-based survey has indicated possible
shifts towards safer sex among young South
Africans (Reproductive Health Research Unit,
Medical Research Council, 2004). However,
prevalence levels among pregnant women aged
15–24 years have continued to rise—from 23.1%
in 2001 to 24.3% in 2003. The survey reveals
signiﬁcant regional variation, with prevalence
among pregnant women exceeding 30% in
three provinces (Free State, Mpumalanga and
KwaZulu-Natal, reaching 37.5% in the latter)
while ranging between 13% and 17.5% in
Western Cape, Northern Cape and Limpopo.
Since 2001, HIV prevalence has risen in all but
two provinces (Free State and Gauteng) (Ministry
of Health South Africa, 2004).
Very high HIV prevalence—often exceeding
30% among pregnant women—is still being
recorded in four other countries in the region,
all with small populations: Botswana, Lesotho,
Figure 8
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Namibia and Swaziland. There, comparisons
of prevalence levels at selected antenatal
clinics have shown no evidence of a decline. In
Swaziland, for example, HIV prevalence among
pregnant women was 39% in 2002, up from 34%
in 2000 and only 4% in 1992. Elsewhere in the
subregion, HIV infections in pregnant women
appear to be stabilizing at lower levels—around
18% in Malawi (2003), 16% in Zambia (2003),
and 25% in Zimbabwe (2003)—but there is

though, that the epidemic’s severity can vary
considerably within countries—even in a small
country such as Malawi, for example, where a
recent review of HIV data found district-level
prevalence among adult women ranged from 4%
to 18%, with the highest prevalence found in the
south (Montana et al., 2004).
Angola is an exception in the region. During
nearly two generations of war, civilians’ move-

Across the region, women are disproportionately
affected by HIV. On average, there are 13 women living with HIV
for every 10 infected men.
little evidence of an impending decline. In
Zimbabwe’s case, it is estimated that new HIV
infections have stayed roughly steady since
1996-1997. As in the other countries in the
region, women are disproportionately bearing
the brunt. An earlier population-based survey
in Zimbabwe found that twice as many of the
surveyed women aged 15–24 years as men in
this age group were living with HIV (prevalence
was 22% and 10%, respectively). Overall, almost
57% of people with HIV in 2003 were women
and an equal proportion of AIDS deaths were
among women (Ministry for Health and Child
Welfare Zimbabwe, 2004). It is worth noting,

ments were restricted, transport links severed,
and parts of the country were intermittently
cut off from the outside world. Available data
suggest that those conditions probably slowed
the spread of HIV. Median HIV prevalence of
approximately 3% has been measured at antenatal clinics in the capital, Luanda (HIV-surveillance systems elsewhere are still being assembled). However, high levels of HIV—roughly
33%—have been detected among sex workers in
the capital, a clear sign that the virus could take
hold in networks where the risk of HIV transmission is particularly high. After two years of
relative peace and with normal life resuming for

Youth, sex and HIV in South Africa
Effective prevention among young people is essential. Throughout southern Africa, HIV prevalence
sharply increases once people reach their twenties. The trend is vividly captured in a new,
comprehensive study on HIV and sexual behaviour among young South Africans (conducted by
the Reproductive Health Research Unit and Medical Research Council).
The study shows HIV prevalence to be comparatively low among 15–19 year-olds, at 4.8%. This
is not that surprising, given that the mean age of ﬁrst sex reported by respondents was 16.4 years
for young men and 17 years for young women. It’s in the next age group—among 20–24 yearolds—that HIV prevalence soars, reaching 16.5%. In this age group, HIV infections are massively
concentrated among women. About one-in-four (24.5%) women surveyed was HIV-positive,
compared to one-in-thirteen (7.6%) men. Indeed, more than three quarters (77%) of young South
Africans living with HIV are female, a discrepancy that only begins to fade among South Africans 30
years and older. Similar to young people around the world, many young South Africans (62%) who
learn they are HIV-positive believed they had faced little or no risk of contracting the virus.
Young women were found to be disproportionately at risk of HIV infection. Sexual aggression is
common, with more than one quarter (28%) of the women saying their ﬁrst sexual experience was
unwanted, and one in ten (10%) saying they had been forced to have sex. Almost half (49%) the
young women who’d had sex said they had been pregnant at some point—suggesting that condom
use was not the norm. Indeed, fully one third of those youth who had had sex in the previous 12
months never used a condom, and two thirds had not used one with their most recent sexual
partner (Reproductive Health Research Unit, Medical Research Council, 2004).
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millions of Angolans, there is every reason to
fear much more widespread and rapid HIV transmission in this country.
Newly published study ﬁndings show southern
Africa to be ﬁrmly in the grip of the AIDS
epidemic, as more people succumb to HIVrelated illnesses and die. Life expectancy
at birth has dropped below 40 years in nine
African countries—Botswana, Central African
Republic, Lesotho, Malawi, Mozambique,
Rwanda, Swaziland, Zambia and Zimbabwe.
All are severely affected by AIDS (UNDP,
2004). By 2000, adult mortality among women
in northern Namibia was 3.5 times and among
men 2.5 times the 1993 level. For men, the
probability of dying between the ages of 15 and
60 years increased from 220 per 1000 to 550 per
1000, while for women it rose from 95 per 1000
to 335 per 1000. With the increases concentrated
among young adults (there were no mortality
increases among adolescents and older men and
women), AIDS is the major factor causing this
trend (Notkola, Timaeus and Siiskonen, 2004).
In Zimbabwe, meanwhile, life expectancy at
birth was 34 years in 2003, compared with 52
years in 1990 (Chitate and Muvandi, 2004).
Analysis of South Africa’s death registration
data shows a rise in the total number of adult
deaths in the past six years (see Figure 9)—an
increase of more than 40% and, in the case of
women aged 20–49 years, an increase of more
than 150% once population growth and possible

improvement in death registrations are taken into
account (Bradshaw, 2004).
Detailed demographic surveillance is providing
further evidence of steep rises in mortality. One
such survey, conducted in a rural area of KwaZuluNatal province, which has high HIV prevalence
among pregnant women, has conﬁrmed a sudden
and massive rise in adult mortality starting in
the late 1990s, with AIDS (with or without TB)
constituting the leading cause of adult death
(48%) by 2000. The risk of dying from AIDS for
women peaks among women aged 25–39 years
and among men aged 30–44 years. These AIDS
mortality rates will almost certainly worsen in the
coming years, since HIV-prevalence levels in this
particular district rose steeply in the late 1990s.
AIDS mortality reﬂects HIV incidence roughly
a decade or so earlier (Hosegood, Vanneste and
Timaeus, 2004).

EAST AFRICA
Some countries in East Africa do display signs
of real declines in HIV infection levels. Uganda,
where national prevalence fell from 13% in the
early 1990s to 4.1% (2.8–6.6%) by end-2003,
is the most notable, but by no means the only
example. Comparisons of HIV prevalence
among antenatal clinic attendees across the
subregion show an overall signiﬁcant decline
from a median of 12.9% (7.0–16.9%) in 19971998 to 8.5% (5.3–14.0%) in 2002 (AsamoahOdei, Garcia-Calleja and Boerma, 2004). There
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Inside the factory gates
Antenatal clinic-based surveillance captures relatively few demographic details. Population-based
surveys, though, can help ﬁll out the picture of the epidemic. Findings from 34 such surveys among
mining and manufacturing workers in southern Africa were recently published and offer a suggestive
picture of HIV spread among wage-income workers. Conducted in 2000-2001, the surveys found
HIV prevalence of 24.6% (23.6–25.7%), 14.5% (14.1–14.9%) and 17.9% (17.1–18.7%) among 44
000 workers in Botswana, South Africa and Zambia, respectively. Workers in the mining sector
had the highest levels of infection. Within workforces, infection levels varied signiﬁcantly—with
contract (23%, 21.9–24.1%), unskilled (18.3%, [17.5–19.1%]) and semi-skilled workers (18.7%,
[18.1–19.4%]) much more likely to be HIV-positive than skilled workers (10.5%, [9.5-11.4%]) and
managers (4.5%, [3.4-5.6%]). Research has suggested that less skilled workers (including contract
workers) in the mining sector are more likely to be migrants (living away from home for extensive
periods) and more likely to frequent sex workers. Zambia’s mining sector, though, was an exception.
There, skilled workers had very high infection prevalence of 26.4% (11.4–41.3%). Also striking was
the high HIV level among workers older than 49 years: just over 10% in South Africa and Zambia,
and 18% in Botswana (Evian et al., 2004).
Other recently published research ascribes the increase in TB infections among both HIV-positive
and HIV-negative gold miners in South Africa to the HIV epidemic. Conducted at four mines during
the 1990s, the study found TB incidence rose from 0.5% in 1991 to 1% in 1997 and 2% in 2000.
Incidence among HIV-negative miners more than doubled between 1991-1992 and 1995–1997
(from 0.5% to 1.3%), an increase that was likely caused by the onward transmission of TB from the
larger numbers of HIV-positive miners with TB (Sonnenberg et al., 2004).

are exceptions, such as Madagascar, where
an apparent rise in HIV prevalence among
pregnant women has been detected—reaching
1.1% in 2003 compared with 0.3% just two
years earlier (Ministère de la santé Madagascar,
2003). However, it is too early to know whether
this heralds a trend, since other HIV indicators
(such as prevalence among sex workers) have
remained low.

2004). Ethiopia’s epidemic is most severe in
urban areas, including in the capital Addis Ababa.
However, there are encouraging signs that the
declining HIV trend among pregnant women in
the capital (ﬁrst detected in 1997) is continuing.
By 2003, HIV prevalence in the city had fallen to
11%, less than half the level (24%) it had reached
in the mid-1990s. Overall, in 10 antenatal clinics
in Ethiopia, median prevalence dropped from

East Africa boasts several examples of gradual, modest
declines in HIV prevalence among pregnant women in urban areas.
Unfortunately, there is no sign yet of an overall, national decline
in any southern African country.
The downward trend is most ﬁrmly established
in Uganda, which saw HIV prevalence decline
steeply during the mid- and late-1990s, remaining
subsequently at 5% to 6%. Recent data suggest
Kenya could be on a similar path. There, data from
antenatal clinics show median HIV prevalence
falling from 13.6% (12.2–27.1%) in 1997-1998
to 9.4% (6.6–14.3%) in 2002 and then staying
largely unchanged in 2003. Figures for Burundi
also suggest a decline in HIV prevalence, but
this is based on limited data from only six clinics
(Asamoah-Odei, Garcia-Calleja and Boerma,
26

13.7% in 1997-1998 to 11.8% in 1999-2000, and
has remained at about 12% since then (AsamoahOdei, Garcia-Calleja and Boerma, 2004).
These are heartening developments but still-high
HIV-prevalence levels underscore the need to
redouble and extend prevention efforts throughout
these countries. It is much too early to claim that
these recent declines herald a deﬁnitive reversal in
these countries’ epidemics and, furthermore, the
need for treatment, care and support will continue
to increase for years to come.
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Meanwhile, a clearer picture is emerging of the
epidemic in Eritrea, where the most detailed
round of HIV sentinel surveillance to date has
ﬁxed prevalence at 2.4% in 2003. Overall HIV
prevalence in the country appears to be stabilizing.
However, infection levels vary considerably—
highlighting a need to intensify and to reﬁne the
focus of prevention efforts. Prevalence reached
7.2% along the country’s southern coastal strip,
and was more than three times as high in urban
than in rural areas. Prevalence was highest overall
among young unmarried women in urban areas
(7.5%), most of whom had partners in the military.
Women working in bars, hotels and teashops or as
housemaids appeared to be particularly susceptible
to infection (Ministry of Health Eritrea, 2004).
Overall, there is no evidence of nationwide
HIV prevalence decline in Tanzania. However,
in Mbeya region, which has been the focus of
intense prevention efforts over the past 13 years,
HIV prevalence among 15–24 year-old women
fell from 20.5% in 1994-1995 to 14.6% in 2000,
while condom use rose and treatment for other
sexually transmitted infections increased, and
a signiﬁcant delay in age at ﬁrst sex was noted
over the same period. In contrast, in the urban
parts of neighbouring Rukwa region, where
only sporadic prevention efforts were mounted,
prevalence in this age group rose from 22.5%
in 1994 to 30.2% in 1999 (Jordan-Harder et al.,
2004). This suggests that the speciﬁc interventions mounted in Mbeya probably helped drive

down HIV prevalence there. Other research in
Tanzania has encountered a marked lack of
behaviour change in areas where low-intensity
HIV-prevention programmes have been introduced. A district HIV-prevention programme
launched in the mid-1990s in Mwanza, for
example, appears to have made little headway
against the epidemic. A recently published study
found that HIV prevalence increased gradually from 5.9% in 1994-1995, to 6.6% in 19961997 and 8.1% in 1999-2000. There was a small
increase in condom use and in knowledge about
the epidemic, but sexual risk behaviour was
unchanged and most people felt they were not
at risk of HIV infection (Mwaluko et al., 2003).
Low-cost, standard district and community-level
prevention programmes are clearly not sufﬁcient
to change the course of the epidemic.

WEST AFRICA
Although varying in scale and intensity, the
epidemics in West Africa appear to have
stabilized in most countries. Median HIV
prevalence measured among women in 112
antenatal clinics in the subregion remained at
an average 3% to 4% between 1997 and 2002
(Asamoah-Odei, Garcia-Calleja and Boerma,
2004). Overall, HIV prevalence is lowest in the
Sahel countries and highest in Burkina Faso,
Côte d’Ivoire and Nigeria—the latter having

Commercial Sex and HIV in West Africa
Commercial sex remains the main driver of West Africa’s epidemics. Very high prevalence rates are
being found among women who sell sex, even in countries where infection levels remain generally
low among adults. Ghana, where adult national HIV prevalence was estimated at just over 3% in
2003, is a case in point. In the capital, Accra, approximately 80% of HIV infections among men
have been acquired from women who sell sex. Prevalence ranged from 15% among men buying
sex from mobile sex workers to 32% among the boyfriends of sex workers. At least one study
has suggested that a successful 100% condom-use programme could turn the country’s epidemic
around (Cote et al., 2004). In Niger, meanwhile, adult national HIV prevalence was just over 1% in
2003, yet a survey among sex workers in three regions the year before found that between 9% and
38% of them had tested HIV-positive. The lowest levels were in Komabangou, and the highest in
Maradi, while in Arlit 30% of the surveyed sex workers were infected (Sanda et al., 2004). Senegal,
long-feted as an HIV success story, has been seeing slowly-rising HIV levels among women who
sell sex. In the capital, Dakar, prevalence stood at 14% in 2002, while among sex workers in other
areas (such as Kaolack and Ziguinchor) it had risen to over 20% by the same year, as Figure 10
shows—underscoring the need to intensify prevention work both among sex workers and their
clients (UNAIDS/WHO, 2004).
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HIV prevalence among sex workers,various sites
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Figure 10

the third-largest number of people living with
HIV in the world (after South Africa and India).
Nigeria’s 2003 HIV sentinel survey put national
HIV prevalence at 5%, a rise from the 1.8%
found in 1991 but roughly level with the 5.4%
recorded in 1999. Prevalence levels are highest
among young people, particularly women aged
20–29 years. However, the apparent stabilization
at national level hides strong regional differences
in this vast and socioeconomically diverse
country, where prevalence ranges from a low of
2.3% in the South West to a high of 7% in the
North Central parts. At state level, the variations
are even greater. In Osun and Ogun, for example,
prevalence among pregnant women was 1.2% and
1.5%, respectively, while in Benue it was 9.3%

and in Cross River 12% (Federal Ministry of
Health Nigeria, 2003). This suggests that several,
more or less distinct, epidemics are underway in
Nigeria. If prevention efforts are to succeed, they
will need to be informed by improved data and
analysis in order to address the speciﬁc dynamics
of these various epidemics.
Côte d’Ivoire has continued to report the highest
level of HIV prevalence in West Africa since the
beginning of the epidemic—although prevalence
in the capital Abidjan in 2002 was the lowest it
had been in ﬁve years, at 6.4% compared with
13% in 1999. National adult HIV prevalence in
Togo has stayed roughly steady at around 4%.
The most recent sentinel surveillance, though,
shows an epidemic that is largely concentrated

Changing behaviour?
Comparisons of the most recent data concerning sexual behaviour among young people paint a
mixed picture. Gathered from Demographic and Health Surveys over a ﬁve-year period, the data
show young men in Uganda and Zambia and young women in Malawi, Uganda and Zambia were
most likely to use condoms (see Figure 11). But in Tanzania there was no change in the proportion
using a condom at last sex. And, while the proportion of women engaging in sex with a non-marital,
non-cohabitating partner declined in Zambia, it declined only for men in Uganda and increased for
both men and women in Tanzania (see Figure 12). These data (like the Tanzanian study, discussed
earlier) indicate that additional efforts achieving high coverage levels are needed to achieve the
behavioural change needed to lower prevalence levels. Interventions that are piecemeal and
that do not address the contexts in which people live their lives are unlikely to signiﬁcantly alter
behaviour or inﬂuence the course of the epidemic. In addition, for many women, remaining faithful
to a single partner does not protect them against infection; they run the risk of being infected by
that very partner.
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Condom use among young people*,
selected sub-Saharan countries, 1994–2001
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* Percentage of young people (15–24) who report using a condom at last sex with a non-marital non-cohabiting partner,
of those who have had sex with such a partner in the last 12 months.
Source: DHS data, 1994–2001.

Figure 11

in urban areas, in some of which HIV prevalence
among pregnant women exceeded 8% in 2003
(Ministère de la Santé Togo, 2004). In the two
countries ﬂanking it—Ghana and Benin—HIV
prevalence is in the 2% to 4% range with little
change noted over time (Cote et al., 2004).

Serious epidemics are underway in Central
Africa, with Cameroon and the Central
African Republic worst-affected. Here, too,
HIV prevalence among pregnant women
appears to have stabilized—albeit at high levels
(of roughly 10%). In the Congo, meanwhile,

Figure 12

Percentage of young people (15–24) who had sex with a non-marital,
non-cohabiting partner in the 12 months prior to the survey,
selected sub-Saharan African countries, 1995–2001
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national adult prevalence has edged below 5%—
with new estimates putting it at 4.2% (3.5–4.8%)
with parts of the south of the country remaining
the worst-affected. Unusually, HIV prevalence
peaks in older age groups (reaching 10% among
men aged 35–49 years and 7% among women
aged 25–39 years). But younger women remain
disproportionately affected: those younger than 35
years are twice as likely to be HIV infected than are
men in that age group—once again highlighting
the need to ensure that effective prevention efforts
are tailored to reach and beneﬁt younger women.
(Ministère de la Santé du Congo, 2004). Median
HIV prevalence in Chad has remained at about 5%
since the late 1990s to the early 2000s (the most
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recent available data) (Asamoah-Odei, GarciaCalleja and Boerma, 2004). In the Democratic
Republic of Congo, two recent rounds of
HIV testing among pregnant women attending
antenatal clinics showed overall prevalence
ranging between 4.1% and 4.9%. However, HIV
levels varied considerably in different parts of the
country—from as low as 1.8% in rural Mikalayi
and roughly 3% in urban Bukavu and Bunia,
to 6.3% and 7%, respectively, in the cities of
Kisangani and Lubumbashi. Striking, too, were
the high HIV levels recorded in some rural areas,
such as Lodja and Neisu, where prevalence was
6.5% and 6.7% (Ministère de la Santé République
Démocratique du Congo, 2004).
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CARIBBEAN
HIV and AIDS statistics and features, end of 2002 and 2004
Adults and children
living with HIV

Number of women
living with HIV

Adults and children
newly infected with HIV

Adult
prevalence
(%)

Adult and child
deaths due to
AIDS

2004

440 000
[270 000–780 000]

210 000
[120 000–380 000]

53 000
[27 000–140 000]

2.3
[1.5–4.1]

36 000
[24 000–61 000]

2002

420 000
[260 000–740 000]

190 000
[110 000–360 000]

52 000
[26 000–140 000]

2.3
[1.4–4.0]

33 000
[22 000–57 000]

The Caribbean is the second-most affected region
in the world. Among adults aged 15–44, AIDS has become
the leading cause of death.
More than 440 000 [270 000–780 000] people are
living with HIV in the Caribbean, including the
53 000 [27 000–140 000] people who acquired
the virus in 2004. An estimated 36 000 [24
000–61 000] people died of AIDS in the same
year. Among young people 15–24 years of age,
an estimated 3.1% [1.6–8.3%] of women and
1.7% [0.9–4.6%] of men were living with HIV
at the end of 2004. In the Caribbean Community
(CARICOM) region 370 000 [210 000–710 000]
people are living with HIV, including the 48 000
[22 000–140 000] people who acquired the virus
in 2004. More than 29 000 [17 000–54 000]
people died of AIDS in the past year*.

expectancy at birth in 2010 is projected to be 10
years less in Haiti and in Trinidad and Tobago
nine years less than it would have been without
AIDS (see Figure 13) (Stanecki, 2004). Several
countries and territories with economies that are
dependent on tourism rank among those most
heavily affected by the epidemic in this region,
including the Bahamas, Barbados, Bermuda,
Dominican Republic, Jamaica, and Trinidad
and Tobago. Yet most countries in the region have
limited capacity to track the evolution of their
epidemics, and are relying on data and systems
that do not necessarily match the realities they
are facing.

With average adult HIV prevalence of 2.3%, the
Caribbean is the second-most affected region in
the world. In ﬁve countries (the Bahamas, Belize,
Guyana, Haiti and Trinidad and Tobago),
national prevalence exceeds 2%. Overall, the
highest HIV-infection levels among women in the
Americas are in Caribbean countries and AIDS has
become the leading cause of death in the Caribbean
among adults aged 15–44 years (Caribbean
Epidemiology Centre, PAHO, WHO, 2004). Life

Unlike in Latin America, HIV transmission
in the Caribbean is occurring largely through
heterosexual intercourse (almost two thirds of all
AIDS cases to date are attributed to this mode of
transmission), although sex between men, which
is heavily stigmatized, and in some places illegal,
remains a signiﬁcant—but still neglected—aspect
of the epidemics. HIV transmission through
injecting drug use remains rare, with the signiﬁcant
exception of Bermuda, where it accounts for a

* CARICOM comprises: Antigua and Barbuda, the Bahamas, Barbados, Belize, Dominica, Grenada, Guyana, Haiti, Jamaica,
Montserrat, Saint Lucia, St. Kitts and Nevis, St. Vincent and the Grenadines, Suriname, Trinidad and Tobago.
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Life expectancy at birth with and without AIDS
for selected Caribbean countries: 2010
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Figure 13

large share (43%) of AIDS cases, and Puerto
Rico, where more than half of all infections
in 2002 were associated with injecting drug
use and about one quarter were heterosexually
transmitted (Caribbean Epidemiology Centre,
2003; UNAIDS, 2004). As the epidemics in this
region evolve, more women are being affected,
and the number of new HIV infections among
them now outstrips that among men. Latest
estimates suggest that roughly as many women
as men are now living with HIV in this region.
According to a population-based survey carried
out in 2002, women younger than 24 years in
the Dominican Republic were almost twice as
likely to be HIV-infected compared with their
male peers (MAP, 2003). In Jamaica teenage
girls are 2.5 times more likely than boys in the
same age group (10–19 years) to be infected—
due partly to the fact that some girls have sexual
relationships with older men who are more likely
to be HIV-infected, a trend that has also been
documented in several other countries.
Haiti continues to have the largest number of
people living with HIV in the Caribbean: some
280 000 [120 000–600 000] at the end of 2003
(UNAIDS, 2004). The most recent sentinel
surveillance studies suggest a decline in HIV
32

prevalence. The latest data suggest that median
HIV prevalence among women (15–49 years)
attending antenatal clinics has fallen from 4.5%
in 1996 to 2.8% in 2003-2004 in consistently
reporting sites (Ministère de la Santé publique
et de la population Haiti et al., 2004). HIV
prevalence among pregnant women aged 15–
24 years appears to have declined by a similar
magnitude as among women of all ages in the
same period—from 3.6% to 2.8%. The decline
in the youngest age group is usually considered
to indicate a decline in incidence. The decline
in the older age group of similar magnitude is
not easily explained. Increased donor support
of HIV surveillance in Haiti in 2003-2004
may have enhanced the quality of surveillance
data, making it difﬁcult to compare the latest
information with that obtained in earlier
surveillance rounds. Further investigation
combining trends in prevalence data with
trends in behavioural data is needed to examine
the reasons for the observed decline in Haiti’s
HIV prevalence .
The latest round of HIV surveillance among
pregnant women shows HIV prevalence varying
between 1.8% and almost 7% in different parts
of Haiti. Poorer, less educated women are more
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likely to be HIV-infected than their better-off
counterparts. Recent behavioural surveillance
has shown that a signiﬁcant proportion of the
country’s largely young population (about 60%
of which is under 24 years) is sexually active and
having unprotected sex. In a 2001 survey, almost
half the young women (and more than half the
men) said they had become sexually active
before their 18th birthday and 18% of urban
women in their late teens (15–19 years) had
been pregnant at least once. Although general
AIDS knowledge is widespread, misconceptions
about the virus continue to circulate, particularly
among women—an indication that there is
still considerable room to expand and improve
prevention efforts.
Jamaica, where an estimated 22 000 [11 000–
41 000] people were living with HIV at the end
of 2003, has the second-highest annual number
of AIDS cases and deaths in the region, after
Haiti (UNAIDS, 2004). While a handful of
other islands in the region appear to be making
incremental inroads against the epidemic by
expanding access to antiretroviral treatment (see
below), in Jamaica at least 900 AIDS cases have

had reported symptoms of sexually transmitted
infections in the previous year, a clear indication
of unprotected sex (Norman and Uche, 2002).
There is no evidence to date that these patterns
have altered signiﬁcantly.
Meanwhile, in both the Bahamas and Barbados,
there are indications that stronger prevention
efforts since the late 1990s could be forcing
HIV-infection levels lower. In the Bahamas (see
Figure 14), where an estimated 5000 people
were living with HIV at the end of 2003, HIV
prevalence among pregnant women fell from
4.8% in 1993 and 3.6% in 1996 to 3% in the latest
round of HIV surveillance in 2002. A similar
downward trend in HIV levels has been observed
among patients at sexually transmitted infection
clinics (Department of Public Health Bahamas,
2004). The decline in the annual number of
reported AIDS cases (from 320 in 2000 to 164
in 2003) and AIDS deaths (from 272 in 2000
to 185 in 2003) probably reﬂects this steady
drop in prevalence, along with the expansion of
antiretroviral treatment access since the turn of
the century (Caribbean Epidemiology Centre,
PAHO, WHO, 2003).

Several countries with economies that are dependent
on tourism rank among those most heavily affected by the epidemic
in this region.
been reported there each year since 1999 and
the disease has been claiming between 590 and
690 lives annually over the same period—more
than double the numbers just four years earlier
(Caribbean Epidemiology Centre, 2004). The
most recent round of HIV surveillance indicates
that the HIV epidemic is not abating either. HIV
prevalence among pregnant women attending
antenatal clinics stood at 1.4% nationally in
2002, but was as high as 2.7% and 1.9% in the
parishes of St. James and of Kingston and St.
Andrews, respectively. High HIV prevalence
found among patients at sexually transmitted
infection clinics in 2002 seemed to conﬁrm
earlier warnings of widespread unprotected sex;
almost 8% of men attending these clinics were
HIV-positive, as were almost 5% of women
(Ministry of Health Jamaica, 2003). In the late
1990s, a study among male adolescents and
young adults in Jamaica found that fully 9%

Barbados has a smaller epidemic but there, too, a
decline in HIV levels is being observed, with new
HIV diagnoses among pregnant women dropping
substantially between 1999 and 2003, from 0.7%
to 0.3% (Kumar and Singh, 2004). Mother-tochild transmission of HIV has also been reduced
since the expansion of voluntary counselling and
testing services, and the provision of antiretroviral prevention regimens. The rate of motherto-child transmission declined by 69% between
September 2000 and December 2002 (St John et
al., 2003). In addition, the introduction in 2001
of antiretroviral treatment for people living with
HIV has reversed the trend of AIDS mortality in
the island nation. The annual number of AIDS
deaths decreased from 114 in 1998 to 50 in 2003,
while hospital admissions for treatment of opportunistic infections fell by 42% in the same period.
In Bermuda, meanwhile, the number of AIDS
cases decreased by almost half (19 to 11) between
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Reported AIDS and HIV cases, Bahamas, 1985–2003
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Figure 14

2000 and 2002 (Caribbean Epidemiology Centre,
2004; Caribbean Epidemiology Centre, PAHO,
WHO, 2003).
At an estimated 2.5% at the end of 2003, HIV
prevalence in Guyana was the second-highest
in the region. There has been a steep rise in the
numbers of HIV cases reported since the mid1990s. According to the Ministry of Health,
ofﬁcially reported cases probably represent less
than one third of the actual number of people
living with HIV. Meanwhile, fewer than one ﬁfth

The Dominican Republic, which shares
Hispaniola Island with Haiti, still faces a
serious epidemic with HIV prevalence among
pregnant women higher than 2% nationally. In
the capital Santo Domingo, HIV prevalence
among 15–24 year-old pregnant women—which
can offer a hint of recent infection rates—has
declined from around 3% in 1995 to below 1%
in 2003 (UNAIDS, 2004). This might be due to
prevention efforts aimed at encouraging people
to adopt safer sexual behaviours. However, the

In the Bahamas and Barbados, there are signs that
stronger prevention efforts could be nudging HIV-infection
levels lower.
of people infected with HIV—the majority of
them aged between 20 and 34 years— are aware
of their serostatus. Most infections are occurring
through heterosexual intercourse. One recent
study among miners in the country’s Amazon
region has revealed an exceptionally high HIV
prevalence of 6.5%. The miners, all young men,
divide their lives between six to eight week
work shifts and two weeks of rest at their homes
near the coast. The danger of infected miners
transmitting HIV to their regular partners at
home or to casual partners near the mine seems
substantial (Palmer et al., 2002).
34

same trend is not apparent elsewhere in the
country. Of particular concern is the unusually
high HIV prevalence (4.9%) that has been
detected among sugar cane plantation workers
(MAP, 2003).
Cuba has been an exception in this region, with
very low HIV prevalence, possibly due, in part,
to a policy of quarantining HIV-infected people
as a preventive measure during the 1980s. Cuba
subsequently abandoned that policy. Meanwhile,
universal free access to antiretroviral therapy has
kept the number of AIDS cases and deaths very
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low. Though still small in scale, the country’s
HIV epidemic is now growing, however. A sharp
increase in newly reported HIV cases has occurred
since the late 1990s, with the annual number
of reported new cases growing almost ﬁvefold between 1995 and 2000. However, Cuba’s
epidemic remains small, in contrast to much of
the Caribbean. Most new HIV transmission is
occurring during sex between men (Caribbean
Epidemiology Centre, 2003).
The lack of good quality HIV-surveillance data in
most Caribbean countries is hampering the ability
to design and run potentially effective prevention

programmes, and will almost certainly undermine
efforts to expand access to antiretroviral treatment.
But social, not just technical, challenges will need
to be confronted if the countries of this region are
to bring their epidemics under control. Widespread
homophobia is providing an ideal climate for the
spread of HIV by driving men who have sex with
men further away from the information, services,
and security they need if they are to protect
themselves against HIV. Meanwhile, the unequal
social and economic status of women and men is
acting as a powerful dynamic in epidemics that are
growing amid ongoing stigma, misconceptions
and denial.
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ASIA
HIV and AIDS statistics and features, end of 2002 and 2004
Adults and children
living with HIV

Number of women
living with HIV

Adults and children
newly infected with HIV

Adult
prevalence
(%)

Adult and child
deaths due to AIDS

2004

8.2 million
[5.4–11.8 million]

2.3 million
[1.5–3.3 million]

1.2 million
[720 000–2.4 million]

0.4
[0.3–0.6]

540 000
[350 000–810 000]

2002

7.2 million
[4.6–10.5 million]

1.9 million
[1.2–2.8 million]

1.1 million
[540 000–2.5 million]

0.4
[0.2–0.5]

470 000
[300 000–690 000]

A handful of countries are still seeing very low levels of HIV prevalence,
even among people at high risk of exposure to HIV. These countries have
golden opportunities to pre-empt serious outbreaks.
National HIV infection levels in Asia are low
compared with some other continents, notably
Africa. But the populations of many Asian nations
are so large that even low national HIV prevalence
means large numbers of people are living with
HIV. Latest estimates show some 8.2 million [5.4
million–11.8 million] people (2.3 million [1.5
million–3.3 million] adult women) were living
with HIV at the end of 2004, including the 1.2
million [720 000–2.4 million] people who became
newly infected in the past year. AIDS claimed
some 540 000 [350 000–810 000] lives in 2004.
Among young people 15–24 years of age, 0.3% of
women [0.2–0.6%] and 0.4% of men [0.3–0.8%]
were living with HIV by the end of 2004.
Asia is not just vast but diverse, and HIV epidemics
in the region share that diversity, with the nature,
pace and severity of epidemics differing across the
region. Overall, Asian countries can be divided
into several categories, according to the epidemics
they are experiencing. While some countries were
hit early (for example, Cambodia, Myanmar
and Thailand), others are only now starting to
experience rapidly expanding epidemics and
need to mount swift, effective responses. They
include Indonesia, Nepal, Viet Nam, and several
36

provinces in China. In Myanmar and in parts of
India and China, HIV has become well-entrenched
in some sections of society, despite modest efforts
to halt the virus’ spread. Other countries are still
seeing extremely low levels of HIV prevalence,
even among people at high risk of exposure
to HIV, and have golden opportunities to preempt serious outbreaks. These countries include
Bangladesh, East Timor, Laos, Pakistan, and
the Philippines (MAP, 2004).
Some countries, by sheer virtue of size,
simultaneously ﬁt several of those descriptions:
China and India are examples. These two
countries, home to some 2.35 billion people, are
experiencing several distinct epidemics, some
already very serious.

CHINA
Although moving at a varied pace, HIV has
spread to all of China’s 31 provinces, autonomous
regions and municipalities. In some, such as
Henan, Anhui, and Shandong, HIV was already
spreading a decade ago among rural people who
sold blood plasma to supplement their incomes.
Elsewhere, the virus has established a more recent
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but ﬁrm presence among injecting drug users and,
to a lesser extent, sex workers and their clients
(Zang, Ma and Xia, 2004). Much of the current
spread of HIV in China is also attributable to
injecting drug use and paid sex. HIV prevalence
among drug injectors was measured at between
18% and 56% in six cities in the southern provinces
of Guangdong and Guangxi in 2002, while in
Yunnan province some 21% of injectors tested
positive for HIV in 2003 (China National Center for
AIDS/STD Control and Prevention, 2003). Sexual
transmission of HIV from injecting drug users to
their sex partners looks certain to feature more
prominently in China’s fast-evolving epidemic.
Some 47% of surveyed female drug injectors
in Sichuan province and 21% in neighbouring
Yunnan province reported selling sex for money or
drugs in the previous month, according to recent
studies. Condom use was reportedly quite high but
it was hardly the norm. Once HIV becomes wellestablished in commercial sex circuits, onward
spread of the virus could be quite rapid if current
behaviour trends persist. In 2003, almost one
quarter of surveyed sex workers in Guangxi never
used condoms and about one half used them only
occasionally (China National Center for AIDS/
STD Control and Prevention, 2003). In Sichuan,
only around 40% of sex workers reported using
condoms with all their clients in the previous
month, according to a 2002 study. Little is known
about the possible role of sex between men in

protection against HIV. Research suggests that
few brothels in China have condom policies of
the sort that helped Cambodia and Thailand bring
their epidemics under control, and even fewer are
keeping condoms on the premises (MAP, 2004).
China can still shape the course of its epidemic. But
it needs to move swiftly and with great resolve.

INDIA
India’s epidemics are even more diverse than
China’s. Latest estimates show that about 5.1 million [2.5–8.5 million] people were living with HIV
in India in 2003. Serious epidemics are underway
in several states. In Tamil Nadu, HIV prevalence of 50% has been found among sex workers, while in each of Andhra Pradesh, Karnataka,
Maharashtra and Nagaland, HIV prevalence has
crossed the 1% mark among pregnant women.
In Manipur, meanwhile, an epidemic driven by
injecting drug use has been in full swing for more
than a decade and has acquired a ﬁrm presence
in the wider population (UNAIDS/WHO, 2003).
HIV prevalence measured at antenatal clinics in
the Manipur cities of Imphal and Churachand has
risen from below 1% to over 5%, with many of
the women testing positive appearing to be the sex
partners of male drug injectors. Several factors
look set to sustain Manipur’s epidemic, including
the large proportion (about 20%) of female sex
workers who inject drugs and the young ages of

If China is to shape the course of its epidemic, it needs to
move swiftly and with great resolve.
China’s epidemic. A rare survey of men who have
sex with men in Beijing, conducted in 2001-2002,
found that approximately 3% of the men were HIVinfected (almost all of whom had been unaware of
their serostatus) (Choi et al., 2003).
There are signs that efforts to boost public
knowledge about HIV are bearing fruit but there
remains much room for improvement. A 2003
survey found that two-in-ﬁve Chinese men and
women could not name a single way to protect
themselves against infection (Shengli, Shikun and
Westley, 2004). In Sichuan province, more than
one third of sex workers (and a similar proportion
of clients) did not know that condoms offer good

many injectors (40% of male injectors surveyed in
2002 were under 25 years of age) (MAP, 2004).
There are signs that injecting drug use is playing
a bigger role in India’s epidemics than previously
thought. Most surveillance sites for injecting drug
users are in the northern states where injecting is
common behaviour, but other parts of the country
have yielded equally troubling evidence. In the
southern city of Chennai, for example, 26% of
drug injectors were already infected with HIV
when a sentinel site was established there in 2000;
by 2003, 64% were infected. In most cities where
injecting drug users have been surveyed, at least
one quarter of them—and, in Chennai, 46%—
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said they lived with a wife or regular sex partner
(MAP, 2004). This has probably contributed to
the fact that Chennai also has among the highest
HIV-prevalence rates among pregnant women in
the country. It is likely that many of those women
were infected by partners who injected drugs.
Like Manipur, the states of Maharashtra, Tamil
Nadu and Andhra Pradesh have long-established
HIV epidemics, but theirs are driven mainly by
commercial sex. Available evidence suggests
that prevention efforts in some of those states
have done little to alter the epidemics’ advance.

Sentinel surveillance has revealed no signiﬁcant
drop in HIV prevalence among female sex
workers in Mumbai, for example, despite decadeold safer-sex programmes for sex workers. It
appears the programmes have been either too
scattered or short-term to reach a large enough
proportion of sex workers to make a difference. In
some of these states, HIV has been rising steadily
among pregnant women, most likely because
clients have transmitted the virus to their regular
partners. Fortunately, India does boast some
signiﬁcant prevention successes, such as the drop

Reducing risk works
All the scientiﬁc evidence points to the fact that programmes which provide opiate substitution
treatment, increase access to sterile needles and provide other prevention services reduce new
HIV infections among people who inject drugs. A recent review of over 400 surveillance reports
and scientiﬁc papers found no evidence that HIV prevention services for drug injectors—including
the provision of clean needles—are associated with an increase in the number of people injecting
drugs (MAP, 2004). The review found that countries that promote safer injecting practices (including
sterile needle access) are successful in encouraging lower-risk behaviour. These programmes
often reach out to socially disadvantaged groups of drug users and offer a range of HIV prevention
and primary health care services. Such HIV prevention programmes for drug injectors complement
a range of other efforts aimed at preventing drug use among young people in the ﬁrst place, known
as demand reduction programmes. Thus, these programmes pursue a range of goals—including
discouraging people from using drugs at all, from injecting drugs, or from using non-sterile needles
and syringes.
The clearest evidence that large-scale needle-exchange programmes can reduce harm for injectors
comes from a city in Bangladesh, where it has been shown that needle-exchange programmes
can promote healthy sexual behaviour as well as safer injection—thus reducing the risks of
HIV transmission. There was a striking association between participation in needle-exchange
programmes and reduced use of non-sterile injecting equipment. In addition, injectors who used
the needle-exchange were far less likely to report symptoms of a sexual infection in the previous
12 months than people who did not participate in the programme. This clearly shows that saferinjecting programmes can bring people into contact with a range of HIV prevention services that
can reduce their sexual as well as their injecting risk. The key is to achieve wide enough coverage
with effective programmes. A similar project in another Bangladesh city, where the services reached
just under half of the injectors, had less impact.
Because AIDS epidemics criss-cross national boundaries, joint efforts like the border area needle
exchange programme run by China and Viet Nam since 2002 make sense. Outreach workers
collect used syringes from users for safe disposal, and provide vouchers which can be used to
acquire new needles from participating pharmacies. The programme grew from the realization
that the epidemics among injectors in China’s Guangxi province and Viet Nam’s Quang Ninh and
Langson provinces were closely linked (they share a unique variant of HIV-1 subtype CRF01_AE),
due to the fact that the areas straddle a drug trafﬁcking route through the Golden Triangle (Yu et al.,
1999; Kato et al., 2001). The programme is based on a successful trial which showed a drop in the
use of non-sterile injecting equipment in the previous month from 61% to 30% among all injectors
in Guangxi (China National Center for AIDS/STD Control and Prevention, 2004). Harm-reduction
programmes have also helped trigger a dramatic fall in reported non-sterile needle use among
injectors in China’s Sichuan province. Reported re-use of non-sterile needles at last injection fell
from 30% to 17% among male injectors in 2002-2003, while in the same year it fell from 24% to
15% among female injecting drug users (MAP, 2004).

38

AIDS epidemic update: December 2004

in unprotected casual sex reported in the southern
state of Tamil Nadu. In 1996, 14% of truck drivers
reported recent unprotected sex with a sex worker.
By 2002, after concerted prevention programmes

will give rise to several million new infections.
These countries stand at a cross-road; they dare
not delay introducing effective responses.
On a vast archipelago such as Indonesia, where

In parts of India, Myanmar and China, inadequate prevention efforts
have allowed HIV to ﬁlter from people with the highest-risk behaviours to
their regular sex partners.
were introduced, that had fallen to just 2% (AIDS
Prevention and Control Project, 2003).
As elsewhere in the region, the role of sex between
men in India’s epidemics remains poorly understood.
What is clear is that a considerable number of men
in India do have sex with other men. In a householdbased survey in a low-income area of Chennai, India,
6% of men reported sex with other men. These men
were over eight times more likely to be infected with
HIV than other men in the survey, and 60% more
likely to be infected with other sexually transmitted
infections. A high proportion of men who have sex
with men also reported sex with women (Go et al.,
2004). For example, in a household study in India,
57% of men reporting sex with other males were
married (NACO, 2002).

High risk behaviour and sharp rises
in HIV
HIV prevalence is rising sharply in several places
where it stayed low for many years. These rises
are most dramatic among people whose behaviours carry a high risk of exposure to HIV—drug

research has revealed ample opportunities for
wider HIV transmission, the epidemic will
assume diverse patterns. Risk behaviour among
injecting drug users in Indonesia is very common.
A recent survey in three cities found 88% of the
injectors had used non-sterile needles or syringes
in the preceding week, yet fewer than one third
said they felt at high risk of HIV infection (Pisani
et al., 2003). When injecting drug users are tested
for HIV, very high infection levels are found.
One in two injecting drug users in Indonesia’s
capital, Jakarta, now test positive for HIV, while
in far-ﬂung cities such as Pontianak (in West
Kalimantan province on the island of Borneo)
more than 70% of drug injectors who request HIV
tests are discovering that they are HIV-positive
(MAP, 2004).
Conditions also favour HIV spread through sex
work. In seven Indonesian cities, an average 42%
of sex workers had either or both gonorrhoea or
chlamydia in 2003. Condom use ranges from
irregular to rare. In 2002, fewer than one in ﬁve
sex workers operating out of massage parlours
and discotheques in Jakarta said they used

One in two injecting drug users in Jakarta now test positive for
HIV, while in cities such as Pontianak more than 70% of drug injectors
are being found to be HIV-positive.
injectors, sex workers and their clients, and men
who have sex with men. In Indonesia, Nepal, Viet
Nam and parts of China, rapid, recent rises in
HIV infection among drug injectors appear to have
spurred subsequent rises in HIV infection among
non-injectors who have sexual risk behaviours,
“kick-starting” wider epidemics, as Figure 15 illustrates. Given the very large population numbers
in these countries, continued HIV spread among
those with risk behaviours and their sex partners

condoms consistently (MAP, 2004). Among sex
workers in brothel areas (a group that ought to
be easier to reach with interventions), rates of
condom use with all clients in the previous week
stood at a meagre 4% (MAP, 2004). The situation
is even more troubling in parts of Indonesia’s
easternmost province of Papua, where HIV
prevalence among sex workers in Sorong, for
example, had reached 17% by 2003, over ﬁve
times the national average for sex workers.
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Figure 15

HIV prevalence among injecting
drug users and sex workers at selected sentinel sites
in China, Indonesia and Viet Nam, 1994–2003
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There are strong signs that the virus is spreading
beyond sex workers and their clients. One recent
serosurvey among adults in ﬁve villages found
that close to 1% were HIV-positive (MAP, 2004).
Household surveys of young men and women

in Jayapura and Merauke show that both young
men and women in Papua report far less drug use
and far more sexual activity than those in other
parts of Indonesia. The data are inconclusive, but
they suggest patterns of sexual networking that

HIV behind bars
Prisons are playing a growing role in Indonesia’s emerging epidemic. In Jakarta’s jails, HIV
prevalence started to rise in 1999, two years after it had taken off among drug injectors, reaching
25% in 2002. Some of the rise reﬂected the fact that injecting drug users were more likely to
have been infected by the time they entered prison. But there is evidence that HIV transmission
is occurring inside jails. Surveillance data from a West Java prison has shown HIV prevalence
soaring from 1% in 1999 to 21%, then “falling” sharply to 5% in 2002. The 2002 “drop” was an
illusion, though, reﬂecting a change in sampling: only newly-registered inmates were tested for
HIV. When a random sample was used again in 2003, HIV prevalence was found to be 21%. This
discrepancy suggests that HIV is being transmitted inside the prison, either through drug injection
with contaminated needles or through unprotected anal sex between prisoners (MAP, 2004; data
from Indonesian national surveillance).
A huge prevention opportunity beckons. Unlike their counterparts outside the prison walls, jailed
drug injectors are not a “hard-to-reach population”. HIV-prevention programmes are needed inside
prisons, with reinforcement in preparation for prisoners’ release. Jails can provide an entry point for
treatment for both antiretroviral and drug substitution treatment. Referral systems between jail and
services outside can help introduce essential health, prevention and care services to people who
might otherwise potentially be hard to track down in the community after release.
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could favour dynamic HIV spread in the general
population on Papua (Indonesia Central Bureau
of Statistics and MACRO International, 2004).
Unsafe injecting drug use is the wellspring of
Nepal’s epidemic, too. Use of non-sterile injecting
equipment is widespread and accounts for the
high HIV prevalence—22% to 68% across the
country in 2002—among male injectors, many of
them younger than 25. Younger injectors appear

more likely to report risky practices in parts of
Nepal; in the east, for example, injectors under
25 were three times as likely to report using nonsterile equipment at last injection compared with
older injectors (MAP, 2004). Nepal’s epidemic
also highlights the potential links between HIV
infection and mobility. Injecting drug users from
cities with low prevalence, but who had injected
drugs elsewhere, have been found to be two to
four times more likely to have acquired HIV than

Risky business
Most new HIV infections in Asia occur when men buy sex—and large numbers of men do so.
Household-based surveys in a number of Asian countries suggest that between 5% and 10% of men
buy sex, which makes commercial sex a large and lucrative industry in Asia. Many sex workers—
especially very young women from rural areas—are either coerced into the industry or join it under
duress, because they lack other employment opportunities. Studies among sex workers in China,
for example, have found that young and ill-educated women from rural areas sell sex because they
could not ﬁnd other work. However, others sometimes opt for the profession instead of arduous,
low-paying jobs. In Viet Nam for example, sex workers have reported earning up to seven times
the average income of other workers in the areas where they plied their trade. Their counterparts in
Nepal have reported earning around 2200 rupees or US$ 30 a week, six times the average wage
income (MAP, 2004).
The majority of the women who did not use condoms with their last client in places where condoms
were easily available said it was because their clients refused to use them. Because many men are
willing to pay more for sex without a condom, many women ﬁnd it especially difﬁcult to negotiate
condom use. In India, one quarter of street-based sex workers said that if a client refused to use
a condom they simply charged more money and went ahead with sex. Sex workers in China’s
Yunnan province have reported that they earn about 60% more for sex without a condom, while
non-brothel-based sex workers in Indonesia charged around 20% more. In addition, some clients
threaten or use violence when sex workers try to insist on condom use.
Who’s doing the buying? In southern Viet Nam, sex workers reported that more than one third of
their clients were businessmen or white-collar workers, while over half in ﬁve northern provinces
were said to be government ofﬁcials. Women selling sex in Indonesia, Laos and Pakistan also
said that civil servants and businessmen were among their most frequent clients, while in India,
over one-quarter were businessmen or service sector employees. Many of these men are married
or in steady relationships. Those who have unprotected sex with sex workers are at risk therefore
not just of contracting HIV but of passing it on to their wives and girlfriends. Indeed, in a study in
the southern Chinese city of Guangzhou, some 72% of women with sexually transmitted infections
said they had only had sex with their husband or regular partner in the previous six months—a clear
sign that they were put at risk by their partners’ behaviour rather than their own. Expressed in these
ways are deeper social inequalities, not least the imbalances in men and women’s social power,
and women’s stunted earning and career opportunities in most countries of Asia (and, indeed, the
world). Prevention efforts that neglect these wider dynamics are likely to achieve just short-lived
success, if any.
It’s easy to forget, though, that not all sex workers are women. Asian men also buy sex from male
and from transgender sex workers. For example, 48% of men who have sex with men in Lahore,
Pakistan, and 20% in Sichuan, China, said they had paid for sex in the previous six months. Over
one third of men in ﬁve cities in India who have sex with men, reported in 2002 having bought or
sold sex in the previous month, while a 2001 study in the city of Chennai found that one in ﬁve men
who have sex with men had exchanged money for sex at some point (Go et al., 2004). The high
rates of commercial sex between men reported in surveys do not represent the habits of all men
who have sex with men, but they highlight the forgotten population of male sex workers and the
high risks of HIV infection they have. In one Bangkok study, for example, 32% of men who have
sex with men who reported selling sex were infected with HIV.
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those who had remained in their home cities. Half
of the sex workers surveyed in central Nepal and
who said they had worked in Mumbai (India)
were HIV-infected, compared with 1.2% of those
who had never been to India.

Viet Nam’s cities, where the virus now appears to
be spreading freely among groups that are at high
risk of exposure to HIV. HIV prevalence of 8%
was detected in a 2003 Ho Chi Minh city survey
among men who have sex with men.

Most new HIV infections in Asia occur when men buy sex—and large
numbers of men appear to do so.
Widespread injecting drug use by sex workers
makes Viet Nam’s epidemic particularly explosive.
In Ho Chi Minh City, 38% of almost 1000 sex
workers included in one survey injected drugs—
and fully 49% of those injecting sex workers were
infected with HIV (compared with 8% of those
who didn’t use any drugs). In the northern port
city of Haiphong, nearly 40% of all sex workers
said they injected drugs, compared to one in six
sex workers who did likewise in the capital, Hanoi.
Drug-using sex workers are about half as likely
to use condoms as those who do not use drugs,
according to another study in Ho Chi Minh City.
These trends probably explain a good deal of the
steep rises in HIV prevalence detected in some of

High prevalence and HIV
spreading among wider population
In some areas, including parts of India, Myanmar
and south-western China, HIV has acquired a
strong foothold among people who have been
exposed to a high risk of infection for several
years. Inadequate prevention efforts have allowed
the virus to ﬁlter from people with the highest-risk
behaviours (such as non-sterile drug injection and
unprotected commercial sex) to their regular sex
partners, which accounts for rising HIV- infection
levels among women who report having only one
sexual partner. Myanmar, which has one of the
most serious epidemics in Asia, is an example.

What’s in a name?
From the perspective of HIV prevention, the deﬁnition of “sex work” or “commercial sex” or
“prostitution” carries important implications for policy and programme development. To date, no
single term adequately captures the range of transactions that involve the commoditisation of sex
worldwide. “Sex work” or “commercial sex” appears to thrive where a demand for sexual services
occurs in settings marked by socioeconomic disparities. Even then, “sex work” or “commercial sex”
takes on various forms. It can be “formal or direct” and based in establishments such as brothels,
saunas and massage parlours, or it can be “informal or indirect” and based in bars, restaurants,
truck stops and taxi ranks and on the streets. The transactions can be overtly commercial—the
exchange of sex for a set fee—or they can be much more opaque—sex rewarded with gifts or
favours, for example. In addition, numerous paths lead women and girls (as well as men and boys)
into selling or exchanging sex. Many, especially the very young, are trafﬁcked and forcibly enslaved
in the sex industry. It is estimated that hundreds of thousands of people, including women and
children, are trafﬁcked every year. Economic necessity—their own and often that of their families—
compels many others to sell or exchange sex temporarily or on an ongoing basis. In some places,
still others temporarily opt for selling sex seasonally, when income is low, for example in farming
economies, instead of arduous, low-income employment. Not all these women (and boys) regard
themselves as “prostitutes” or “sex workers” either, particularly when sex is exchanged for “gifts” and
favours. Moreover, there are not always clear distinctions between these varieties of “commercial
sex”, making it difﬁcult to accurately attach particular terms to speciﬁc instances. The term “sex
work” may suggest the sale or exchange of sex by people who act with a certain degree of volition,
however circumscribed it is by socioeconomic pressures. It does not, however, refer to trafﬁcking,
situations of enslavement or naked coercion.
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The situation varies across the country, but HIV
has already become entrenched in lower-risk
populations in several parts of Myanmar. By 2003,
12 out of 29 sentinel sites for pregnant women
were recording HIV prevalence above 2%. At
Pyay and Hpa-an, respectively, 5% and 7.5% of
pregnant women tested HIV-positive. About 2%
of new military recruits tested HIV-positive at two
sites in 2003 (Ministry of Health Myanmar, 2003).
Exceptionally large proportions of injecting drug
users have acquired HIV: in some places, 78% of
drug injectors tested positive in 2003. Between
45% and 80% of drug injectors have tested positive
for HIV infection in sentinel surveillance each year
between 1992 and 2003. HIV among sex workers
rose signiﬁcantly from around 5% to 31% over
the same period. Meanwhile, the proportion of
male and female patients at sexually transmitted
infection clinics who tested positive for HIV rose
to 6% and 9%, respectively, in 2003 (Ministry of
Health Myanmar, 2003; MAP, 2004).

Strong prevention efforts that have
shown results
Asian countries that have introduced largescale prevention programmes addressing sexual
transmission of HIV—notably Cambodia and
Thailand—have seen signiﬁcant reductions in risk
behaviour, and have recorded declining levels of
new HIV and other sexually transmitted infections.

In Cambodia, fewer men are now visiting sex
workers and there has been a signiﬁcant rise in
condom use in commercial sex. The combined
effect has been a steep drop in sexually transmitted
infections and a steady decline in HIV prevalence.
New testing technologies that allow researchers
to estimate what proportion of infections were
recently acquired show a signiﬁcant drop in
new HIV infections (or incidence), as Figure 16
shows.
A 2003 survey of men aged 15–24 years in a lowincome area of the capital, Phnom Penh, found
that only 8% of them had ever bought sex from
a sex worker (Douthwaite, 2003). (Although
not directly comparable, 19% of adult men of
all ages in the city in a study conducted three
years earlier said they had bought sex in the
previous year.) (MAP, 2004). And new studies
show that men in their teens are about nine
times more likely to use condoms than older
men. A strategy that centres on reducing the risk
of HIV transmission in commercial sex, while
also tackling other risk behaviours such as
unprotected sex between men and unsafe drug
injection will enable Cambodia to sustain the
inroads against the epidemic.
Thailand has also shown that a well-funded,
politically-supported and pragmatic response can
change the course of the epidemic. National adult
HIV prevalence continues to edge lower, with

Out of sight, out of mind?
Generalized stigma towards men who have sex with men has meant that few surveillance systems
in Asia capture HIV-related information on sex between men. As is the case with female sex workers
and injecting drug users, if reliable data are limited, access to prevention will probably be limited,
too.
Recent research has begun to lift this veil of secrecy. In a number of countries (including Bangladesh,
India and the Philippines), the proportion of men in household studies reporting recent male-male
sex has been found to range between 5% and 10%. Ad hoc surveys have been ﬁnding very high
levels of HIV infection: 14% at an area popular with men seeking casual sexual partners in Phnom
Penh, Cambodia; 17% in a community sample in Bangkok, Thailand; and 22% in a study of
men who have sex with men in Jakarta, Indonesia (MAP, 2004; Van Griensven et al., 2004). The
ﬁndings represent the high-end of the risk spectrum, and should not be generalized to all men who
have sex with men. However, they serve as a warning to Asian countries that they dare not neglect
male-male sex in their prevention programming. Not only do men who have unprotected sex with
other men risk infecting each other, but many of them also have sex with women (who often are
unaware of the other liaison). In a survey in central Thailand, one in three of the men who reported
sex with other men also bought sex from women, and almost half had non-regular female partners.
Behavioural surveillance in ﬁve Indian cities found 27% of men who had sex with men were married
or living with a female sex partner (NACO, 2002).
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HIV incidence rate among different groups,
Cambodia, 1999–2002
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Figure 16

the latest estimates putting it at 1.5% [0.8–2.8%]
at the end of 2003 (UNAIDS, 2004). Recharged
commitment and revised strategies are now
needed, however, to confront an epidemic that
has entered a new phase. As many as half of
annual, new HIV infections have been occurring
among cohabiting couples, as more women are
infected by husbands who are (or were) clients

deployed on this front. The fact that injecting
drug use is illegal should not block the path of
effective action. A pragmatic approach—such as
that adopted toward sex work in the 1990s—is
much more likely to bring success. The same
holds for men who have sex with men, among
whom HIV prevalence as high as 17% has been
detected (UNDP, 2004).

In Cambodia, fewer men are now visiting sex workers and there
has been a signiﬁcant rise in condom use in commercial sex. Thailand,
too, has shown that a well-funded, politically-supported and pragmatic
response can change the course of the epidemic
of sex workers. While still an important factor
in HIV spread, brothel-based sex work has been
overtaken by other patterns of risky behaviour.
An estimated one ﬁfth of all new HIV infections
are occurring through unsafe injecting drug use,
compared with about one twentieth a decade ago
(Thai Working Group on HIV/AIDS Projections,
2001). Exceptionally high levels of HIV infection
are being detected in parts of the country. In
northern Thailand, 30% of drug injectors are
infected with HIV, while median HIV prevalence
as high as 51% has been found in other parts of
the country. Yet, scant prevention resources are
44

At the same time, infection levels among pregnant
women remain high in parts of the country,
including the South, where they exceeded 2% in
eight provinces in 2002. It is likely that many of
these women have been infected by male partners
who either inject drugs or frequent sex workers.
While keeping up the pressure to reduce brothelbased HIV transmission, prevention efforts must
now also reach the increasing numbers of sex
workers who operate in settings that are less
easily regulated. Meanwhile, it is estimated that
less than 5% of young people are being reached
by adequate prevention services, while public
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HIV prevalence in populations at risk
in various Asian countries, 2001–2003
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2002 and national surveillance reports; Bangladesh National AIDS/STD programme 2003; Pisani and Dili STI survey team 2004.

Figure 17

awareness campaigns have dimmed. Just 20% to
30% of sexually active young people are using
condoms consistently (UNDP, 2004).

Very low HIV prevalence, big
prevention opportunities
Several countries still have a rare opportunity to
prevent a signiﬁcant epidemic from taking hold

the virus acquires a ﬁrm presence. The efforts
have had partial success to date, particularly
among the clients of sex workers. In 2003, for
example, over one half of registered sex workers
in the Philippines’s Angeles City said they used
condoms with all clients last week; however just
6% of hostesses in karaoke bars and night clubs
consistently used condoms. But if sustained and
expanded, prevention efforts could enable these

Asia’s successful HIV efforts were pragmatic. They zeroed in on
behaviours that were causing the most infections. They mounted largescale programmes. And they tried to improve the social and legal
environments in which people most at risk live and work.
at all. There, very-low rates of HIV infection
are being recorded, even in populations whose
behaviours put them at great risk of HIV infection,
as Figure 17 shows. These countries still have an
opportunity to deny the virus a ﬁrm foothold, by
providing prevention services to those most at
risk of HIV infection.
As other countries have discovered, where risky
behaviours are occurring, HIV will follow—unless
prevention efforts are effective. Bangladesh and
the Philippines have taken such lessons to heart
and are trying to reduce risky behaviours before

countries to avoid the sorts of epidemics recorded
elsewhere. The AIDS picture in Malaysia is far
from clear, mainly because it is derived largely
from HIV and AIDS case reports that focus on
injecting drug users. Such reports indicate that
55% of people detected with HIV between 1998
and 2001 were drug injectors. A study carried
out in Penang has found that 17% of drug
injectors who agreed to testing were HIV-positive
(Navaratnam et al., 2003). It is possible, though,
that other signiﬁcant factors in the epidemic are
being missed. For example, when surveillance
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was last conducted among sex workers, in 1996,
HIV prevalence was 6.3% in Kuala Lumpur and
10.2% in Selangor.
Some countries, including East Timor and
Pakistan, could be poised for HIV outbreaks.
Until very recently the majority of HIV
infections and AIDS cases reported in Pakistan
were among migrant Pakistani workers who had
been deported from the Gulf States. However,
there has been a recent report of an HIV outbreak
among injecting drug users in a small town in
Pakistan’s Sindh province. Just under 10% of the
drug injectors in the town of Larkana reportedly
tested HIV-positive (Shah et al., 2004.) Studies
among Pakistani truck drivers have found that
one in three has never heard of condoms, and 19
out of 20 who bought sex from women did not
use condoms. Meanwhile, nearly six out of 10
sex workers in East Timor have never heard of
AIDS, four out of 10 do not recognize a condom
when shown one, and zero out of 10 consistently
use condoms with their clients (Pisani and Dili
STI survey team, 2004).
Data from Japan show that HIV prevalence has
risen steadily among male blood donors in that
country, while staying relatively stable among
women. This suggests that HIV transmission is
occurring mainly among men who have sex with
men, some of whom might also be transmitting
the virus to female sex partners. In 2003, there
were some 340 newly-reported HIV cases among
Japanese men who had contracted their infection
through sex with other men, just over three times
the number of reported infections among men
who report acquiring the virus heterosexually.
Indeed, since 1999 there has been a rapid increase
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in the annual number of HIV infections attributed
to male-to-male sex (MAP, 2004).

Getting the balance right
Much as they need to be sustained and adapted
to changing realities, the achievements made in
Cambodia and Thailand show that countries
that choose to provide prevention services on
a large scale to those people most in need can
bring their epidemics under control. In varying
degrees, Asia’s HIV-prevention successes have
shared key features. They were pragmatic and
zeroed in on behaviours that were causing the
most infections, providing services to reduce the
risk of HIV transmission. They mounted largescale programmes to achieve adequate coverage.
And they tried to improve the social, legal and
political environments in which those most at
risk live and work. Similar approaches can stem
the epidemic’s advance in other countries of the
region (Brown, 2004).
With 8.2 million [5.4 million–11.8 million]
people already living with HIV in Asia, treatment, care and support need to move higher up
the agenda, too. In 2004, fewer than 6% of the
estimated 170 000 people who needed antiretroviral treatment in Asia were receiving it. A few
countries are taking up that challenge. Thailand
appears on track to reach its target of providing 50 000 people with antiretroviral treatment,
while others have committed themselves to
drastically expand treatment access—including
Cambodia, China (which has pledged free treatment), India (which has pledged free treatment
in several states) and Indonesia.
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EASTERN EUROPE AND CENTRAL ASIA
HIV and AIDS statistics and features, end of 2002 and 2004
Adults and children
living with HIV

Number of women
living with HIV

Adults and children
newly infected with
HIV

Adult
prevalence
(%)

Adult and child
deaths due to
AIDS

2004

1.4 million
[920 000–2.1 million]

490 000
[310 000–710 000]

210 000
[110 000–480 000]

0.8
[0.5–1.2]

60 000
[39 000–87 000]

2002

1.0 million
[670 000–1.5 million]

330 000
[220 000–480 000]

190 000
[94 000–440 000]

0.6
[0.4–0.8]

40 000
[27 000–58 000]

Most of the epidemics in this region are still
in their early stages—which means that timely, effective interventions
can halt and reverse them.
In Eastern Europe and Central Asia the number
of people living with HIV has risen dramatically
in just a few years—reaching an estimated 1.4
million [920 000–2.1 million] at the end of 2004.
This is an increase of more than nine-fold in less
than ten years. Some 210 000 [110 000–480 000]
people were newly infected with HIV in the past
year, while an estimated 60 000 [39 000–87 000]
died of AIDS. Among young people 15–24 years
of age, an estimated 0.8% [0.4–1.6%] of women
and 1.7% [0.8–3.7%] of men were living with
HIV at the end of 2004.
Diverse HIV epidemics are underway in this
region. The most serious and ﬁrmly-established
epidemic is in Ukraine, which is experiencing
a new surge of reported infections, while the
Russian Federation is home to the largest
epidemic in the entire region (indeed in all of
Europe). However, HIV is unevenly distributed
in Russia, with about 60% of all HIV infections
to date having been reported in just 10 of the
country’s 89 regions. There is considerable scope
for further expansion of the epidemic in this
vast country—alongside great opportunities to
prevent such an outcome. Several Central Asian
and Caucasian republics have entered the early

stages of the epidemic, while in south-eastern
Europe, HIV has acquired a tenuous presence
amid behaviour patterns that favour signiﬁcant
spread of the virus.
Amid such diversity, four features stand out. On
the whole, most of the epidemics in this region
are still in their early stages—which means
that timely, effective interventions can halt and
reverse them. Secondly, the vast majority of
people living with HIV in this region are young;
more than 80% of the reported infections are
being found among people below the age of 30
years (by comparison, in Western Europe some
30% of people with HIV fall in that age group).
Thirdly, sexual transmission of HIV is increasing
in each of the most seriously-affected countries—
an indication that the epidemic has gained a
foothold in the wider population. Fourthly,
ongoing, arduous social and economic transitions
serve as the context in which extraordinarily large
numbers of young people are injecting drugs. In
countries with emerging epidemics demandreduction programmes that discourage drug use
and harm reduction programmes that reduce drug
injecting and prevent HIV transmission through
contaminated injecting equipment among young
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Figure 18

people can prevent larger, more extensive HIV
epidemics of the kind now taking hold in Russia
and Ukraine. This would entail a comprehensive
set of interventions to lessen the vulnerability of
young people and reduce the numbers of people
initiated into drug injecting, alongside large-scale
harm reduction and safer-sex programmes.
The Russian Federation has the largest number
of people living with HIV in the region, and
accounts for some 70% of all HIV infections
ofﬁcially registered in Eastern Europe and Central

infections in 2003 were 24% fewer than the 52
349 reported in 2002, and 55% fewer than the
88 577 cases documented in 2001. It is unclear
whether this possibly represents a slowing in the
growth of Russia’s epidemic and, if so, what might
be causing it. One possibility is that, in some of
the areas currently most-affected, a majority of
injecting drug users have already been tested. It
is also possible that HIV prevalence has reached
saturation levels among some of the currently
affected drug injector populations in those areas

The Russian Federation has the largest epidemic in all of Europe. There
is considerable scope for further expansion of the epidemic—alongside
great opportunities to prevent such an outcome.
Asia (Rhodes et al., 2002). An estimated 860 000
[420 000–1 400 000] people were living with
HIV in Russia at the end of 2003, fully 80% of
them aged 15–29 years and more than one third
of them women (UNAIDS, 2004; Field, 2004).
HIV prevalence is increasing steadily. Infection
levels measured among pregnant women have
risen from less than 0.01% in 1998 to 0.11% in
2003. In St. Petersburg, prevalence increased
from 0.013% in 1998 to 1.3% in 2002—a
hundred-fold increase.
It bears noting that the number of newly reported
HIV infections in Russia has declined in the past
few years. The 39 699 ofﬁcially-reported new
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(EuroHIV, 2003). In some areas fewer people
were tested for HIV (the total number of drug
users tested for HIV shrank from 491 526 in
2001 to 279 509 in 2003). As well, the slower
transmission route of sexual intercourse may be
gaining in prominence. Although HIV infections
have been recorded throughout the expanse of
the Russian Federation, much of the epidemic
is still concentrated in 10 regions (nine of them
in the more densely populated west, see Figure
18) (AIDS Foundation East-West, 2004). In the
absence of effective prevention efforts, serious
HIV outbreaks could follow in the rest of the
country.

AIDS epidemic update: December 2004

At the heart of the country’s epidemic are the
extraordinarily large numbers of young people
who inject drugs; and have active sex lives.
Between 1.5 and 3 million Russians are believed
to inject drugs (1% to 2% of the entire population),
and an estimated 30% to 40% of injecting drug
users use non-sterile needles or syringes, which
massively boosts the chances of HIV transmission
(Max Planck Institute for Foreign and International
Law, 2000). HIV prevalence among injecting drug
users is high in many parts of Russia. A recent
multicentre study estimated that 65% of street
injecting drug users in Irkutsk were HIV-positive
(90% of them still in their teens); in Tver, 55%

with 24% in 2001 (Russian Federal AIDS Center).
And more children are being born to HIV-positive
mothers, making prevention of mother-to-child
transmission an added priority. Reported cases of
pregnant women with HIV have increased manifold
in the past six years—from just 125 in 1998 to 3531
in 2003 (Federal Service of the Russian Federation
for Surveillance in Consumer Rights Protection and
Human Welfare, 2003). Correspondingly, the total
number of children born with the virus has risen
to more than 9000. This trend is most pronounced
where the epidemic is oldest and where HIV spread
has “bridged” from drug injectors to their regular
sexual partners, sex workers and their clients.

The vast majority of people living with HIV in this region
are young; more than 80% of the reported infections are among people
younger than 30 years of age.
were infected, in Ekaterinburg the ﬁgure was 34%
and in Samara 29% (Rhodes et al., 2004). Studies
show that most drug injectors are young (under
25 years), male, unemployed and living in major
cities (though there are signs that the practice is
spreading into rural areas).
In early 2004, more than 80% of all ofﬁcially
reported HIV cases since the beginning of the
epidemic had been among drug injectors (Russian
Federal AIDS Centre, 2004). But the majority of
drug injectors are sexually active—upwards of
70%, according to studies in several Russian cities.
Many have regular sexual partners, some buy or
sell sex (see box). Those infected with HIV are
therefore liable to transmit the virus sexually unless
they practice safer sex. And studies show that the
majority of male drug injectors do not use condoms
consistently. In Togliatti and Nizhny Novgorod, for
example, 83% of male injecting drug users had not
used condoms regularly in the last month, while
in Mirny 23% said they never used a condom
(Lowndes et al., 2002; Moshkovich et al., 2000;
Filatov and Suharsky, 2002; Rhodes et al., 2004).
As a result, the epidemic’s pattern is shifting and
the proportion of new, reported HIV infections
acquired during heterosexual intercourse has grown
dramatically—from 5.3% in 2001 to almost 15%
in 2002 and just over 20% in 2003. This means that
more women are being infected; indeed, the overall
proportion of women among people living with
the virus has increased to 38% in 2003, compared

Sexually-acquired HIV cases form an increasing
proportion of new infections, notably in the cities
of Kaliningrad, Mirny, Moscow and Vladivostok
(Rhodes et al., 2004).
Ofﬁcial estimates put HIV prevalence in the
Russian prison system at 2% to 4%—at least
four times higher than in the wider population.
As injecting drug use has increased, so has the
proportion of prisoners who have histories of
injecting drug use, as well as the number of them
who are HIV-positive. Russia is now developing a
programme that will include prevention education
for prisoners, access to condoms and to bleach (for
cleaning injecting equipment) (UNAIDS, 2004).
As in other countries in the region, Russia’s HIV
surveillance system captures very little information
about HIV transmission between men who
have sex with men. It is likely that sex between
men is a more prominent factor in Russia’s
epidemic than is currently evident, and that this
mode of transmission could be linked to onward
heterosexual transmission of the virus. Research
in St Petersburg has cast some light on the issue,
by showing that over one third of surveyed men
who had sex with men also had sex with women
in the previous three months, and most of these
men had multiple male and female partners in that
period. Bisexual men were more likely to have sold
sexual services, and displayed the least amount of
knowledge about HIV.
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Commercial Sex and injecting drug use
Commercial sex has become an increasingly important factor in several countries’ epidemics, with
the exchange of sex for drugs, or the use of sex to support drug habits, linking the two pathways of
HIV transmission. Not only has the number of injecting drug users exploded in the past decade, but
after the economic crisis of the late 1990s, the numbers of people selling sex also ballooned in some
cities (by some accounts, doubling in Moscow alone). When these two routes of transmission—
commercial sex and injecting drug use—connect, and when effective HIV-prevention services are
absent, the effects can be dramatic.
Research among sex workers in the Russian Federation remains rare. HIV prevalence of approximately 15% has been detected among sex workers in Ekatarinaburg and 14% in Moscow
(WHO Regional Ofﬁce for Europe, 2004). However, one of the most detailed studies to date was
conducted in St Petersburg, where 81% of surveyed sex workers said they injected drugs (mostly
heroin) at least once a day and, of them, 65% had used non-sterile injecting equipment. Almost all
the women (96%) said they used a condom the last time they sold sex and their HIV awareness
ranked high—seemingly very good news. But when tested, 48% of them were HIV-positive; among
those aged 20–24 years, 64% were infected (see Figure 19). Clearly, injecting drug use was the
major risk factor: nine-in-ten of the women who said they “usually” injected with non-sterile injecting equipment were HIV-positive. But four-in-ten of those who said they had never reused injecting
equipment were also infected (most likely through sex with a client or regular partner) (Smolskaya
et al., 2004a).
Figure 19

HIV prevalence among female sex workers,
by age-group, St. Petersburg, Russian Federation, 2003
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Source: T. Smolskay a, et al., XV International AIDS Conference, 11–16 July 2004. Abstract No. ThOrC1371.

Other ﬁndings catch the eye. The study suggests, for example, that the chances of being infected
with HIV were highest for those women who had the largest number of commercial sex partners,
as Figure 20 shows. This could mean that a substantial number of the sex workers were being
infected by their clients. It could also mean that the women most likely to be infected were those
with heavier injecting drug habits—they therefore tended to sell more sex in order to subsidize their
drug needs. A combination of these factors probably put women who sold sex most at highest risk
of becoming HIV-infected.
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Figure 20

HIV prevalence among sex workers by number of
commercial partners in past seven days, St. Petersburg,
Russian Federation, 2003
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The linkages between injecting drug use and sex work are vivid, too, in Kazakhstan. According
to one study done in the nine largest Kazakh cities, as many as 42% of drug-injecting women and
6% of their male counterparts also sell sex (Republican AIDS Centre, 2001). Studies among sex
workers in the cities of Karaganda, Pavlodar, Shymkent and Uralsk have found that overall 14%
injected drugs and 42% said they sold sex for drugs (Republican AIDS Centre, 2004). Sexual
transmission accounts for a growing share of HIV infections in Kazakhstan, where more than 25%
of newly-registered infections in 2004 have been attributed to unprotected sex. This seems in line
with the low levels of condom use reported in that country—just 58% of 15–24 year-olds said they
used condoms with casual partners, according to one recent study.
Available research therefore highlights a potentially volatile mix of behaviours that could sustain
the region’s epidemics—unless addressed now with effective prevention efforts that reach drug
injectors, sex workers, their clients and regular partners.

Men who have sex with men—like injecting
drug users and sex workers—endure stigma and
discrimination, both at the hands of ofﬁcialdom
and society at large. This should not stand in the
way of setting up reliable sentinel surveillance
among these men (including those who also have
sex with women) and implementing appropriate
prevention services that can help limit the
epidemic’s spread through and beyond their
ranks. These programmes will need to focus on
the risks of HIV infection associated both with
sex between men and heterosexual intercourse
(Kelly et al., 2002).

Tackling the epidemic need not be as daunting as
it appears. At the moment, the epidemic still has
an uneven presence across Russia. Even though
HIV infections have been recorded in each of
Russia’s 89 administrative territories, reported
HIV prevalence is extremely low (1–150 cases
per 100 000 population) in 66 of them (with
almost 60% of the country’s population) (AIDS
Foundation East-West, 2004). While moving
toward much wider coverage of HIV programmes
ultimately, particular effort needs to be focused
on the 10 territories responsible for over half of
the total reported cases. With around 90 harmreduction projects operating in the entire Russian
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Treatment access in Russia
Russian law assures free, universal
access to antiretroviral drugs for all
citizens. However, current estimates
suggest that fewer than 3000 people
living with HIV are currently receiving
antiretroviral medication, less than 5% of
them injecting drug users in remission.
There are several reasons for this,
including high antiretroviral drug costs,
despite ongoing efforts to negotiate lower
prices. Depending on the speciﬁc regimen,
antiretroviral treatment costs US$ 5000 to
US$ 12 000 per-person per-year in Russia
where annual Gross National Income
per capita was approximately US$ 8900
(purchasing power parity) in 2003 (World
Bank, 2004). Most Russians in need of
antiretroviral treatment belong to a group
of citizens who are routinely discriminated
against and marginalized: injecting drug
users. Those AIDS programmes that
do reach out to drug injectors focus on
prevention; few provide any access to
care and support. Currently, there are no
mechanisms in place to provide access
to care and treatment for drug injectors.
Knowledge about possible interactions
between illicit narcotics and antiretroviral
drugs is poor. And substitution treatment,
which can boost adherence to antiretroviral
treatment as well as enhance the health
and social stability of drug injectors, is not
used in Russia’s drug treatment facilities.
This is partly because many Russian
narcotic treatment specialists are opposed
to replacing one drug with another, and
because substitute medications such as
methadone, which is used widely and
successfully in many other countries, are
listed as illegal drugs and are banned by
law from use in drug treatment practice.

cases in Ukraine, but by mid-2004 more than 68
000 cases of HIV infection had been ofﬁcially
registered (EuroHIV, 2003). These ﬁgures grossly
understate the actual scale of the epidemic since
they only measure infections among people who
come in direct contact with the authorities and
testing facilities.

Sexual transmission of
HIV is increasing in the most
seriously-affected countries—an
indication that the epidemic has
gained a foothold in the
wider population.

Federation, there is a huge room for improvement
(Rhodes et al., 2004).

More widespread sexual transmission of HIV
has become an increasingly prominent factor in
Ukraine’s epidemic, which has evolved to the
point where a growing share of new infections
are occurring during unsafe sex between people
who have no direct relationships with injecting
drug users. Some 30% of new HIV infections
registered in 2003 occurred during heterosexual
intercourse (almost three times higher than the
11% documented in 1997), and more than 40%
of people with HIV infection are women, most of
them in their peak reproductive years (EuroHIV,
2003). Indeed, data show that as much as 60%
of HIV-infected women are under 25 years of
age. In urban areas such as Odessa and Mikolyiv
more than 1% of pregnant women attending
antenatal clinics are HIV-positive. These trends
have spurred considerable efforts to expand programmes to prevent mother-to-child transmission, and these are beginning to bear fruit, with
the proportion of HIV-infected babies born to
infected mothers diminishing from 27% in 2001
to 12% in 2003.

Erupting with astounding speed over the past
decade, Ukraine’s ﬁrmly-rooted epidemic
continues to expand, as ﬁgure 21 shows. Newly
registered HIV infections have been increasing
annually since the turn of the century—by 7% in
2000, 13% in 2001 and 25% in 2002. Just 10 years
ago, there were only 183 ofﬁcially registered HIV

At the same time, injecting drug use remains an
important facet of the epidemic, particularly in
the eastern and southern parts of the country. As
elsewhere in the region, the vast majority (about
80%) of HIV-infected drug injectors are young
(under 30 years of age). A large proportion of
them—some 28%, according to a recent study
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Figure 21

Number of registered HIV cases
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12 000

Total
Children

10 000

8934

10 009

8756

8590

8000

7009
5830

5422

6000

6216

4000
1499

2000
399
0

16

1987–1994

549

12

402

937

210

737

99

1995

1996

1997

1998

1999

2000

2001

1379

2002

1844

2003

Year

Source: Ukraine Center on AIDS.

in Kiev, Odessa and Donetsk—are female. The
same study found widespread re-use of injecting
equipment among users, more than half of whom
were also sexually active. Condom use was low:
just one third of the sexually active injectors
had used a condom during sex in the previous
month. A potent overlap between injecting drug
use and commercial sex is found in places such
as Donetsk, where 33% of female sex workers
who inject drugs were found to be HIV-positive.
Somewhat heartening was the ﬁnding that many
injecting drug users who knew they were HIVpositive were either abstaining from sex (40%
had not had intercourse in the previous month) or
were using condoms (Booth et al., 2004).

credence to concerns that HIV might be spreading
largely undetected among men who have sex with
men (EuroHIV, 2003).
The deadly combination of HIV and tuberculosis
(TB) is a serious concern in Ukraine, where 10–
15% of TB cases are estimated to be multidrug
resistant. Tuberculosis has become the leading
cause of death among people living with HIV.
This underlines the need for a signiﬁcant scaling
up of access to antiretroviral treatment in Ukraine.
Currently, just over 500 of the estimated 45 000
people who need antiretroviral treatment in Ukraine
are receiving it, despite the fact that treatment
access for all is guaranteed by Ukranian law.

Ukraine’s epidemic continues to expand.
More than 40% of people living with HIV are women.
In a country with a quickly maturing epidemic, it
is disconcerting that so little is known about the
role of sex between men as a contributory factor.
Ukraine’s HIV-registration system requires
that persons who test HIV-positive declare, if
possible, how they likely acquired the virus.
Since the ﬁrst HIV case was detected in Ukraine
in 1987, only 44 cases have been attributed to sex
between men—a curiously low ﬁgure which lends

In the Baltic states, HIV transmission is occurring
at a brisk rate, even if the overall numbers of
infections remain low. At 2300 in 2002, the
total number of HIV diagnoses in Latvia has
risen ﬁve-fold since 1999. Just four years ago,
Estonia reported 12 new HIV cases; in 2003,
840 people were newly diagnosed with the virus.
In Lithuania, the 72 new HIV cases detected in
2001 increased more than ﬁve-fold the following
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year. Injecting drug use still accounts for the
largest proportion of newly reported infections
in these countries but sexual transmission is
slowly gaining ground. In Belarus (where more
than 5000 people had been ofﬁcially diagnosed
with HIV by mid-2003) and Moldova (where the
ﬁgure stood at just under 1800), most infections
are occurring among young drug injectors
and their sexual partners (EuroHIV, 2003). In
Moldova, however, HIV prevalence of almost
5% has been found in street-based sex workers,
one in ten of whom also reported a history of
injecting drugs—suggesting a potentially strong
link in HIV transmission among drug injectors,
sex workers and their clients (WHO Regional
Ofﬁce for Europe, 2004).
Meanwhile HIV prevalence remains very low
(less than 0.3%) in most of the Central Asian and
Caucasian republics, though the overall number
of registered infections continues to rise—
formidably in Uzbekistan, which hosts one of
the youngest epidemics in the world. Almost 91%

sex. Kyrgyzstan’s much smaller epidemic is
being propelled mainly by injecting drug use and
is concentrated largely still in Osh Oblast, two
regions of Chui Oblast (Jaiyl and Yssykata) and
Bishkek City. In a country where it is ofﬁcially
estimated that at least 2% of the adult population
injects drugs, huge scope exists for rapid and
extensive spread of HIV. In the Caucuses, new
studies indicate that signiﬁcant HIV outbreaks are
underway in Azerbaijan, where one in four street
drug injectors in the capital, Baku, have been
found to be HIV-positive. Among street-based
sex workers, HIV prevalence of 11% has been
detected and among their counterparts working
out of cafes and saunas, prevalence of 6% has
been found (WHO Regional Ofﬁce for Europe,
2004). Because the epidemics are still in their
early stages, they can be halted with prevention
strategies that concentrate on reaching those who
are currently most at risk of exposure to HIV.
In parts of south-eastern Europe (notably countries
emerging from conﬂict and difﬁcult transitions)

In the Baltic states, HIV transmission is occurring at a brisk rate, even if
the overall numbers of infections remain low.
of all reported infections were diagnosed between
2001 and mid-2003, bringing to more than 2500 the
total number of reported HIV cases, as Figure 22
shows. Uzbekistan’s epidemic is now developing
swiftly. Already, commercial sex appears to be
playing a large role. The proportion of women
among people living with the virus has grown
annually from just over 12% in 2001 to almost
18% in 2003. HIV infections have been recorded
in all regions of the country, though the epidemic is
most heavily concentrated in the capital Tashkent
(48% of all registered HIV cases) and surrounding
areas (20%). In Kazakhstan, where a total of just
over 3600 HIV cases had been reported by mid2003, sentinel surveillance conducted in 2003
has shown prevalence levels of 3.8% in injecting
drug users and 4.6% in sex workers but there are
no data concerning men who have sex with men
(EuroHIV, 2003). The proportion of people living
with HIV in this region who are in Kazakhstan
rose from 19% in 2001 to 24% in 2003. These
epidemics are growing at a fearsome pace and
are concentrated currently among young people
who inject drugs and/or engage in commercial
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drug injecting and sexual risk behaviour appear
to be on the increase, and rising numbers of
HIV infections could soon follow. For example,
the capital of Romania, Bucharest, has seen a
swift rise in the number of injecting drug users
during the past few years. By 2002 there were
an estimated 30 000 injecting drug users in the
capital (more than 1% of the city’s population);
four years earlier, another exercise had estimated
their number at just 1000. More than 80% of
the drug injectors are under 30 years of age and
over 70% of them are unemployed. An estimated
60% of the drug injectors use non-sterile needles
and syringes, and 40% to 60% are estimated to
be infected with hepatitis C. As of yet, sentinel
surveillance has revealed very few cases of HIV
infection among injecting drug users.
Overall in Eastern Europe and Central Asia,
current case reports reﬂect the situation only
among those people and groups (chieﬂy injecting
drug users) who come into contact with HIV
testing programmes. Consequently, little is known
about HIV spread among people who do not
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Figure 22

engage with the authorities and/or testing services.
Among the rare studies of men who have sex with
men is a recent, small investigation conducted in
Ekatarinaburg, which found HIV prevalence of
5% among men who have sex with men, one third
of whom also had sexual relations with women
and half of whom never used a condom (WHO
Regional Ofﬁce for Europe, 2004). Networks

New opportunities, ongoing
challenges
While some leaders in the region have grown more
voluble on AIDS, action still lags in most countries. Late in 2004, the countries of Europe pledged
to ensure universal access to treatment and care by
2005 across the entire Europe and Central Asia,

Current estimates suggest that fewer than 3000 people
living with HIV in the Russian Federation are receiving antiretroviral
medication, less than 5% of them injecting drug users in remission.
of men who have sex with men have been
documented in several countries and scattered
surveys of sexual behaviour (for example, in the
Russian Federation and Ukraine) have pointed
to high levels of unprotected sex. Throughout the
region, men who have sex with men are routinely
stigmatized and discriminated against, and in
many countries the likely role of sex between
men in the epidemic is not being recognized.

and to ensure that 80% of the persons at highest
risk of HIV have adequate access to prevention
services and commodities by 2010. However, surveys have shown that coverage of HIV-prevention
programming is low across the region: just 10% of
sex workers, less than 8% of injecting drug users
and only 4% of men who have sex with men are
being reached. Nevertheless, an emerging movement of civil society and people living with HIV is
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gaining force (notably in Romania and Ukraine,
for example) and requires urgent support through
capacity building, networking and partnership
development.
Just over 11% of people who need antiretroviral
drugs currently are being treated, and for HIVpositive drug injectors, treatment access is rare to
non-existent in the worst-affected countries. The
exceptions are Moldova and Romania, where
most people in need of antiretroviral treatment are
believed to be receiving it. By contrast, in Ukraine
an estimated 13% and in Kazakhstan fewer than
5% of people in need of antiretroviral therapy are
getting it, and treatment for drug injectors is not yet
supported by substitution therapy. Although prices
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of antiretroviral medicines in this region are still
among the highest in the world there are signiﬁcant
opportunities for price reductions. International
funding for AIDS in Eastern Europe and Central
Asia has ballooned; approximately US$ 600
million has been made available by multilateral
institutions and other donors. Financially at least,
a massive expansion of prevention and treatment
programmes is now feasible in the region.
The challenge will be to achieve the efﬁcient
coordination and programme management that
will be needed to put these funds to effective use,
and to more fully involve the growing numbers of
people living with HIV in these countries in order
to reach marginalized populations.
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LATIN AMERICA
HIV and AIDS statistics and features, end of 2002 and 2004
Adults and children
living with HIV

Number of women
living with HIV

Adults and children
newly infected with HIV

Adult
prevalence
(%)

Adult and child
deaths due to
AIDS

2004

1.7 million
[1.3–2.2 million]

610 000
[470 000–790 000]

240 000
[170 000–430 000]

0.6
[0.5–0.8]

95 000
[73 000–120 000]

2002

1.5 million
[1.1–2.0 million]

520 000
[390 000–690 000]

190 000
[140 000–320 000]

0.6
[0.4–0.7]

74 000
[58 000–96 000]

Only Guatemala and Honduras have national HIV prevalence
of over 1%, but lower prevalence in other countries disguises serious,
localized epidemics.
More than 1.7 million [1.3 million–2.2 million]
million people are living with HIV in Latin
America. In 2004, around 95 000 [73 000–
120 000] people died of AIDS, and 240 000
[170 000–430 000] were newly infected. Among
young people 15–24 years of age, an estimated
0.5% [0.4–0.9%] of women and 0.8% [0.6–1.3%]
of men were living with HIV at the end of 2004.
Two countries in this region—Guatemala and
Honduras—have national adult HIV prevalence
of over 1%. But lower prevalence in other
countries disguises the fact that serious, localized
epidemics are also underway in several other
countries—not least Brazil, which accounts for
more than one third of the people living with HIV
in Latin America.

Heterosexual transmission is now responsible for
a growing share of HIV infections, with women
increasingly affected (Marins et al., 2003). Lower
socioeconomic status has been found to correlate
strongly with higher prevalence among sex
workers in Santos and Sao Paulo, according to one
new study. Overall, 7% of the sex workers were
HIV-positive, but among those living in urban
slums, HIV levels were 18% and among illiterate
women in their ranks they reached 23% (Gravato
et al., 2004). Although national HIV prevalence
among pregnant women has stayed stable at
below 1% for the past ﬁve years, considerably
higher levels have been found in some areas:
3% to 6% in a study conducted among pregnant
women in Rio Grande do Sul state who did not

Brazil’s epidemic has dispersed into all regions of the vast country
and has become more varied, with women increasingly affected.
Brazil’s epidemic has dispersed into all regions
of this vast country, and displays some variation.
At ﬁrst affecting mainly men who have sex
with men and then injecting drug users, the
epidemic has grown more heterogeneous.

regularly attend antenatal clinics. Most of these
women had very-low incomes and were poorly
educated (UNAIDS/WHO, 2003). The Brazilian
government has introduced an initiative to recruit
and offer testing to all pregnant women, provide
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services to prevent mother-to-child transmission
and, if applicable, treat the women and their
infants.
The role of injecting drug use in Brazil’s epidemic
should not be underestimated. In some areas,
injecting drug users constitute at least half of AIDS
cases. Harm reduction programmes in some cities
have been associated with steep drops in HIV
prevalence among injecting drug users in recent
years—notably in Salvador where prevalence fell
from 50% in 1996 to 7% in 2001 (Ministerio da
Saude do Brasil, 2001). In the south of the country,
though, injecting drug users remain at high risk of

all registered HIV cases have been in the capital,
Montevideo, or its surrounding areas, there has
been an alarming increase in the number of people
living with HIV who are either injecting drug
users or their sex partners. At least one quarter
of HIV cases are injecting drug users and almost
one half of them are younger than 25 (Osimani,
2003). A 2002 survey in Montevideo found almost
10% of injecting drug users were HIV-infected.
Very high prevalence (21%) was measured a year
earlier among men who have sex with men in the
capital (US Bureau of the Census – HIV/AIDS
Surveillance Database, 2003).

In the Andean area, HIV is spreading increasingly to
the wives and girlfriends of men who buy sex and of men who have sex
with other men.
HIV infection. Prevalence among users in Porto
Alegre was 64% in 2003, while in Itajai it was 31%,
indicating the need for more effective prevention
programmes (Caiaffa et al., 2003).
HIV in Argentina remains concentrated largely
in the urban areas of Buenos Aires, Cordoba and
Santa Fe provinces, with an estimated 65% of
HIV infections occurring in the capital Buenos
Aires and its surrounding areas. However, the
epidemic is changing. Throughout the 1980s and
much of the 1990s, HIV transmission occurred
mainly through injecting drug use, predominantly
involving men. But sexual transmission of HIV—
mainly from infected drug users to their female
partners, as well as between men who have
sex with men—has become more prominent,
accounting for an estimated 80% of all reported
AIDS cases. HIV prevalence in pregnant women
was 0.4%, in 2002, and the male-to-female ratio
among people living with HIV narrowed from
15:1 in 1988 to 3:1 in 2002. Most new infections
appear to be occurring among the poorest and
least-educated urban inhabitants (Ministerio de
Salud Argentina, 2003; de los Pando et al., 2003).
The paucity of prevention efforts in Argentina
directed at men who have sex with men is a
concern, given HIV prevalence of 14% detected
among them in Buenos Aires and the fact that
just one-in-seven of the men who tested positive
had been aware of their serostatus (Avilla et al.,
2004). In Uruguay, where about three quarters of
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Until recently, the epidemics in the Andean area
have been lodged largely among sex workers,
their clients and men who have sex with men.
However, this is beginning to change as the virus
spreads increasingly to the wives and girlfriends
of these men. One recent study in Lima, Peru,
for example, found that almost 90% of HIVpositive pregnant women had had just one or
two sex partners in their lifetimes (Alarcon et al.,
2003). The women’s HIV risk depended almost
exclusively on the sexual behaviour of their male
partners, and those most at risk were young women
(Johnson et al., 2003). In a general population
study in 24 Peruvian cities, 44% of men aged 18
to 29 years said they paid for sex (45% of them did
not consistently use condoms with sex workers)
and 12% said they had sex with other men (68%
of them did not use condoms consistently in those
encounters). Other urban Peruvian studies have
found that 87% of men who had sex with men
also slept with women, conﬁrmed very-low rates
of condom use, irrespective of the partner’s sex,
and revealed high levels of sexually transmitted
infections such as syphilis and herpes (Guanira
et al., 2004). Given the consistently high HIV
prevalence detected in recent years in groups of
men who have sex with men in Peru—12% in
Iquitos in 2002 and 22% in Lima in the same
year—there is signiﬁcant scope for wider HIV
spread (MAP, 2003). Other research suggests that
similar patterns of HIV transmission could be
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signiﬁcant factors in epidemics elsewhere in the
region. With an estimated 110 000 [47 000–170
000] people living with HIV at the end of 2003,
Venezuela has one of the largest epidemics in the
region. There, HIV is spreading mainly through
unsafe sex, much of it between men, a signiﬁcant
proportion of whom also have sex with women
(Minsterio de Salud y Desarrollo Social de
Venezuela, 2003).
Little information is available on Ecuador’s
epidemic, but behavioural studies in rural and
urban areas point to several factors that could aid
the spread of HIV—including early sexual debut
(one survey showed 43% of high-school students
were sexually active) and low rates of condom
use (almost half the students never used one).
Indeed, two recent studies (in 2002 and 2003)
revealed HIV prevalence of 12% to 14% and 21%
among men who have sex with men in Quito and
Guayaquil, respectively. Much lower prevalence
(under 2%) was found among female sex workers
(National AIDS Programme Ecuador, 2002).
Bolivia’s epidemic is concentrated largely among
sex workers and their clients, and men who have
sex with men. Most HIV infections reported to
date have been in the cities of Santa Cruz and
La Paz (Khalsa, Francis and Mazin, 2003). HIV
prevalence among registered sex workers is very
low—around 0.5%—but the health authorities

Nicaragua and Panama) since the late 1990s, but
HIV prevalence remains highest in Guatemala
and Honduras. Among people living with HIV,
men outnumber women by roughly 3:1 in most
countries.
Worst-affected is Honduras, where adult
prevalence of almost 2% meant that an estimated
63 000 [35 000–110 000] people were living with
HIV at the end of 2003 (UNAIDS, 2004). AIDSrelated diseases are now estimated to be the
second-leading cause of death in Honduras. The
country’s epidemic has matured considerably,
spreading among the wider population in some
parts (such as Valle de Sula), while concentrated
in other parts among sex workers and men who
have sex with men and other vulnerable groups.
HIV prevalence of 13% was measured in a study
among men who have sex with men in 2001.
Earlier studies found HIV levels of 7% among a
sample of prisoners and 8.4% among the Garifuna
population (Secretaria de Salud de Honduras,
2004).
In this subregion, HIV is spread predominantly
through sex, and the highest levels of HIV
infection are found in men who have sex with
men and in female sex workers. Among the latter,
HIV rates have varied considerably from about
1% in Nicaragua and Panama, to above 10%

In Central America, where the epidemic is largely
concentrated in major urban areas, the numbers of HIV infections
have been rising.
believe the rate could be much higher among
non-registered sex workers. If so, this is a concern
in a country where 7% to 8% of adult men are
believed to frequent sex workers. Among men
who have sex with men, HIV prevalence is
an estimated 3% to 5%. Little information on
Colombia’s epidemic is available. Most recent
data show low HIV prevalence among female sex
workers in Bogotá (0.7% in 2001-2002), but very
high prevalence among men who have sex with
men (18% in 2000) (Khalsa, Francis and Mazin,
2003).
In Central America, where the epidemic to a
large extent is still concentrated in large urban
areas, the numbers of HIV infections have been
rising in several countries (including El Salvador,

in Honduras and El Salvador. In most Central
American countries, street-based sex workers
are at least twice as likely to be HIV-infected
as their counterparts working out of brothels,
bars and hotels (various Ministries of Health,
2003; MAP Report, 2003). In Guatemala, HIV
prevalence of 3.6% and 15% has been measured
among brothel-based and street-based sex
workers, respectively, while similar HIV levels
(4% and 14%, respectively) have been found
in Honduras (Secretaria de Salud de Honduras,
2003; Ministerio de Salud Pública y Asistencia
Social de Guatemala, 2003). In El Salvador,
HIV prevalence of 16% was found among streetbased sex workers (in San Salvador and Puerto
de Acajutla) (Ministerio de Salud Pública y
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Percentage of prevention expenditure in vulnerable populations:
men who have sex with men, female sex workers, injecting drug
users, various Latin American countries, 2000
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Asistencia Social de El Salvador, 2003). It bears
noting that, on the few occasions where prisoners
have been tested for HIV, high prevalence has
been found (7% in Honduras in the late 1990s,
for example).
Sex between men is a major factor in the epidemics
throughout the region, dramatically so in Costa
Rica. There, more than half of AIDS cases in
1998–2002 were among men who have sex with
men, a signiﬁcant percentage of whom also have
sex with women (Ministerio de Salud de Costa

men who have sex with men also report having
female sexual partners (various Ministries of
Health, 2003). Bisexuality therefore constitutes
a signiﬁcant bridge for HIV transmission into the
wider population. Similarly, the wives or regular
partners of sex worker clients face an elevated
risk of HIV infection, even when they themselves
have only one sex partner.
To the north in Mexico, national prevalence in
the adult population has remained well under 1%,
but shows marked regional variance. In the Baja

There is still a mismatch between
prevention spending priorities and the main features of several
countries’ epidemics.
Rica, 2003). Roughly one third of HIV infections
in Panama and Nicaragua are attributable to
unprotected sex between men; in Panama, a 2002
study among men who have sex with men found
almost 11% were infected with HIV (Ministerio
de Salud de Nicaragua, 2004; Ministerio de
Salud de Panama, 2004). Meanwhile, various
studies have shown HIV levels in groups of
men who have sex to be uniformly high in
other countries, ranging from 9% to 13% in
Guatemala, Honduras, Nicaragua and Panama
to almost 18% in El Salvador. In each of these
Central American countries, large proportions of
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California, District Federal, Quintana Roo and
Yucatan states, prevalence hovers at 0.5%, while in
Hidalgo, San Luis Potosi and Zacatecas states it is
much lower, at an average 0.1% (Bravo-Garcia and
Magis, 2004). In the past few years, much higher
rates of HIV have been found among injecting
drug users (up to 6%) and men who have sex with
men (up to 15%). According to the country’s AIDS
Registry, overall heterosexual transmission of
HIV has increased in recent years. It is difﬁcult to
determine the extent to which high-risk behaviours
such as injecting drug use or sex between men
(which have been widely documented in Mexico)

AIDS epidemic update: December 2004

are contributing to the transmission of HIV in the
country (Minichielloa et al., 2002).
Shadowing the considerable variation in Latin
America’s epidemics, however, is a common
and troubling pattern. In several countries, there
is still a mismatch between prevention spending
priorities and the main epidemiological features
of countries’ epidemics. Most countries direct
the bulk of their prevention expenditure to sex
worker programming. Prevention spending does
not yet reﬂect the fact that sex between men is
a driving force in the epidemic throughout the
region—with Peru the notable exception. The
disparity is most pronounced in Central America.
Meanwhile, among those countries where
injecting drug use features prominently in their
epidemics, only Argentina and Brazil appear
to have prioritized their prevention spending

accordingly (see Figure 23). Much better use can
be made of epidemiological and other pertinent
data for designing tailored HIV prevention
programming.
On the treatment front, Brazil remains a beacon
among developing countries. It continues to offer
all people living with HIV access to antiretroviral
drugs via its national health system when they
need it. As a result, the survival time of AIDS
patients has increasingly dramatically. A recent
study calculated that median survival was just
under ﬁve years (58 months) for people diagnosed
with AIDS in 1996 (Marins et al., 2003) while it
was only 18 months for those diagnosed in 1995.
AIDS cases and AIDS mortality have declined
in several other countries, including Argentina,
Costa Rica and Panama, after expansion of
antiretroviral treatment access.
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OCEANIA
HIV and AIDS statistics and features, end of 2002 and 2004
Adults and children
living with HIV

Number of women
living with HIV

Adults and children
newly infected with HIV

Adult
prevalence
(%)

Adult and child
deaths due to
AIDS

2004

35 000
[25 000–48 000]

7100
[4100–11 000]

5000
[2100–13 000]

0.2
[0.1–0.3]

700
[<1700]

2002

28 000
[22 000–38 000]

5000
[3000–7500]

3200
[1000–9600]

0.2
[0.1–0.3]

500
[<1000]

An estimated 35 000 people [25 000–48 000] in
Oceania are living with HIV. Although less than
700 [<1700] people are believed to have died of
AIDS in 2004, about 5000 [2100–13 000] are
thought to have become newly infected with HIV.
Among young people 15–24 years of age, an
estimated 0.2% of women [0.1–0.4%] and 0.2%
of men [0.1–0.3%] were living with HIV by the
end of 2004.

to 2002. Injecting drug use was responsible for
about 4% and heterosexual intercourse for 8.5%
of newly acquired infections in that period. In
a 2002 cross-sectional survey among men who
have sex with men in Sydney, an increasing
proportion of respondents reported unprotected
anal sex with casual partners (25% compared
with 18% in 1998-1999). Surveys in other cities
have made similar ﬁndings. Recent gonorrhoea

A possible increase in sexual risk behaviour among
men who have sex with men underlines the need to reinvigorate
prevention efforts in Australia.
The annual number of new HIV diagnoses in
Australia has gradually increased from 650 in
1998 to about 800 in 2002. A growing share of
those diagnoses was in people who had become
infected in the previous year—which suggests that
the increase in new diagnoses could be linked to a
revival of unsafe sex. The annual number of HIV
diagnoses in women has stayed relatively stable,
but more of those diagnosed infections occurred
through heterosexual intercourse—either in a
high-prevalence country or with a partner from
a high-prevalence country. As is the case in
New Zealand, transmission of HIV in Australia
continues to be mainly through sexual intercourse
between men, which accounted for more than
85% of new HIV diagnoses in the ﬁve years up
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surveillance data, too, have pointed to a possible
increase in sexual risk behaviour among men
who have sex with men, underlining the need to
reinvigorate prevention efforts aimed at men—
especially young men—who have sex with other
men (National Centre in HIV Epidemiology and
Clinical Research, 2003).
The per capita rates of HIV diagnoses among
Indigenous people in Australia since 1993 have
been similar to those in non-Indigenous people.
But higher proportions of diagnoses have been
among women (36% in Indigenous compared
to 11% in non-Indigenous people) and have
been associated with injecting drug use (20%
in Indigenous people compared to 4% in non-
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Reported HIV infections by sex,
Papua New Guinea, 1987–2003
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Figure 24

Indigenous people). At least half the estimated
14 000 people living with HIV in Australia are
receiving antiretroviral therapy, reﬂecting both
the age of the Australian epidemic and extensive
treatment access.

A rapidly-growing epidemic
Papua New Guinea, which shares an island
with one of Indonesia’s worst-affected provinces,
Papua, has the highest prevalence of HIV infection
in the Paciﬁc. An estimated 0.6% [0.3%–1.0%] of
adults—roughly 16 000 [7800–28 000] people of
the adult population of about 2.6 million—were
living with HIV at the end of 2003 (UNAIDS,
2004). The annual number of new HIV infections

central highlands, 2.5% of pregnant women were
HIV-infected (MAP, 2004). More than twice as
many young women (aged 15–24 years) as men
have been diagnosed with HIV. And in 2003 for
the ﬁrst time, overall, more HIV infections were
detected in women than in men, as Figure 24
shows (National AIDS Council Secretariat and
Department of Health, 2003).
Papua New Guinea’s HIV and AIDS surveillance
capacity is limited and needs to be enhanced
urgently. Available data suggest the epidemic is
centred on commercial and casual sex, most of
it heterosexual. High HIV prevalence has been
found among sex workers (above 10% in the
capital, Port Moresby, for example) (National

Papua New Guinea has the highest HIV prevalence
in the Paciﬁc.
detected in Papua New Guinea has been increasing
progressively since the mid-1990s, exceeding
1000 in 2003, as Figure 24 illustrates (National
AIDS Council Secretariat and Department of
Health, 2003). In the same year, 1.4% of pregnant
women at antenatal clinics in the capital Port
Moresby tested HIV-positive, while in Lae, in the

AIDS Council Secretariat and Department of
Health, 2003).
Recent household surveys of young men
and women in Jayapura and Merauke, on the
Indonesian side of the border, hint at some of the
possible dynamics of HIV spread on the island
overall. Unmarried women aged 15–24 in Papua
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were almost 10 times and young men ﬁve times
more likely to be sexually active compared
with their counterparts elsewhere in Indonesia
(Indonesia Central Beureau of Statistics and
MACRO International, 2004). In addition,
29% of sexually active young Papuan women
reported having sex with men at least 10 years
older than they were themselves. Because older
men are more likely to be infected with HIV,
such age mixing serves as a passageway for the
virus from older to younger generations (MAP,
2004).

Danger signs
HIV-infection levels appear to be very low in
other parts of Oceania, but the data are extremely
limited. On remote islands, seafarers and their
partners appear to be most at risk; on Kiribati,
for example, 9% of seafarers included in a recent
study had chlamydia and 3% syphilis, although
HIV prevalence was still low (at 0.3%) (Sullivan
et al., 2004). High rates of other sexually
transmitted infections are being detected on
some other islands, including Vanuatu, where

Many questions remain unanswered about Papua New Guinea’s
epidemic but existing data highlight the need for urgent action if the
country is to avert a rampant epidemic.
In an epidemic that centres mainly on commercial
sex, the routes along which HIV can spread
through the population are comparatively limited;
most at risk are sex workers, their clients and the
clients’ regular female partners. Where many
men frequent sex workers, this can generate a
serious epidemic—as Thailand discovered. But
the combination of widespread commercial sex
and multiple non-commercial partners seen in
Papua New Guinea is ominous, since it enables
the epidemic to assume much greater proportions.
A high incidence of rape, sexual aggression and
other forms of violence against women appear
to be aiding the epidemic’s growth. According to
one study, up to 70% of women have experienced
domestic violence, while other studies have put
the ﬁgure even higher (Brouwer, Harris, Tanaka,
1998). Many questions remain unanswered about
Papua New Guinea’s epidemic but existing data
highlight the need for urgent action to improve
HIV prevention and AIDS care services if Papua
New Guinea is to avert a rampant epidemic which
will have ramiﬁcations for years to come.
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some 6% of pregnant women were found to be
infected with gonorrhoea, and 13% with syphilis.
Similarly, in Samoa, chlamydial infection and
trichomoniasis are extremely common among
pregnant women, at 31% and 21% respectively.
Overall, 43% of pregnant women had at least
one sexually transmitted infection—levels that
compare with those recorded among sex workers
in several Asian countries. For example, in East
Timor, one quarter of sex workers had either
or both gonorrhoea or chlamydia in 2003, a
proportion similar to that recorded in Cambodia
two years earlier. In six provinces of Viet Nam
in 2002, between one quarter and one third of sex
workers had at least one of those infections, as did
42% of sex workers in seven cities in Indonesia
in 2003 (MAP, 2004). In such contexts, once HIV
makes its way into the tiny populations of island
nations in Oceania, diffuse epidemics are likely to
follow. Prevention strategies that reduce and treat
sexually transmitted infections and that quickly
bolster AIDS knowledge among the population
at-large are urgently needed.
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MIDDLE EAST AND NORTH AFRICA
HIV and AIDS statistics and features, end of 2002 and 2004
Adults and children
living
with HIV

Number of
women living
with HIV

Adults and children
newly infected with
HIV

Adult
prevalence
(%)

Adult and child
deaths due to
AIDS

2004

540 000
[230 000–1.5 million]

250 000
[80 000–770 000]

92 000
[34 000–350 000]

0.3
[0.1–0.7]

28 000
[12 000–72 000]

2002

430 000
[180 000–1.2 million]

200 000
[62 000–620 000]

73 000
[21 000–300 000]

0.2
[0.1–0.6]

20 000
[8300–53 000]

There is signiﬁcant scope for further expansion of AIDS epidemics in the
countries of the Middle East and North Africa.
Concerns that HIV would continue to strengthen
its presence in the Middle East and North Africa
are borne out by the latest estimates which show
that 92 000 [34 000–350 000] people became
infected with HIV in 2004. That brings to 540
000 [230 000–1.5 million] the total number of
people living with the virus in this region. AIDS
killed an estimated 28 000 [12 000–72 000]
people in 2004. Among young people 15–24
years of age, 0.3% of women [0.1–0.8%] and
0.1% of men [0.1–0.3%] were living with HIV
by the end of 2004. HIV is being transmitted
along diverse paths in this region, including
paid sex, sex between men and injecting drug
use, and there exists signiﬁcant scope for further
expansion of the epidemic.
Wracked by civil war and humanitarian crises,
Sudan remains the region’s worst-affected
country, with its epidemic concentrated largely in
the south. Latest estimates show that more than
2% of the adult population were living with HIV
at the end of 2003—some 400 000 [120 000–1.3
million] people which amounts to more than 80%
of all people with HIV in this region (UNAIDS,
2004). Previous HIV surveillance data have shown
HIV prevalence to be up to eight times higher
in the south of the country, compared with the

capital, Khartoum. It is possible that the gradual
cessation of conﬂict in parts of the country could
accelerate HIV spread, as people resume their
normal patterns of travel and trade.
The effects of conﬂict continue to thwart up-to-date
information-gathering about Sudan’s epidemic.
The few surveys that have sought HIV-related
information encountered very limited knowledge
about the epidemic amid widespread behaviours
that could favour HIV transmission. One such
investigation, in the towns of Yei (in the far south,
close to the Ugandan border) and Rumbek (also in
the south), concluded that there was an urgent need
for HIV prevention programmes. In Rumbek, for
example, although almost one third of respondents
had had more than one sex partner in the previous
year, a mere 2% had used a condom the last time
they had sex with a casual partner and only 20%
knew what a condom was (Kaiser et al., 2004).
In most other countries, the epidemics are still
in their early stages—which boosts the chances
that effective prevention efforts can limit further
spread of the virus. It must be noted, however, that
inadequate surveillance data in several countries
could mean that signiﬁcant HIV outbreaks in
some populations (including men who have sex
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with men and injecting drug users) are being
missed. Morocco, where an estimated 15 000
[5000–30 000] people were living with HIV
at the end of 2003, could be a case in point
(UNAIDS, 2004). Ofﬁcial statistics indicate HIV
is being transmitted mainly during heterosexual
intercourse, with sex between men and injecting

and syringes at pharmacies in the late 1990s have
increased the use of non-sterile injecting equipment, thereby heightening the risk of HIV transmission (Tawilah and Ball, 2003). Trends currently
visible underline the need to expand and integrate
HIV prevention and AIDS care services for injecting drug users. Overall, however, a more robust

In most other countries, the epidemics are still in their
early stages—which boosts the chances that effective prevention efforts
can limit further spread of the virus.
drug use apparently lesser factors. Men and women
appear to be affected in roughly equal numbers.
However, recent HIV sentinel surveillance has
not monitored HIV among injecting drug users
nor among men who have sex with men. Ofﬁcial
data show HIV prevalence to be comparatively
low among female sex workers (at 2.3%) in 2003
and very low among pregnant women (0.1%).
However, among prisoners (the majority of them
men), prevalence of 0.8% was detected. Although
the ofﬁcial numbers of newly reported HIV cases
have ﬂuctuated for the past decade, the number of
annual, new diagnoses in 2003 was almost three
times higher than in 2001 (99 compared with 39).
This could reﬂect a rising trend in new infections
(Ministère de la santé Morocco, 2003/2004).
Libya’s epidemic has been growing dramatically,
with almost 90% of the ofﬁcially reported 5160
HIV infections among Libyans (at end-2002)
having occurred in 2000–2002 alone. The vast
majority—over 90%—of reported HIV cases are
attributed to injecting drug use, and about 50%
of drug users receiving treatment in Tripoli’s

understanding of the epidemic’s trends and patterns is vital if the apparent surge in the epidemic
is to be halted. Unfortunately, there is currently a
lack of systematic HIV surveillance and AIDS data
collection (following the regionalization of health
services in the late 1990s).
Information about the epidemic in Tunisia is also
sketchy. Nevertheless, a recent, retrospective study
found that some 84% of HIV-positive patients at
the Rabta hospital in Tunis were injecting drug
users, while about 11% had acquired the virus
during unsafe sex. It is possible, however, that
the people surveyed included Libyan nationals,
a substantial number of whom have sought
antiretroviral treatment in Tunisia which provides
free and universal treatment (Kilani et al., 2004).
Risk behaviour among injecting drug users in
the Egyptian capital, Cairo, is high and there
is ample opportunity for HIV spread from drug
injectors to their sexual partners, according to new
research. More than half (55%) injected with nonsterile injecting equipment in the previous month
and almost one quarter of those who had been

Inadequate surveillance data in several countries could mean that
signiﬁcant HIV outbreaks in some populations (including men who have
sex with men and injecting drug users) are being missed.
Tajourah rehabilitation centre were HIV-positive
in 2003. Although increasing numbers of immigrants and migrants from sub-Saharan African
countries have been seeking AIDS treatment, the
majority of patients are Libyan nationals. Most
drug injecting is believed to be occurring in the
capital, Tripoli, with heroin the drug of choice. It is
likely that restrictions placed on the sale of needles
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incarcerated at some stage said they had injected
drugs while in prison. Among the three quarters
of the users who were sexually active, almost two
thirds had never used a condom (Elshimi, WarnerSmith and Aon, 2004).
HIV infections in Algeria, Bahrain, Kuwait and
Oman have also been attributed to injecting drug
use, but its role is most evident in Iran’s growing
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epidemic. About 15% of all HIV infections since
the start of the epidemic in Iran were reported
in 2003 alone (Ministry of Health Iran, 2004).
While this increase partly reﬂects expanded
surveillance, it almost certainly also mirrors a
recent escalation in an epidemic which is driven
primarily by injecting drug use. About 4% of drug
injectors tested in sentinel surveillance in 2003
were HIV-positive—but prevalence was over
three times higher among those tested beyond the
sentinel sites, and in some places one in ﬁve drug
injectors was testing positive. (MAP, 2004).
Iran’s epidemic is growing in the wake of a
dramatic rise in the overall number of people who
inject drugs. In recent years, Iran has improved its
methods for estimating the number of people with
behaviours that heighten the risk of HIV exposure.
According to an epidemiological survey of drug

Iranian city of Kermanshah, found that almost
all the sex workers knew about condoms, but
only 50% had ever used one (MAP, 2004). Both
sex workers and clients in Iran have cited high
condom prices as the main reason for shirking
their use.
In Yemen, meanwhile, the epidemic appears to be
centered on the sex-work industry (Jenkins and
Robalino, 2003). Sentinel surveillance conducted
in a few sites in Algeria in 2004 found HIV prevalence among pregnant women ranged from 0.2%
to 0.5% in Tizi-Ouzou, Tamanrasset and Oran. In
the latter two sites, 2% of sexually-transmitted
infection patients were HIV-positive, as were 9%
of 70 sex workers tested in Tamanrassset (Institut
de Formation Paramédicale de Parnet, 2004). It
is worth noting that when tested four years ago,
just 1.7% of sex workers in Tamanrasset were

Steps to defuse the social stigma
and institutional discrimination experienced by vulnerable groups
remain few and far between; so, too, education and communication
to deepen public knowledge of the epidemic.
use published by the Ministry of Health in 2002,
the population of injectors could be growing at
5% to 10% a year (MAP, 2004). In 2003, it was
estimated that there could be as many as 200 000
injecting drug users in the country (Jenkins and
Robalino, 2003). Some moves are afoot to limit
the scope for HIV transmission through injecting
drug use. In contrast with several other countries
in the region, Iran has made needles and syringes
available over the counter in pharmacies, a move
which some reports suggest could be reducing the
use of non-sterile needles by half.
The considerable risk of HIV transmission from
injecting-drug users to their sexual partners
requires an emphasis on prevention programmes
that can limit the sexual transmission of the virus
in Iran. About half of injecting drug users were
married, according to one study, and one third
of the surveyed users reported extra-marital sex,
pointing to the potential for further transmission.
Such a secondary wave of infections would
probably put sex workers (and their other clients)
at risk, too. As elsewhere in the region, sex workers
in Iran appear to be poorly equipped to avert HIV
infections. One study among sex workers in the

found to be HIV-positive (Fares et al., 2004).
There and elsewhere in the region more in-depth
information is needed about patterns of HIV
transmission and the possible role of sex work
in the epidemic. The same applies to the role of
sex between men, which is heavily stigmatized in
the region. Information about this form of behaviour and its possible role in countries’ epidemics
remains rare. Those studies that have been conducted, however, show signiﬁcant scope for HIV
transmission among and beyond men who have
sex with men. Although recent research among a
sample of men who have sex with men in Cairo,
Egypt, found low HIV prevalence (just over 1%),
risk behaviour was commonplace. Many of the
men, particularly those younger than 25, reported
having multiple partners but just 19% of the men
overall said they consistently used condoms.
Some of them had never heard of a condom. In
light of the low rates of condom use and the fact
that almost three quarters of the older men (above
25 years) also had female sex partners, there is a
signiﬁcant potential for wider HIV transmission
(El-Rahman, 2004).
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Effective prevention is needed across the region
in order to arrest HIV epidemics in their early
stages. Meanwhile, effective interventions depend
on systematic and reliable information about the
epidemics’ patterns and trends. On both those
fronts, too many countries are still too "slow off the
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mark". Even basic steps such as condom promotion
are largely absent in the region. Efforts to defuse
the social stigma and institutional discrimination
experienced by vulnerable groups remain few and
far between; so, too, education and communication
to deepen public knowledge of the epidemic.

AIDS epidemic update: December 2004

NORTH AMERICA, WESTERN AND
CENTRAL EUROPE
HIV and AIDS statistics and features, end of 2002 and 2004
Adults and children
living with HIV

Number of women
living with HIV

Adults and children
newly infected with HIV

Adult
prevalence
(%)

Adult and child
deaths due to
AIDS

2004

1.6 million
[1.1–2.2 million]

420 000
[290 000–570 000]

64 000
[34 000–140,000]

0.4
[0.3–0.6]

23 000
[15 000–32 000]

2002

1.6 million
[1.1–2.2 million]

390 000
[270 000–550 000]

62 000
[33 000–140 000]

0.4
[0.3–0.6]

22 000
[15 000–31 000]

AIDS is affecting new sections of populations,
and an increasing proportion of people are becoming infected through
unprotected heterosexual intercourse.
Some 64 000 [34 000–140 000] new infections
occurred in North America and in Western and
Central Europe in 2004, raising the number
of people living with HIV in these countries to
between 1.1 million and 2.2 million. Among young
people 15–24 years of age, 0.1% of women [0.1–
0.2%] and 0.2% of men [0.1–0.5%] were living
with HIV by the end of 2004. Widespread access
to life-extending antiretroviral treatment kept the
number of AIDS deaths at between 15 000 and 32
000 in 2004. However, there are ample indications
that prevention efforts are not keeping pace with
the changing epidemics in several countries.

years, but the epidemic is now disproportionately
lodged among African Americans and is affecting
much greater numbers of women.

Sex between men and, to a lesser extent, injecting
drug use remain prominent factors in the
epidemics in these countries, but the patterns of
HIV transmission are changing. New sections of
populations are being affected, with an increasing
proportion of people becoming infected through
unprotected heterosexual intercourse.

In 2003, African Americans accounted for at least
25% of all AIDS cases, compared with 20% in
2001. That proportion could be higher, since the
estimate was based on data collected in just 29
states. Although African Americans represent just
12% of the country’s population, over half of new
HIV diagnoses in recent years have been among
them (in 2002 the proportion was 54%, according
to the most recent available data). Especially
affected are African American women, who
account for up to 72% of new HIV diagnoses in
all US women. At the turn of the century already,
AIDS ranked among the top three causes of
death for African American men aged 25–54 and
for African American women aged 35–44 years
(Centers for Disease Control and Prevention,
2003a).

In the United States of America the epidemic has
altered demonstrably during the past decade. An
estimated 40 000 people have been infected with
HIV each year in the United States in the last ten

It should go without saying that race and ethnicity are not per se risk factors for HIV. Poverty
and other forms of socioeconomic deprivation,
however, are known to increase vulnerability
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Proportion of AIDS cases, by race/ethnicity and
year of diagnosis, 1985–2002, United States of America
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Figure 25

to HIV infection. It is estimated that one in four
African Americans lives in poverty, and some
studies in the US have discerned a close relationship between higher AIDS incidence and
lower income (Centers for Disease Control and
Prevention, 2003b; Census Bureau, 2000; Diaz,
et al., 1994). It is possible that high incarceration rates, particularly for African American men,

that women were more than twice as likely to be
infected by a husband or steady boyfriend than
by casual sex partners. Along with injecting drug
use, unsafe sex with other men on the part of male
partners appears to be a signiﬁcant risk factor for
some women (McMahon et al., 2004). A sevencity study among men who have sex with men
has found that 9% of them also had sex with

In the United States of America the epidemic is
disproportionately lodged among African Americans and is affecting
increasing numbers of women.
could be an amplifying factor in the epidemic
through injecting drug use and unprotected sex in
prison institutions.
For men overall, and African American men
speciﬁcally, the vast majority of HIV infections
occur during injecting drug use and sex between
men. High levels of risk behaviour are still being
found especially among younger men who have
sex with men. However, heterosexual intercourse
accounts for most HIV diagnoses among women,
and there are strong indications that the main
risk factor for many women acquiring HIV is
the often-undisclosed risk behaviour of their
male partners. Recent research in a low-income
area of New York City, for example, has shown
70

women, and a more recent study among young
African American men who have sex with men
found that 20% of the men reported also having
female sex partners (Valleroy et al., 2004; Centers
for Disease Control and Prevention, 2004b).
The majority of people living with HIV in the
United States of America are men who have sex
with men. Evidence in recent years of increasing
cases of syphilis and other sexually transmitted
infections among men who have sex with men
triggered concerns that risk behaviour was on
the rise and that a new wave of HIV infections
could follow. Studies in Los Angeles and San
Francisco found dramatic increases in the number
of syphilis cases (from 4 to 260 in Los Angeles
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county in 1998–2000, and from 67 to 299 in
San Francisco in the same period). However,
new research suggests that those increases have
not had a substantial impact on HIV incidence,
which stayed steady in 1999–2002 among men
who have sex with men (Centers for Disease
Control and Prevention, 2004a). In addition, a
new, 16-state study indicates that a majority of
HIV-positive men who have sex with men have

Canada in 2002 were attributable to unsafe sex
between men (40%) and injecting drug use (30%
and declining slightly in recent years). There has
been an increase in infections linked to unsafe
heterosexual intercourse, a small percentage
(less than 10%) of them among refugees or
immigrants from high-prevalence countries in
sub-Saharan Africa and the Caribbean (Health
Canada, 2003).

AIDS ranks among the top three causes of death for
African American men aged 25–54 and for African American women
aged 35–44 years in the United States of America.
been taking precautionary measures (including
condom use, abstinence or staying faithful to
one partner) to prevent further HIV transmission.
The study urges, though, that more intensive
prevention efforts should reach the small number
of HIV-positive men who still practice unsafe sex
with other men (Centers for Disease Control and
Prevention, 2004c).
After the introduction of antiretroviral therapy in
1995-1996, AIDS-related deaths fell steeply in
the United States of America until the late 1990s
and then continued to decline more gradually—
from 19 005 reported AIDS deaths in 1998 to 16
371 deaths in 2002 (UNAIDS, 2004). However,
the rate of death due to AIDS among African
Americans was over twice as high as that among
whites in 2002. African Americans now have the
poorest survival rates among people diagnosed
with AIDS–probably reﬂecting late diagnoses
(often after the disease has become symptomatic)
and inadequate access to quality health care
services.

In the 12 Western European countries with
data for newly diagnosed HIV infections, HIV
diagnoses in people who were infected through
heterosexual contact increased by 122% between
1997 and 2002. In contrast to Canada, a large
share of those diagnoses are in people originating
from countries with serious epidemics, principally
countries in sub-Saharan Africa (Hamers and
Downs, 2004) and, for the United Kingdom,
the English-speaking Caribbean. There are signs,
too, that the resurgence of risky sex between men
noted in previous years is leading to increased
HIV transmission in some countries among men
who have sex with men.
HIV diagnoses among men who have sex with
men increased by 22% in 2001-2002 in Western
Europe, reversing the slow decline seen in the
previous years (Hamers and Downs, 2004). Data
on new diagnoses should not be mistaken for HIV
incidence, however, since data may reﬂect an
increased uptake of testing services (and therefore
include people who became infected several years

There are strong indications that the main risk factor
for many women acquiring HIV is the often undisclosed risk behaviour
of their male partners.
To the north, in Canada, most recent estimates
indicate that some 56 000 people were living with
HIV at the end of 2002 (Geduld et al., 2004),
as many as one third of them unaware of their
HIV status. Indigenous persons appear twice as
likely to be HIV-infected compared with nonIndigenous persons. Most new HIV infections in

earlier). The recent rise in new HIV diagnoses in
the United Kingdom appears partly attributable
to increases in HIV testing (half of the men who
had sex with men who were diagnosed in 2002
had been infected for more than six years).
Nevertheless, HIV infection is now the fastestgrowing serious health condition in England
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(Department of Health United Kingdom, 2003).
In Germany, where greater treatment access
had already boosted uptake of testing in the late
1990s, a recent increase in diagnoses (from 642
HIV diagnoses in 2000 to 742 in 2002) likely
reﬂects an actual increase in new infections. Given
persistently high HIV prevalence among men who
have sex with men in western Europe—between
10% and 20% in several countries, and even
higher in large cities—there is an urgent need to
revitalize and improve safer sex campaigns for
men who have sex with men (Hamers and Downs,
2004).
Although injecting drug use accounts for a
diminishing share of newly diagnosed HIV
infections in most Western European countries, it

the north-east of the country and the Balearic
Islands (De la Fuente, 2003). In Portugal (where
the rates of new HIV diagnoses are higher than
elsewhere in Europe), injecting drug use still
accounted for almost 50% of HIV diagnoses
in 2002. HIV prevalence of 20% and higher is
still being found among injecting drug users in
parts of other countries (including France, Italy
and Netherlands) (Hamers and Downs, 2004).
A survey among drug injectors at treatment
centres in Marseille, France, for example,
found 22% were HIV-infected (Emmanuelli et
al., 2004). Encouragingly, none of the injectors
younger than 30 years was found to be HIVpositive. Nevertheless, ongoing efforts are
needed to further limit HIV transmission among
injecting drug users—and from them to their

In Western Europe, thousands of new infections are occurring
every year and large numbers of HIV-infected persons are unaware
of their HIV status. A large share of new HIV diagnoses are in people
originating from countries with serious epidemics.
remains an important factor in several countries’
epidemics, among them Italy, Portugal and Spain,
and in some cities in other countries. In most cases,
this reﬂects declines in unsafe injecting practices
likely associated with effective prevention efforts
among injecting drug users in many western
European countries. Spain offers a striking example
of how a comprehensive set of harm-reduction
efforts (including methadone maintenance
programmes and needle-exchange projects) can
reverse an epidemic among injecting drug users.
New HIV infections among drug injectors reached
as high as 16 000 in 1985-1986, but plummeted
subsequently (De la Fuente et al., 2003).
Nevertheless, in Spain, as in several other
European countries, HIV prevalence among
drug injectors can vary considerably in different
parts of the country (European Monitoring
Centre for Drugs and Drug Addiction, 2003).
A survey of drug injectors at Spanish drugtreatment centres in Catalonia still found HIV
prevalence of 38% in 2001, for example (Centre
d’Estudis Epidemiológicos sobre l’HIV/Sida
de Catalunya, 2001). Indeed, injecting drug use
in Spain now appears concentrated largely in
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sexual partners. Indeed, in Portugal heterosexual
infections accounted for more than 40% of newly
diagnosed HIV infections in 2002. Based on
available data, similar trends have been detected
in some regions or provinces of Italy and Spain
(Hamers and Downs, 2004).
There is an increasing trend in the share of HIV
infections attributable to heterosexual intercourse
in Western Europe—and with it, a rise in the
number of women who are being diagnosed with
the virus. In the 12 Western European countries
for which data are available, the proportion of
women among people newly diagnosed with
HIV infection increased from 25% (1955 out of
7770) in 1997 to 38% (4269 out of 11 337) in
2002 (Hamers and Downs, 2004). In France,
some two thirds of new HIV diagnoses in 2003
were in people infected during heterosexual
intercourse, while in the United Kingdom the
proportion was about 49% and in Germany
41%. A signiﬁcant number of female sex workers
are still being infected in some countries, such
as the Netherlands, where a 2002-2003 study
found 7% of sex workers (and up to 12% of those
working in the street) in Rotterdam were HIV-
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positive (Van Veen et al., 2004). Approximately
5% of immigrant sex workers (male and female)
in Madrid, Spain, were found to be HIV-positive
during 1998–2003, according to a recent study.
Most of the sex workers were from sub-Saharan
Africa (Gutierrez et al., 2004).
Migrants from countries experiencing serious
AIDS epidemics, notably in sub-Saharan Africa,
bear a disproportionate and growing share of
HIV infections throughout Western Europe. In
Germany and the United Kingdom, for example,
a large share of newly diagnosed, heterosexuallyacquired infections in recent years have been
in people originating from high prevalence
countries (Hamers and Downs, 2004). In the
United Kingdom, as many as three quarters of
heterosexual infections probably occurred in subSaharan Africa, while in Sweden, more than 80%
of such infections were probably acquired abroad.
The majority of migrants living with HIV appear to
be unaware of their serostatus; by and large, HIV
diagnoses tend to occur when individuals become
symptomatic or get pregnant. In most countries,
migrants are not being reached with adequate,
appropriate and socially relevant prevention,
treatment, and care services. Remedying this
situation will require concerted efforts, including
forthright steps to counter the social and legal
discrimination, and the administrative hurdles
migrants encounter.
In the countries of central Europe (including
Czech Republic and Hungary), numbers of new
HIV infections have stayed stable since the late

1990s, with most of the new infections being
recorded in Poland. In the Czech Republic,
Hungary, Slovenia, and the Slovak Republic,
sex between men is known to be the predominant
mode of HIV transmission.
Unlike elsewhere in the world, a large majority
of people in most countries in this region who
need antiretroviral treatment do have access to it.
As a result, AIDS deaths have stayed low since
plummeting in the mid-to-late 1990s. In Western
Europe, the number of reported deaths among
AIDS patients was 3101 in 2002 (UNAIDS,
2004). Two trends, though, warrant concern. In
some countries, a large share of HIV infections
remain undiagnosed; in the United Kingdom,
for example, an estimated one third of people
with HIV do not know their serostatus and are
likely to discover it only once afﬂicted by AIDSrelated illnesses (Department of Health, 2003).
And there is worrying evidence of antiretroviral
drug resistance among some newly HIV-infected
individuals in Western Europe (Girardi, 2003).
Overall in these countries, thousands of new
infections are occurring every year and large
numbers of HIV-infected persons are unaware
of their HIV status. The main challenges are to
provide early and effective treatment and care to
all HIV-infected people, to rejuvenate prevention
efforts and adapt them to the changing patterns
of the epidemic, and to reduce the psychosocial,
economic and physical repercussions of HIV
infection.
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MAPS
Global estimates for adults and children, end 2004
Adults and children estimated to be living with HIV as of end 2004
Estimated number of adults and children newly infected with HIV during 2004
Estimated adult and child deaths from AIDS during 2004
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GLOBAL ESTIMATES FOR ADULTS AND CHILDREN,
END 2004

People living with HIV ............ 39.4 million (35.9–44.3 million)
New HIV infections in 2004 ......... 4.9 million

(4.3–6.4 million)

Deaths due to AIDS in 2004 .......... 3.1 million (2.8–3.5 million)
The ranges around the estimates in this table deﬁne the boundaries within which the actual numbers
lie, based on the best available information.
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ADULTS AND CHILDREN ESTIMATED TO BE LIVING
WITH HIV AS OF END 2004

Western Europe
North America

1.0 million

610 000

(480 000–760 000)

440 000

(270 000–780 000)

Latin America

1.7 million

(1.3–2.2 million)

1.4 million

(920 000–2.1 million)

East Asia

1.1 million

(540 000–1.6 million)

Caribbean

Eastern Europe
and Central Asia

(560 000–1.8 million)

North Africa
and Middle East

South and South-East Asia

(230 000–1.5 million)

(4.4–10.6 million)

540 000

Sub-Saharan
Africa

25.4 million

(23.4–28.4 million)

7.1 million

Oceania

35 000

(25 000–48 000)

Total: 39.4 (35.9–44.3) million
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ESTIMATED NUMBER OF ADULTS AND CHILDREN
NEWLY INFECTED WITH HIV DURING 2004

Western Europe
North America

44 000

21 000

(14 000–38 000)

53 000

(27 000–140 000)

Latin America

240 000

(170 000–430 000)

210 000

(110 000–480 000)

East Asia

290 000

(16 000–120 000)

Caribbean

Eastern Europe
and Central Asia

(84 000–830 000)

North Africa
and Middle East

South and South-East Asia

(34 000–350 000)

(480 000–2.0 million)

92 000

890 000

Sub-Saharan
Africa

Oceania

3.1 million

5 000

(2.7–3.8 million)

(2100–13 000)

Total: 4.9 (4.3–6.4) million
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ESTIMATED ADULT AND CHILD DEATHS FROM
AIDS DURING 2004

Western Europe

6500

North America

(<8500)

16 000

Eastern Europe
and Central Asia

60 000

(39 000–87 000)

East Asia

51 000

(8400–25 000)

Caribbean

36 000

(24 000–61 000)

Latin America

95 000

(73 000–120 000)

(25 000–86 000)

North Africa
and Middle East

South and South-East Asia

(12 000–72 000)

(300 000–750 000)

28 000

490 000

Sub-Saharan
Africa

2.3 million

(2.1–2.6 million)

Oceania

700

(<1700)

Total: 3.1 (2.8–3.5) million
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Explanatory note about UNAIDS/WHO estimates
The UNAIDS/WHO estimates in this document are based on the most recent
available data on the spread of HIV in countries around the world. They are
provisional. UNAIDS and WHO, together with experts from national AIDS
programmes and research institutions, regularly review and update the
estimates as improved knowledge about the epidemic becomes available,
while also drawing on advances made in the methods for deriving estimates.
Because of these and future advances, the current estimates cannot be
compared directly with estimates published in previous years, nor with those
that may be published subsequently.
The estimates and data provided in the graphs and tables are given in rounded
numbers. However, unrounded numbers were used in the calculation of rates
and regional totals, so there may be small discrepancies between the global
totals and the sum of the regional ﬁgures.
UNAIDS and WHO will continue to work with countries, partner organizations
and experts to improve data collection. These efforts will ensure that the best
possible estimates are available to assist governments, nongovernmental
organizations and others in gauging the status of the epidemic and monitoring
the effectiveness of their considerable prevention and care efforts.
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