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IMPORTANT 
 
 
 

COURSEPACK READINGS 
 

All students should read carefully Sections I and II (Administrative Information and 
Global HIV/AIDS Background) of the Coursepack before the IPE begins.  You should 
also at least look over Sections III to VI, but may want to save a more careful reading 
until the IPE has begun and you know which topic issue you will be focusing on. 
 
Please note that students are expected to do additional readings and research (outside 
of the Coursepack) as needed.  A good starting point is the IPE course website at: 
www.fordschool.umich.edu/ipe2003 which contains a large number of documents and 
links related to the issue topics. 
 
Also, information contained in the Coursepack, such as key questions and schedules, is 
subject to change as we continue to work on enhancing the IPE experience for students, 
faculty, and outside experts.  Check the website for important updates. 
 
Be sure to bring your Coursepack to each day's IPE sessions. 
 

 
 
 
 

FIRST ASSIGNMENT 
 

Please write a 2-page (maximum length) single-spaced background paper outlining your 
country or organization’s perspective on the state of the global aids crisis and its 
response so far to the epidemic.  
 
For those representing national governments, please address these following topics: the 
incidence of HIV/AIDS in your country, national policies/strategies to address the 
HIV/AIDS crisis locally and globally, and official statements your government has made 
on the Global Fund to Fight AIDS, Tuberculosis, and Malaria.  Based on your research, 
outline key elements that you would recommend be included in your country’s reform 
proposals for the Global Fund. 
 
For all other participants, provide a brief background of your organization, its mission, 
and involvement with HIV/AIDS.  Also, identify policies and strategies within your 
organization to address the HIV/AIDS crisis locally and globally.  Based on your 
research, outline key elements that you would recommend be included in your 
organization’s reform proposals for the Global Fund.   

 
Assignment is due Monday, 6 January 2003 at 2:00 PM.  Please submit the individual 
assignment via Coursetools. 
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THE GLOBAL AIDS FORUM 2003 

 
 

Members of the Gerald R Ford School of Public Policy, 
 
Whereas HIV/AIDS has killed more than 20 million people, approximately 3 million dying annually 

from AIDS-related causes, and an estimated 40 million people worldwide inflected with HIV, 
 
Whereas the Global Fund to Fight AIDS, Tuberculosis & Malaria (Global Fund) is a 

nongovernmental organization dedicated to preventing and treating HIV/AIDS in the world’s 
poorest countries, 

 
Whereas the Global Fund has received only US$ 2 billion in pledges from government and 

private contributions, far short of the US$ 7 billion needed annually, 
 
Whereas the University of Michigan Gerald R Ford School of Public Policy Integrated Policy 

Exercise provides students with a week long opportunity to work intensively on a policy issue, 
 
The Ford School will host the Global AIDS Forum 2003 from 6 January 2003 to 9 January 2003 in 

Ann Arbor, Michigan, to address reform initiatives for a more effective Global Fund, including: 
 
1. Finance.  To consider mandatory contributions, based on a predefined formula, by United 

Nations member states to support the Global Fund; 
 
2. Targeting.  To consider a general framework on fund distributions from the Global Fund 

that its both efficient and equitable;  
 
3. Program/Activity Area.  To consider new program guidelines that focuses on specific 

prevention and treatment activities sponsored by the Global Fund; 
 
4. Intellectual Property.  To consider radical changes in Intellectual Property Rights that 

serve to support the development and production of cheaper drugs/vaccines. 
 
Global AIDS Forum 2003 will culminate in a plenary session of United Nations Member States 

that will affirm or reject the reform proposal arising from the meetings.  
 
 

Marina V N Whitman 
6 September 2002 
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IPE OUTLINE 
 
The Gerald R Ford School of Public Policy is hosting the Global AIDS Forum 2003 to address 
the current inadequacies of the Global Fund in leading the fight against HIV/AIDS.   
 
OBJECTIVE 
 
To agree to a comprehensive Global Fund reform proposal, which identifies: a financing 
mechanism for global AIDS initiatives, a distribution formula for targeting these funds/initiatives, 
the main programs or activities to focus on, and how intellectual property concerns will be 
addressed.   
 
FORMAT 
 
Students representing national governments, nongovernmental organizations, AIDS activists, 
pharmaceutical companies, and multinational corporations will convene at the Forum to develop 
and propose changes to the structure and mission of the Global Fund.   
 
STUDENT GROUPS 
 

 Country/Organization Groups 
 
Students will be assigned to one of three roles in the IPE: (1) a member of UNAIDS which will 
lead the forum sessions, (2) a delegate of a United Nations member state, or (3) a representative 
of a non-profit organization or business group.  The following countries and organizations will be 
represented at the forum: 
 
International Organizations & Countries 
UNAIDS 
Australia 
Botswana 
Brazil 
Canada 
China 
European Union 
Haiti 

India 
Japan 
Morocco 
Russia 
South Africa 
Thailand 
Turkey 
United States

 
Nonprofits & Businesses 
Act Up (US) 
Anglo American plc (UK) 
Bill & Melinda Gates Foundation (US) 
Bristol Meyers Squibb (US) 
Cipla Ltd (India) 
Coca-Cola (US) 
Elizabeth Glaser Pediatric AIDS Foundation 

(US) 
Family Health International (US) 
FarManguinhos (Brazil) 

GlaxoSmithKline (UK) 
Government Pharmaceutical Organization 

(Thailand) 
Médecins Sans Frontières (France)  
Merck & Co, Inc (US) 
Oxfam (UK) 
Southern African Catholic Bishops 

Conference (South Africa) 
Women Fighting AIDS in Kenya (Kenya)

 
 Region / Group of Organizations 

 
In addition, countries and organizations will be grouped by “region” or “group of organizations” to 
facilitate the negotiations process.  Where possible, regions and groups of organizations are 
expected to develop a common position and proposal for the four policy roundtables.  The 
regions and groups of organizations are as follows: 



   

International Organizations 
UNAIDS 
 
Africa 
Botswana 
Morocco 
South Africa 
 
Americas - Developed 
Canada 
United States 
 
Americas - Developing 
Brazil 
Haiti 
 
Asia - Developed 
Australia 
Japan 
 
Asia – Developing 
China 
India 
Thailand 
 
Europe 
European Union 
Russia 
Turkey 

Western Pharmaceuticals 
Bristol Meyers Squibb 
GlaxoSmithKline  
Merck & Co, Inc  
 
NonWestern Pharmaceuticals 
Cipla Ltd (India) 
FarManguinhos (Brazil) 
Govt Pharmaceutical Organisation 
(Thailand) 
 
NonPharma Multinationals 
Anglo American  
Coca-Cola 
 
Advocacy NGOs 
Act Up 
Bill & Melinda Gates Foundation 
Oxfam 
Southern African Catholic Bishops Conf. 
 
Service NGOs 
Elizabeth Glaser Pediatric AIDS Foundation  
Family Health International 
Médecins Sans Frontières 
Women Fighting AIDS in Kenya

 
 
POLICY ROUNDTABLES 
 
Policy roundtables will serve as the primary vehicle for discussion.  Roundtables on financing, 
targeting, program / activity area, and intellectual property will be held concurrently to address 
specific issues related to the Global Fund (Refer to Key Questions for Policy Roundtables). 
 
Each roundtable session should be attended by a minimum number of representatives from each 
region or group of organizations: 
 

Minimum number 
of Roundtable 

Representatives for 
Each Region/Group 
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Financing 4 2 2 3 3 2 3 4 3 2 2 2
Targeting 4 2 2 3 3 2 3 5 6 3 2 2

Program Activity 4 2 2 3 3 2 3 5 5 3 4 2
Intellectual Prop 4 2 2 3 3 2 3 2 2 4 4 2  

 



   

GLOBAL AIDS FORUM 
MONDAY, 6 JANUARY 2003 

 
 

2:00 – 3:30  Opening Plenary Session 
 Pendleton Room 
 

Welcoming remarks by Rebecca Blank, Dean, Gerald R. Ford School of 
Public Policy.   
 
Keynote speaker, Stephen Lewis, United Nations Special Envoy for 
HIV/AIDS in Africa. 
 
Professor Marina v.N. Whitman to provide students with an overview of 
the Global AIDS Forum. 
 
Individual background papers due by 2:00 PM. 

 
3:45 – 5:00 Country/Organization Meetings 
 Anderson ABCD (all country representatives and UNAIDS) 
 Rooms 2015 ABCD (all organization representatives) 
 

Students are to meet in their respective country/organization groups to 
get acquainted with fellow team members, establish small group 
procedures, and assign roles and responsibilities where appropriate.  
 
The assignment of roles may include: group leader, lead facilitator, chief 
negotiator, scribe, etc.  Responsibilities may include: alliance/coalition 
building, policy specialist for roundtables, etc.   
 
In addition, groups are expected to share individual background papers, 
discuss similarities and differences on group positions, and identify any 
issues where additional research is needed.   
 
UNAIDS is expected to form teams of four for each of the policy 
roundtables.  Teams are to appoint two facilitators, a timekeeper, and a 
scribe for their respective roundtable. 

 
• Facilitators: Manage the agenda, ensure balanced participation, 

ensure forum procedures are followed, assist with roundtable 
maintenance, and facilitate discussion and consensus building. 

 
• Timekeeper: Monitor the pace of the roundtable meetings and 

ensure forum procedures are followed. 
 
• Scribe: Provide group memory by maintaining notes of the policy 

roundtable discussions/negotiations. 
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GLOBAL AIDS FORUM 
TUESDAY, 7 JANUARY 2003 

 
 
9:00 – 10:30 Country/Organization Meetings 
 Anderson ABCD (all country representatives) 
 Rooms 2015 ABC (all organization representatives) 
 

Countries and organizations develop preliminary position statements on 
the issues being addressed in the forum.  Position statements should 
outline the problem, set objectives, define interests, analyze competing 
and supporting positions, propose possible options, and provide an 
informal cost/benefit assessment. 
 
Country/Organization preliminary position statements due by 10:30 
AM. 

 
10:30 – 12:00 Region/Group of Organizations Meetings 
 Anderson ABCD (all regions) 
 Rooms 2015 ABC (all groups of organizations) 
 

Regions and groups of organizations share individual 
country/organization preliminary position statements.  Groups should 
also divide roles and responsibilities for the policy roundtables and begin 
working on reform proposals.  (Please note that regions and groups of 
organizations have minimum representation requirements for the policy 
roundtables that must be fulfilled). 
 
Individual countries and organizations that cannot find common ground 
within their assigned region or group of organizations may submit a 
dissenting opinion or alternative proposal.  Alternatively, countries and 
organizations may seek to join another region or group of organizations if 
preferred. Any country or organization that does so must notify the IPE 
staff. 
 

9:00 – 12:00 UNAIDS Meeting 
 Room 2015 D 

 
UNAIDS to prepare a 45-minute overview of the Global Fund and issues 
related to the roundtable topics: financing, targeting, delivery, and 
intellectual property.   
 
UNAIDS presentation due by 12:00 PM. 
 

12:00 – 1:00 First Plenary Session: UNAIDS Debrief 
 Anderson ABCD 

 
UNAIDS to present a short overview on the Global Fund and issues 
related to the roundtable topics. 



   

 
1:00 – 2:00 Luncheon Speaker (Lunch provided) 
 Anderson ABCD 
 

Brent Chrite, Director of South Africa Initiatives Office to speak about the 
role of race and culture in HIV/AIDS prevention and treatment. 

 
2:00 – 5:00 Region/Group of Organizations Meetings 
 Anderson ABCD (all regions) 
 Rooms 2015 ABC (all groups of organizations) 
 

Additional time for regions and groups of organizations to develop reform 
proposals for each policy roundtable. 

 
Reform proposals due by 10:00 PM. 

 
2:30 – 5:00 UNAIDS Meeting with Outside Expert 
 Room 2015 D 
 

Steve Charnovitz of Wilmer, Cutler & Pickering, to meet with UNAIDS to 
discuss various negotiations strategies for the policy roundtables.  
UNAIDS is expected to help the four policy roundtables reach consensus 
in developing a comprehensive reform proposal for the Global Fund.   

 
 



   

GLOBAL AIDS FORUM 
WEDNESDAY, 8 JANUARY 2003 

 
 
9:00 – 10:00 IPE Briefing on Parliamentary Procedures & Agendas 
 Pendleton Room 
 

The IPE staff will provide an overview of parliamentary procedures and 
agendas for UNAIDS and other forum participants.  At least one member 
from every region/group of organizations in each of the policy 
roundtables should attend. 
 

9:00 – 10:00 Coalition Building  
 Room 2015B and Parker Room available for student use 
 

Networking opportunity for all forum participants not attending the IPE 
Briefing.  Regions and groups of organizations are strongly encouraged 
to develop coalitions to facilitate the negotiations process. 

 
10:00 – 12:00 Policy Roundtables 
 Pendleton Room (Financing and Targeting) 
 Room 2015B  (Program/Activity Area) 
 Parker Room (Intellectual Property) 
 

Regions and groups of organizations to present reform proposals (and 
discuss general positions) in each of the four roundtables.  UNAIDS to 
lead discussion, with assistance from the following experts: 
 
Financing: Jim Hines, School of Public Policy 
Targeting: Sioban Harlow, School of Public Health 
Program / Activity Areas: TBD 
Intellectual Property: David Canter, Pfizer  

 
12:00 – 1:00  Working Lunch (Lunch provided)  
 
 Regions and groups of organizations to update members on the state of 

the policy roundtable negotiations and outline possible strategies and/or 
position changes.   

 
Individual countries and organizations are also encouraged to meet 
separately from their region/group of organizations to discuss their 
specific interests. 

 
1:00 – 3:00 Policy Roundtables (continued) 
 Pendleton Room (Financing and Targeting) 
 Room 2015B  (Program/Activity Area) 
 Parker Room (Intellectual Property) 
 

Policy roundtables to discuss and negotiate a common reform proposal. 
 

UNAIDS press release on the status of negotiations/reform proposal 
due by 10:00 PM. 

 
3:00 – 3:15 Coffee Break 



   

 
3:15 – 5:00 Policy Roundtables (continued) 
 Pendleton Room (Financing and Targeting) 
 Room 2015B  (Program/Activity Area) 
 Parker Room (Intellectual Property) 



   

GLOBAL AIDS FORUM 
THURSDAY, 9 JANUARY 2003

 
 
9:00 – 10:00  Country/Organization (or Region/Group of Orgs) Meetings  
 Anderson ABCD (all countries/regions) 
 Rooms 2015 ABC (all organizations/groups of organizations) 
 Room 2015 D (UNAIDS) 

 
Debriefing opportunity for countries and organizations or regions and 
groups of organizations. 
 

10:00 – 12:00 Policy Roundtables 
 Anderson ABCD (Finance, Targeting) 
 Pendleton Room (Program / Activity Area, Intellectual Property) 

 
Policy Roundtables to finalize negotiations. 
 
Roundtable reform proposals due by 2:30 PM. 
 

12:00 – 1:00 Individual Lunch (Lunch not provided) 
 
1:00 – 2:00 Country/Organization Meetings  
 Anderson ABCD (all countries/regions) 
 Rooms 2015 ABC (all organizations/groups of organizations) 
 Room 2015 D (UNAIDS) 
 

Countries and organizations to write and deliver a 3-minute speech 
regarding their position on the final reform proposal. 
 
Organizations have the option of developing a joint position with another 
organization where appropriate. Any group with a joint position/speech 
must notify UNAIDS in advance for scheduling purposes. 
 
UNAIDS should draft a 3-minute speech on the negotiations process and 
the outcome for each policy roundtable. 

 
2:00 – 3:15 Second Plenary Session 
 Pendleton Room 

 
Organizations to have an opportunity to make a 3-minute (max) 
statement on the reform proposal. 

 
3:15 – 3:30 Coffee Break 
 
3:30 – 4:30 Third Plenary Session 
 Pendleton Room 

 
Countries to vote on the final reform proposal with each delegation 
making a 3-minute (max) speech outlining its position. 
 

4:30 – 5:30 Closing Plenary Session 
 Pendleton Room 



   

 
Feedback on final roundtable reform proposals by outside expert (TBD). 
 
Closing remarks by Dean Blank and Professor Whitman. 
 

5:30 – 6:00 IPE Evaluation  
 Pendleton Room 

 
Students to fill out and submit IPE evaluation form.   

 
6:00 – 8:00 IPE Banquet & Awards 
 Ballroom 



   

PROVISIONAL AGENDAS FOR PLENARY SESSIONS 
 
 
OPENING PLENARY SESSION: MONDAY 6 JAN 03 
 
2:00  Opening remarks by Rebecca M Blank, Dean, Gerald R. Ford School of Public 

Policy Henry Carter Adams Collegiate Professor of Public Policy  
 
2:10 Keynote address by Stephen Lewis, United Nations Special Envoy for HIV/AIDS 

in Africa 
 
3:00 IPE introductions by Marina v.N. Whitman, Professor of Business Administration 

and Public Policy 
  
 
FIRST PLENARY SESSION: TUESDAY, 7 JAN 03 
 
12:00 Professor Whitman to open the first plenary session and introduce the UNAIDS 

group to forum participants 
 
12:05 UNAIDS to provide a short overview on the Global Fund and issues related to the 

to the roundtable topics 
 
12:40 Questions and Answers on the UNAIDS presentation 
 
 
SECOND PLENARY SESSION: THURSDAY, 9 JAN 03 
 
2:00 UNAIDS to open the second plenary session and provide an opportunity for 

organizations to address the forum.  The organizations are scheduled to speak in 
the following order: 

 
1. Act Up (US) 
2. Anglo American plc (UK) 
3. Bill & Melinda Gates Foundation (US) 
4. Bristol Meyers Squibb (US) 
5. Cipla Ltd (India) 
6. Coca-Cola (US) 
7. Elizabeth Glaser Pediatric AIDS Foundation (US) 
8. Family Health International (US) 
9. FarManguinhos (Brazil) 
10. GlaxoSmithKline (UK) 
11. Government Pharmaceutical Organization (Thailand) 
12. Médecins Sans Frontières (France)  
13. Merck & Co, Inc (US) 
14. Oxfam (UK) 
15. Southern African Catholic Bishops Conference (South Africa) 
16. Women Fighting AIDS in Kenya (Kenya) 

 
Adjustments in the schedule will be made to reflect joint speeches. 

 



   

THIRD PLENARY SESSION: THURSDAY, 9 JAN 03 
 
3:30 UNAIDS to open the third plenary session and comment on the activities of the 

past three days.  UNAIDS to summarize the activities/outcomes of the four policy 
roundtables. 

 
UNAIDS to conduct a formal vote on the reform proposal.  Countries are 
expected to say, “Yeah” or “Nay” to the proposal and outline reasons for their 
position.  Countries are scheduled to speak in the following order: 

 
1. Australia 
2. Botswana 
3. Brazil 
4. Canada 
5. China 
6. European Union 
7. Haiti 
8. India 
9. Japan 
10. Morocco 
11. Russia 
12. South Africa 
13. Thailand 
14. Turkey 
15. United States 

 
 
CLOSING PLENARY SESSION: THURSDAY, 9 JAN 03 
 
4:30 Professor Whitman to close the Global AIDS Forum and welcome outside 

evaluators to comment on the process and outcome of the IPE. 
 
4:35 Outside Evaluators provide feedback to students on the reform proposal 
 
5:30 Students to fill out IPE evaluation forms.  



   

KEY QUESTIONS FOR THE POLICY ROUNDTABLES 
 
 
FINANCE 
 
1. How much money is needed for the Global Fund to be effective in addressing the current 

global AIDS crisis? 
2. Should the U.N. require mandatory contributions from United Nations member states to 

support the Global Fund?  If so, how should the Fund determine the appropriate assessment 
on each individual country? 

3. As an alternative to assessments on member countries, should the U.N. mandate some form 
of global tax on certain types of economic activity or financial transaction.  If so, what sort of 
tax should it be?    

4. If it does not impose mandatory assessments or taxes , how should the the required 
resources required for the Fund be raised?  Voluntary contributions from member states?  
Grass-roots fundraising?  Public-private partnerships?   

5. What specific measures can the Fund take to encourage greater financial support from the 
public and private sectors? 

6. Any additional agenda issues/solutions? 
 
 
TARGETING 
 
1. Should the Global Fund be used to address the HIV/AIDS crisis only in the world's poorest 

countries? Or should it also fund activities and programs in middle income and/or OECD 
countries as well? 

2. Does it make more sense for the Fund to target specific groups with its limited resources to 
maximize impact?  Please justify answer. 

3. If “targeting” is used, what groups should the Fund target?  
 Demographic groups, such as: men, women, children, young people, pregnant 

women and their infants, mothers, economically active population, etc? 
 Occupational groups, such as: health care workers, teachers, policeman, prostitutes, 

truck drivers, etc 
 Other vulnerable populations, such as: intravenous drug users, prisoners, migrant 

populations, men who have sex with men, people living under armed conflict, etc 
Please outline a targeting strategy, if appropriate, such as prioritizing groups in a particular 
order. Also, provide a percentage breakdown of how you would allocate Fund resources to 
your targeting strategy.  

4. Any additional agenda issues/solutions? 
 
 
PROGRAM / ACTIVITY AREA 
 
1. Which program or activity areas should the Global Fund focus on: prevention, treatment, 

vaccines, or some combination?  Please justify strategy and provide supporting evidence of 
effectiveness of proposed solution.  

2. How would you design implementation and delivery mechanisms for the chosen 
programs/activities in order to maximize their effectiveness? Be sure that your responses to 
both (1) and (2) are sensitive to economic, cultural, and infrastructure issues.  

3. Any additional agenda issues /solutions? 
 
 



   

INTELLECTUAL PROPERTY 
 
1. Should developing countries be granted a particularly generous interpretation of the 

multilateral agreement on protection of intellectual property (TRIPS) to allow them to 
manufacture or import inexpensive generic versions of patented drugs and thus reduce the 
cost of Global Fund programs? 

2. Should developing countries be granted a complete waiver of patent protection provisions for 
all AIDS medications, both existing and yet to be developed?  Or should some limitations be 
imposed to provide incentives for further research and innovation in that field?  In short, how 
would you implement any waiver arrangements? 

3. How would you define “developing countries” for this purpose   Would you extend the 
provisions you have designed to countries that to do not meet the definition of “developing” 
but are experiencing or threatened by a major AIDS epidemic?  

4. Any additional agenda issues /solutions? 



   

MAP OF MICHIGAN UNION 
 
 
 
FIRST FLOOR 
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RULES OF PROCEDURE 
 

(Modified from the United Nations General Assembly Special Session on HIV/AIDS Organizational Arrangements) 
 
President 
 
1. The forum shall take place under the presidency of Marina v.N. Whitman, Professor of 

Business Administration and Public Policy, University of Michigan. 
 
General Committee 
 
2. The General Committee shall consist of the President and the IPE graduate student 

instructors. 
 
UNAIDS: Joint United Nations Programme on HIV/AIDS  
 
3. UNAIDS will serve as the host organization of the Forum, facilitating discussion and 

managing minor administrative affairs. 
 
4. Facilitators for UNAIDS will represent the President at the Plenary Sessions and Policy 

Roundtables should the President not be in attendance. 
 
General Assembly 
 
5. The Assembly shall consist of the Member States of the United Nations. 
 
Level of representation 
 
6. Member States and observers are urged to be represented at the forum at the highest 

political level. 
 
Special delegations to the forum 
 
7. Representatives of civil society, people living with HIV/AIDS or representatives of their 

associations, as well as young people’s organizations, and representatives of the private 
sector are encouraged to participate in the forum. 

 
Accreditation of civil society representatives 
 
8. Accreditation of civil society representatives to the forum shall be open to:  
 

(a) Non-governmental organizations which enjoy consultative status in accordance with 
the United Nations Economic and Social Council resolution 1996/31 of 25 July 1996; 

(b) Non-governmental organizations which are members of the Programme Coordination 
Board of the Joint United Nations Programme on HIV/AIDS (UNAIDS); 

(c) Non-governmental organizations invited by the General Committee. 
 
Schedule of plenary meetings 
 
9. The forum shall consist of a total of four plenary meetings, as follows: 
 

(a) Monday, 6 January 2003, from 2 p.m. to 3:30 p.m. 
(b) Tuesday, 7 January 2003, from 12 p.m. to 1 p.m. 
(c) Thursday, 9 January 2003, from 2 p.m. to 3:15 p.m. 
(d) Thursday, 9 January 2003, from 3:30 p.m. to 4:30 p.m. 
(e) Thursday, 9 January 2003, form 4:30 p.m. to 5:30 p.m. 



   

 
The afternoon meeting on Thursday will be devoted to the adoption of the outcome document 
and the closing of the forum, following oral presentations by the UNAIDS facilitators of the 
four roundtables on the summaries of the discussions. 

 
Provisional agendas for the plenary sessions 
 
10. The General Committee shall prepare the provisional agendas for the plenary sessions in 

consultation with UNAIDS and Member States. 
 
11. Changes to the provisional agendas will be considered by UNAIDS only if such requests are 

received 4 hours before the start of the plenary meeting. 
 
Key questions for the policy roundtable meetings 
 
12. The General Committee shall prepare the key questions for the roundtable meetings in 

consultation with UNAIDS and Member States. 
 
13. Changes to the discussion topics (as outlined in the key questions) will be considered by 

UNAIDS only if such requests are received 2 hours before the start of the roundtable 
meeting. 

 
Rules of debate and procedure for plenary and policy roundtable meetings 
 
14. Plenary and roundtable meetings shall be held in public unless the President decides that 

exceptional circumstances require that the meeting be held in private.  The President shall 
determine the participation of private meetings beyond that of the Member States of the 
United Nations.  

 
15. No delegate may address the forum without having previously obtained the permission of the 

President.  The President shall call upon speakers in the order in which they signify their 
desire to speak.  The President may call a speaker to order if his/her remarks are not relevant 
to the subject under discussion. 

 
16. The President may limit the speaking time, as appropriate, prior to the start of the meeting 

sessions.  
 
17. During the discussion of any matter a Member may rise to a point of order and the point of 

order shall be immediately decided by the President.  A delegate may appeal against the 
ruling of the President, in which case the appeal shall immediately be put to the vote.  A 
Member rising to a point of order may not speak on the substance of the matter under 
discussion, but on the point of order only. 

 
18. During the discussion of any matter, a Member may move the suspension or the adjournment 

of the meeting.  Such motions shall not be debated, but shall immediately be put to a vote.  
For purposes of these Rules, “suspension of the meeting” means the temporary 
postponement of the business of the meeting and “adjournment of the meeting” the 
termination of all business until another meeting is called.  

 
19. During the discussion of any matter a Member may move the adjournment of the debate on 

the item under discussion.  In addition to the proposer of the motion, one speaker may speak 
in favour of, and one against, the motion, after which the motion to adjourn the debate shall 
be immediately put to the vote. 

 
20. A Member may at any time move the closure of the debate on the item under discussion 

whether or not any other delegate has signified his wish to speak.  If request is made for 



   

permission to speak against closure, it may be accorded to not more than two speakers, after 
which the motion shall be immediately put to the vote.  If the Assembly decides in favour of 
closure, the President shall declare the debate closed. 

 
21. The following motions shall have precedence in the following order over all other proposals or 

motions before the meeting, except a point of order: 
 

(a) To suspend the meeting; 
(b) To adjourn the meeting; 
(c) To adjourn the debate on the item under discussion; and 
(d) For the closure of the debate on the item under discussion. 
 

22. A Member may move that parts of a proposal or of an amendment shall be voted on 
separately. If objection is made to the request for division, the motion for division shall be 
voted upon. Permission to speak on the motion for division shall be given only to two 
speakers in favour and two speakers against. If the motion for division is carried, those parts 
of the proposal or of the amendment which are subsequently approved shall be put to the 
vote as a whole. If all operative parts of the proposal or the amendment have been rejected, 
the proposal or the amendment shall be considered to have been rejected as a whole.  

 
23. When an amendment to a proposal is moved, the amendment shall be voted on first. When 

two or more amendments to a proposal are moved, the forum shall first vote on the 
amendment deemed by the President to be furthest removed in substance from the original 
proposal, and then on the amendment next removed therefrom, and so on, until all the 
amendments have been put to the vote. Where, however, the adoption of one amendment 
necessarily implies the rejection of another amendment, the latter amendment shall not be 
put to the vote. If one or more amendments are adopted, the amended proposal shall then be 
voted upon. If an amendment to a proposal has been accepted by the original proposer, such 
an amendment shall be deemed to be an integral part of the original proposal and no 
separate vote shall be required thereon. A motion is considered an amendment to a proposal 
if it merely adds to, deletes from or revises part of that proposal. A motion which constitutes a 
substitution for a proposal shall be considered as a proposal.   

 
24. If two or more proposals are moved, the Assembly shall first vote on the proposal deemed by 

the President to be furthest removed in substance from the proposal first presented and then 
on the proposal next removed therefrom, and so on, until all the proposals have been put to 
the vote, unless the result of a vote on a proposal makes unnecessary any other voting on 
the proposal or proposals still outstanding.  

 
25. A motion may be withdrawn by its proposer at any time before voting on it has commenced, 

provided that the motion has not been amended or, if amended, that the proposer of the 
amendment agrees to the withdrawal. A motion thus withdrawn may be reintroduced by any 
delegate.   

 
26. When a proposal has been adopted or rejected, it may not be reconsidered at the same 

session unless the Assembly, by a two-thirds majority of the Members present and voting, so 
decides. Permission to speak on a motion to reconsider shall be accorded only to two 
speakers opposing the motion, after which it shall immediately be put to a vote. The 
correction of a clerical or arithmetical error in any document concerning a proposal which has 
already been adopted shall not be considered as requiring the reopening of the debate on 
such proposal by a two-thirds majority vote. 

 



   

Rules of voting 
 
27. Each Member shall have one vote in the Assembly. For the purposes of these Rules, the 

phrase "Members present and voting" means Members casting a valid affirmative or negative 
vote. Members abstaining from voting are considered as not voting.   

 
28. Decisions by the Assembly in plenary session shall be made by a two-thirds majority of the 

Members present and voting.  
   
29. The Assembly shall vote by roll-call, which shall then be taken in the English alphabetical 

order of the names of the Members. The name of the Member to vote first shall be 
determined by lot. 

 
30. Prior to the beginning of voting, non Members may make a statement to the Assembly.  Roll-

call of non-Members shall be taken in the English alphabetical order of the names. 
 
31. After the President has announced the beginning of voting, no delegate shall interrupt the 

voting except on a point of order in connexion with the actual conduct of voting.  
   
32. During the roll call, Members cast a valid affirmative or negative vote followed by a brief 

explanation of vote. 
 
33. In addition to the cases provided for elsewhere by these Rules, the Assembly may vote on 

any matter by secret ballot if it has previously so decided by a majority of the Members 
present and voting, provided that no secret ballot may be taken on budgetary questions. 
  
A decision under this Rule by the Assembly whether or not to vote by secret ballot may only 
be taken by a show of hands; if the Assembly has decided to vote on a particular question by 
secret ballot, no other mode of voting may be requested or decided upon.   

   
34. When the Assembly votes by secret ballot, the ballot itself and the check of the number of 

ballot papers shall take place in plenary meeting. Unless the Assembly determines otherwise 
the counting of votes shall take place in a separate room to which delegations shall have 
access. This counting shall take place under the supervision of the President of the 
Assembly. 

 
Policy roundtables 
 
35. Four interactive roundtables shall be held concurrently, as follows: 
 

Wednesday, 8 January 2003, from 10 a.m. to 12 p.m. 
Wednesday, 8 January 2003, from 1 p.m. to 5 p.m. 
Thursday, 9 January 2003, from 10 p.m. to 12 p.m. 

 
36. The chairpersons of the four roundtables shall be elected from UNAIDS.  The chairpersons of 

the round tables will present orally their summaries of the discussions, during the concluding 
plenary meeting of the forum. 

 
37. A number of issues to be discussed in the roundtables are outlined: 
 

Round table 1: Financing 
Round table 2: Targeting 
Round table 3: Program / Activity Areas 
Round table 4: Intellectual Property 

 



   

38. The roundtables shall be open to Members, observers, as well as entities of the United 
Nations system and accredited civil society representatives.  

 
39. Rules of debate and vote from the plenary sessions shall apply to the roundtable sessions.  

Decisions by the roundtable, however, shall be made by the majority of the Members present 
and voting. 
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 The Global HIV/AIDS Epidemic July 2002 

The HIV/AIDS epidemic has claimed over 20 million lives and 
more than 40 million people are estimated to be living with 
HIV/AIDS worldwide.  HIV/AIDS cases have been reported in all 
regions of the world, but most people living with HIV/AIDS (96%) 
reside in developing nations, where most AIDS-related deaths 
occur.  The nations of sub-Saharan Africa have been particularly 
hard-hit.1,2  AIDS is now a leading cause of death worldwide.3,4   
HIV/AIDS is also considered a threat to the economic well-being 
and social and political stability of many nations.    

Current Global HIV/AIDS Statistics 
 During 2001, an estimated 5 million people became newly 

infected with HIV.2 
 There were an estimated 3 million AIDS-related deaths in 

2001.2  Of these, 1.1 million were women and 580,000 were 
children under 15.2  

 AIDS is the number one cause of death in Africa, and the 
fourth leading cause of death globally.3,4 

 Worldwide, most HIV-positive individuals are unaware they 
are infected. 1 

Impact on Women, Children, & Young People 
 Women comprise an increasing proportion of adults living 

with HIV/AIDS, rising from 41% in 1997 to 50% in 2001.2,5 In 
sub-Saharan Africa, women represent more than half (58%) 
of all people living with HIV/AIDS.2,6  Gender inequalities in 
social and economic status and access to medical care 
increase women’s vulnerability to HIV/AIDS.5 

 Teens and young adults have been particularly affected.7  
Young people ages 15-24 account for 42% of new HIV 
infections and represent almost a third of the global total of 
people living with HIV/AIDS.7,8  Infection rates are five times 
higher among young women than young men in some 
African countries.5,7 

 At the end of 2001, an estimated 14 million children under 
age 15 were alive who had lost one or both parents to 
AIDS2; 90% of these children live in sub-Saharan Africa.9 

Impact by Region  
The major route of HIV transmission worldwide is heterosexual 
sex, but risk factors for HIV vary around the world.  In many 
regions of the world, men who have sex with men, injection drug 
users, and sex industry workers have been particularly affected.1   

 

Several regions and countries have been particularly hard-hit by 
the HIV/AIDS pandemic (see Figure 1).  Even in areas where 
HIV incidence has leveled, such as the U.S., there are increasing 
numbers of people living with HIV/AIDS and continued risk of 
HIV infection in many communities.10,11  The regions most 
affected by HIV/AIDS include:   
 
 Sub-Saharan Africa.  Sub-Saharan Africa has 71% (28.5 

million) of the population living with HIV/AIDS but only 11% 
of the world’s population.2,12  In some sub-Saharan African 
nations, up to a third of adults are estimated to be infected 
with HIV.1,6  South Africa has the largest number of people 
living with HIV/AIDS in the world (5 million).6 

 
 
 

 Latin America & The Caribbean.  About 1.9 million adults 
and children were living with HIV/AIDS in Latin America and 
the Caribbean at the end of 2001, 200,000 of whom were 
newly infected with HIV in that year.2,13  Twelve countries in 
this region have an estimated HIV prevalence of 1% or 
more.13  In Haiti and the Bahamas, 6% and 3.5% of adults 
are estimated to be HIV-positive.13  HIV/AIDS prevalence 
rates in the Caribbean are second only to those in sub-
Saharan Africa.2   

 Eastern Europe & Central Asia. The epidemic is growing 
fastest in this region.2,14  Driven largely by injection drug 
use, HIV prevalence rates have risen sharply over the last 
several years in the newly independent states of the former 
Soviet Union.  The estimated number of people living with 
HIV/AIDS in Eastern Europe/Central Asia was 1 million at 
the end of 2001.2,14  

 Asia & The Pacific. At least two countries in the region – 
Cambodia and Thailand – have HIV prevalence rates above 
1% among 15 to 49 year olds.15 There are increasing 
concerns about the spread of the epidemic in China, India, 
and elsewhere.8,15,16  In India, close to 4 million adults and 
children were already living with HIV/AIDS at the end of 
2001.2,15 

Figure 1: AIDS Prevalence & Incidence by Region2,8,17  

Region 

Adult 
Prevalence 

Rates 

Total (%) Living 
with HIV/AIDS 
end of 2001 

Newly 
Infected 
in 2001 

Global Total 1.2% 40 million (100%) 5 million 

Sub-Saharan Africa 9.0% 28.5 million (71%) 3.4 million 
South & South-East 
Asia 0.6% 5.6 million (14%) 800,000 

Latin America 0.5% 1.5 million (4%) 130,000 

North America 0.6% 950,000 (2%) 45,000 

East Asia & Pacific 0.1% 1 million (2%) 270,000 
Eastern Europe & 
Central Asia 0.5% 1 million (2%) 250,000 

Western Europe 0.3% 550,000 (1%)  30,000 
North Africa & 
Middle East 0.3% 500,000 (1%) 80,000 

Caribbean 2.3% 420,000 (1%) 60,000 
Australia & 
New Zealand 0.1% 15,000 (<1%) 500 

Multi-Sectoral Impact of AIDS 
The global HIV pandemic has had a profound, multi-sectoral 
impact on the structure of many nations, affecting their 
development and economic growth, communities, households, 
and individuals: 
 
 AIDS has been declared a development crisis by the World 

Bank.18  In countries with prevalence rates of 20% or more, 
reductions of as much as 2.6% of gross domestic product 
(GDP) annually are possible.19  The workforce of nations  
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has  been affected, weakening economies and depleting 
skilled workers.19  By 2020, over 25% of the labor force in 
some sub-Saharan African countries may be lost to  
AIDS.20, 21  

 The education sector is also threatened, as AIDS claims the 
lives of thousands of teachers and schools are forced to 
close.22  UNAIDS reports that as many as 1 million children 
and young people in sub-Saharan Africa lost their teachers 
to AIDS in 2001.22,23 

 Increasing demand for health care services is overwhelming 
the public health infrastructure in many developing 
countries.  In sub-Saharan Africa, direct medical costs of 
AIDS are estimated at US$30 per capita, when overall 
health budgets are less than $10 per person.19   

 HIV/AIDS is significantly affecting the population structures 
of highly-impacted countries, including their population sizes 
and age distributions.3,19,24  

 HIV/AIDS has also affected life expectancy.  By 2010, life 
expectancies in many highly-affected countries could drop 
below 30 in some countries, reversing steady gains over the 
last century.3,24 (See Figure 2.)  

 
 

Figure 2: Projected Impact on Life Expectancy 
 in Selected Countries, 20103,24 
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The Global Response 
 Scarce resources and political constraints have limited many 

nations’ ability to implement scientifically-based prevention 
interventions.1  In addition, most people with HIV in the 
developing world do not have access to treatment, including 
antiretroviral therapy and other medications needed by 
people with HIV, due to their high prices and to limited 
healthcare infrastructure.1,25,26  

 UNAIDS has estimated that $7-10 billion is needed annually 
to effectively respond to the global HIV/AIDS epidemic.27,28  
A subsequent analysis found that $9.2 billion will be required 
to be spent in 135 low- and middle-income countries by the 
year 200529; another study found that $13.6-$15.4 billion 
should be spent in 83 selected low- and middle-income 
countries by the year 2007, rising to $20.6-24.9 billion by 
2015.30  

 Estimates of current spending on HIV/AIDS in developing 
countries range from $1.5 to $2.8 billion. 27,31   

 In FY 2002, estimated U.S. federal spending on global 
HIV/AIDS efforts is expected to total $1 billion or 7% of 
overall federal HIV/AIDS spending ($14.7 billion).31,32  The 
U.S. made the first commitment ($100 million in FY 2001) by 
a government to the recently created Global Fund to Fight 
AIDS, TB, and Malaria.  In FY 2002, the U.S. committed 
$200 million.31,32  Additional contributions are pending 
Congressional approval. 
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 GLOBAL SUMMARY OF THE HIV/AIDS EPIDEMIC 

DECEMBER 2002  

Number of people living with HIV/AIDS  Total                                                                42 million

                                                                   Adults                                                             38.6 million

                                                                      Women                                                       19.2 million

                                                                   Children under 15 years                                  3.2 million

People newly infected with HIV in 2002  Total                                                                  5 million

                                                                   Adults                                                               4.2 million

                                                                      Women                                                            2 million

                                                                   Children under 15 years                                     800 000

AIDS deaths in 2002                                 Total                                                               3.1 million

                                                                   Adults                                                               2.5 million

                                                                      Women                                                         1.2 million

                                                                   Children under 15 years                                     610 000
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INTRODUCTION

The AIDS epidemic claimed more than 3 million lives in 2002, and an estimated 5 million 

people acquired the human immunodefi ciency virus (HIV) in 2002—bringing to 42 million the 

number of people globally living with the virus. 

As the world enters the third decade of the 

AIDS epidemic, the evidence of its impact 

is undeniable. Wherever the epidemic has 

spread unchecked, it is robbing countries of 

the resources and capacities on which human 

security and development depend. In some 

regions, HIV/AIDS, in combination with other 

crises, is driving ever-larger parts of nations 

towards destitution. 

The world stood by as HIV/AIDS swept through 

these countries. It cannot be allowed to turn 

a blind eye to an epidemic that continues to 

expand in some of the most populous regions 

and countries of the world. 

Progress towards realizing the Declaration of Commitment

The Declaration of Commitment on HIV/AIDS is a potential watershed in the history of the HIV/

AIDS epidemic. Adopted by the world’s governments at the Special Session of the United Nations 

General Assembly on HIV/AIDS in June 2001, it established, for the fi rst time ever, time-bound 

targets to which governments and the United Nations may be held accountable. 

UNAIDS and its Cosponsors have established a set of yardsticks for tracking movement towards 

those targets. Work on the fi rst report measuring progress against these indicators starts in 2003, 

and will be based on progress reports provided in March 2003 by the 189 countries that adopted 

the Declaration.  

Already, though, there is substantial evidence of progress. More countries are recognizing the 

value of pooling resources, experiences and commitment by forging regional initiatives to combat 

the epidemic. Examples are multiplying, among them the following:

The Asia Pacifi c Leadership Forum, which is tasked with improving key decision-makers’ knowledge 

and understanding of HIV/AIDS and its impact on different sectors of society.

Members of the Commonwealth of Independent States have developed a regional Programme of 

Urgent Response to the HIV/AIDS epidemic, which government leaders endorsed in May 2002.

In mid-2002, the Pan-Caribbean Partnership against HIV/AIDS signed an agreement with 

six pharmaceutical companies as part of wider-ranging efforts to improve access to cheaper 

antiretroviral drugs.

In sub-Saharan Africa, 40 countries have developed national strategies to fi ght HIV/AIDS (almost 

three times as many as two years ago), and 19 countries now have National AIDS Councils (a six-

fold increase since 2000).

Additional resources are being brought to bear by the new Global Fund to Fight AIDS, Tuberculosis 

and Malaria, which has approved an initial round of project proposals, totalling US$616 million, 

about two-thirds of which is earmarked for HIV/AIDS. Governments and donors have pledged more 

than US$2.1 billion to the fund. 

But the world lags furthest behind in providing adequate treatment, care and support to people 

living with HIV/AIDS. Fewer than 4% of people in need of antiretroviral treatment in low- and 

middle-income countries were receiving the drugs at the end of 2001. And less than 10% of people 

with HIV/AIDS have access to palliative care or treatment for opportunistic infections.

In many countries, especially in sub-Saharan Africa and Asia, competing national priorities inhibit 

allocation of resources to expand access to HIV/AIDS care, support and treatment. Unaffordable 

prices remain the most commonly cited reasons for the limited access to antiretroviral drugs. 

Insuffi cient capacity of health sectors, including infrastructure and shortage of trained personnel, 

are also major obstacles to health service delivery in many countries.



AIDS epidemic update: December 2002

5

Pinning down HIV trends 

The most common measure of the HIV/AIDS epidemic is the prevalence of HIV infections among 

a country’s adult population—in other words, the percentage of the adult population living with HIV. 

Prevalence of HIV provides a good picture of the overall state of the epidemic. Think of it as a still 

photograph of HIV/AIDS. In countries with generalized epidemics, this image is based largely on 

HIV tests done on anonymous blood samples taken from women attending antenatal clinics.

But prevalence offers a less clear picture of recent trends in the epidemic, because it does not 

distinguish between people who acquired the virus very recently and those who were infected a 

decade or more ago. (Without antiretroviral treatment, a person might survive, on average, up to 

9–11 years after acquiring HIV; with treatment, survival is substantially longer.) 

Countries A and B, for example, could have the same HIV prevalence, but be experiencing very 

different epidemics. In country A, the vast majority of people living with HIV/AIDS (the prevalent 

cases) might have been infected 5–10 years ago, with few recent infections occurring. In country B, 

the majority of people living with HIV/AIDS might have been infected in the past two years. These 

differences would obviously have a huge impact on the kind of prevention and care efforts that 

countries A and B need to mount. 

Similarly, HIV prevalence rates might be stable in country C, suggesting that new infections are 

occurring at a stable rate. That may not be the case, however. Country C could be experiencing 

higher rates of AIDS mortality (as people infected a decade or so ago die in large numbers), and 

an increase in new infections. Overall HIV prevalence rates would not illuminate those details of 

the country’s epidemic.

So a measure of HIV incidence (i.e. the number of new infections observed over a year among 

previously uninfected people) would help complete the picture of current trends. Think of it as an 

animated image of the epidemic. 

The problem is that measuring HIV incidence is expensive and complicated—to the point of it being 

unfeasible at a national level and on a regular basis in most countries.

None of this means, however, that recent trends are a mystery. Regular measurement of HIV 

prevalence among groups of young people can serve as a proxy, albeit imperfect, for HIV incidence 

among them. Because of their age, young people will have become infected relatively recently. 

Signifi cant changes in HIV prevalence among 15–19- or 15–24-year-olds can therefore refl ect 

important new trends in the epidemic. 

The steadily dropping HIV prevalence levels in 15–19-year-olds in Uganda, for example, indicate a 

reduction in recent infections among young people, and provide a more accurate picture of current trends 

in the epidemic (and, in this instance, of the effectiveness of prevention efforts among young people).

In Eastern Europe and Central Asia, the number 

of people living with HIV in 2002 stood at 1.2 

million. HIV/AIDS is expanding rapidly in the 

Baltic States, the Russian Federation and several 

Central Asian republics. 

In Asia and the Pacifi c, 7.2 million people 

are now living with HIV. The growth of the 

epidemic in this region is largely due to the 

growing epidemic in China, where a million 

people are now living with HIV and where 

offi cial estimates foresee a manifold increase 

in that number over the coming decade. There 

remains considerable potential for growth in 

India, too, where almost 4 million people are 

living with HIV. 

In several countries experiencing the early 

stages of the epidemic, signifi cant economic and 

social changes are giving rise to conditions and 

trends that favour the rapid spread of HIV—for 

example, wide social disparities, limited access 

to basic services and increased migration. 

Best current projections suggest that an additional 

45 million people will become infected with 

HIV in 126 low- and middle-income countries  

(currently with concentrated or generalized 

epidemics) between 2002 and 2010—unless 

the world succeeds in mounting a drastically 

expanded, global prevention effort. More than 

40% of those infections would occur in Asia and 

the Pacifi c (currently accounts for about 20% of 

new annual infections). 
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REGIONAL HIV/AIDS STATISTICS AND FEATURES, END OF 2002

Region                 Epidemic         Adults and              Adults and                Adult            % of HIV-               Main mode(s) 
                             started             children living        children newly          prevalence   positive adults     of transmission (#)
                                                       with HIV/AIDS         infected with HIV      rate (*)          who are women    for adults living
                                                                                                                                                                                 with HIV/AIDS

Sub-Saharan       late ’70s             29.4 million                  3.5 million                8.8%                    58%                  Hetero 
Africa                  early ‘80s

North Africa         late ‘80s                  550 000                       83 000                0.3%                    55%                  Hetero, IDU
& Middle East

South &                late ‘80s               6.0 million                     700 000                0.6%                    36%                  Hetero, IDU
South-East Asia

East Asia              late ‘80s               1.2 million                     270 000                0.1%                    24%                  IDU, hetero, MSM
& Pacifi c

Latin America      late ‘70s               1.5 million                     150 000                0.6%                    30%                  MSM, IDU, hetero
                           early ’80s

Caribbean            late ‘70s                  440 000                       60 000                2.4%                    50%                  Hetero, MSM
                           early ‘80s

Eastern Europe early ‘90s               1.2 million                     250 000                0.6%                    27%                  IDU
& Central Asia

Western Europe   late ‘70s                  570 000                       30 000                0.3%                    25%                  MSM, IDU 
                           early ‘80s                               

North America     late ‘70s                  980 000                       45 000                0.6%                    20%                  MSM, IDU, hetero
                           early ‘80s

Australia &          late ‘70s                    15 000                            500                0.1%                      7%                  MSM
New Zealand      early ‘80s

TOTAL                                             42 million                   5 million                1.2%                    50%

* The proportion of adults (15 to 49 years of age) living with HIV/AIDS in 2002, using 2002 population numbers.

# Hetero (heterosexual transmission), IDU (transmission through injecting drug use), MSM (sexual transmission among men who have sex with men).

Such outcomes can be avoided. Implementation 

of a full prevention package by 2005 could cut 

the number of new infections by 29 million by 

2010. It could also help achieve the target of 

reducing HIV prevalence levels among young 

people by 25% by 2010 (as set in the Declaration 

of Commitment on HIV/AIDS, which the 

world’s governments adopted in June 2001). 

But any delay in implementing a full prevention 

package will slash the potential gains. 

Responses that involve and treat young people 

as a priority pay off, as evidence from Ethiopia, 

South Africa, Uganda and Zambia shows. HIV 

prevalence levels among young women in 

Addis Ababa declined by more than one-third 

between 1995 and 2001. Among pregnant 

teenagers in South Africa, HIV prevalence 

levels shrank a quarter between 1998 and 2001. 

Prevalence remains unacceptably high, but these 

positive trends confi rm the value of investing in 

responses among the young. 

The future trajectory of the global HIV/AIDS 

epidemic depends on whether the world can 

protect young people everywhere against the 

epidemic and its aftermath.

Just as certain sectors of society are at particular 

risk of HIV infection, certain conditions favour 

the epidemic’s growth. As the current food 

emergencies in southern Africa show, the AIDS 

epidemic is increasingly entangled with wider 

humanitarian crises. The risk of HIV spread 

often increases when desperation takes hold and 

communities are wrenched apart. At the same 

time, the ability to stall the epidemic’s growth 

also suffers, as does the capacity to provide 

adequate treatment, care and support. 

It is vital that HIV/AIDS-related activities 

become an integral part of wider-ranging efforts 

to prevent and overcome humanitarian crises, 

as this publication shows (see ‘HIV/AIDS and 

humanitarian crises’).
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ASIA AND THE PACIFIC  

Almost 1 million people in Asia and the Pacifi c 

acquired HIV in 2002, bringing to an estimated 

7.2 million the number of people now living with 

the virus—a 10% increase since 2001. A further 

490 000 people are estimated to have died of 

AIDS in the past year. About 2.1 million young 

people (aged 15–24) are living with HIV.

With the exception of Cambodia, Myanmar 

and Thailand, national HIV prevalence levels 

remain comparatively low in most countries 

of Asia and the Pacifi c. That, though, offers no 

cause for comfort. In vast, populous countries 

such as China, India and Indonesia, low 

national prevalence rates blur the picture of the 

epidemic. 

Both China and India, for example, are 

experiencing serious, localized epidemics that 

are affecting many millions of people. 

India’s national adult HIV prevalence rate of 

less than 1% offers little indication of the serious 

in the form of higher HIV/AIDS knowledge 

levels and condom use (see box). However, HIV 

prevalence among these key groups continues to 

increase in some states, underlining the need for 

well-planned and sustained interventions on a 

large scale.  

The epidemic in China shows no signs of 

abating. Offi cial estimates put the number of 

people living with HIV in China at 1 million in 

mid-2002. Unless effective responses rapidly 

take hold, a total of 10 million Chinese will 

have acquired HIV by the end of this decade—a 

number equivalent to the entire population of 

Belgium.

Offi cially, the number of reported new HIV 

infections rose about 17% in the fi rst six 

months of 2002. But HIV incidence rates can 

soar abruptly in a country marked by widening 

socioeconomic disparities and extensive 

migration (an estimated 100 million Chinese 

are temporarily or permanently away from their 

The window of opportunity for bringing the HIV/AIDS epidemic under 
control is narrowing rapidly in Asia.

There is a vital need to expand activities that focus on people 
most at risk of infection. But targeted interventions alone will not halt the 
epidemic. More extensive HIV/AIDS programmes that reach the general 

population are essential.

situation facing the country. An estimated 

3.97 million people were living with HIV at 

the end of 2001—the second-highest fi gure in 

the world, after South Africa. HIV prevalence 

among women attending antenatal clinics was 

higher than 1% in Andhra Pradesh, Karnataka, 

Maharashtra, Manipur, Nagaland and Tamil 

Nadu.

New behavioural studies in India suggest that 

prevention efforts directed at specifi c populations 

(such as female sex workers and injecting drug 

users) are paying dividends in some states, 

registered addresses), with the virus spreading 

along multiple channels. 

Several HIV epidemics are being observed among 

certain population groups in various parts of this 

vast country. Serious localized HIV epidemics 

are occurring among injecting drug users in nine 

provinces, as well as in Beijing Municipality. 

The most recent reported outbreaks of HIV 

among injecting drug users have been in 

Hunan and Guizhou provinces (where sentinel 

surveillance among users has revealed HIV 

prevalence rates of 8% and 14%, respectively). 

UNAIDS/WHO
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There are also signs of heterosexually transmitted 

HIV epidemics spreading in at least three 

provinces (Yunnan, Guangxi and Guangdong) 

where HIV prevalence in 2000 was as high as 

11% among sentinel sex worker populations.

The onward sexual transmission of HIV by 

people who became infected when they sold 

their blood to collecting centres that ignored 

basic blood-donation safety procedures poses a 

massive challenge, as does the need to provide 

them with treatment and care. Signalling the 

gravity of the situation, one 2001 survey in 

rural eastern China found alarmingly high HIV 

prevalence—12.5%—among people who had 

donated plasma. Most of the country’s estimated 

Mixed lessons from India

A new national behavioural survey conducted in 2001–2002 in India highlights important facets of 

the country’s bid to curtail its epidemic. The survey shows clearly that where interventions have 

occurred and been sustained, behavioural change has been possible. But it also points to the 

diffi culties in reaching some key groups (such as men who have sex with men), and large sections 

of the wider population (notably women living in rural areas). 

Countrywide, awareness of HIV/AIDS is high, with roughly three-quarters of adult Indians (aged 

15–49) aware that correct and consistent condom use can prevent sexual transmission of HIV. 

But, in general, awareness and knowledge of HIV/AIDS remain weak in rural areas and among 

women. More than 80% of urban men recognized the protective value of consistent condom use, 

compared to just over 43% of rural women. There are marked exceptions, though, such as in 

Andhra Pradesh and Kerala, where awareness levels among women and men are approximately 

the same. Yet, even in those states, women report low levels of condom use (37% and 22%, 

respectively)—an indication that many are not able to negotiate safer sex with male partners. The 

gender divide remains wide.

The survey data show that Indians who cannot read are six times less likely to use a condom 

during casual sex than are their compatriots who are educated beyond secondary school. And rural 

residents are half as likely as their urban peers to use a condom with casual partners.

Striking, too, are the high levels of awareness and knowledge about HIV/AIDS, and the evidence of 

high condom use among vulnerable populations in states that have mounted consistent prevention 

efforts. For example, Maharashtra is home to a longstanding, generalized epidemic. There, 

HIV/AIDS responses appear to have resulted in higher levels of awareness and behavioural 

change among female sex workers, their clients and injecting drug users (66%, 77% and 52% of 

whom, respectively, said they consistently use condoms—among the highest rates in India). This 

may have helped prevent the state’s epidemic from spinning out of control. 

Similarly, Gujarat’s focused programmes have helped ensure that some three-quarters of female 

sex workers used condoms the last time they had sex with a commercial or casual partner. But 

the state also reminds that HIV/AIDS responses have to reach the wider population if the epidemic 

is to be kept under control. (Knowledge levels among women and rural inhabitants, for example, 

are very low: only about 8% had no misconceptions about how HIV is transmitted.) By contrast, 

where interventions for general and marginalized populations have taken place together—as in 

Kerala—they have helped keep HIV prevalence low. 

The survey shows that a signifi cant proportion of men who have sex with men in India also have 

sex with women (almost 31% had sex with female partners in a six-month recall period), and many 

(36% during a month’s recall) have sex with commercial male partners—hitherto hidden facets of 

the epidemic. Condom use rates, though, were low both with commercial partners (39% during last 

sexual intercourse) and with female partners (36%). This points to the need for urgent action, given 

the potential for wider and more rapid HIV spread through such multiple sexual networks. 

A major challenge for India now is that of rapidly expanding the coverage of its HIV/AIDS 

programmes to all vulnerable groups. Flanking that is the broader challenge of ensuring that the 

response reaches young, illiterate populations and rural communities, especially women. 

(Based on Nationwide Behavioural Surveillance Survey of general population and high-risk groups, 

2001–2002, National AIDS Control Organization, India/ORG MARG)
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3 million paid blood donors live in poor rural 

communities, and those now living with HIV/

AIDS in provinces such as Henan (as well as 

Anhui and Shanxi, where similar tragedies might 

have occurred) face limited access to health-care 

services while having to endure severe stigma 

and discrimination. 

There is a clear need for urgent action. By 

expanding prevention, treatment and care efforts 

across the entire nation, China can avert millions 

of HIV infections and save millions of lives in the 

coming decade. The fi ve-year AIDS action plan 

promulgated in mid-2001 signalled a growing 

commitment to take up that challenge, as did 

A dangerous new trend in Indonesia

Recent social and economic upheavals in Indonesia appear to be fuelling a sharp rise in injecting 

drug use—and, with it, the risk of rapidly increasing HIV spread.

Virtually unknown in Indonesia just a decade ago, drug injection is now a growing phenomenon 

in urban areas. Offi cial estimates suggest that between 124 000 and 196 000 Indonesians are 

now injecting drugs. And data from the largest drug treatment centre in Jakarta reveal that HIV 

prevalence is rising very steeply in this population, as the graph below shows.

National estimates indicate that some 43 000 injecting drug users are already infected with HIV. 

With needle-sharing the norm, HIV is likely to spread much more widely throughout this population 

in the next few years. If current high-risk injecting behaviour continues, it is estimated that the 

number of injecting drug users living with HIV could almost double in 2003, accounting for more 

than 80% of new HIV infections nationwide. 
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Source: RSKO hospital and Indonesian Ministry of Health, Directorate General of Communicable Disease Control 

and Environmental Health, 2002.

The vast majority of injectors are male, and behavioural data indicate that over two-thirds of them 

are sexually active. Already, an estimated 9000 women have been infected sexually by men who 

inject drugs. 
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indicating that a broadened epidemic is under 

way in the city. Among people seeking treatment 

for other sexually transmitted infections in the 

capital, HIV prevalence was 7% in 2001 (double 

the level in 2000). Very low levels of condom 

use and wide sexual networking (amid low 

awareness and knowledge of HIV/AIDS) mean 

the country could be facing a severe epidemic. 

the recent moves towards negotiating affordable 

antiretroviral treatment with pharmaceutical 

companies. 

High HIV infection rates are being discovered 

among specifi c population groups (chiefl y 

injecting drug users, sex workers, and men who 

have sex with men) in countries across the length 

and breadth of Asia and the Pacifi c.

Cambodia’s epidemic appears to be stabilizing, thanks to sustained 
prevention programmes that link government and civil society and that 

span various sectors of society.

Throughout the region, injecting drug use 

offers the epidemic huge scope for growth. 

Upwards of 50% of injecting drug users already 

have acquired the virus in parts of Malaysia, 

Myanmar, Nepal, Thailand and in Manipur in 

India, while HIV infections among Indonesia’s 

growing population of injecting drug users is 

soaring (see box, page 9). Very high rates of 

needle-sharing have been documented among 

users in Bangladesh and Viet Nam, along with 

evidence that a considerable proportion of street-

based sex workers in Viet Nam also inject drugs 

(a phenomenon detected in other countries, 

too). If the epidemic is to be stemmed, it is vital 

that injecting drug users gain access to harm 

reduction and other prevention services.

Male-to-male sex occurs in all countries of the 

region and features signifi cantly in the epidemic. 

Countries that have measured HIV prevalence 

among men who have sex with men have found 

it to be high—14% in Cambodia in 2000 and 

roughly the same level among male Thai sex 

workers. Homophobia or dominant cultural norms 

mean that many men who have sex with men hide 

that aspect of their sexuality. Many might marry 

or have sexual relationships with women.

Among the Pacifi c Island countries and territories, 

Papua New Guinea has reported the highest HIV 

infection rates. New surveillance data reveal an 

HIV prevalence of 1% among women attending 

antenatal clinics in the capital Port Moresby, 

Heightening that prospect are fi ndings that 85% 

of surveyed sex workers in Port Moresby and in 

Lae did not use condoms consistently in 2001, 

and that rates of other sexually transmitted 

infections ranged as high as 36%. There is a dire 

need for rapid expansion of prevention efforts.

In Thailand, meanwhile, recent modelling sug-

gests that the main modes of transmission have 

been changing. Whereas most HIV transmission 

in the 1990s occurred through commercial sex, 

half of the new HIV infections now appear to be 

occurring among the wives and sexual partners 

of men who were infected several years ago. 

There are also indications that unsafe sexual 

behaviour is on the increase among young Thais. 

This underlines the need to expand and revitalize 

strategies that can prevent this highly adaptable 

epidemic from spreading further in Thailand. In 

addition, adequate treatment and care should 

remain a priority.

The Asian country with the highest adult 

HIV prevalence—Cambodia—has reported 

stabilizing levels of infection, along with still-

decreasing levels of high-risk behaviour. HIV 

prevalence among pregnant women in major 

urban areas declined slightly from 3.2% in 1996 

to 2.8% in 2002, according to the latest available 

data. Prevalence among sex workers declined 

from 42% in 1998 to 29% in 2002, according 

to the latest surveillance data, with the decline 

most pronounced among sex workers under 20. 
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Source: National Center for HIV/AIDS, Dermatology and STDs, Cambodia, 2002.
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Given the high turnover of sex workers in 

Cambodia (almost three-quarters engage in sex 

work for less than two years), this steady de-

cline suggests that prevention efforts focused 

on sex workers are yielding positive results 

among the succession of new entrants into sex 

work. Consistent condom use by sex workers 

Despite sweeping epidemics among injecting drug users, minimum 
services that can protect those drug users against HIV infection are not 

available in most of the region.

everywhere extend also into the wider population, 

imparting the knowledge and providing the 

services that people need to protect themselves 

and each other against HIV/AIDS.

Given that many of the factors facilitating HIV 

transmission (including periodic economic up-

appears to be the most important behavioural 

change achieved; it rose from 37% in 1997 to 

90% in 2001. 

Focussed efforts that protect vulnerable pop-

ulations against HIV/AIDS are important and 

cost-effective. Alone, though, they cannot halt 

the epidemic. It is vital that AIDS responses 

heaval and high rates of population mobility) 

are rife throughout this region, no country is 

immune to a rapidly spreading and wide-scale 

epidemic. Most countries, though, still have a 

window of opportunity for mounting and sus-

taining HIV/AIDS initiatives that could avert 

such an outcome.
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EASTERN EUROPE AND CENTRAL ASIA 

The unfortunate distinction of having the 

world’s fastest-growing HIV/AIDS epidemic 

still belongs to Eastern Europe and Central Asia. 

In 2002, there were an estimated 250 000 new 

infections, bringing to 1.2 million the number of 

people living with HIV/AIDS. 

In recent years, the Russian Federation has 

experienced an exceptionally steep rise in 

reported HIV infections. In less than eight years, 

HIV/AIDS epidemics have been discovered in 

more than 30 cities and 86 of the country’s 89 

regions. Up to 90% of the registered infections 

have been attributed offi cially to injecting drug 

use, refl ecting the fact that young people face 

high risks of HIV infection as occasional or 

regular drug injectors. Indeed, almost 80% of 

registered new infections in the Commonwealth 

of Independent States between 1997 and 2000 

were among people younger than 29. In the 

Russian Federation, the total number of reported 

 The epidemic continues to expand rapidly in most countries 
of this vast region.

HIV infections climbed to over 200 000 by mid-

2002—a huge increase over the 10 993 reported 

less than four years ago, at the end of 1998. 

It must be noted that registered HIV cases likely 

underestimate the number of people living 

with HIV by a large margin. Indeed, the fi rst 

community survey of injecting drug users—in 

Togliatti City—has revealed shockingly high HIV 

prevalence (see box). In addition, the reported 

cases might not accurately refl ect the possible 

changes in the patterns of HIV transmission 

(in terms of the modes of transmission, and 

the gender and age groups of people who are 

being infected). The inadequacy of sentinel 

surveillance and voluntary counselling and 

testing services means that most HIV tests 

occur as part of routine screening of people who 

encounter the law enforcement system or use 

health-care services.

A huge problem slips into focus

A clearer picture of the HIV epidemic has emerged in the Russian city of Togliatti, revealing the true 

scale of the country’s HIV/AIDS epidemic. 

A study in late 2001 among injecting drug users recruited from their communities (the fi rst of its 

kind in the Russian Federation) has revealed a very recent and explosive HIV/AIDS epidemic 

among injecting drug users in this city of 1 million inhabitants. Fully 56% of the users participating 

in the study were found to be HIV-positive, and a large share of them had acquired the virus in 

the previous two years. The survey revealed that three-quarters of those found to be living with 

the virus were unaware of their status. In addition, 40% of female sex workers who injected drugs 

did not use condoms consistently with their regular partners, and about 25% failed to do so with 

commercial sexual partners.

The study lends further credence to concerns that the HIV/AIDS epidemic in Russian cities could 

be considerably more severe than the already-high offi cial statistics indicate. Harm reduction and 

other HIV prevention programmes have proliferated in the past two years; yet, their coverage 

remains narrow and, in cases like Togliatti City, inadequate. Authors of the study have stressed the 

need to expand access to sterile injecting equipment, and to step up efforts to reduce the risk of 

sexual transmission of HIV between injecting drug users and their partners.
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Throughout Eastern Europe and Central Asia, 

young people are particularly hard-hit by the 

epidemic. It is estimated that up to 1% of the 

population of those countries is injecting drugs, 

placing these people and their sexual partners at 

high risk of infection. Those injecting drugs can 

be very young—some a mere 13–14 years old. 

One study among Moscow secondary-school 

students revealed that 4% had injected drugs.

Uzbekistan is experiencing explosive growth—in the fi rst 
six months of 2002, there were almost as many new HIV infections 

as had been recorded in the whole of the previous decade.

fold increase in world production of heroin in 

the past decade, along with the opening of new 

traffi cking routes across Central Asia. 

The epidemic is growing in Kazakhstan, where 

a total of 1926 HIV infections had been reported 

by June 2001. More substantial spread of HIV 

is now also evident in Azerbaijan, Georgia, 

Kyrgyzstan, Tajikistan and Uzbekistan. In the 

latter two republics, recent evidence of rising 

heroin use heightens concerns that they could 

be on the brink of larger HIV/AIDS epidemics. 

Already, a steep rise in reported HIV infections 

has been noted in Uzbekistan, where 620 new 

infections were registered in the fi rst six months 

of 2002—six times the number of new infections 

registered in the fi rst six months of 2001. 

In the Russian Federation, and in many of 

the Central Asian Republics, the wave of 

injecting drug use is closely correlated with 

socioeconomic upheavals that have sent the 

living standards of tens of millions of people 

plummeting, amid rising unemployment and 

poverty levels. Another factor has been the four-
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Reported HIV incidence is rising sharply 

elsewhere. In Estonia, reported infections soared 

from 12 in 1999 to 1474 in 2001. (Relative to 

population size, Estonia now has the highest 

rate of new HIV infections in this region—50% 

higher than the Russian rate). A burgeoning 

epidemic is visible, too, in Latvia, where new 

reported infections rose from 25 in 1997 to 807 

in 2001, and where a further 308 new HIV cases 

had been registered by the end of June 2002.  

The other Baltic State, Lithuania, is experiencing 

a major HIV outbreak in one of its prisons, 

where 284 inmates (15% of the total) were 

diagnosed HIV-positive between May and 

August 2002. This confi rms the important, 

though often overlooked, role of prisons in the 

spread of HIV in many countries of the region. 

The concentration of large numbers of young 

people in overcrowded prisons or juvenile 

justice facilities, often marked by an abundance 

of drugs but a scarcity of HIV information, clean 

needles and condoms, provides fertile ground 

for the rapid spread of HIV among inmates 

and, upon their eventual release, into the wider 

population.

While injecting drug use among young 

people remains the predominant mode of HIV 

transmission in the Russian Federation and 

other countries of the region, heterosexual 

intercourse has now become a prominent mode 

of transmission in Belarus and Ukraine. The 

latter, with an estimated adult HIV prevalence 

rate of 1%, is the most affected country in the 

region (and, indeed, in all of Europe). New 

diagnoses of HIV in persons infected through 

heterosexual intercourse accounted for 28% of 

all new cases reported in the fi rst six months of 

2002—up from 15.3% in 1998 (see graph above). 

Source:  European Centre for the Epidemiological Monitoring of AIDS.  HIV/AIDS surveillance in Europe.  End-of-year report 

2001.  Saint-Maurice: Institut de Veille Sanitaire, 2001. No.66.
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In Belarus, the same proportion of new registered 

infections in 2001 was attributed to heterosexual 

transmission. Although many of these infections 

may occur in the sexual partners of injecting 

drug users, the trend may also indicate spread 

into the wider population of these countries.

In some cities of the Russian Federation and 

Ukraine, for example, up to 30% of female injec-

ting drug users are also involved in commercial sex 

 

In Belarus and Ukraine, HIV/AIDS is steadily spreading 
into the wider population.

work. More generally, recent studies in Donetsk, 

Moscow and St Petersburg have revealed 

HIV prevalence rates of 13–17% among sex 

workers.

There is evidence that young people in several 

countries are becoming sexually active at an 

earlier age and that premarital sex is increasing. 

Yet, awareness and knowledge of HIV/AIDS 

remain dismal in many places. In Azerbaijan 

and Uzbekistan, for example, one-third of young 

women (aged 15–24) had never heard of AIDS, 

according to a 2001 survey. 

Meanwhile, very high rates of sexually 

transmitted infections continue to be found 

in Eastern Europe and Central Asia, pointing 

to widespread unsafe sex and increased odds 

of HIV infection. In the Russian Federation, 

between 200 000 and 400 000 cases of syphilis 

are reported annually. 

Men who have sex with men can face a 

signifi cant risk of HIV transmission, especially 

where unsafe sex and injecting drug use overlap, 

as it appears to in some communities. A 2001 

survey in Kazakhstan among men who have sex 

with men found that 9% also injected drugs and 

that only 3% regarded consistent condom use as 

the most effective way of protecting themselves 

against infection during sex. Recently, gay groups 

have started HIV prevention activities for men 

who have sex with men in Belarus, Ukraine and 

several Central Asian republics. Overall, though, 

coverage remains minimal.

In contrast, there is cause for moderate optimism 

in Central Europe, where countries continue 

to hold the epidemic at bay; HIV incidence 

overall remained exceptionally low in 2001 

(7–10 reported infections per million persons). 

Prevalence remains low in countries such as the 

Czech Republic, Hungary, Poland and Slovenia, 

where well-designed national HIV/AIDS pro-

grammes are also in operation.

Recent, heartening efforts to boost HIV/AIDS 

efforts in Eastern Europe and Central Asia need 

to be expanded if the epidemic is to be brought 

under control. The regional Programme of 

Urgent Response launched by members of the 

Commonwealth of Independent States offers 

an important platform for progress at regional 

and national levels. So, too, do the partnerships 

that are being forged between governments, 

the private sector and nongovernmental 

organizations (following the earlier example 

set by Ukraine). Positive, too, are the wider 

efforts to expand access to treatment and care, 

including negotiations on price reductions for 

antiretroviral drugs, after the progress made in 

Moldova, Romania and Ukraine.

The challenge is to expand coverage, develop 

and implement more comprehensive approaches 

to reduce vulnerability among young people, 

and create better access to care for those who are 

becoming ill. 
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SUB-SAHARAN AFRICA

By far the worst-affected region, sub-Saharan 

Africa is now home to 29.4 million people living 

with HIV/AIDS. Approximately 3.5 million new 

infections occurred there in 2002, while the 

epidemic claimed the lives of an estimated 2.4 

million Africans in the past year. Ten million 

young people (aged 15–24) and almost 3 million 

children under 15 are living with HIV.

A tiny fraction of the millions of Africans in 

need of antiretroviral treatment are receiving 

it. Many millions are not receiving medicines 

to treat opportunistic infections, either. These 

fi gures refl ect the world’s continuing failure, 

despite the progress of recent years, to mount a 

response that matches the scale and severity of 

the global HIV/AIDS epidemic.

A fully-fl edged epidemic is only now taking 

hold in many African countries—as much 

greater numbers of people who acquired HIV 

over the past several years fall ill. In the absence 

of massively expanded prevention, treatment 

and care efforts, the AIDS death toll on the 

continent is expected to continue rising before 

peaking around the end of this decade. This 

means that the worst of the epidemic’s impact 

on those societies will be felt in the course of 

the next decade and beyond. It is not too late 

to introduce and augment measures that can 

reduce that impact, including wider access to 

HIV medicines and socioeconomic policy steps 

that genuinely shield the poor against the worst 

of the epidemic’s effects. 

The worst of the epidemic clearly has not 

yet passed, even in southern Africa where 

rampant epidemics are under way. In four 

southern African countries, national adult 

HIV prevalence has risen higher than thought 

possible, exceeding 30%: Botswana (38.8%), 

Lesotho (31%), Swaziland (33.4%) and 

Zimbabwe (33.7%). As this report shows, the 

food crises faced in the latter three countries 

are linked to the toll of their longstanding 

HIV/AIDS epidemic, especially on the lives of 

young, productive adults.

Yet, there are new, hopeful signs that the 

epidemic could eventually be brought under 

control. Positive trends seem to be taking 

hold among younger people in a number of 

countries.

In South Africa, for pregnant women under 

20, HIV prevalence rates fell to 15.4% in 2001 

(down from 21% in 1998). This, along with the 

drop in syphilis rates among pregnant women 

attending antenatal clinics—down to 2.8% in 

2001, from 11.2% four years earlier—suggests 

that awareness campaigns and prevention 

programmes are bearing fruit. A major challenge 

now is to sustain and build on such tentative 

success, not least because HIV infection levels 

continue to rise among older pregnant women, 

as the graph below shows. 

A decline in HIV prevalence has also been 

detected among young inner-city women in 

Addis Ababa in Ethiopia. Infection levels 

among women aged 15–24 attending antenatal 

clinics dropped from 24.2% in 1995 to 15.1% in 

2001 (however, similar trends were not evident 

in outlying areas of the city, nor is there evidence 

of them occurring elsewhere in the country).

Uganda continues to present proof that the 

epidemic does yield to human intervention. 

Recent HIV infections appear to be on the 

The annual number of new infections has remained steady, 
but it hides dynamic trends. In some countries, the epidemic is still 

growing, despite its severity. Others face a growing 
danger of explosive growth.
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Evidence from Ethiopia and South Africa shows that 
prevention work is beginning to pay off for young women, with 

HIV prevalence rates dropping among pregnant teenagers.

decline in several parts of the country—as 

shown by the steady drop in HIV prevalence 

among 15–19-year-old pregnant women. 

Trends in behavioural indicators are in line 

with this apparent decline in HIV incidence. 

Condom use by single women aged 15–24 

almost doubled between 1995 and 2000/2001, 

and more women in that age group delayed 

sexual intercourse or abstained entirely. 

Source: Summary Report, National HIV and Syphilis Sero-Prevalence Survey of Women Attending Public Antenatal Clinics 

in South Africa, 2001. Department of Health, South Africa, 2002.
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Elsewhere, in west and central Africa, the 

relatively low adult HIV prevalence rates in 

countries such as Senegal (under 1%) and Mali 

(1.7%) are shadowed by more ominous patterns 

of growth. 

HIV prevalence is estimated to exceed 5% in 

eight other countries of west and central Africa, 

including Cameroon (11.8%), Central African 

While giving cause for optimism, these positive 

trends do not yet offset the severity of the 

epidemic in these countries. All of them face 

massive challenges not only in sustaining and 

expanding prevention successes, but in pro-

viding adequate treatment, care and support to 

the millions of people living with HIV/AIDS or 

orphaned by the epidemic.

Republic (12.9%), Côte d’Ivoire (9.7%) and 

Nigeria (5.8%)—sobering reminders that no 

country or region is shielded from the epidemic. 

The sharp rise in HIV prevalence among pregnant 

women in Cameroon (more than doubling to over 

11% among those aged 20–24 between 1998 and 

2000), shows how suddenly the epidemic can 

surge. 
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massive challenge, with the protection of young 

people a priority. 

Treating and caring for the millions of Africans 

living with HIV/AIDS poses an inescapable 

challenge to the continent and the world at large. 

Relatively prosperous Botswana has become 

the fi rst African country to adopt a policy to 

ultimately make antiretrovirals available to all 

citizens who need them. However, comparatively 

few people (approximately 2000) are currently 

benefi ting from this commitment. In addition, 

a handful of companies (such as AngloGold, 

De Beers, Debswana and Heineken) have 

announced schemes to provide antiretrovirals 

to workers and some family members. These are 

valuable efforts. Measured against the extent of 

need, however, they are plainly inadequate. 

 

Nineteen African countries have set up national 

HIV/AIDS councils or commissions at senior 

levels of government, and local responses are 

growing in number and vigour. Across the region, 

40 countries have completed national strategic 

AIDS plans—evidence of their determination to 

reach the targets outlined in the Declaration of 

Commitment on HIV/AIDS. Also encouraging 

is the active involvement of regional bodies, 

such as the Economic Commission for Africa, 

the Africa Union, and the Southern African 

Development Community, in tackling HIV/

AIDS as a development issue.

Notwithstanding such progress, a lot of ground 

still needs to be made up. The vast majority of 

Africans—more than 90%—have not acquired 

HIV. Enabling them to remain HIV-free is a 

Why do young African women appear so prone to HIV infection?

Despite recent positive trends among young people (especially females) in some African countries, 

overall about twice as many young women as men are infected in sub-Saharan Africa. In 2001, an 

estimated 6–11% of young women aged 15–24 were living with HIV/AIDS, compared to 3–6% of 

young men. This appears to be due to a combination of factors.

Women and girls are commonly discriminated against in terms of access to education, 

employment, credit, health care, land and inheritance. With the downward trend of many African 

economies increasing the ranks of people in poverty, relationships with men (casual or formalized 

through marriage) can serve as vital opportunities for fi nancial and social security, or for satisfying 

material aspirations. Generally, older men are more likely to be able to offer such security. But, in 

areas where HIV/AIDS is widespread, they are also more likely to have become infected with HIV. 

The combination of dependence and subordination can make it very diffi cult for girls and women 

to demand safer sex (even from their husbands) or to end relationships that carry the threat of 

infection.  

Studies have shown that young women tend to marry men several years older, and that their risk of 

infection increases if a husband is three or more years older than they are. Meanwhile, ignorance 

about sexual and reproductive health and HIV/AIDS is widespread. In countries with generalized 

epidemics in Africa, up to 80% of women aged 15–24 have been shown to lack suffi cient knowledge 

about HIV/AIDS. This, combined with the fact that young women and girls are more biologically 

prone to infection (the cervix being susceptible to lesions), helps explain the large differences in 

HIV prevalence between girls and boys aged 15–19. 

Massive efforts—from the world at large—are needed to bring 
treatment and care to the millions of Africans in need, and to cushion 

the epidemic’s impact.
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LATIN AMERICA AND THE CARIBBEAN 

the rates experienced in sub-Saharan Africa—

making this the second-most affected region in 

the world. HIV/AIDS is now a leading cause of 

death in some of these countries. Haiti remains 

worst affected (with an estimated national adult 

HIV prevalence of over 6%) along with the 

Bahamas (where prevalence is 3.5%). 

It should be noted, however, that the quality of 

surveillance systems varies widely across the 

region, making it possible that serious, localized 

epidemics in other parts of the region might be 

escaping detection.

Sentinel surveillance data from 1991 to 2001 

suggest that HIV prevalence among pregnant 

women has stabilized or perhaps begun to 

There are indications that the epidemic could be stabilizing 
in the Dominican Republic.

The epidemics in Latin America and the 

Caribbean are well established. There is a 

danger that they could spread both more quickly 

and more widely in the absence of strengthened 

responses. An estimated 1.9 million adults and 

children are living with HIV in this region—a 

fi gure that includes the estimated 210 000 people 

who acquired the virus in 2002. 

Twelve countries in this region (including 

the Dominican Republic and Haiti, several 

Central American countries, such as Belize and 

Honduras, and Guyana and Suriname) have an 

estimated HIV prevalence of 1% or more among 

pregnant women. In several Caribbean countries, 

adult HIV prevalence rates are surpassed only by 

Fighting stigma and discrimination—the 2002–2003 

World AIDS Campaign

HIV/AIDS-related stigma and discrimination rank among the biggest—and most pervasive—

barriers to effective responses to the AIDS epidemic. 

Stigma and discrimination target and harm those who are least able to enjoy their human rights: the 

poorest, the least educated, and the most marginalized. In fact, stigma, discrimination and human 

rights violations form a vicious circle, generating, reinforcing and perpetuating each other. 

The outcome, in a world of AIDS, is life-threatening. Stigma and discrimination increase people’s 

vulnerability and, by isolating people and depriving them of treatment, care and support, worsen 

the impact of infection.

This is why the 2002–2003 World AIDS Campaign is aimed at spurring worldwide efforts to remove 

the barriers of stigma and discrimination. Under the slogan, ‘Live and let live’, the World AIDS 

Campaign is:

�  encouraging leaders at all levels, and in all walks of life, to visibly challenge HIV/AIDS-related 

discrimination, spearhead public action and act against the many other forms of discrimination 

that people face in relation to HIV/AIDS;

�  involving people living with HIV/AIDS in the response to the epidemic;

�  creating a positive legal environment for fi ghting discrimination; 

�  enabling people to challenge discrimination and receive redress through national institutions; 

and

�  ensuring that prevention, treatment, care and support services are accessible to all.

UNAIDS/WHO
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Despite many constraints, the region has made admirable 
progress in provision of treatment and care, with Brazil continuing to 
show the way. Though now guaranteed in many countries, access to 

antiretroviral treatment is still unequal across the region, 
due largely to drug price discrepancies.

decline in the Dominican Republic (where 

estimated adult HIV prevalence was 2.5% in 

2001). These fi ndings appear to correlate with 

evidence of increased condom use among female 

sex workers and a reduction in the number of 

sexual partners among men. 

Over the past decade, the ratio of men with 

HIV infections to women with HIV infections 

has narrowed considerably—to about 3-to-1 

in Latin America and 2-to-1 in the Caribbean. 

Paradoxically, men who have sex with men 

appear to feature prominently in the increasing 

feminization of the epidemic: recent research has 

shown that a large proportion of men who have 

sex with men also have sex with women. While 

contexts and the extent to which a wide range 

of social sectors is involved. Brazil offers a 

particularly positive example on this front, with 

prevention efforts directed also at countering 

the vulnerability, stigma and discrimination 

experienced by men who have sex with 

men. Other examples include the prevention, 

care and support activities in Jamaica and in 

Trinidad and Tobago. However, many such 

initiatives are impeded by discriminatory laws on 

homosexuality.

The spread of HIV through the sharing of 

injecting drug equipment is of growing concern 

in several countries, notably Argentina, Brazil, 

Chile, Paraguay and Uruguay (in South America), 

HIV/AIDS programmes focusing on men who 

have sex with men are vital, sexual identities 

are more fl uid than often assumed. Prevention 

efforts need to be tailored to apparently 

widespread—but hidden—bisexual behaviour in 

this region (as in many parts of Asia, too).

This is underscored by evidence that unsafe sex 

among men who have sex with men is rife across 

the entire region. For example, a recent study in 

two Honduran cities revealed an HIV prevalence 

level of 13%, very low rates of condom use, high 

numbers of sexual partners and low perceptions 

of risk. A seven-country study in Central 

America has revealed HIV prevalence rates of 

between 8% and 18% among men who have sex 

with men. Evidence of unsafe sex has emerged 

in a variety of studies in the Andean countries of 

South America, too. There, high HIV prevalence 

among men who have sex with men has ranged 

from 14% (Lima, Peru) to 20% (Bogotà, 

Colombia) and 28% (Guayaquil, Ecuador). 

Most countries of the region have mounted 

prevention programmes oriented towards men 

who have sex with men. Their quality varies, 

however, and often depends on countries’ legal 

the northern parts of Mexico, and Bermuda and 

Puerto Rico (in the Caribbean). Injecting drug use 

accounts for an estimated 40% of reported new 

infections in Argentina and 28% in Uruguay; in 

both countries, an increasing number of women 

with HIV are either injecting drug users or sexual 

partners of male drug users. 

Like Argentina, Brazil has adopted a less punitive 

approach to dealing with the dual challenge of 

injecting drug use and HIV infection—to good 

effect. Prevention programmes among injecting 

drug users have contributed to a substantial 

decline in HIV prevalence in this population in 

several large metropolitan areas. In addition, a 

national survey has shown increasing condom 

use among injecting drug users (from 42% in 

1999 to 65% in 2000)—a sign that sustained 

education and prevention efforts are bearing fruit. 

Argentina authorized its Ministry of Health to 

introduce a national policy on harm reduction in 

2001, and is collaborating with Chile, Paraguay 

and Uruguay to set up similar schemes.

New light is being cast on a hitherto hidden 

dimension of the epidemic: HIV infection 

among prisoners. A study in three urban prisons 
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in Honduras has revealed an HIV prevalence of 

almost 7% among male prisoners in general, and 

almost 5% among those aged 16–20 years (who, 

because of their young age, are likely to have 

become infected relatively recently). Less than 

10% of the men reported regular condom use. The 

likelihood that similar patterns of transmission 

could be occurring in other countries of the region 

underscores the need for both more research and 

more systematic programmes that can protect 

prisoners and their partners against HIV/AIDS. 

Despite a clear need for focused HIV prevention 

work among prison inmates, institutional barriers 

impede the development and evaluation of such 

programmes.

Among the factors helping drive the spread of 

HIV in the region overall is a combination of 

unequal socioeconomic development and high 

population mobility. Central America’s worsening 

AIDS epidemic, for example, is concentrated 

mainly among socially marginalized sections of 

populations, many of whom are compelled to 

migrate in search of work and income. Unless 

overcome, the economic diffi culties plaguing 

several countries in the region are likely to 

further entrench a socioeconomic context that can 

facilitate the epidemic’s spread.

At the same time, though, countries’ determination 

to stem the epidemic and limit its impact is more 

evident than ever—most obviously through their 

efforts to provide antiretroviral drugs to patients 

with HIV/AIDS-related illnesses. An estimated 

170 000 people (most of them in Brazil) were 

receiving such treatment at the end of 2001. 

Countries such as Argentina, Costa Rica, Cuba 

and Uruguay now guarantee free and universal 

access to these drugs through the public sector, 

while sharp price reductions have recently been 

secured in Honduras and Panama. In mid-2002, 

the Pan Caribbean Partnership against HIV/AIDS 

signed an agreement with six pharmaceutical 

companies in a bid to improve access to cheaper 

antiretroviral drugs. However, actual access to 

these drugs remains unequal across the region as a 

whole, partly due to widely varying drug prices. 

UNAIDS/WHO
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THE MIDDLE EAST AND NORTH AFRICA

Available data point to increasing HIV infection 

rates, with an estimated 83 000 people having 

acquired the virus in 2002. This brings to 550 000 

the estimated number of people living with HIV/

AIDS. The epidemic claimed about 37 000 lives 

in 2002. 

However, systematic surveillance remains inade-

quate, making it very diffi cult to deduce accurate 

trends. It is possible that hidden epidemics could 

be spreading in this region. Better surveillance 

systems (such as those introduced in Iran, 

Jordan, Lebanon and Syria) will enable more 

countries to accurately track the development of 

the epidemic and mount effective responses. 

Signifi cant outbreaks of HIV infections among 

injecting drug users have occurred in about half 

the countries in the region, notably in North 

Africa and in the Islamic Republic of Iran.

Unless countries promptly introduce harm 

reduction and other prevention services for 

injecting drug users, the epidemic could 

grow dramatically and spread into the wider 

population. 

Other infected groups include men who have 

sex with men, sex workers and their clients. In 

Morocco, the National AIDS Control Programme 

has noted the relatively high prevalence of other 

sexually transmitted infections—a sign that 

unsafe sex is more common than routinely 

assumed. 

Overall, recognition of the need for more 

effective and far-reaching prevention efforts has 

grown in this region. Some countries are fashion-

ing potentially potent responses. Examples 

include the mobilization of nongovernmental 

organizations around prevention programmes 

Lingering denial among both social and political leaders 
in some countries provides the epidemic with an ideal environment for 

continued spread.

Poor surveillance systems in several countries of this region 
hinder an accurate assessment of the epidemic and the mounting of an 

effective response.

In Iran, most HIV transmission is occurring 

among the country’s estimated 200 000–300 000 

injecting drug users, about 1% of whom are 

believed to be living with HIV. High-risk 

behaviour is widespread in this largely male 

population: about half of the users share 

injecting equipment, and as many are believed to 

have extramarital sexual relations. According to 

some estimates, a signifi cant percentage (more 

than 30%) of them is married. Yet condom use 

is very rare. In addition, about 10% of prisoners 

are believed to inject drugs and more than 95% 

of them share needles. HIV prevalence among 

imprisoned drug injectors was 12% in 2001. 

in Lebanon, and harm-reduction work among 

injecting drug users in the Islamic Republic of 

Iran. 

But appropriate surveillance data on HIV 

infections and behaviours are in short supply, 

capacities are still limited, and HIV/AIDS 

responses are still concentrated almost 

exclusively in the health sector. A tendency to 

exaggerate the protective effects of social and 

cultural conservatism also continues to hamper 

an adequate response. In the absence of greater 

candour, political commitment and improved 

prevention programmes, wider HIV/AIDS 

spread can be anticipated.
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The epidemic continues to shift into marginalized populations 
that lack access to the services and information they need to protect 

themselves against HIV/AIDS.

HIGH-INCOME COUNTRIES

Approximately 76 000 people became infected 

with HIV in high-income countries in 2002. A 

total of about 1.6 million people are now living 

with the virus in these countries, where an 

estimated 23 000 people died of AIDS in 2002. 

Several salient changes have emerged in recent 

years. The introduction of antiretroviral therapy 

since 1995/1996 has dramatically reduced HIV/

AIDS-related mortality, although this trend has 

begun to level off in the past two years. Longer 

survival of people living with HIV/AIDS has 

led to a steady increase in the number of people 

living with the virus in high-income countries. 

About 500 000 people were receiving these drugs 

at the end of 2001—in a context, however, where 

complacency has become pervasive and where 

prevention efforts have dwindled. Both counselling 

and prevention services need to be stepped up if an 

increase in HIV transmission is to be avoided.  

mitted HIV infections are being diagnosed in 

persons who originate from, or who have lived 

in or visited, areas where HIV prevalence is high. 

Prevention, treatment and care activities need to 

become more culturally appropriate and socially 

relevant if they are to reach and benefi t such 

diverse communities. 

Most high-income countries are contending also 

with concentrated HIV epidemics, including in the 

United States of America where injecting drug use 

is a prominent route of HIV infection (accounting 

for 14% of all reported HIV diagnoses). Reported 

HIV prevalence among injecting drug users in 

Spain in 2000 was 20–30% nationwide, while, 

in France, prevalence rates ranged between 10% 

and 23%. Portugal’s serious epidemic among 

injecting drug users accounted for more than half 

the newly diagnosed HIV infections in both 2000 

A larger proportion of new HIV diagnoses (59% 

more overall between 1997 and 2001) in several 

Western European countries is occurring through 

heterosexual intercourse.  More than half of the 

4279 new HIV infections diagnosed in the United 

Kingdom in 2001 resulted from heterosexual sex, 

compared to 33% of new infections in 1998. In 

Ireland, a similar trend is visible, with the number 

of heterosexually transmitted HIV infections 

increasing fourfold between 1998 and 2001. 

Although injecting drug use remains the main 

mode of transmission in Spain, about one-quarter 

of all HIV infections have been heterosexually 

transmitted.

In the United Kingdom, as in some other European 

countries, a large share of heterosexually trans-

and 2001, though the number of reported HIV 

infections among injecting drug users declined 

signifi cantly in 2001. 

Reported HIV infections among young people can 

indicate overall trends in incidence, since those 

persons are likely to have become exposed to HIV 

relatively recently. In the 34 areas of the United 

States with confi dential HIV reporting, the bulk of 

HIV infections among 13–19-year-olds reported in 

July 2000–June 2001 were among females (56%), 

a disproportionate percentage of them African-

American. Most young women had acquired the 

virus through heterosexual intercourse.  

Latest available data show that the epidemic’s 

shift into poorer and marginalized sections 

of society is continuing. African-Americans 

A rise in unsafe sexual behaviour underscores the need to resist 
complacency and revitalize prevention programmes to access the millions 

of young people who reach sexual maturity each year.
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accounted for an estimated 54% of new HIV 

infections in 2000 (but constitute only 13% of 

the population of the United States). According 

to a 2002 CDC report, AIDS-related illnesses 

23–29-year-olds, according to one six-city 

survey. About 64% of the women diagnosed with 

HIV in 2001 in the United States were African-

American. A signifi cant number of these women 

HIV subtypes: moving targets

HIV has shown a remarkable ability to exploit and adapt to changes in the social environment. At the 

molecular level, also, the virus is constantly changing.

In order to map the genetic variation of HIV-1, scientists have classifi ed different strains of the virus 

into three groups: M (main), O (outlier) and N (non-M, non-O). 

The main group (M) is further classifi ed into a number of subtypes, as well as variants resulting from 

the combination of two or more subtypes, known as ‘circulating recombinant forms’ (CRF). Subtypes 

are defi ned as having genomes that are at least 25% unique. Eleven subtypes have been identifi ed 

and each is designated by a letter (subtype A or C and so on). When subtypes blend with each other 

(for example, when an individual is infected with two different HIV subtypes), and the resulting genetic 

blend successfully establishes itself in the environment, it is known as a CRF. So far, 13 CRFs have 

been identifi ed. 

To date, some subtypes have remained largely limited to certain geographic areas. Subtype C, for 

example, is widespread in southern Africa, India and Ethiopia. Subtype B is common in Europe, the 

Americas and Australia. But nearly all subtypes can be found in Africa, together with a number of 

CRFs. 

These unique genetic forms of HIV are providing molecular epidemiologists with valuable tools for 

tracking the spread of the epidemic.

The subtypes have been studied long enough for some key trends to be revealed. Subtype C is the 

most common subtype, accounting for approximately 50% of all new HIV infections. Subtype A is the 

second-most prevalent variant of HIV-1. This subtype accounts for about 30% of HIV infections in the 

east of the continent, but 80% in West Africa. 

In Eastern Europe, subtype A featured in the epidemic that began in Kaliningrad in 1995/96, while 

elsewhere subtype B spread among injecting drug users. Both variants have now re-combined into a 

new CRF, known as AB, which is spreading eastwards in that region. 

Another recombinant form, CRF02_AG, is becoming prominent in West Africa—an area that had seen 

relatively stable HIV prevalence for several years, but where the epidemic recently began expanding 

rapidly (in Cameroon, for example). There, over 30% of new infections now involve CRF02_AG. 

And, in China, three variants have been identifi ed. Subtype E settled along the coast (likely because 

of the sexual liaisons of passing sailors), while subtype C probably arrived from India, and subtype B 

acquired the virus from men who also have sex 

with men. 

Sex between men remains a prominent trans-

mission route in several countries, and accounts 

for a growing share of new infections in Japan. In 

most high-income countries, the almost-legendary 

successes achieved by, and among, men who have 

sex with men are clearly now a thing of the past. 

remained the leading cause of death for African-

American men aged 25–44 and the third-leading 

cause of death for Hispanic men in the same 

age group. (In Canada, meanwhile, aboriginal 

persons accounted for 9% of new HIV infections 

in 1999, although they constituted less than 3% 

of the general population.) HIV prevalence levels 

are exceptionally high among African-American 

men who have sex with men—up to 30% among 

Heterosexual transmission of HIV accounts for an 
increasing share of new infections, with young, disadvantaged 

people at particular risk.
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initially circulated among injecting drug users. There is now evidence that B and C have re-combined 

and are spreading northwards in China.

It remains uncertain whether the existence of different subtypes has important implications for 

the transmissibility or treatment of HIV. Some scientists have postulated, for example, that the 

predominant strain in southern Africa is more aggressive than others. One study in the United 

Republic of Tanzania indicated that subtypes A and C might be more easily transmitted from mother 

to child. Another study claimed that female sex workers in Senegal were up to eight times more likely 

to develop AIDS when infected with subtypes C, D or G than with A. Studies elsewhere, however, 

have not confi rmed such observations. 

The good news is that nearly all subtypes identifi ed so far are clearly responsive to antiretrovirals. 

While some studies have found some variation in the ways different subtypes and CRFs respond to 

antiretrovirals, there are other studies that have found no such differences. Further clinical evidence 

on whether different subtypes have different therapeutic implications (for example, in the combination 

of drugs used or in dosages), awaits a substantial increase in clinical access to antiretrovirals among 

populations where subtypes other than B predominate.

However, as well as variation between populations, HIV is constantly mutating within individuals, 

and this has important clinical and public health implications. Together with ‘natural’ variation, HIV 

genes also mutate in response to external pressures, such as the immune response a person’s body 

musters or the use of antiretroviral drugs.

Since 1995/1996, when antiretrovirals were widely introduced, an increase in resistance mutations 

in newly infected people has been reported in the Americas and Europe. New multidrug-resistant 

strains are now being documented. 

The genetic variability of HIV is one reason vaccine development has been such a scientifi c challenge. 

Some potential vaccines may work only against particular subtypes, so subtyping has infl uenced 

vaccine testing. In Thailand, for example, an experimental vaccine was modifi ed when molecular 

epidemiologists reported that the dominant subtype B had been replaced with another—subtype 

E—in a population of injecting drug users among whom the trial was to be conducted. The vaccine-

makers modifi ed the vaccine by including two vaccine components, targeting both subtypes. 

The hope now is that vaccine scientists can discover aspects of the virus that are consistent enough 

for a vaccine to provoke an effective immune response against multiple variants of HIV. If such 

viral features are found to exist, hope for a broadly effective vaccine grows. That search, however, 

continues.

Prevention efforts appear not to be reaching the large 

numbers of men among whom increases in unsafe 

sex are being mirrored by higher rates of sexually 

transmitted infections—in Australia, Canada, the 

United States and countries of Western Europe. Quite 

telling is the ongoing trend of increasing unsafe sex 

that has been documented among men who have sex 

with men in San Francisco, for example. A survey of 

self-reported sexual behaviour has shown increases 

in unprotected anal sex (32% to 38% between 1999 

and 2001), much of it between serodiscordant 

partners (i.e., one partner is HIV-positive). The survey 

also found rising rates of other sexually transmitted 

infections among the respondents. 

Underscoring the need for renewed prevention 

efforts, especially among young people, are recent 

fi ndings of increases in high-risk behaviours, less 

frequent condom use and higher rates of sexually 

transmitted infections in several countries. In the 

United Kingdom, for example, rates of gonorrhoea, 

syphilis and chlamydial infections have more than 

doubled since 1995, while increases have been 

found in other Western European countries, too.

In Japan, where a record 621 people (most of 

them males) acquired HIV in 2001, the virus 

is spreading increasingly among young people. 

A reportedly growing trend of casual sex with 

multiple partners (known as sukusutomo or 

‘sex friends’), along with falling condom sales, 

suggests that new patterns of HIV spread could 

widen signifi cantly. Nearly 40% of new HIV 

infections in 2001 were among people in their 

teens and twenties—a development that seems 

to match reports of increased rates of sexually 

transmitted infection among Japanese men (up 

21% between 1998 and 2000) and women (up 

14%) under 24.  
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HIV/AIDS AND HUMANITARIAN CRISES

Humanitarian crises take many forms. Some 

involve violent confl ict. Others result from a 

combination of natural and man-made disasters. 

Invariably they threaten lives through food 

shortages, and loss of shelter and basic security—

on a scale and with a severity that defy people’s 

capacities to cope. 

Increasingly, it is becoming evident that the HIV/

AIDS epidemic can be a potent factor in such 

crises. Indeed, the current food emergencies in 

southern Africa highlight the potentially dynamic 

interplay between HIV/AIDS and other crises—

and the need to tackle them in unison.

In countries and communities where the 

prevalence of HIV is very high, the epidemic 

already constitutes a major crisis. Millions have 

died. If current trends continue, millions more 

will suffer the same fate. 

Longstanding, severe epidemics are plunging 

millions of people deeper into destitution and 

desperation as their labour power weakens, 

incomes dwindle, assets shrink and households 

disintegrate. Weakened by AIDS, traditional 

coping strategies become too frail to cope with 

further threats such as armed confl ict, crop 

failures or natural disasters. As is now evident in 

southern Africa, an ensemble of setbacks can then 

converge to create a crisis. 

The epidemic can rob households and com-

munities of the capacity to produce or afford 

food, turning a food shortage into a food crisis. 

If such an emergency is allowed to persist, it can 

generate further social displacement, disrupting 

education and health systems, spurring migration, 

and worsening the sexual exploitation of women 

and children—all factors that favour the further 

spread of HIV/AIDS. 

But these are not inevitable outcomes. Human 

action and inaction have abetted them. Human 

action can also prevent them.

HIV/AIDS AND SOUTHERN 

AFRICA’S FOOD CRISIS

The food emergencies sweeping through southern 

Africa highlight how vulnerable many countries 

are to shocks that disrupt food production and 

consumption. In each of the affected countries, 

the HIV epidemic itself constitutes a shock of 

considerable proportion. 

As 2002 draws to a close, an estimated 14.4 

million people are at risk of starvation in the six 

worst famine-affected countries: Lesotho, Malawi, 

Mozambique, Swaziland, Zambia and Zimbabwe. 

A chain of links 

The food-related crisis in southern Africa is not 

simply a ‘natural’ disaster caused by unfavourable 

weather patterns. It stems also from a complex 

web of mishaps and policy mistakes, which 

varies from country to country. Drought or fl oods; 

mismanagement and poor governance; misguided 

market reforms; a lack of extension and other 

support services for stricken farmers; the removal 

of consumer protection (allowing food prices to 

rocket as an emergency worsens); and political 

instability are among the factors involved. So is 

the HIV/AIDS epidemic—in every country now 

facing a food emergency.

Where the resulting lack of availability of, 

or access to, affordable food is greatest, the 

prevalence of HIV is also alarmingly high: adult 

HIV prevalence rates range from 15% in Malawi 

to 33% in Swaziland and Zimbabwe. 

Since the major drought that swept across southern 

Africa in 1992, this subregion has become home 

to the worst HIV/AIDS epidemic in the world. 

Almost 15 million people in southern Africa were 

living with HIV at the end of 2001; an estimated 

1.1 million died of AIDS last year, the majority of 

them in their productive prime. 

Weakened by AIDS, traditional coping strategies become too frail 
to deal with further crises
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According to the United Nations Food and 

Agricultural Organization (FAO), seven million 

agricultural workers in 25 severely affected 

African countries have died from AIDS since 

1985. It warns that 16 million more could die 

in the next 20 years if massive and effective 

programmes are not mounted.  

Generally, households are able to achieve food 

security when they can produce suffi cient 

amounts of nutritious food, earn enough cash 

income to purchase food, sell or barter assets for 

food in hard times, and rely on social support 

networks for assistance. The HIV/AIDS epidemic 

is eroding each of these coping methods. It 

reduces households’ capacities to produce and 

purchase food, depletes their assets, and exhausts 

social safety nets. 

The mounting toll

As the impact of the epidemic grows more severe, 

it strips households and communities of valuable 

labour power. Adults become ill and less able to 

attend to agricultural and other work, including 

wage labour. Some 60% of commercial and 

smallholder farmers in Namibia told researchers 

in 2001 that they had suffered labour losses due 

to HIV/AIDS. Others—typically women and 

children—are also drafted in to care for the ill, 

thereby reducing the time and energy they can 

devote to paid labour or farming tasks. In badly 

affected areas, regular funeral duties can have 

similar effects. 

The agricultural output of family-based farmers 

and their supplementary incomes from wage and 

Focus on Malawi

Early in 2002, Malawi crossed the divide that separates seasonal food shortages from a full-scale 

food emergency that threatens more than 3 million people. The crisis is said to be the worst in 

living memory, with older farmers comparing it to that which followed the disastrous drought of 

1949/1950.

Adverse weather conditions rank among the factors—including the HIV/AIDS epidemic—that 

have helped stoke this humanitarian crisis. The decision to sell off grain reserves left Malawi with 

hardly any safety net when crops failed. The scaling back of a successful free-seeds-and-fertilizer 

programme contributed to a slump in food production, while other government programmes that 

had supported farmers in growing and marketing their harvest have also been cut back. Underlying 

causes include chronic and deepening poverty, skewed access to land, poor management of 

farming resources, over-reliance on a single food crop (maize), and high levels of infl ation. 

Malawi's longstanding and severe HIV/AIDS epidemic is a powerful contributing factor to the food 

crisis in this country, where an estimated 70% of hospital deaths are now AIDS-related, and where 

some 470 000 children under the age of 15 have been orphaned by AIDS. 

The epidemic has wrought drastic demographic changes in farming communities, with families now 

increasingly headed by women, children or grandparents. Many of them lack the skills and labour 

power to farm successfully. A 2002 fi eld study in Malawi, carried out by FAO and the World Food 

Programme, identifi ed a range of links between the epidemic and the onset of household food 

insecurity. These include the loss of able-bodied labour in households, the loss of remittances from 

working family members, the additional challenge of caring for orphans, child-headed families, and 

increased expenditures on health care and funerals. 

Another 2002 study in central Malawi has shown that about 70% of surveyed households have 

suffered labour losses due to sickness. The study also found that more than 50% of poor households 

affected by chronic illnesses, such as HIV/AIDS, delayed their own farming in order to try to earn 

cash incomes elsewhere to cover basic expenses. Such delays usually reduce agricultural yields; 

in dry regions, it may mean no yield at all. In addition, opportunities for piecemeal cash labour are 

in short supply. 

The epidemic is also sapping the government’s capacity to support small-scale farmers. Despite 

increasing mortality among extension workers, the training and recruitment of replacement workers 

all but halted in 1995.   
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other paid labour—so vital to food security in 

many low- and middle-income countries—cannot 

be sustained in such circumstances. Fields are 

more likely to be left fallow and smaller areas 

kept under cultivation, weeding is neglected, 

infrastructure (such as fences and irrigation 

ditches) falls into disrepair, and pest-control 

becomes too expensive. 

Studies in east and southern Africa show that 

households make several adjustments in order 

to cope. In some cases, they switch from labour-

intensive cash crops to less demanding and 

fast-maturing food crops. In central Malawi, for 

example, about a quarter of poor households have 

been switching their crop mixes, abandoning 

certain crops or leaving land fallow if household 

members are seriously ill. 

The rewards, though, can be meagre, especially if 

other setbacks occur. Overall, these adjustments 

often lead to falling farming incomes, which, 

in turn, limit the ability to purchase food at 

market prices. In Kenya, for example, the 

death of a household head was associated with 

a 68% reduction in the net value of farming 

output—largely because labour losses had forced 

farmers to cultivate much smaller areas of land. 

In Zimbabwe, another study found that output on 

smallholder farms shrank by 29% for cattle, 49% 

for vegetables and 61% for maize if the household 

had suffered an AIDS-related death.

As income from farming activity shrinks, women 

and children often have to seek wage labour, 

which, in most countries of southern Africa, 

is in short supply. It becomes even tougher to 

cope, as a result. Usually, household and other 

assets constitute valuable insurance in rural 

communities. In times of hardship, such as during 

poor harvests, these can be sold or exchanged—

enabling people to purchase food, for example. 

But HIV/AIDS-affected households are forced 

to dispose of those assets as medical, funeral and 

other expenses mount. 

In sub-Saharan Africa, women and girls make 

up the majority of those living with HIV/AIDS. 

They are also responsible for 50–80% of food 

production, including the most labour-intensive 

work, such as planting, fertilizing, irrigating, 

weeding, harvesting and marketing. Their work 

also extends to food preparation, as well as 

nurturing activities. The epidemic upends this 

division of labour—often with disastrous results. 

Research in the United Republic of Tanzania 

has shown that women spend up to 60% less 

time doing farm work when their husbands are 

seriously ill. And when a husband dies, the wife 

may lose access to credit, agricultural inputs and 

distribution networks, and may even forfeit her 

rights to the land, house, livestock and other 

assets she had helped to develop and maintain.    

The illness or death of an adult female can 

also threaten food security, often leading to the 

dissolution of the family. A survey carried out in 

two Zimbabwean districts in 2000 revealed that 

two-thirds of households that had lost a key adult 

female had disintegrated and dispersed.

The early death of farming parents disrupts the 

transfer of knowledge and skills from generation 

to generation. Children growing up as orphans 

have fewer opportunities to learn how to use 

and sustain land and to prepare nutritious food 

for family members. The widespread loss of this 

intangible, but essential, good could have severe 

and long-lasting consequences for food security 

in the region. At the moment, very few steps are 

being taken to counter this growing reality.

The sum effect is that multiple deaths and 

widespread hardship are steadily dissolving the 

traditional safety nets that, in the past, enabled 

households and communities to weather periodic 

adversity. 

Children and orphans

Children in households beset by illness and lack 

of food are severely affected. As parents fall 

ill and die, family burdens shift to the children. 

For many, neither money nor time is available 

for normal schooling to continue. Opting out 

of school may help with cash needs over the 

short term but, in the long term, it entrenches 

the household’s poverty and puts the children at 

greater risk of becoming infected with HIV. The 

result is a vicious circle linking poverty, food 

insecurity and HIV/AIDS.
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Food insecurity also fuels the 

epidemic

Hunger and malnutrition are occurring in a region 

where access to HIV medicines is extremely 

rare. In such circumstances, good nutrition offers 

one of the few bulwarks against AIDS-related 

illnesses and early death. Yet it, too, can be a 

luxury; in September 2002, for example, it was 

reported that several patients were refusing to be 

discharged from a Zambian hospital (in Choma 

District Hospital), for fear of dying of hunger at 

home.    

The food crisis also threatens to intensify and 

prolong the epidemic—by reinforcing some of the 

conditions in which the odds of HIV transmission 

increase. Bereft of food, people are compelled 

to adopt survival strategies that might further 

endanger their lives. Some migrate, often to urban 

slums where they are likely to live in marginalized 

circumstances and lack access to education and 

health facilities (including HIV prevention and 

care services). Women and children are being 

forced, as a last resort, to barter sex for jobs, 

food and other basic essentials. Large numbers of 

children are leaving school to fi nd work or forage 

for food. Communities and social networks are 

breaking down. HIV/AIDS thrives amid such 

social displacement and disintegration. 

Coping with the crisis

Addressing the crisis requires an integrated 

response that prioritizes food assistance; expands 

HIV/AIDS prevention, treatment and care 

services; provides more support (such as subsidies 

and quick-response distribution schemes) to save 

the most vulnerable households (those headed by 

women, children and the elderly) from destitution 

or disintegration; and puts in place longer-term 

strategies that boost the lives and livelihoods of 

the rural poor.

United Nations agencies have launched a joint 

appeal to assist those facing famine in southern 

Africa, requesting more than US$600 million 

from donors, including US$507 million for food 

aid through the Emergency Operation of the 

World Food Programme (WFP).

Already some relief operations are targeting the 

most vulnerable families, such as those affected by 

HIV/AIDS and those headed by women, children 

and the elderly.  For example, in Lusaka, Zambia, 

where some 85% of the families living in the low-

income outskirts of Lusaka are caring for orphans, 

WFP and local nongovernmental organizations 

are running urban school-feeding programmes to 

help children orphaned by AIDS to stay in school 

and to enable AIDS-affected families to cope 

with rising food prices. Many of the programmes 

mounted by the International Federation of Red 

Cross and Red Crescent Societies (IFRC), such as 

food distribution schemes, also target households 

affected by HIV/AIDS. 

Working with the WFP, UNICEF is involved in 

several activities in affected countries, providing 

food to vulnerable children and households 

(including cooked meals at schools), mobilizing 

replacements for teachers lost to AIDS, advocating 

the elimination of school fees, and supporting 

HIV/AIDS education projects for humanitarian 

workers, as well as for truck drivers, the police 

and the military. 

It is also evident that the long-term, structural 

factors fuelling such crises need to be redressed. 

Such measures would vary from country to 

country, but could include:

�  improving access to affordable agricultural 

seeds, fertilizers and other inputs;

�  providing equal access for women to 

health care and education, credit schemes, 

agricultural support programmes, and 

equality in employment, marital laws and 

inheritance;

�  introducing income-generating projects, 

including public works schemes, so that 

households can replenish income losses;

�  ensuring that the human capacity to provide 

agricultural extension programmes is main-

tained; and

�  assessing the impact of policy adjust-

ments—including agricultural, trade and 

macroeconomic interventions—on food 

security prospects and communities’ 

capacities to avoid or cope with crises such 

as the HIV/AIDS epidemic.
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HIV/AIDS IN CONFLICT SETTINGS

The food emergencies in southern Africa 

highlight the interplay between HIV/AIDS and 

humanitarian crises—and the urgent need to 

adapt responses to this reality. But there are other 

instances where this linkage is neither suffi ciently 

appreciated nor addressed.

Wars and armed confl ict typically spiral into 

wider humanitarian crises as civilians are 

targeted or trapped in the crossfi re, driven from 

their homes and towns, and left to fend with the 

elements, hunger and disease. 

In the past decade, no region of the world has 

escaped serious armed confl ict. The number of 

states engaged in war more than doubled from 

11 in 1989 to over 22 last year. At the end of 

2001, there were almost 20 million refugees and 

displaced persons in the world, according to the 

United Nations High Commissioner for Refugees 

(UNHCR). A large number of these people are 

displaced in, or fl ee to, countries where HIV 

prevalence is high.

These confl icts generate and entrench many of the 

conditions and the human rights abuses in which 

the HIV/AIDS epidemic fl ourishes. Poverty, 

powerlessness and social instability, all of which 

can facilitate HIV transmission, are exacerbated 

during wars and armed confl ict. Physical and 

sexual violence, forced displacement and sudden 

destitution, the collapse of social structures and 

the breakdown of rule of law can put people at 

much greater risk of HIV infection. 

A well-documented example is that of Rwanda, 

where genocide and war stoked an HIV/AIDS 

epidemic that spread from cities to the countryside. 

Prior to the 1994 genocide, studies had shown 

HIV prevalence rates to be high in some urban 

areas (10% and higher) but low (just over 1%) 

in rural areas. By 1997, a well-designed survey 

revealed a HIV prevalence of about 11% in both 

urban and rural populations. During the genocide, 

more than 3% of women had been raped, almost 

half of them teenagers. (Of the women who had 

been raped, 17% tested HIV-positive, compared 

to 11% of those who had not been raped). 

Indeed, rape is frequently used as a weapon of 

war and terror, primarily against women and 

girls. In the Balkan confl ict, for example, an 

estimated 30–40 000 women were raped. A study 

in 2001 found that 9% of women displaced by 

armed confl ict in 1997–1999 in Sierra Leone 

(50 000–64 000 women) had been sexually 

assaulted by combatants. The study concluded 

that war-related rape and other forms of sexual 

violence were committed on a widespread basis 

among internally displaced persons. A 1998 study 

revealed that the prevalence of war-related sexual 

assault was even higher in Liberia—15%.* 

The mixing of civilians with armed forces 

increases the risk of HIV transmission, particularly 

in times of confl ict. UNAIDS estimates that HIV 

infection rates among armed forces personnel 

are, on average, higher than among their civilian 

counterparts. For example, a study in Uganda 

in 1997 found that the national adult prevalence 

rate was 9.5%, while prevalence among Ugandan 

soldiers was 27%.  

Confl icts invariably disrupt access to basic 

necessities, and fragment families, forcing people 

to become displaced as they fl ee in search of 

security and sustenance. Amid such desperation, 

people (especially women and girls) are more 

prone to the sexual predation of men who can 

control access to property, food, shelter and 

protection. In the eastern and central parts of 

war-ravaged Sudan, for example, studies have 

shown that about a quarter of single mothers were 

selling sex in order to survive. Studies carried out 

in Sierra Leone in 1995, for example, revealed 

that female sex workers in Freetown had HIV 

infection rates of 26.7%. By 1997, with much 

of the country embroiled in fi ghting, rates had 

soared to 70.6%.

The cessation of fi ghting does not necessarily 

remove the heightened risk of HIV/AIDS spread. 

Typically, armies are demobilized without HIV 

testing, counselling or education, despite the fact 

that returning HIV-positive soldiers could place 

their sexual partners at serious risk of infection.

There is a serious lack of reliable, contemporary 

data on the spread of HIV in confl ict settings. 

This is not surprising. Health systems are often 

severely damaged during armed confl ict; in 

recent decades, hospitals and clinics, along 

with doctors and other medical personnel, have 

*The statute of the International Criminal Court has 

declared rape a crime against humanity.
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been deliberately targeted by warring parties. 

As a result, the systems and structures (such as 

sexually transmitted infection and antenatal care 

clinics), normally used for sentinel surveillance, 

are often in disrepair. In Sierra Leone, almost two-

thirds of rural health units were not functioning a 

year ago. 

The paucity of reliable data hinders a better 

understanding of the complex ways in which 

HIV/AIDS takes root—or perhaps even fails 

to become lodged—in confl ict settings. In the 

Balkans, for example, many of the risk factors 

commonly associated with HIV spread—mass 

displacement, sexual violence, large numbers of 

returning combatants and refugees, traffi cking of 

women and more—have been present over the 

past decade. Yet available data show very low 

rates of HIV infection in this region. This may be 

due to the low level of HIV prevalence at the start 

of the confl ict in the Balkans, or to other factors 

that are not yet fully understood.  

Elsewhere, data collated from antenatal sentinel 

surveillance in eight Tanzanian refugee camps 

in 2001 indicated that median HIV prevalence 

among refugee women attending antenatal clinics 

was lower than in the women’s countries of origin 

and the country in which the camps were located. 

Clearly, better data collection, and more research 

and analysis are urgently needed to establish 

a better understanding of what countervailing 

factors might be at work in some settings.

The response from governments, donors, 

United Nations agencies and nongovernmental 

organizations to the dangers of HIV/AIDS spread 

in complex emergencies has been uneven. In 

camps of displaced persons where workers are 

hard-pressed to provide basic needs (such as food 

and shelter), health information and condoms 

are often unavailable, as are more sophisticated 

services such as those aimed at preventing 

mother-to-child transmission of HIV. 

In some long-term and more stable refugee 

settings, however, sentinel surveillance is 

being carried out, and services that surrounding 

communities may often lack, such as voluntary 

counselling and testing, as well as prevention of 

mother-to-child transmission services, are being 

provided.

Recent moves promise to extend such 

improvements. Agreements have been reached 

with all humanitarian agencies to integrate 

HIV/AIDS components into their relief work. 

UNHCR, WHO and UNAIDS have developed a 

‘minimal initial services package’ (MISP), which 

includes essential programmes for HIV/AIDS 

information, condom access, and materials for 

universal precautions in camps for refugees and 

internally displaced persons. In March 2002, 

the United Nation’s Inter-Agency Standing 

Committee Reference Group on HIV/AIDS 

was created to improve coordination between 

organizations’ efforts to carry out HIV/AIDS-

related activities in emergency settings. The 

group is currently revising the Guidelines on HIV 

Interventions in Emergency Settings, developed 

by UNAIDS, WHO and UNHCR in 1996, to 

include a minimum standard of HIV/AIDS 

intervention services in confl ict and post-confl ict 

situations. 

Meanwhile, United Nations agencies such as 

UNICEF and UNHCR, for example, are training 

displaced young people in Eritrea, Ethiopia and 

Uganda as HIV/AIDS educators who travel 

from camp to camp. And, in Afghanistan, HIV 

education is part of a programme for children 

who have been separated from their parents.

Preventing armed confl ict may be very diffi cult. 

But it is possible to reduce the increased risks of 

HIV/AIDS spread among people who have been 

forced from their homes by confl ict—if  HIV/AIDS 

control efforts are integrated more effectively into 

humanitarian, relief and peacekeeping efforts.
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MAPS 

Global estimates for adults and children, end 2002

Adults and children estimated to be living with HIV/AIDS, end 2002

Estimated number of adults and children newly infected with HIV during 2002

Estimated adult and child deaths due to HIV/AIDS during 2002
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 GLOBAL ESTIMATES FOR ADULTS AND CHILDREN,

END 2002

People living with HIV/AIDS     ...........................        42 million

New HIV infections in 2002      ...........................           5 million

Deaths due to HIV/AIDS in 2002   ......................        3.1 million
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ADULTS AND CHILDREN ESTIMATED TO BE LIVING 

WITH HIV/AIDS, END 2002

North America 

980 000

Latin America

1 500 000

Eastern Europe 
& Central Asia 

1 200 000
East Asia & Pa cifi  c

1 200 000

Caribbean

440 000

Australia 
& New Zealand

15 000

Western Europe 

570 000

TOTAL: 42 MILLION

South & South-East Asia

6 000 000

Sub-Saharan 
Africa 

29 400 000

North Africa
& Middle East

550 000
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ESTIMATED NUMBER OF ADULTS AND CHILDREN 

NEWLY INFECTED WITH HIV DURING 2002

TOTAL: 5 MILLION

North America  

45 000

Latin America

150 000

North Africa
& Middle East

83 000

Eastern Europe 
& Central Asia 

250 000
East Asia & Pacifi c

270 000

Caribbean

60 000

Australia 
& New Zealand

500

Western Europe 

30 000

South & South-East Asia

700 000

Sub-Saharan 
Africa 

3 500 000
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ESTIMATED ADULT AND CHILD DEATHS DUE TO  

HIV/AIDS DURING 2002

TOTAL: 3.1 MILLION

Latin America

60 000

Eastern Europe 
& Central Asia 

25 000
East Asia & Pa cifi  c

45 000

Australia 
& New Zealand

<100

Western Europe 

8000

South & South-East Asia

440 000

Sub-Saharan 
Africa 

2 400 000

North America 

15 000
North Africa
& Middle East

37 000Caribbean

42 000



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 from 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 fi gures.

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.

The annual AIDS epidemic update reports on the latest 

developments in the global HIV/AIDS epidemic. With 

maps and regional summaries, the 2002 edition provides 

the most recent estimates of the epidemic’s scope 

and human toll, explores new trends in the epidemic’s 

evolution, and features a special section examining the 

links between HIV/AIDS and humanitarian crises.

You disgust me

I’m not 
allowed to 
talk to you

It must be 

You brought shame 

on our family

You deserve it

How could 
you do this 

to me?

I trusted you

Help us fi ght fear, 

shame, ignorance 

and injustice worldwide.

UNAIDS - 20 avenue Appia - 1211 Geneva 27 - Swit zer land

Telephone: (+41) 22 791 36 66 - Fax: (+41) 22 791 41 87

E-mail: unaids@unaids.org - Internet: http:/www.unaids.org

Live and let live.  

These are some of the most painful   symptoms of HIV/AIDS. 
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to me?

I trusted you

You deserve it



Overview of the  
Global Fund to Fight AIDS, Tuberculosis and Malaria 

 

ABOUT THE GLOBAL FUND 

The Global Fund to Fight AIDS, Tuberculosis and Malaria is an independent, public-private 
partnership, established in January 2002 in response to a call for new and innovative ways to 
increase levels of funding and their impact on fighting these three devastating diseases. To date, 
US $ 2.1 billion have been pledged to The Global Fund from developed and developing country 
governments, private corporations and foundations, and individuals.  

The Fund was created to fight the global HIV/AIDS, TB and malaria epidemics by sharing 
resources and expertise across national boundaries, and between the private and public sectors. It 
supports interventions for the prevention, treatment, care and support of people with these three 
diseases.   

SCOPE 

1.1. The Fund will balance its resources by giving due priority to areas with the greatest burden of 
disease, while strengthening efforts in areas with growing epidemics. The Board of the Fund will 
be responsible for defining clear eligibility criteria within the limitations of available resources.  

1.2. Recognizing that the Fund's resources will be complementary to other programs, criteria will 
be identified to focus the choice of activities/programs/projects to be supported.  

1.3. The Fund will support strategies that focus on clear and measurable results.  

1.4. The Fund will focus its resources on increasing coverage of critical and cost-effective 
interventions against the three diseases.  

1.5. The Fund will provide grants to public, private, and nongovernmental programmes, 
respecting country-level public-private formulation and implementation processes, in support of 
technically sound and cost-effective interventions, for the prevention, treatment, care and support 
of the infected and directly affected. Without binding the Board or indicating priorities, the sort of 
activities that could be supported, for example, are: increased access to health services; provision 
of critical health products including drugs ; training of personnel and community health workers; 
behaviour change and outreach; and community-based programs, including care for the sick and 
orphans.  

1.6. The Fund will support programs that:  

1.6.1. Address the three diseases in ways that will contribute to strengthening health systems.  

1.6.2. Stimulate and are integral to country partnerships involving government and civil society  

1.7. The Fund will provide resources for the purchase of appropriate commodities to prevent and 
treat the three diseases, and provide associated support for strengthening comprehensive 



commodity management systems at country level, as a component of technically sound and 
reviewed programs.  

1.8. The Fund will support public health interventions that address social and gender inequalities, 
as well as behavioural practices that fuel the spread of the three diseases, with an emphasis on 
health education.  

1.9. The Fund could support operational research in the context of program implementation.  

1.10. For areas in conflict or distress, the Fund will develop special criteria to support technically 
sound proposals designed to address critical HIV/AIDS, TB, and malaria problems.  

FIRST ROUND PROPOSAL DISBURSEMENTS 

The Fund gives priority to effective proposals from countries and regions with the greatest need, 
based on highest burden of disease and the least ability to bring financial resources to address the 
problems of AIDS, tuberculosis and malaria. Proposals from countries and regions with a high 
potential for risk will also be considered. 

The first call for proposals was issued in February this year, and in April the first set of 
applications was approved. For more information on the approved programs please visit the 
following website: http://www.globalfundatm.org/files/Proposalslist_40.doc 

The commitment of the Board to these programmes is US$ 616 million over two years. 
Continued funding will add up to US$ 1.6 billion over five years. 67% of this funding is for 
HIV/AIDS, 23% for tuberculosis, and 10% for malaria. The grants awarded will support 
programs in all regions of the world, with funds distributed across regions as follows: Africa 
57%, Americas 11%, Eastern Mediterranean 1%, Eastern Europe and Central Asia 7%, Southeast 
Asia 18%, and Western Pacific 7%.  

The Fund’s grants were awarded to comprehensive proposals submitted jointly on behalf of 
governments, NGOs and private companies, forming so called Country Coordination 
Mechanisms (CCMs). Resources from the fund will go to expanding successful programmes, 
such as DOTS TB treatment and HIV prevention campaigns with condoms, and to building new 
ones, including treatment for resistant malaria and antiretroviral provision for AIDS patients. 

 

Pledges to the Global Fund to Fight AIDS, Tuberculosis and 
Malaria 

DONORS 
PLEDGE 
CURRENCY OF 
ORIGIN 

PLEDGE 
US $* 

United States  500.000.000 

United Kingdom £138.000.000 215.600.000 

Italy  208.100.000 

Japan  200.000.000 



Germany € 200.000.000 195.700.000 

France € 150.000.000 146.800.000 

Netherlands € 135.000.000 132.100.000 

European Commission € 120.000.000 117.400.000 

Canada  100.000.000 

Sweden SEK 600.000.000 64.500.000 

Spain   50.000.000 

Russia  20.000.000 

Belgium € 18.000.000 17.600.000 

Norway NOK 130.000.000 17.300.000 

Switzerland  10.000.000 

Nigeria  10.000.000 

Saudi Arabia  10.000.000 

Ireland € 10.000.000 9.800.000 

Thailand  5.000.000 

Luxemburg € 3.000.000 2.900.000 

Uganda   2.000.000 

Kuwait   1.000.000 

Rwanda   1.000.000 

Austria   1.000.000 

Zimbabwe   1.000.000 

Andorra   100.000 

Lichtenstein   100.000 

Niger   50.000 

Liberia   25.000 

Zambia ZMK 83.500.000 19.000 

Kenya KES 653.000 8.300 

Total, Governments 
and Multilateral 
Institutions 

  2.039.102.300 

 
Foundations and Non-Profits 
Gates Foundation   100.000.000 
Int'l Olympic Com.   100.000 
Other Foundations and Non-
Profit Organizations (18)   48.734 



 
Corporations 
Winterthur   1.000.000 
Eni S.p.A.   500.000 
Other Corporations (19)   165.507 
Individuals 
Mr. Kofi Annan   100.000 
Amb. D. Fernandez   100.000 
Other Individuals (371)   122.895 
Events 
Real Madrid v AS Roma 
(Soccer Match)   112.487 

Other Pledges  
People of Taiwan   1.000.000 
Others   10.000 
Other Pledges (including 
foundations and non-
profits, corporations, 
individuals, events and 
other pledges) 

  103.259.623 

Total Pledges:   2.142.361.923 
      
*UN Operational Rates of Exchange as of 1 October 2002   
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Figure 1. Global Resources Needed For Prevention and Care Activities
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Total resources required for scaling up the response to will grow to US$10.5 billion by 2005 and 
to US$15 billion by 2007. This amount of funding assumes a rapid scale up of services within 
existing capacity as well as increases in capacity to deliver health care services. Cost for 
personnel, training, drugs and commodities are included but additional infrastructure costs 
(buildings, equipment) are not included in this estimate.  
 
 
 

Figure 2. Global Resources Needed by Region

-

2,000

4,000

6,000

8,000

10,000

12,000

14,000

16,000

2001 2002 2003 2004 2005 2006 2007

M
ill

io
ns

 o
f U

S 
D

ol
la

rs

Latin America & Carribean

Western & Eastern Europe &
Central Asia
North Africa & Middle East

East Asia & Pacific

South & South-East Asia

Sub-Saharan Africa

 
The largest share of resources will be required in Sub-Saharan Africa. That region will need US$5.7 
billion, more than a third of the global requirements in 2007. South and South-East Asia will need about 
one-quarter of the total (US$3.4 billion) in 2007. 
 



 

Figure 3. Resources Required for Prevention Activities
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The total funding required for prevention activities increases from US$ 1.8 billion in 2001 to US$6.6 
billion in 2007. The largest funding requirements are for universal precautions (16%); youth-focused 
services (11%); workplace programs (10%); policy, advocacy, administration and research (9%); public 
sector condoms (9%) and blood safety (8%).  The remaining interventions each require 3-5 percent of the 
total funds except for harm reduction and post-exposure prophylaxis, which require less than one percent. 
 
 
 

Figure 4. Global Resources Needed for Care Activities
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The total funding required for care interventions increases from US$ 1.3 billion in 2001 to US$7.4 billion 
in 2007. The largest component for 2007 is HAART, at 44% of the total, while it represents just an 
estimated 14% of expenditures in 2001.  The largest component for 2001 is OI treatment, requiring 46% 
of the total.   
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1. Introduction 
 
Many crises threaten a globalizing world, 
including international financial instability, 
growing worldwide poverty, global warm-
ing, and epidemic diseases that know no 
boundaries. Solutions require intense inter-
national cooperation and stronger global 
institutions.  Progress will especially de-
mand large new financial resources – tens of 
billions of dollars to finance global public 
health, take steps towards environmental 
sustainability, and build programs to insure 
education and livelihoods for all. 
 
Unprecedented wealth and productive 
capacity are available today, more than ever 
before in human history.  Since 1950, gross 
world product has multiplied seven times 
and product per capita nearly three times, 
both in real terms.  Yet the global economy 
organizes a vastly unequal division of the 
world’s resources, promoting private con-
sumption and accumulation over public 
well-being.  Development aid funds have 
declined, urgent global projects have stalled 
for lack of money and worthy international 
organizations like the UN have fallen prey 
to budget caps and assessment shortfalls.  
 
Bold and innovative steps are urgently 
needed to tap the world’s wealth. Global 
taxes offer the most promising approach. 
International projects and organizations can-
not depend solely on contributions from 
nation states, much less rely on private char- 
 

 
 
ity or business “partnerships.”  They must 
develop independent revenue sources to 
fund public purposes at the global level. 
 
Taxes amounting to just 1% of world GDP 
would raise over $400 billion per year.  
Such a sum would meet many urgent needs 
while placing a very modest burden on the 
world’s richest consumers.    
 
Advocates have offered dozens of proposals 
for global taxes, but two have gained special 
attention: a tax on the carbon content of 
commercial fuels (often called a Carbon 
Tax), as a means to stop global warming, 
and a currency transaction tax (often re-
ferred to as a Tobin Tax), to reduce specula-
tion and global economic instability.   
 
Some day, an international political author-
ity will levy global taxes, but at present a 
robust authority of this kind, with sufficient 
accountability and enforcement powers, 
does not exist.  So initially, national gov-
ernments must levy such taxes as part of an 
international tax agreement.  Part of the 
funds levied will go towards global pur-
poses, while part will be kept in the national 
treasury. Transition towards truly global 
taxation will await strengthened and 
democratized global institutions, sometime 
in the future, but today we must make a start 
along the road. 
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2. Background 
 
Global taxes are not a new idea.  Legal 
scholar James Lorimer referred to the idea in 
his 1884 book Ultimate Problems of Inter-
national Jurisprudence. Many of the most 
famous economists of the earlier twentieth 
century likewise considered it, including 
Alfred Marshall, John Maynard Keynes, and 
James Meade.1  Around the time of the 
United Nations’ founding in 1945, econo-
mists and policy makers often spoke of the 
need for robust international economic pol-
icy to avoid the dangers of renewed depres-
sion and war.  To them, global economic 
management and even global wealth redis-
tribution seemed not only desirable but a 
logical necessity.2 
 
In the 1950s and 1960s, global taxes receded 
from view, a casualty of the Cold War and 
fervent opposition from the United States 
government and many large companies.  But 
in the 1970s the idea gained momentum 
again, among academics, NGOs and a few 
progressive governments, along with envi-
ronmental concerns and the concept of a 
“global commons.”  Some economists pro-
posed that taxes or fees on use of these re-
sources could help manage and preserve the 
world’s atmosphere, land and oceans.   
 
The year 1972 proved a watershed.  The UN 
Conference on the Human Environment 
recommended that the international commu-
nity consider global taxes. In the same year, 
economist James Tobin first proposed his 
global tax on currency transactions, while 
the Club of Rome, in its famous Limits of 
Growth report, discussed global taxes to 
fund international organizations.3   

                                                           
1 Frankman (1996). 
2 C. Wilfred Jenks, T.A. Sumberg, Jan Tinbergen, 
Gunnar Myrdal and many others shared these ideas. 
3 Tobin’s proposal was first made in his Eliot Jane-
way Lectures at Princeton.  He elaborated on the idea 

 
 
In 1977 the Washington-based Brookings 
Institution convened a number of meetings 
on the subject and that same year a UN con-
ference referred to global taxes as a possible 
source of revenues to combat desertifica-
tion.4  Soon after, the United Nations Envi-
ronment Programme (UNEP) published two 
major reports on global taxation5 and in 
1980 the Brandt Commission issued an im-
portant, widely-read report that reviewed a 
number of global tax proposals.  The Com-
mission favored taxes on international trade, 
and its report concluded that “a system of 
universal and automatic contributions would 
help to establish the principle of global re-
sponsibility, and would be a step toward co-
management of the world economy.”6 
 
During the 1980s, nations actually estab-
lished one global tax – a levy on deep sea-
bed mining, incorporated in the UN Law of 
the Sea Convention.7  Scholars and policy 
advocates continued to discuss other forms 
of global taxes in international conferences 
and other forums.8  In 1992, Ruben Mendez 
of the United Nations Development Pro-
gramme (UNDP) published a pioneering 
treatise on International Public Finance, 
giving prominence to tax proposals.  Subse-
quently, a number of prestigious reform 
studies raised the issue as a step to 
strengthen global institutions.  
                                                                                       
in a well-known later paper [Tobin (1978)]. For the 
Club of Rome report, see Meadows et al (1972). 
4 See Steinberg et al (1978) and United Nations Con-
ference on Desertification (1978).  
5 See United Nations Environment Programme 
(1978) and (1980). 
6 Independent Commission (1980). 
7 The Convention was adopted in April 1982 and 
signed by 119 nations in December. 
8 Tobin’s ideas were picked up by other economists, 
including Larry Summers, later US Treasury Secre-
tary, who wrote an article in 1989 favoring a tax on 
financial transactions. [Summers and Summers 
(1989)]. 
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The Commission on Global Governance 
(1995) proposed a tax on currency transac-
tions, a tax on multinational corporations, 
and “user fees” for the global commons, 
including taxes on international airline tick-
ets, ocean maritime transport and ocean, 
non-coastal fishing.9  The Dag Ham-
marskjöld Foundation report on Renewing 
the United Nations System (1994),10 the 
Independent Commission on Population and  
Quality of Life (1995),11 the Global Com-
mission to Fund the United Nations (1995)12 
and the South Centre report on UN reform 
(1996)13 also offered proposals and analysis 
on the subject.  Even within the precincts of 
the International Monetary Fund, a serious 
working paper on currency transaction taxes 
emerged.14   
 
Several governments, including Austria and 
the Netherlands, studied the issue and qui-
etly supported it.  Within the UN system, 
UNEP organized a conference and UNDP 
set up a research project on global taxes, 
which soon resulted in an influential volume 
on The Tobin Tax (1996).15  Secretary Gen-
eral Boutros Boutros-Ghali gave the subject 
a highly visible boost in a famous speech at 
Oxford University (1996) and the UN Eco-
nomic and Social Council held a full debate 
on the subject (1996).16   
                                                           
9 Commission on Global Governance (1995), 217-21. 
10 Childers with Urquhart (1994), 154-156. 
11 D’Orville and Najman (1995).  The report’s pref-
ace states unequivocally “global problems demand 
global solutions and global resources.”  Chancellor 
Helmut Kohl of Germany, among many others, en-
dorsed the study. 
12 Harlan Cleveland et al (1995).  The report was first 
published in the journal Futures in March, 1995.  
13 South Centre (1996), 88-92. 
14 Spahn (1995). 
15 Mahbub ul Haq et al (1996).  The book emerged 
from a conference held on October 10, 1995 by the 
UNDP Office for Development Studies. ODS head  
Inge Kaul was a leader in this field.  The UNEP con-
ference was held in Nairobi in February 1995. 
16 Speech delivered January 15, 1996. The ECOSOC 
debate took place on 11 July 1996. 

Finance ministries in many rich countries 
continued to react negatively, however. 
Corporate executives also looked askance 
and conservatives in the United States Con-
gress, led by Senator Jesse Helms, strongly 
objected.17 Many in Congress claimed 
global taxes threatened US sovereignty and 
they accused tax advocates of favoring au-
thoritarian world government.18  In 1996 
Congress considered a bill making payment 
of US dues to the United Nations condi-
tional upon the UN abandoning efforts that 
“develop, advocate, promote or publicize 
proposals” that impose taxes or fees on US 
citizens.19 The bill eventually was signed 
into law on November 26, 1997.20    
 
In a period of financial crisis for the United 
Nations, this threat immediately stifled dis-
cussion in UN forums. UNDP quietly ended 
its research into the issue.  Secretary General 
Boutros Boutros-Ghali lost his bid for a sec-
ond term (December, 1996), in part for this 
reason.21  The United States also blocked 
European proposals for environmental taxes 
at the talks on global climate change.  The 
US eventually imposed a weak alternative – 
an emissions trading system – in the path-
mark Kyoto Protocol, of December, 1997. 
 

                                                           
17 Even in nations where parliaments and some mem-
bers of government are favorable, Finance Ministries 
have been cool.  Canada is a well-known case, but 
the same is true of Germany and France.   
18 Conservative think tanks like the Heritage Founda-
tion were particularly vocal on the matter. 
19 See US Senate Bill 1519, 104th Congress, 2nd Ses-
sion, 22 January, 1996.  The item banning UN advo-
cacy for global taxes was added just days after the 
Secretary General’s Oxford speech. 
20  The Foreign Operations, Export Financing, and 
Related Programs Appropriations Act of 1998, Public 
Law No. 105-118. 
21 There are many theories about why the US so ac-
tively opposed Boutros-Ghali, but the furor in Con-
gress in early 1996 over his Oxford speech on global 
taxes was certainly a significant factor. 
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But Washington, like the mythical King 
Canute, could not hold back the tide.  Inter-
est in the subject continued to grow in every 
country, including the United States itself, 
due to emerging awareness of AIDS, global 
warming, and other impacts of globalization 
on people’s lives. Citizens increasingly 
understood that the agreements signed at the 
UN global conferences of the 1990s would 
remain meaningless without the large sums 
needed for implementation.22 
   
Well-known NGOs, like Friends of the 
Earth and War on Want, took up the cause. 
Grassroots movements sprang up and soon 
found broad public support.23  Trade unions 
developed a growing interest, including the 
worldwide Public Services International.24  
Scholars discussed it.  Conferences prolifer-
ated. Parliamentarians held hearings. Even 
the influential U.S. journal Foreign Affairs 
gave it space.25  Increasingly, parliaments 
and political leaders endorsed the idea.26  
 
In the run-up to the UN Financing for De-
velopment (FfD) world conference, the Ze-
dillo Panel Report of 2001 gave global taxes 
unexpected attention. Commissioned by the 
UN Secretary General and written by an 
international group of eminent persons, the 
Report concluded that “there is a genuine 
need to establish, by international consen-
sus, stable and contractual new sources of 
multilateral finance” – that is, global taxes.  
                                                           
22 A recent UN report estimates that the extra cost of 
meeting global development targets agreed by all 
governments would be at least $50 billion per year.  
See Zedillo (2001).  Environment, health and security 
goals would push the figure considerably higher. 
23 See below for a discussion of the Paris-based AT-
TAC movement and other grassroots initiatives. 
24 Public Services International, the international 
secretariat of workers in the public sector, was one of 
the first high-profile unions to support the idea, giv-
ing it backing as early as the mid-1990s. 
25 Cooper (1998). 
26 See below esp. in the section on carbon taxes for 
more details. 

While recognizing the strong opposition to 
this idea, the panel stated bluntly that the 
alternative, short-sighted option, leads the 
world towards a far more dangerous and 
unhappy future.  The report goes on to con-
sider two proposals.  It views a tax on inter-
national currency transactions as interesting 
but possibly flawed.  It recommends instead 
a tax on carbon emissions, which it says 
would be based on the “sound and fair prin-
ciple of ‘make polluters pay.’”27 Taking into 
account the cautious language of all such 
reports, one could say that the Zedillo Panel 
gave a solid endorsement to the idea of 
global taxes.    
 
A Technical Note published about the same 
time by the UN Secretariat reviewed three of 
the most promising tax proposals.28  Various 
side events and government reports have 
considered global taxes too, including an 
excellent report on “global public goods” by 
the Swedish Ministry of Foreign Affairs.29   
 
The time for concerted action has come.  
The international community cannot allow 
the United States government to hold the 
world hostage and block vitally-important 
progress. Like-minded governments and 
citizen groups must advance together to-
wards the goal of global taxes. The UN has 
the authority and capacity to address this 
agenda, and so to pave the way for a just and 
sustainable global future.     
 
 
 
 
. 
                                                           
27 Zedillo (2001), 26-27.  
28 United Nations, General Assembly (2001). The 
three proposals reviewed were: currency transaction 
tax, carbon tax, and aviation fuel tax. 
29 Sagasti and Bezanson  (2001), see esp. 42-45.  
Among the side-events, Global Policy Forum, WEED 
and the Heinrich Böll Foundation organized an Inter-
national Roundtable in New York on May 5, 2001.   
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3. Major Proposals 
 
Global taxes can have three parallel pur-
poses: (1) policy steering, (2) revenue rais-
ing, and (3) income re-distribution.  Tax 
proponents ordinarily give priority to one of 
these purposes over the other two.  But we 
will consider the triad, because public sup-
port hinges on all three. 
  
We will consider in detail the two major 
proposals – a carbon tax and a currency 
transaction tax – looking at the policy steer-
ing aspects, revenue raising potential, and 
redistribution impact of each, as well as their 
problems, prospects and progress.   
 
Some of the most important tax proposals 
hope to create a disincentive – that is, to 
discourage harmful activities – as taxes on 
cigarettes and alcohol do. Taxes on carbon 
emissions and currency speculation are both 
of this type. Specialists refer to a “Pigovian” 
tax, after the economist A.C. Pigou who first 
theorized about it, pointing out that market 
prices do not reflect the true costs to society 
and the environment of these activities.   
 
Such a tax has special features. If it succeeds 
very well in discouraging the unwanted ac-
tivity, it will lose its effectiveness as a 
source of revenue.   Further, it may produce 
its highest potential revenue at a relatively 
low percentage rate, creating a tradeoff be-
tween revenue and disincentive.  As the rate 
rises, revenue is likely to fall because use of 
the taxed item will decline.  The interaction 
between the tax rate and tax revenues will 
depend on what economists call demand 
elasticity: how quickly demand will decline 
as prices rise.  
 
Demand for fuels like oil responds relatively 
quickly to price changes – when oil prices 
spiked in 1979-80, use declined significantly 
and world  carbon  emissions  declined   for  

 
 
three years to a total 19% below the trend, 
before climbing again as oil prices fell.30  As  
increasing carbon tax rates would push final 
prices ever higher, demand would fall, 
though we don’t know how far and how fast 
this would change.31   
 
Other proposals do not have this Pigovian 
steering function.  They tax activities that 
are considered positive, such as email traffic 
and world trade.  Unlike the Pigovian pro-
posals, whose advocates hope the taxes will 
have a direct policy impact such as reduced 
global warming, these proposals typically 
seek to raise revenue and may aim at policy 
goals on the spending side – for example, 
they may seek funds for development, envi-
ronmental protection, poverty eradication, or 
other programs of the United Nations.   
 
 
Carb  
 
 
Policy Goal: Combating Global Warming 
 
Global warming, caused by human activity, 
brings potentially far-reaching climatic and 
ecological disruption.  If not halted, these 
changes will result in rising sea levels, de-
sertification and increases in the frequency 
and severity of storms, floods and drought.  
Such new climate conditions will lead to the 
                                                           
30 Emissions fell from 5.329 billion tons in 1979 to 
4.933 in 1983.  Trend would have produced a rise to 
6.087 billion.  For the data series see Dunn (2001), 
53.  Most of this decline appears to have resulted 
from reduced oil use, since coal use increased. See 
UN Energy Statistics Yearbooks, various years. 
31 European governments in particular have devel-
oped considerable experience with petroleum taxes 
that have been set at rates with a major price impact.  
High taxes on gasoline are believed to have contrib-
uted to higher European efficiency in energy use by 
comparison with the United States.  For a discussion 
of demand elasticities see OECD (2001). 

Carbon Tax 
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spread of disease, human displacement and 
even the disappearance of heavily-populated 
areas that will submerge below the rising 
oceans.32  
 
The authoritative Intergovernmental Panel 
on Climate Change (IPCC) believes that 
average temperatures across the world will 
climb by several degrees over the century. 
The Panel notes that already icecaps and 
glaciers are melting, sea levels are rising, 
and extreme weather events are occurring 
more frequently. The IPCC concludes that 
most recent warming is “attributable to hu-
man activities.” It warns of “irreversible 
damage” and “rising socio-economic 
costs.”33  UNEP estimates that negative ef-
fects of global warming could soar to a cost 
of $300 billion per year.34 Carbon dioxide, 
released from burning of hydrocarbon fuels 
like oil, coal and natural gas, is by far the 
most important “greenhouse gas” driving 
this process.35   
 
A tax on carbon content of these commercial 
fuels could combat global warming by re-
ducing carbon dioxide emissions.36  Authori-
ties would levy such a tax in proportion to a 
fuel’s carbon content.  Companies extracting 
the fuels would pay the tax, passing it along 
to consumers as a price increase. The tax 
would fall most heavily on coal, the fuel 
with the most carbon content, while natural 

                                                           
32 Intergovernmental Panel on Climate Change 
(2001a). 
33 Ibid. 
34 United Nations Environment Programme (2001) 
35 Other greenhouse gasses include methane, nitrous 
oxide and chlorofluorocarbons, the latter having been 
reduced substantially by the Montreal Protocol of 
1987 to protect the Ozone Layer. 
36 The tax applies only to “commercial” fuels, be-
cause fuels people collect and burn themselves, 
mainly wood, cannot be taxed. The tax would exempt 
non-fuel uses, such as petroleum used to produce 
pharmaceuticals and plastics. 

gas would be taxed the least.37  Since fuel 
use is sensitive to price, especially over 
time, higher prices would have considerable 
impact on consumption.  The tax would be 
based on the “polluter pays” principle. 
 
Depending on the tax rate, a carbon tax 
could substantially reduce the use of com-
mercial carbon fuels and create price-
incentives for transition to sustainable en-
ergy sources, such as wind, solar and geo-
thermic power.38  If phased in over twenty 
years or more and coordinated with other 
public policy measures, the tax could pro-
mote a steady transition to sustainable en-
ergy alternatives.  
 
Global energy use has shifted in recent dec-
ades towards more efficient, lower-carbon 
fuels.  But from 1950 to 1999, world GNP 
increased so dramatically that carbon release 
grew from 1.6 to 6.3 billion tons per year.39  
Scientists expect further emission increases 
in the decades ahead, unless nations adopt 
strong policies. An IPCC study projects 12 
billion tons in 2020, doubling the present 
rate, in the absence of substantial new meas-
ures.40  
 
Since carbon dioxide accumulates in the 
atmosphere, and it has already reached a 
dangerous level, carbon release should be 
reduced dramatically, as quickly as possible. 
Slowing or ending the growth of emissions 
is not enough. A high carbon tax could take 
                                                           
37 Cooper (1998).  Coal has a carbon content of .30 
tons per million BTU of energy output, oil .24 tons 
and natural gas .16 tons. 
38 See Wim C. Turkenburg, “Renewable Energy 
Technologies,” in United Nations Development Pro-
gramme (2000), 220-272.  For hydrogen-powered 
fuel cells, a possible transitional technology, see 
www.fuelcells,org. 
39 Dunn (2001), 52-53.  Carbon emissions have de-
clined very slightly in the past three years, but the 
IPCC projects further growth unless reduction meas-
ures are in place.  
40 As cited in Cooper (2002), 2. 
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the emissions rate back down, especially if 
combined with eliminating subsidies for 
carbon fuels.41   High taxes will be required 
to reach deep emissions cuts and to promote 
a rapid shift to sustainable energy, even as 
worldwide energy demand and use in-
creases. 
 
Revenue Potential 
 
A global carbon tax, levied at a rate that 
would substantially discourage carbon emis-
sions, would produce very large revenue.  
There are many assumptions that enter reve-
nue projections, notably the demand elastic-
ities of carbon fuels and the time-lag that 
would allow alternative energy systems to 
come into widespread use. 
 
A UN paper estimates that a tax amounting 
to $21 per ton of carbon (the equivalent of 
4.8 cents per gallon of gasoline) would yield 
$125 billion annually.42   This tax rate would 
not be high enough to stop worldwide 
growth of carbon fuel, but it might be the 
beginning of a phased-in tax that would rise 
steadily over a period of years.  
 
According to the IPCC, taxes of $100 per 
ton of carbon could reduce emissions up to 5 
billion tons by 2020. Taking into account 
projected increases in use, however, that 
reduction would still leave the world with 
slightly more emissions than at present!43  A 
higher tax rate, perhaps $200 per ton or 
more, is required to produce real reductions. 

                                                           
41 Reduction or elimination of subsidies must accom-
pany the tax, since subsidies amount to an estimated 
$150 billion per year, not including the transportation 
sector. [United Nations Development Programme 
(2000), 425].  The UK and Germany have reduced 
coal subsidies and seen their carbon emissions drop 
in the 1990s as a result [Dunn and Flavin (2002), 35]. 
42 United Nations, General Assembly (2001), 3.  
Cooper (2002) estimates that $23 is the cost of the 
first-round of Kyoto standards. 
43 Cooper (2002), 2 

Taking a $200 tax, and then assuming a hy-
pothetical world-wide 50% decrease of car-
bon emissions from present levels, we could 
project revenue of $630 billion per year after 
a 15 year phase-in period.44  This sum paral-
lels a model by the Organisation for Eco-
nomic Cooperation and Development 
(OECD) projecting carbon tax revenue of 
$750 billion by 2020, or about 1.3 percent of 
gross world product in that year. Taxes 
raised in the US would represent about 20% 
of the world total.45   
 
Nations have separately levied carbon-type 
taxes for many years, especially taxes on 
gasoline.  According to an OECD study, 
petroleum tax revenues in Germany in 1998 
totaled about $38 billion, while in Britain in 
1995, similar levies on transportation fuel 
came to $14 billion.46  This demonstrates the 
large revenue that a carbon tax can mobilize.  
And it shows that nations can move ahead 
with high-revenue joint carbon taxes without 
a universal global agreement. 
 
A phased-in global carbon tax would proba-
bly produce its highest revenue in a stage 
when carbon fuel use remained high.  Later, 
tax rates would rise and revenue eventually 
decline.  Assuming a long phase-in time and 
continued residual use of carbon fuels, the 
tax would produce hundreds of billions of 
dollars in annual revenue over a period of 
several decades. 
 
 
 
 

                                                           
44 The tax of $200 per ton of carbon would then fall 
on 3 billion tons of carbon  fuel content.     
45  Cooper (1998).   
46 OECD (2001). According to the OECD, the reve-
nue from environmentally-related taxes as a share of 
GDP varied from about 1% in the United States, to 
2% in France, Canada and Germany, 3% in the UK, 
3.5% in Norway and the Netherlands, and as high as 
5% in Denmark in 1994-98 [page 50].  
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Re-distribution 
 
All taxes change the distribution of income 
and well-being. In a world of great poverty 
and huge income disparities, global taxes 
should aim to redistribute.  Yet global tax 
advocates have not given enough attention 
to distributional issues, which include the 
initial levy, its policy steering aspect, and its 
spending results.47 
 
The levy outcome of a carbon tax can be 
mildly regressive by raising the costs of 
cooking fuel, heating fuel, and transporta-
tion fuel for poor people.  Higher fuel costs 
for farm equipment (such as irrigation 
pumps and small tractors) can also put pres-
sure on marginal farmers.  
 
There have been many distribution studies in 
rich countries.  These suggest that distribu-
tion effects of carbon/energy taxes have 
ranged from mildly regressive to mildly 
progressive, depending on local patterns of 
energy use. Countries that have adopted 
these taxes, such as Denmark, the Nether-
lands and Germany, have typically included 
exemptions or re-distributional subsidies 
that lessen the impact on the poorest fami-
lies and make the overall burden of the taxes 
mildly progressive48   
 
Some critics also argue that poor countries 
depend more on inefficient energy systems 
which rich countries have already left be-
                                                           
47 Far-sighted advocates urge us to pay more attention 
to this question and warn that public attitudes to-
wards existing (national) taxes of this kind show 
potential pitfalls. Anderson (2002) raises this concern 
and demonstrates that in the case of Denmark the 
impact of the taxes has been mildly regressive.   
48 OECD (2001), 82.  Studies suggest that weather 
may be a major factor.  Warm-climate countries show 
more progressivity, while cold-climate countries 
show more regressivity.  The poor must heat their 
homes, but they don’t use air conditioners.  See also 
Anderson (2002) for the distributional effects in 
Denmark. 

hind, so that a tax of this kind would impose 
heavier transition costs on the economies 
least able to adapt.  According to one set of 
projections from the mid-1990s, China by 
2015 would be emitting as much greenhouse 
gases as the United States, and India would 
be emitting more than Japan.49   
 
China has confounded standard assump-
tions, though, by rapidly decreasing its car-
bon emissions after 1996, including a major 
shift away from coal, even while achieving 
rapid economic growth.50  This shows that 
poor countries can make major changes at 
an early stage of their industrial develop-
ment and need not follow the European/US 
path of energy use.51    
 
Distributional effects in the global economy 
are far more complex than distribution 
within a single country.  Cold-weather re-
gions are more likely to be negatively af-
fected than warm-weather ones, thinly-
populated than thickly-populated, and so on. 
The world’s poorest two billion people 
scarcely use commercial fuels at all52 and 
most poor countries import all or most of 
their commercial fuel.  So carbon fuel use 
and income from fuel-extraction vary 
greatly from one country to another.  A 
Saudi prince, a US coal miner, and an inves-
tor in Toyota would probably lose income 
from falling demand for carbon fuels.  Gas 
producers would benefit in the short run at 
the expense of oil producers and especially 
coal producers.   
 
To insure a more progressive levy outcome, 
a carbon tax could be raised on a multi-tier 
basis, with higher rates for rich countries 
                                                           
49 Cooper (2002), 3. 
50 China closed an estimated 50,000 coal mines from 
1997 to early 2000 [United Nations Development 
Programme (2000), 425]. 
51 Dunn and Flavin (2002), 35. 
52 United Nations Development Programme (2000), 
419. 
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and lower rates for poor countries.  Studies 
are needed to insure both effectiveness and 
fairness of the tax and to win the greatest 
public support for the tax plan. 
 
The policy outcomes suggest a more strong-
ly progressive effect of the tax, especially in 
the long term. By mitigating global warm-
ing, the tax would protect the poor who are 
especially exposed to negative effects such 
as disease, drought, storms, and flooding. 
Peasants living in flood-prone Bangladesh 
would certainly be great beneficiaries.  Citi-
zens of small island nations, threatened by 
the rise of sea levels, would benefit immeas-
urably. The IPCC has concluded unequivo-
cally that “The impacts of climate change 
will fall disproportionately upon developing 
countries and poor persons within countries 
and thereby exacerbate inequities in health 
status and access to adequate food, clean 
water and other resources.” 53 
 
Other policy dimensions of distribution 
arise.  As a carbon tax is imposed, prices of 
solar and wind generators of electricity 
would likely decline due to intensified re-
search and longer production runs.  This 
could bring help bring affordable energy to 
poor people in remote villages and raise 
their standards of living.  Carbon taxes 
would lessen urban sprawl and so reduce 
pressure on the land of poor farmers.  Car-
bon taxes could also lower health costs, by 
reducing, among other things, particulate 
pollution (the OECD report, in discussing 
distributional effects, notes that poor people 
are nearly always more exposed to the bad 
effects of emissions).54   
 
The spending outcomes promise important 
re-distributional effects as well.  Assuming 

                                                           
53 Intergovernmental Panel on Climate Change 
(2001b), 88.  The issue of distribution is raised in ch. 
5,  87-90. 
54 Ibid. 

that the nations collecting the tax would 
agree to forward a substantial portion like 
50% to a global fund, strongly redistributive 
effects could result. Such a fund could target 
support for low-income households. The 
fund could also help to better distribute 
world energy resources by helping poor 
communities obtain low cost solar panels 
and wind generators. 
 
Considering all three aspects of the tax 
(levy, policy, spending), on a global basis, 
the tax promises to be progressive in its 
overall effect.  Advocates must devote more 
attention and study to the distributional is-
sue, however, to insure that progressive ef-
fects will be maximized and harmful regres-
sive effects in local cases reliably overcome.  
 
Problems and Likely Opposition 
 
Some opponents argue that the Kyoto re-
gime of emissions trading takes care of car-
bon emissions, making the idea of a carbon 
tax obsolete.  This is not true.  Emissions 
trading is a seriously flawed concept, that 
gives advantages to the biggest polluter 
countries and the big energy companies.55  
At best it will have only a limited capacity 
to reduce worldwide greenhouse gas emis-
sions.  A carbon tax is a fairer, more effi-
cient policy tool that would speed progress 
towards Kyoto and Rio goals.  
 
By raising prices of commercial hydrocar-
bon fuels, the carbon tax theoretically might 
boost use of wood as an energy source, 
along with increases in demand for nuclear 
and hydroelectric energy, as substitutes for 
taxed fuels.  Though wood is a carbon fuel, 
authorities cannot tax most of its use, be-

                                                           
55 Emissions trading favors the status quo by giving 
out trading permits based on current emissions levels.  
An initial issuing price of the permits is the only 
occasion when public revenues can be raised. See 
Baumert (1998a), Cooper (1996), Cooper (2002).  
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cause consumers tend to harvest and use it 
directly for their own needs.  Nuclear power 
and hydro-electricity are not carbon emis-
sion sources at all.  A shift towards these 
three energy forms would put pressure on 
forests, raise the danger of radioactivity and 
dam more of the world’s wild rivers.  But 
other offsetting factors would likely enter 
the equation.   
 
Carbon taxes would promote development 
of cheaper sustainable energy sources.  Elec-
tricity prices from wind mills and solar 
thermal generators are now beginning to be 
competitive with carbon-fuel generated 
power. They may already be cheaper than 
some nuclear generated energy prices and 
may eventually be cheaper than hydroelec-
tric.56  Probably, then, falling prices for sus-
tainable energy will undercut substitution 
effects from these unsustainable energy 
sources and steadily lower their use. 
 
Some critics argue that carbon taxes would 
be difficult to collect, but few tax experts 
take this argument seriously.  Tax authori-
ties would levy carbon taxes directly on the 
sale of carbon fuels, thus collection of car-
bon taxes would be as easy as value-added 
taxes or sales taxes.  Because VAT taxes are 
already in widespread use, and because sell-
ers almost everywhere use computerized 
systems, adding this collection item would 
not impose much difficulty or extra cost. 
European experience suggests a collection 

                                                           
56 Flavin (2000), 56.  Flavin cites estimates from the 
US Department of Energy that wind power now costs 
4-6 cents per kilowatt hour, about the same as new 
gas- and coal-fired plants.  In Flavin (2001a) the 
author claims that some wind power electricity was 
produced in 2000 in the western United States at half 
the price of electrical power from ordinary fuels.  
Photovoltaic power is more expensive than wind, but 
falling in price, while solar thermal electricity is now 
close to market prices.  For broad cost comparisons, 
see United Nations Development Programme (2000). 

cost of well under 1%57 and a UN paper 
affirms that in most cases “administrative 
and compliance costs of the extra taxation 
would be negligible.”58 
 
The carbon tax’s main problem is not tech-
nical but political – the staunch opposition 
of a number of enormously powerful global 
industries, notably transportation equipment 
manufacturers like General Motors and 
Ford, petroleum producers like ExxonMobil 
and Royal Dutch Shell, and energy produc-
ers like Enron and Dynergy, all closely tied 
to the carbon-energy system. Among the 
largest companies in the world, they have 
great political influence, particularly over 
two key players: the United States and Brit-
ain.59   
 
These companies sell mass-consumption 
products, however, so they are vulnerable to 
consumer attitudes and pressures.  BP’s ad-
vertising campaign, which insists that the 
company is looking ”Beyond Petroleum,” 
reflects corporate awareness of this looming 
challenge and offers hope that mass cam-
paigns and consumer pressure can blunt 
corporate opposition. A Greenpeace cam-
paign against Shell in Europe provides a 
glimpse of this strategy, which may have 
caused Shell and some other companies to 
soften (though not abandon) their opposition 
to environmental policies. 
 
Oil and gas producing nations also oppose 
this tax, which they see as a threat to their 
production revenues.  Russia, Britain, Nor-
way, Mexico, Nigeria, Indonesia, Iran and 
the United States are all producers with a big 
                                                           
57 See OECD (2001) for a discussion of tax admini-
stration issues and costs. 
58 United Nations, General Assembly (2001) 3-4, 
quote: 4. 
59 Enron is no longer a force, after its collapse in late 
2001, but public inquiries have shown how intensely 
it lobbied for a carbon-friendly energy policy and 
against global agreements like Kyoto.  
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stake in the carbon energy system. But rents, 
taxes and other revenues from fuel extrac-
tion do not always better the lives of ordi-
nary citizens.  Further, most of the world’s 
nations lack domestic coal, oil and gas.  
They have plenty of sun and wind, though, 
for sustainable power generation. They 
would clearly benefit from a shift in the 
global energy system and they might even-
tually prove to be strong supporters of a 
carbon tax proposal.  
 
Progress 
 
The European Union has been interested in 
coordinated energy policies, including taxes 
on petroleum and even carbon taxes.  For 
this reason, EU negotiators favored a tax-
based regime at Kyoto, rather than the emis-
sions-trading system that ultimately 
emerged.  Because the EU is already rela-
tively energy efficient, globally-agreed car-
bon taxes would be less of a burden than in 
the US.60 In fact six European states, five of 
them EU members – Denmark, Finland, 
Germany, the Netherlands, Norway and 
Sweden, – have already levied en-
ergy/carbon taxes at the national level. The 
EU is some distance from implementing its 
own carbon tax, but its members, including 
even Britain, favor energy taxes as a path 
towards energy efficiency and environ-
mental stewardship. 
 
No mass campaign has emerged to promote 
a carbon tax, but the broad-based environ-
ment movement has shown considerable 
interest in this idea, lobbied for it and pro-
duced policy papers and proposals. Friends 
of the Earth, War on Want, and the Wupper-
tal Institute, among others, have actively 
promoted it.  Networks of environmental 
groups have pressed for it at global confer-
ences.  A regular series of Global Confer-
ences on Environmental Taxation have em-
                                                           
60 Baumert (1998a). 

emerged.61 The OECD, UNEP, UNDP, and 
the Commission on Sustainable Develop-
ment have all made or commissioned stud-
ies.62  Many scholars and environmental 
scientists have supported the idea, one of the 
most prominent being Richard Cooper, Boas 
Professor of International Economics at 
Harvard University, whose essay advocating 
a carbon tax appeared during 1998 in For-
eign Affairs, an influential US foreign policy 
journal.63    
 
The UN Zedillo Panel, whose members 
from a range of countries included Robert 
Rubin, former US Secretary of the Treasury, 
endorsed the carbon tax, saying that it had 
”promise” and that governments should give 
it serious consideration.   
 
Public awareness of global warming is 
growing steadily.  Political leaders are mov-
ing towards serious action.  Pressure in favor 
of the carbon tax will continue to mount.  
Governments should see the World Summit 
for Sustainable Development in Johannes-
burg (August-September 2002) as an impor-
tant opportunity for action.   A political bloc 
is forming that will steadily overcome oppo-
nents and implement the tax.  
 
 
Currency Transaction Tax 
 
Policy Goal: Reducing Currency Specula-
tion and Financial Instability 
 
Every business day, traders at banks around 
the world exchange more than $1 trillion in 
currencies. Less than 20% of these transac-

                                                           
61 The Annual Global Conference on Environmental 
Taxation which brings scholars together from many 
countries. First held in Cleveland (USA) in 2000, it 
was held in Vancouver (Canada) in 2001 and will be 
held in Woodstock, Vermont (USA) in 2002. 
62 See, for example, OECD (1997) and OECD 
(2001). 
63 Cooper (1998). 
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tions are necessary to cover international 
trade and travel, long-term investment and 
financial liquidity.  The remainder covers 
various kinds of speculation on currency 
price changes. This speculation often results 
in currency runs, financial crises, collapse of 
economies and hardship to millions of peo-
ple, as well as dangerous instability in the 
whole world financial system. 64 
Currency speculation often drives down the 
price of local currencies, precipitating finan-
cial crises such as those in Mexico (1994), 
East Asia (1997-98), Russia (1998), Brazil 
(1999), Turkey (2000) and Argentina 
(2001).  This has caused broad instability in 
the global economy and harmed millions of 
people, where local economies suffered deep 
declines.65  Central Banks could not defend 
their own currencies during these specula-
tive attacks, because speculators could mo-
bilize enormous loans for short-term, high-
profit moves in the markets.  
 
Even the speculators could lose in this high-
stakes gambling game, however. Baring 
Brothers, one of the most venerable London 
firms, collapsed in February 1995 after a 
single trader in its Singapore office took 
risky positions that ran up $1 billion in 
losses.66  The USA-based Long Term Capi-
tal Management hedge fund lost on an even 
larger scale in computer-driven currency 
trading schemes, and the whole firm sud-
denly collapsed with tens of billions in paper 
losses in October 1998.  Last-minute inter-
vention by the US Federal Reserve Bank, 
which organized a bailout by creditors, 

                                                           
64 Only 2% of the volume covers the needs of trade. 
Most transactions are unnecessary and damaging, in 
the view of Tobin and many other experts.  Wahl and 
Waldow (2001), 5, estimate that 80% of the trading 
volume is accounted for by arbitrage and speculation. 
Annualized daily volume was over $1.5 trillion in 
1998 and in 2001 about $1.3 trillion. 
65 See Hayward (1999). 
66 A Daiwa Bank branch in New York suffered $1.1 
billion in trading losses, also revealed in 1995. 

barely prevented a serious international fi-
nancial crisis.67   
 
Nearly two decades earlier, in 1972, Profes-
sor James Tobin of Yale, later a Nobel lau-
reate, first anticipated the dangers of open 
currency markets and proposed a small tax 
on currency trades in order, as he said, to 
“throw sand in the wheels” of the markets, 
slow down speculation, promote long-term 
investing, and give governments more 
autonomy in their monetary policy.68  After 
the demise of the Bretton Woods currency-
system in the early 1970s, new market con-
ditions69 and very high profits from currency 
trading pushed volumes steadily upwards – 
from a turnover of $16 trillion per year in 
1970 to nearly $30 trillion in 1983.  
 
As financial companies adopted computer-
driven trading systems in the 1990s, the pace 
of trading grew still faster, because complex 
programs required huge trading volume to 
realize profits on small-margin trades. By 
1992, annual trading had grown to $148 
trillion.  In that year, speculation by George 
Soros’ Quantum Fund forced the devalua-
tion of the British pound, while making a 
profit of more than $5 billion in just a few 

                                                           
67 Dunbar (2000). LTCM’s positions were leveraged 
at 25-times the firm’s capitalization.  When the firm 
collapsed, its exposure in the markets was about $1 
trillion, of which $750 billion in interest rate swaps.   
[Tsatsaronis (2000), 67].   More recently, in February 
2002, a trader at a Baltimore (US) affiliate of the 
Allied Irish Banks ran up $750 million in currency 
trading losses before being discovered. 
68 Tobin (1974).  The idea had its origin Keynes’ 
General Theory (1936), which discussed slowing 
down domestic markets through a transaction tax to 
encourage long-term investment values.  See 1964 
edition, 159-60. 
69 69 Governments deregulated their financial sector, 
lifted exchange controls and allowed currencies to 
“float.” International  Monetary Fund (IMF) loan 
conditions imposed reforms of this type on many 
poor countries, with weak and undeveloped financial 
systems and shaky currencies.   
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days.70  By 1998, feverish speculation by 
computer-driven investors had pushed the 
level of transactions to $373 trillion.71    
 
Since then, trading has fallen to about $322 
trillion by 2001, due to the introduction of 
the Euro, banking concentration and other 
factors.72  Growth will probably resume, 
though.  Even if future growth slows, overall 
volume will remain dangerously high and 
prone to speculative runs and damaging 
volatility.   
 
A Currency Transaction Tax (CTT or 
“Tobin Tax” as it is often called) could 
lower trading volume, speculation and vola-
tility by imposing a small tax of less than 
1% on each trade.73    Such a tax would not 
slow world trade in goods and services or 
long-term investments, but it would reduce 
much of the arbitrage trading that seeks 
profits from very small differences in cur-
rency prices.  Some think that a tax as low 
as 0.1% could substantially reduce arbitrage 
activity. 
 
Paul-Bernd Spahn74 contributed an impor-
tant new element to the proposal in 1996 by 
suggesting that the tax should include a sec-
ond, much-higher rate that would come into 
force whenever signs of major speculation 
arise – when price movement exceeds a pre-
established limit. This second-tier tax would 
act like stock market “circuit-breakers” that 
                                                           
70 Tsatsaronis (2001), 66. 
71 Wahl and Waldow (2001), 5, citing the 1998 An-
nual Report of the Bank for International settlements.  
72 Galati (2001).  One factor, the pullback of hedge 
funds after the meltdown of Long Term Capital Man-
agement, resulted from huge losses in Russia for 
Quantum, Tiger and others.  For hedge funds see 
Tsatsaronis (2001). 
73 Tobin initially proposed 0.5% but some advocates 
now favor rates as low as 0.1% [the rate would be 
doubled by a “round-trip” speculative transaction]. 
74 Spahn is a professor of economics at Frankfurt 
University and an IMF consultant.  See Spahn (1995) 
as well as his later papers Spahn (1996) and (2002). 

stop trading when sudden large price move-
ments occur.  This tier would discourage 
speculative currency runs, for which a low 
rate would not be sufficient disincentive.  
 
The two-tier tax would favor long-term in-
vestments and loans, discouraging short-
term activity and sudden, destabilizing price 
changes.  Rapid, irrational “herd behavior” 
by speculators could no longer do serious 
damage.  The tax would provide stability to 
the global financial system and promote 
conditions more favorable for development.  
 
Revenue Potential 
 
Taxes on currency transactions could raise 
large revenue, even if they lowered transac-
tions by 50% or more. Researchers have 
estimated revenue based on various assump-
tions such as different tax rates and different 
impacts on trading levels.  Estimates also 
make different assumptions about how many 
transactions would escape taxation (through 
use of new financial instruments, tax havens, 
etc.).  A tax of 0.2%, with a hypothetical 
50% reduction in transactions from the cur-
rent level of about $300 trillion would result 
in annual revenue of about $300 billion.  A 
tax of just 0.05% with a 50% tax-induced 
reduction of transactions and non-
participation by the U.S. and the U.K. (fur-
ther 50% reduction) would still produce a 
hefty $38 billion.75   
 
Eventually currency transactions may dimin-
ish as the dollar and the euro gain wider use 
and national currencies decline. In the mean-
time, the CTT will prove a very large source 

                                                           
75 A number of different revenue figures have been 
projected, based on different assumptions. Spahn 
(2002) estimates a tax levied throughout the EU and 
Switzerland (including the UK), at the rate of 0.1%, 
to yield 17-20 billion euros or about $16 billion, 
while the UN study [United Nations, General As-
sembly (2001)] estimates a universal tax at the 0.1% 
rate yielding $132 billion. 
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of revenue, yielding tens of billions annually 
for global public purposes. 
 
Re-distribution 
 
The levy outcome of a currency transaction 
tax would yield far more progressive results 
than the carbon tax, because the CTT di-
rectly affects mostly financial companies.  
Travelers and workers sending remittances 
would pay an extremely small sum towards 
the tax, a sum that would be more than off-
set by falling currency exchange transaction 
costs as banks wire themselves together 
across the globe. While non-financial firms 
can be expected to pass along some of the 
tax’s effect in the form of higher prices, it 
appears that only very slight additional costs 
would be borne by poor persons. 
 
The policy outcome of the CTT would be 
strongly redistributive, since the tax would 
dampen speculation and avoid financial and 
economic instability that impose such a 
heavy cost on ordinary people in affected 
countries.      
 
The spending outcome has a problematic 
aspect anticipated by Tobin, since currency 
exchange transactions are concentrated in 
just a few countries. Britain accounts for 
32% of all global currency trades, the United 
States ranks second at 18%, Japan third at 
8% and Singapore fourth at 7%.   The US, 
Japan and the European Union together ac-
count for about 75% of global trades, with 
Switzerland, Hong Kong and Singapore 
accounting for another 15%.    
 
A tax entirely kept by these governments 
would not promote global re-distribution, 
though it would promote re-distribution 
within their borders.  An effective plan for a 
global CTT should incorporate national con-
tributions to a global fund that would redis-
tribute tax revenue away from Britain and 

the other financial center countries in favor 
of projects in low-income nations.  If 25-
50% of the revenue would benefit citizens of 
poor nations, the result would be strongly 
progressive on a global basis. 
 
Overall, then, this tax promises progressive 
re-distributional effects in all three of its 
outcomes. 
 
Problems and Opposition 
 
Critics sometimes insist that tax authorities 
would find it difficult to collect a CTT, es-
pecially because traders would invent means 
to avoid it through (1) creation of non-
taxable instruments, such as special deriva-
tives, and (2) use of tax-free havens such as 
offshore centers to shelter their trades.   
Rodney Schmidt and other proponents of the 
tax have made convincing proposals that 
would block these and other avoidance 
schemes, by, among other things, (1) taxing 
inter-bank or ”wholesale” transactions in the 
major vehicle currencies at the point of set-
tlement and (2) imposing a penalty tax on 
transactions with jurisdictions not imposing 
the tax.  The literature on this subject is very 
substantial.76 
 
Because the tax could be levied by making 
small changes in computer program at a few 
major financial institutions, the cost of set-
ting up and administering the tax would be  
small and compliance easy to monitor.77  A 
UN paper concludes that this tax would be 
“administratively inexpensive” and that its 
“compliance costs would be low.”78 

                                                           
76 See Mahbub ul Haq et al (1996), 109-158 and 
particularly Schmidt (1999).   
77 Wahl and Waldow (2001), 9-10, discusses feasibil-
ity, calling attention to the increasingly centralized 
interbank payments system, using such vehicles as 
Target (Germany), Fedwire (US) and CHAPS (UK) 
as well as the international SWIFT system. 
78 United Nations, General Assembly (2001), 5. 
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Could the tax be levied in the absence of the 
United States and the UK, where opposition 
seems most intractable?   Some believe that 
only a universal tax would be possible, but 
many advocates think that a group of coun-
tries could introduce the tax, just as stock 
transfer taxes were unilaterally introduced 
some years ago.  Because the European Un-
ion and Japan-Singapore-Hong Kong to-
gether represent about 75% of global trans-
actions, advocates hope that this zone could 
begin with a joint tax, which many other 
countries would join.  More modestly, the 
German Development Ministry has pub-
lished a report proposing a currency tax 
within the EU and Switzerland. 79 
 
The tax faces strong opposition from finan-
cial institutions, especially those most ac-
tively engaged in currency trading.  These 
institutions make very large profits each 
year through their currency desk operations 
– perhaps as much as $150 billion according 
to Wahl and Waldow80 –  including both the 
lower-margin arbitrage profits and the 
higher-margin profits from speculative 
transactions.  The bankers fear much of 
these profits would disappear under such a 
tax, if it were to be universal.  Since these 
financial institutions are among the world’s 
most powerful companies, they can mobilize 
great political resources in opposition.  
Many of these companies depend on mass 
consumer markets, though, so pressure from 
consumer campaigns might lessen their op-
position, tilting the balance towards tax pro-
ponents 
 
Progress 
 
Though Tobin first proposed the idea thirty 
years ago, it has only recently gained 
worldwide attention. A large and growing 
                                                           
79 Spahn (2002). 
80Wahl and Waldow (2001), 13, assume an average 
profit of 0.005% on turnover of $300 trillion 

NGO movement has propelled the proposal 
forward, eliciting increasing support from 
political leaders, parliamentarians, trade 
unionists, journalists and intellectuals.   
 
NGO initiatives sprang up almost simulta-
neously within a short period.81 ATTAC, a 
mass membership campaign, has now grown 
faster than even optimistic advocates ex-
pected.  Affiliates have sprung up in 26 
countries and ATTAC now boasts thousands 
of members and it wields noticeable political 
influence.  Other organizations with strong 
programs and leadership roles on CTTs in-
clude the Halifax Initiative (Canada), the 
Tobin Tax Initiative (US), War on Want 
(UK), International Cooperation for Devel-
opment and Solidarity (Europe), 11.11.11 
(Belgium), WEED (Germany), AFRODAD 
(Africa) and Focus on the Global South 
(Thailand).82  
 
The NGO alliance includes a large presence 
of trade unions and church groups. The 
World Council of Churches endorsed the 
currency transaction tax at its world assem-
bly in 1998.   The German and US trade 
union confederations and the International 
Confederation of Free Trade Unions now 
support the tax, as do Public Services Inter-
national and the International Metalworkers’ 
Confederation.  
 
As the movement has picked up steam and 
gained mass backing, politicians and public 
figures have expressed growing interest. 
Jacques Delors, former President of the 
European Commission has commented fa-
vorably, as has Gareth Evans, former For-
                                                           
81 Global Policy Forum’s web information program 
on the Tobin Tax in the spring of 1998 coincided 
with the foundation of the Tobin Tax Initiative (US) 
and ATTAC (France).   
82 Hundreds of NGOs have endorsed the CTT, 
including Mani Tese, Third World Network, Oxfam 
Great Britain, Earth Action, Christian Aid, EURO-
DAD, WILPF, and the World Federalists.  
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eign Minister of Australia; and Barber 
Conable, former President of the World 
Bank.83  President François Mitterrand of 
France promoted it at the World Summit for 
Social Development in 1995.   
 
More recently, the Finnish and Belgian gov-
ernments have backed it.  The President of 
Brazil and the Prime Minister of India have 
given it their blessing.84  The German gov-
ernment has shown an interest and the 
Swedish Central Bank has said it may be 
necessary.85  Even the UK Chancellor of the 
Exchequer has said his government has an 
“open mind” on the matter.86  And George 
Soros, the man who made billions by specu-
lating against currencies, has now come out 
in favor.87 
 
French Prime Minister Lionel Jospin an-
nounced in a television speech on August 
2001 that his government supports the CTT.  
A cartoon in a Paris satirical weekly showed 
Jospin’s rival, the French president, saying 
contentedly “Chirac rhymes with AT-
TAC!”88   
 
More than 800 parliamentarians from five 
continents have signed an international ap-
peal favoring the tax. In March, 1999, the 
Canadian parliament voted overwhelmingly 
for a CTT motion.89  In November 2001, the 
French National Assembly passed a law 

                                                           
83 Ul Haq, et al, p. i. 
84 ATTAC (2001). 
85 For the Swedish Central Bank statement see 
Reuters (2002). 
86 Brown (2001).  The UK government remains offi-
cially opposed to a CTT, but Development Secretary 
Clare Short favors the idea and Chancellor of the 
Exchequer Gordon Brown appears to be cautiously 
considering it.  See  Financial Times (2001) and 
Barnes (2002). 
87 Islam (2001). 
88 Le Canard Enchainé, November 7, 2001. 
89 The vote was 164-83. Finance Minister Paul Mar-
tin voted in favor. 

adopting the tax in principal.90   In a number 
of other European countries, parliamentary 
questions and draft bills call for the tax or 
for a study of its feasibility.  The UK House 
of Commons has held several debates on the 
matter and a six-party coalition of back-
benchers pressed the government for ac-
tion.91 In the European Parliament, a draft 
resolution favoring a CTT missed a majority 
by only six votes in early 2000.92  Even 
members of the US congress have intro-
duced a supportive bill.93 
 
Governments are clearly getting serious 
about the possibility of this tax.  It has 
moved into the realm of expert ministry 
studies and preparatory investigations.  The 
Finance Ministries of France and Finland 
published studies in 2000 and the UK 
Treasury is doing its own investigation 
(2001-02).  In early 2002, the German De-
velopment Ministry published an important 
report by Paul-Bernd Spahn on the CTT and 
the European Commission issued a major 
study on globalization that referred at length 
to the potential of a currency tax.94 
 
Though many powerful forces still stand 
opposed to taxing currency transactions, the 
movement is gaining ground.  Those that 
formerly opposed it unconditionally, like the 
IMF and the Bank for International Settle-
ments, now grudgingly admit that it may 
have merits. A softening position by the UK 
Treasury shows how far we have come. 
Each new currency crisis adds momentum 
and a sense of urgency. Soon, perhaps, a 
serious move towards adoption may get un-
der way. 
                                                           
90 Galut (2001). 
91 Barnes (2002). 
92 The vote took place on January 20.  
93 Rep. Peter DeFazio and Sen. Paul Wellstone intro-
duced on April 11, 2000 their “Concurrent Resolu-
tion on Taxing Cross-Border Currency Transactions 
to Deter Excessive Speculation” (H. Con. Res. 301).  
94 Spahn (2002) and European Commission (2002). 
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4. Other Proposals 
 
Aviation Fuel Taxes 
 
Although airplane travel currently accounts 
for only about 3% of global carbon emis-
sions, it is the fastest growing source of 
emissions.  The Intergovernmental Panel on 
Climate Change (IPCC) expects airplane 
travel to account for 15% of all carbon emis-
sions in 2050.95  Currently, aviation fuel 
used in international flights is exempted 
from fuel taxes under an international con-
vention, putting other less polluting forms of 
transportation like sea and rail at a disadvan-
tage.96 
 
A number of studies by the Organization for 
Economic Cooperation and Development 
(OECD), the International Civil Aviation 
Organization (ICAO) and the IPCC have 
examined taxes on aviation fuel as a means 
to mitigate global warming and other nega-
tive effects on the atmosphere including the 
ozone layer.  They have concluded that a tax 
on aviation fuel would make passenger and 
freight charges somewhat more expensive, 
though a 25% fuel tax, if entirely passed 
along to customers would only add only 
about 5% to user costs and reduce demand 
by 5-10%.  Such increased fuel costs would, 
however, create a powerful incentive to air-
lines to use fuel-efficient engines and more 
efficient aircraft design.  Higher fuel prices 
would also increase incentives for a more 
efficient air traffic control system and other 
factors affecting airline emissions.97  
 
 
                                                           
95 ENDS Environmental Daily (1999). 
96 ENDS Environmental Daily (1998).  Aircraft fuel 
is exempted from tax under the international Chicago 
Convention of 1944, setting up the International Civil 
Aviation Organization. 
97 Intergovernmental Panel on Climate Change 
(2001a).  This study of Aviation and the Global At-
mosphere contains a very useful survey of the field. 

 
 
 
The EU has actively discussed an aviation 
fuel tax, beginning with the Dutch Presi-
dency of 1997.  Dutch transport minister 
Annemarie Jorritsma suggested that the 
European Union introduce an aviation fuel 
tax unilaterally. In December 2000, the 
European Parliament’s Economic and 
Monetary Affairs Committee confirmed its 
support for a recommendation to allow the 
Member States to impose a tax on domestic 
and intra EU flights. The Committee also 
urged the Commission to pursue negotia-
tions through the International Civil Avia-
tion Organization with a view to amending 
the 1944 Chicago Convention, which allows 
an exemption from taxes on air fuel.98  Aus-
tralia and the US oppose a worldwide levy 
on aviation fuel, but many other countries 
have expressed interest.   
 
ICAO data shows fuel costs to be somewhat 
less than 20% of total airline turnover, 
which in 1998 was close to $300 billion per 
year.  This would suggest a fuel cost of 
about $50 billion per year.  A 1998 study 
cited by the IPCC found that a tax of 25% 
would halve the rate of growth of fuel use, 
while not having substantial impact on pas-
senger demand.99  Such a tax would produce 
revenues of $12.5 billion per year. 
  
This tax would generate only modest reve-
nue compared to the carbon tax, but such 
may be its attraction.  It would certainly 
generate far less opposition and might be a 
low-profile precedent for later, more ambi-
tious tax plans.  The decline of air travel in 
the wake of September 11, 2001, increased 
existing industry difficulties world wide.  
Until the finances of the industry improve, 

                                                           
98 European Report (2000).  
99 Intergovernmental Panel on Climate Change 
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governments are unlikely to agree to a new 
tax on aviation fuel. But projections of rapid 
growth and consolidation of the industry 
suggest that it will soon again emerge as 
highly profitable, at which time, a tax may 
again seem promising. 
 
Email/Internet Taxes  
 
An email or internet tax, sometimes known 
as a “bit tax,” seeks to introduce a tax on the 
amount of data sent through the internet.  A 
person sending 100 emails a day, each con-
taining a 10-kilobyte document, would pay a 
tax of just 1 cent, according to one proposal.   
 
This tax does not seek to discourage use of 
email (though it would to some degree).  
Rather, its proponents hope to raise funds 
that would be spent to narrow the “digital 
divide” between rich and poor.  Revenues 
would help make email and web access 
available in poor communities and low-
income countries.   
 
The UNDP Human Development Report 
1999 mentioned such a tax.100 UNDP esti-
mated that globally in 1996, such a tax 
would have yielded $70 billion.101  Since 
internet users now frequently send data-rich 
photos and large documents, transfer rates 
are far higher than in 1996 and the number 
of internet users has grown enormously.  For 
these reasons, a tax should be set at a rate 
well below the one UNDP first proposed.  
Still, it could produce a large revenue and 
impact users only modestly.    

                                                           
100 United Nations Development Programme (1999), 
66. 
101 Ibid. The Report brought a sharp rebuke from the 
United States government in the form of a letter to 
UNDP Administrator Mark Malloch Brown.  Mal-
loch Brown felt compelled to reply that "UNDP does 
not advocate and will never advocate the establish-
ment of this or any other kind of global tax.”  See 
Bureau of International Organization Affairs (1999) 
and Winfield (1999). 

In 1998, the United States persuaded the 
OECD countries to impose a moratorium on 
internet taxation, but the idea continues to 
stir interest and on February 12, 2002, EU 
finance ministers approved sales taxes on 
internet transactions.102 New technology and 
changing politics may bring this proposal 
swiftly forward.   
 
Tax on World Trade 
 
The Brandt Commission proposed this tax 
two decades ago, seeking to raise revenues 
on the value of world trade.  William Evan, 
Professor Emeritus at the Wharton School of 
Business, revived the idea in an article pub-
lished in 1997 in the New York Times.103  
Like the email tax, this tax does not seek to 
discourage the activity it taxes.  Rather, it 
hopes to raise international revenue based on 
the idea that international trade and prosper-
ity relies on international institutions work-
ing for peace and general well being. 
 
With volume of world trade at $7.3 trillion 
in 1998, a tax of 0.5% on the value of all 
trade activity in both goods and services 
would result in $37 billion of total annual 
revenue. 
 
Tax on Use of the Oceans and Earth’s At-
mosphere/International Air Transport Tax 
 
Environmental advocates favor taxes that 
impose costs on the use of the “global com-
mons.” These taxes could reduce the nega-
tive impact of heavy human use of the 
oceans and the atmosphere and create funds 
for research and preservation of these pre-
cious resources.  Such taxes could levy in-
ternational air traffic, international maritime 
traffic, and possibly also the military use of 
the oceans and atmosphere, since military 

                                                           
102 Associated Press (2002). See also Glasner (2001). 
103 Evan made his proposal specifically to fund the 
UN regular budget.  See Evan (1997). 
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use causes considerable damage and pollu-
tion.  
 
Advocates have most often proposed a tax 
on international air tickets and airfreight 
charges.  All the major studies have raised 
this idea and a recent UN paper included it 
among the three most promising propos-
als.104   Such a tax is already in force at the 
national level.  Governments and airport 
authorities commonly levy charges that air-
lines pass along in ticket prices or airfreight 
bills.  Such charges amounted to $6.7 billion 
in the United States alone in 1998.  One 
estimate based on 1989 data, suggested that 
a 1% tax could yield revenue of $1 bil-
lion.105  The Air Transport Action Group 
reports total 1998 world airline industry 
revenues at $307 billion (including both 
domestic and international flights), of which 
international revenues were somewhat over 
half.   
 
According to our calculations, a tax of 1% 
on all air transport revenues would yield 
about $3 billion while a tax on international 
fights alone would yield approximately $1.2 
billion.106  A UN study arrives at a some-
what smaller revenue conclusion, estimating 
that 1% tax on all international passenger 
tickets and airfreight charges would yield 
$2.2 billion, of which $800 million on pas-
senger tickets alone.107   
 
Tax on the International Arms Trade 
 
Disarmament advocates have long proposed 
a tax on the international arms trade, in 
hopes of reducing its volume and raising 
revenues to promote disarmament and other 
peaceful purposes from this deadly mer-
chandise.  Proposals for this tax have come 

                                                           
104 General Assembly. United Nations (2001), 2-3. 
105 d’Orville (1995), 51. 
106 See www.atag.org/ECO/default.htm 
107 General Assembly, United Nations (2001), 2. 

from various sources over the years includ-
ing the government of Saudi Arabia, UNEP, 
the UN Committee for Development Plan-
ning, the Brandt Commission and the UNDP 
Human Development Report.108 The interna-
tional arms trade, only a very small fraction 
of overall world trade, totaled approximately 
$25-30 billion in the period 1990-2000, if 
we take the trade in ”major conventional 
weapons” as the benchmark.109  A tax of 5% 
on this trade would yield about $1.2 billion, 
assuming a small trade reduction due to the 
effects of the tax. 
 
The United Nations Register of Conven-
tional Arms, decided in 1991 by the General 
Assembly, gathers information on the arms 
trade that could plausibly be used as a basis 
for such a tax levy, though information 
would have to be gathered on a mandatory 
basis and with sales value as well as volume.   
 
Fines for Ocean Dumping 
 
Oil tankers flush out their tanks with sea-
water, polluting the oceans with great 
amounts of oil each year.  Cruise liners 
dump polluting refuse into pristine seas.  
Coastal cities dump garbage at sea.  These 
and many other forms of dumping are caus-
ing growing pollution of the world’s oceans, 
accelerating the decline of fish stocks, caus-
ing the death of coral reefs and leading to 
many other serious problems.110   
 
Advocates have proposed fines, to be im-
posed on those who dump – very severe 
fines that would make dumping extremely 
expensive, even if only sporadically discov-
ered.  When set at high rates, the total reve-
nues collected from this source would still 
                                                           
108 Mendez (1992), 229.  See UNDP (1994), 56 and 
d’Orville and Najman (1995), 47-48. 
109 Stockholm International Peace Research Institute 
(projects.sipri.se/armstrade/facts_and_figures.html) 
110 Independent World Commission on the Oceans 
(1998). 
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probably not be large.  If each year interna-
tional authorities imposed five thousand 
fines of $100,000 each, the total revenue 
would reach $500 million.  This proposal 
would require a complex global monitoring 
process that would itself be expensive, re-
ducing net revenue from the tax to a modest 
level, though doubtless also making progress 
against the plague of dumping and ocean 
pollution.   
 
Other Proposals 
 
Advocates have advanced many other pro-
posals for global taxes.  These include: a tax 
(or fee) for commercial deep-sea fishing; a 
“parking fee” for earth-orbiting satellites, a 
fee for the use of the electronic spectrum 
(for radio/television/mobile phones/etc.), a 
tax on the profits of transnational corpora-
tions, and a tax on international advertising.   
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5. Common Issues and Themes 
 
While global tax proposals include many 
widely different ideas, they share certain 
common themes.  In what follows, we ad-
dress some of the most important issues, to 
explore the problems and potential of global 
taxes as a policy tool.  
 
Organization and Oversight 
 
Harmonization & Sovereignty 
 
Global taxes can only gain legal standing 
through a treaty agreement between nation 
states, in an “internationally-harmonized tax 
regime.”  Each participating nation will raise 
the taxes through its own taxing authority, 
based on a globally agreed tax rate and tax-
ing policy plan.  Each will then pass an 
agreed portion of the revenue along to an 
international organization for spending at 
the global level.  This arrangement does not 
require fundamental changes in international 
law and so it avoids a direct challenge to 
state sovereignty that a global taxing author-
ity would pose.  States can keep jealous con-
trol over their taxing powers.  
 
A treaty body that supervises a tax will as-
sume authority that is partly in competition 
with the authority of national legislatures 
and tax authorities, but it will remain subject 
to the will of participating governments.   
 
Accountability and Oversight 
 
Though nation states will initially collect 
and decide (through inter-governmental con-
sultation) on the spending of global taxes, 
new citizen pressures for global oversight 
will emerge.   Citizens in diverse nations 
will want robust institutions (not just tradi-
tional diplomacy) to oversee tax policy, de-
cide on spending priorities and, most impor- 
 

 
 
tantly, provide accountability.  These citi-
zens will ask for a more representative sys-
tem, more democratic global political insti-
tutions, on the principle of “no taxation 
without representation.” 
 
Critics of global taxes often focus on the 
kind of institution that would supervise and 
spend the funds at the global level.  US 
Congressional critics warn that the institu-
tion(s) would be bureaucratic, corrupt, and 
authoritarian.  These concerns are exagger-
ated but they are not entirely unreasonable. 
A successful global tax system must provide 
assurances that monies will be efficiently 
administered, well protected from dishon-
esty, carefully accounted-for, responsive to 
public feedback, and disbursed with care in 
the very best traditions of public service.   
 
We should oppose any plan that would put 
the monies in the hands of the International 
Monetary Fund, the World Bank, or some 
other secretive agency unduly influenced by 
Washington.  A strong accountability plan 
must guard against creating a Frankenstein 
monster that we would later sadly regret. 
 
Administrative Costs, Enforcement Issues 
 
The cost of raising revenue and the diffi-
culty of enforcement vary greatly from one 
tax to another.  Authorities find income 
taxes complex and expensive to administer 
and increasingly difficult to enforce, while 
sales or value-added-taxes are simpler and 
far cheaper (though less progressive).   
 
The main global tax proposals meet the cri-
teria of cost-effectiveness and ease of en-
forcement.  Many experts believe that a cur-
rency transaction tax would be extremely 
simple and cost-effective, because it would 
be levied through a computer program in-
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stalled in a relatively small number of banks 
and financial institutions. A carbon tax 
would be more complex because it would 
involve more different transactions and 
more varied reporting.  But levied on the 
initial sale of just three basic fuels (coal, 
petroleum, natural gas), tax authorities 
should find it relatively simple, as it would 
be similar to the sales taxes that nearly every 
tax authority imposes.  Aviation fuel taxes, a 
levy on airline tickets, and a tax on seabed 
mining would similarly appear to be simple 
and cost-effective.  More complex and 
costly proposals, such as email taxes and 
fines for ocean dumping, have understanda-
bly attracted less support. 
 
A system of collection based on national tax 
authorities would run into problems in states 
beset by national crisis, war, or a collapsing 
central authority.  States like the Democratic 
Republic of Congo, Angola, Sierra Leone, 
Somalia, Sudan, and Afghanistan would 
doubtless not be able to collect taxes as part 
of a global tax regime.  No tax regime man-
ages a perfect collection record, however, 
and these weak-points would arise in places 
where generally only very small amounts of 
tax would be owed.  A well-developed tax 
regime could, in any case, provide interna-
tional assistance in cases (for example, oil 
taxes levied in Angola) where national au-
thorities would be weak and major revenue 
leakage possible. 
 
 
Must Global Taxes be Universal? 
 
In light of strong opposition from the United 
States and to a considerable extent from 
Britain as well, global taxes will not at first 
include all nations. Global taxes would func-
tion better if levied universally, though, 
minimizing avoidance and the “free rider” 
effect.    
 

Non-participant countries may offer tax-
avoidance opportunities.  Some experts fear 
that currency traders would migrate to tax-
free locations, including offshore centers, to 
escape the CTT, or that energy buyers would 
favor markets in tax-free jurisdictions to 
avoid the carbon tax.  Well-designed tax 
plans can minimize these problems, though, 
as experts like Schmidt have shown. 
 
There remains the “free rider” effect, that 
offers tax-related benefits to the non-
participant nation at no cost to its citizens.  
US citizens, for example, would benefit 
from reduced global warming created by a 
global carbon tax regime that the U.S. gov-
ernment did not join and that its citizens did 
not pay for.  Still, U.S. buyers of French 
wines, German automobiles, and British 
raincoats would all indirectly pay for the 
taxes.  In a globalizing world, no rider can 
be absolutely “free.” 
  
Global taxes must include as many nations 
as possible.  But experts believe that avoid-
ance and free-rider problems would not 
wreck the tax regime or even greatly disad-
vantage the participants.  In the case of a 
global but non-universal carbon tax, partici-
pant nations would promote their own eco-
nomic efficiency, convert towards a renew-
able energy system, improve their land-use 
and build new industries of the future like 
solar cells and hydrogen-powered motors.  
They would act with a future prospect, in 
contrast to non-participant nations that 
would mortgage their future in favor of a 
few years’ profligate energy consumption. 
 
Within international law, very few treaties, 
conventions and bodies embrace all nations.  
The International Criminal Court and the 
Kyoto Protocol are important initiatives that 
will go forward without the participation of 
the United States and some other significant 
parties.  Global taxes are likely to follow a 
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similar path.   Advocates now recognize this 
and develop proposals based on non-
universal options.  On the carbon tax, a re-
cent Swedish study comments optimisti-
cally: “the absence of universal agreement 
would not make the operations impossible or 
necessarily unacceptable for those otherwise 
willing to take part.”111 
 
Non-participant states may eventually join 
the tax regimes, for a variety of reasons.  
They may come to see advantages or shift 
when pressured by their own citizens.  Tax 
regimes may be set up with mild penalties 
for non-participants.  Non-participants may 
also be lured into joining because they 
would want to take part in the goal-setting, 
oversight and benefits of the resulting global 
funds.  
 
Tied Revenues vs. a Common Pool 
 
Global tax proposals often suggest uses for 
the resulting revenues, like an environmental 
protection fund, debt reduction, or a univer-
sal education fund.  Some proposals go fur-
ther and propose that revenues be tied (or 
earmarked) for a specific purpose.  Such tied 
revenues may build public support for a tax 
proposal and reassure skeptics that revenues 
will not eventually be spent on unanticipated 
and unwanted projects, like colonization of 
Mars or global military forces.   
 
A “common pool” approach to revenues, 
which many tax experts favor, separates 
taxes (as a source of revenue) from spending 
programs.  At the national level this has 
many advantages and avoids tax-driven pro-
jects like the gasoline taxes in the United 
States that automatically build more high-
ways.  But at the global level, in the absence 
of a common pool budget and parliamentary 
institutions, the advantages of tied revenues 
may outweigh the disadvantages.  Tax pro-
                                                           
111 Sagasti (2001), 44. 

posals should thus consider a package of 
spending projects that can inspire the public 
and guarantee financial support for positive 
policy goals. 
 
Policy Aspects 
 
Multiple Purposes 
 
As we have seen, global taxes (like national 
taxes) may have three simultaneous pur-
poses: (1) revenue-raising, (2) policy steer-
ing, and (3) income redistribution.  Global 
tax proposals must consider the relations and 
tradeoffs between these purposes. Clearly, 
no tax can meet all three purposes equally 
well, but proponents must carefully develop 
projections, to discover the interplay of fac-
tors and the best policy and political results. 
 
The carbon tax best illustrates this issue. 
Conflict may arise between those who favor 
maximum revenue (for whom a low tax rate 
is optimal) and those who favor sharp reduc-
tions in carbon emissions (who favor high 
tax rates). Those concerned most with in-
come redistribution may favor low rates and 
strong redistributive spending programs.   
 
Advocates must understand very well the 
tradeoffs and likely distribution of benefits. 
With different constituencies favoring or 
opposing different aspects of the taxes, they 
offer an especially complex political land-
scape. The tax on currency transactions ap-
pears to satisfy all three criteria the best, 
which is why it attracts the broadest-based 
support.  Currency transaction turnover is so 
large that the a tax might diminish trading 
by as much as 75% while still raising an 
enormous amount of revenue and creating 
substantial opportunities for global re-
distribution.   
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Re-distribution 
 
The global economic system is highly un-
equal and very disadvantageous to poor 
countries and poor people.  More than half 
the world’s population lives in serious pov-
erty and income disparities have been stead-
ily growing wider.  In such a setting, global 
taxes would be inconscionable if they did 
not result in strongly progressive re-
distribution. 
 
National tax systems in rich countries tend 
to re-distribute income and the European 
Union re-distributes from richer to poorer 
regions.  But the international system, 
though it has a much steeper level of ine-
quality, has presently no system of re-
distribution other than Official Development 
Assistance, which amounts to only about 
0.1% of global GDP. 
 
Fortunately, most proposed global taxes 
appear to be progressively re-distributive, 
especially when policy steering and revenue 
spending are considered.  The taxes them-
selves levy commodities or services that 
mainly the richer inhabitants of the globe 
consume.  This is especially true of the cur-
rency transaction tax.  It is true for taxes on 
air fuels and taxes on air tickets.  Taxes on 
carbon-based energy would also mainly im-
pact the energy hungry consumers of the 
global North, with their automobiles, air 
conditioners and home appliances.  Taxes of 
the airwaves would raise the cost of cell-
phone users, while bit-taxes would raise the 
costs of email.  All these items of consump-
tion are rare among the world’s poorest bil-
lions. 
 
The most strongly redistributive global tax 
would probably be a tax on consumption, 
assuming that taxes on income or wealth 
would be too difficult to administer.  This 
could be a global sales or VAT tax.  It 

would recognize that consumption is a privi-
lege that uses global resources, some small 
part of which should be returned to global 
purposes, including development and redis-
tribution.  A few advocates have proposed 
consumption taxes on luxury goods while 
others prefer general consumption taxes.   
Global consumption taxes might not find 
sufficient political support at present, but 
they are a promising idea that may find sup-
port in the future. 
 
For progressive redistribution to succeed 
most completely, an international tax 
agreement must include firm obligations for 
contributions from participant tax authorities 
to a global fund.  At first this may be only a 
modest percentage of the total revenue, but 
over time it must rise to half or more.  
Spending of this global fund must favor the 
poorest citizens.  Funds should thus be tar-
geted at poverty eradication, including 
health care, housing, provision of clean wa-
ter and waste treatment, education for all, 
and similar programs.  To make sure that the 
funds would not disappear into corruption 
and waste, oversight authorities at the na-
tional, regional and global levels must keep 
careful watch.   
 
Revenue Neutrality? 
 
Some advocates of new taxes favor an ap-
proach that is “revenue neutral” – that is, the 
new levies should be adopted while at the 
same time diminishing other taxes, so that 
no new net revenues are raised.  This posi-
tion treats taxes as inherently unpopular and 
likely to weaken the vigor of private mar-
kets.  Plans for environmental taxes in the 
European Union are proceeding on this ba-
sis, which proposes to make natural re-
sources more costly and labor cheaper by 
shifting taxes between the two. 
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Global taxes could theoretically be revenue 
neutral, by harmonizing national tax reduc-
tions that would offset the new globally-
negotiated levies.  Harmonization, in short, 
can work both ways.  But national tax au-
thorities will presumably not be willing to 
give up national revenue for global projects. 
For this reason, global taxes are unlikely to 
be revenue neutral.  
 
To succeed, global taxes must address new 
needs and fund global public purposes.  This 
means that they will reduce private incomes, 
especially in rich countries, if only very 
slightly.  The affected public must see a 
strong benefit, for which personal income 
will be traded for global public well being.    
 
Complementing Existing Fund Sources 
 
Like the proponents of revenue neutrality, 
some experts propose that global taxes 
should substitute for existing national fund-
ing for Official Development Assistance or 
for assessments and contributions to interna-
tional organizations like the UN.   This swap 
might leave resources for these purposes at 
the same level or even less than before.  
Such a scheme would offer savings for na-
tional budgets, but it would scarcely gener-
ate major new global resources.  As such, it 
would be contrary to the spirit of the new 
tax idea.  Funds generated by global taxes 
should be available to finance new pro-
grams, not substitute for monies that would 
be withdrawn back into national treasuries.   
 
Complementary funds would enable total 
global public resources to grow quite rapidly 
in an early phase of the tax regime. Eventu-
ally, of course, if the flow of global taxes 
reached a high level, the old system of con-
tributions and assessments might be phased 
out over a period of years.  But initially, the 
old and the new must exist side-by-side.   
 

Official Development Assistance (ODA) in 
2000, according to OECD data, amounted to 
$53.7 billion, while in that same year, the 
UN Regular Budget was about $1.1 billion.  
The total UN system budget for 1997, the 
last year for which complete data is avail-
able, was $10.3 billion.  The sums required 
to provide environmental protection, school-
ing for all, safe drinking water and other 
vital goals amount to further tens of billions 
of dollars per year.  The potential revenue of 
some tax proposals, though quite substantial, 
is certainly not enough in an early phase to 
meet these many needs.  We will need com-
plementary national fund contributions if the 
full promise of the taxes is to be realized. 
 
Global Public Goods 
 
The concept of “global public goods,” which 
has recently attracted increasing attention,112 
offers a theoretical support for global taxes.  
It provides a clear framework for under-
standing that markets do not and cannot 
provide many important things we need.  
Private markets may be efficient producers 
of toothpaste and washing machines.  But 
markets cannot produce public goods like 
fire departments, lighthouses, public parks, 
and clean air.  These public goods can only 
be produced and enjoyed collectively.   
 
Citizens with money to spend can buy mar-
ket commodities, but they may prefer to 
have public goods, which are not on offer in 
the store.  Public goods can only be created 
through a political process, assembling the 
needs and wishes of thousands, millions or 
even billions of people.  Public goods em-
phasize public, democratic citizen action.  
The idea of global public goods shifts the 
concept to the global level, implying an even 
larger field of political action, collective 
thinking and solidarity.  Global public goods 
                                                           
112 Mendez (1995b), Kaul et al (1999), Sagasti 
(2001), Haugen (2001). 
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would include a sustainable global environ-
ment, a far better global public health sys-
tem, and better maintenance of world peace.  
In a sense, it is a transformational line of 
thought. To pay for these “goods,” citizens 
must agree to tax themselves and they must 
create responsive political institutions that 
will fulfill their collective aspiration.    
 
Living with Uncertainty in Tax Planning  
 
Global taxes attempt to change the world for 
the better.  Advocates must approach such 
an ambitious project with a mixture of en-
thusiasm and humility, because there are 
very many unknowns.  Even the most care-
ful and responsible planning can have unin-
tended consequences.  Gunnar Myrdal, the 
Swedish Nobel laureate warned that “Taxa-
tion is a most flexible and effective but also 
a dangerous instrument of social reform. 
One has to know precisely what one is doing 
lest the results diverge greatly from one’s 
intentions.”113   
 
Inaction in the face of global problems may 
have greater and more serious consequences, 
such as global climate change.  But a tax 
regime that will impact six billion people, 
across some two hundred nations, even if 
very carefully planned, is bound to have 
unanticipated and partially negative results.  
For this reason, it would be wise to begin 
global taxes at a low rate and to phase them 
in gradually.  It also would be advisable to 
create feedback mechanisms that would 
swiftly introduce modifications and provide 
resources to help vulnerable people who 
may be harmed.  Such a flexible plan will be 
stronger, more responsible and more likely 
to inspire public confidence. 
 
 
 
 
                                                           
113 Mendez (1992), 213-14. 

Strategic Issues 
 
Starting Small? 
 
Taxes producing large revenue are likely to 
stir up major opposition from those who will 
lose income, such as financial institutions 
opposing CTTs or oil companies opposing 
carbon taxes.  These institutions are ex-
tremely influential and they have a clear 
vision of how their interests would be dam-
aged.  Global tax schemes that take aim at 
such huge concentrations of power must be 
prepared for difficult political struggles and 
a high possibility of failure. 
 
By contrast, a first global tax might be a 
small measure that sets important precedents 
while evoking few powerful opponents be-
cause it produces only small amounts of 
revenue and has only very modest policy 
steering and re-distributional effects.  CTTs 
and carbon taxes set at a very low level 
might meet this requirement.  International 
excise taxes would be an interesting, low-
target alternative – for example, a tax on 
tobacco products.  A global tobacco tax 
would complement the anti-tobacco cam-
paign of the World Health Organization, 
advocates could promote it as a health tax 
and it would add a small additional incre-
ment to nearly-universal national taxes al-
ready imposed on these products. 
 
The first global tax established was the tax 
on seabed mining in the form of royalties 
payable to the International “Seabed Author-
ity.  Doubtless it was adopted as part of the 
Law of the Sea because at the time there was 
no seabed mining to tax!  Nor has there been 
any since, resulting in zero revenue.  With 
this in mind, global tax advocates might 
consider a next step that aims above zero, 
but not in the stratosphere.  When nations 
and citizens find they are comfortable with 
this tax, steps towards more ambitious or 
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high-revenue taxes may find a smoother 
course to adoption. 
 
On the other hand, broad public campaigns 
depend for their success on large visions and 
bold approaches.   The two most prominent 
proposals are clearly not modest ones, and 
still they appear to have the best chance for 
success.  So starting big may be better than 
starting small.  But even the big proposals 
may succeed best if they begin with a small 
rate and phase in over several years, begin-
ning modestly (though boldly) the great 
transition.  
 
A planned phase-in, beginning with a low 
rate, can help to avoid errors and ease trans-
itions.  This is particularly important with 
the carbon tax, which will cause large shifts 
in energy investments, research programs, 
transportation systems and the built environ-
ment – shifts that can only occur over many 
years.  A phase-in with increments known 
far in advance can avoid backlash, promote 
effective forward planning and smooth the 
whole transition process. 
 
An Adjustment Fund 
 
Though global taxes will have many very 
positive results, they may also have negative 
effects for certain groups of people, some of 
whom may be poor and vulnerable.  For this 
reason, advocates should propose an adjust-
ment fund to help out those most vulnerable 
and least able to adapt.   
 
Let us imagine the case of a small farmer 
who uses a simple tractor, powered by a 
gasoline or diesel engine. A carbon tax 
might increase costs so much that the 
farmer’s crop sales could no longer cover 
expenses, forcing the family into poverty.  
An adjustment fund might offer loans for 
new and more fuel-efficient tractors, sus-
tainable energy motors and other farm pur-

poses such as solar-panels for heating the 
barn.  An adjustment fund might also help 
poor people insulate their homes and de-
velop alternative cooking devices powered 
by solar energy.   
 
The adjustment fund would combine money 
with expertise to help millions of people 
(and governments, too) cope with the chang-
ing energy markets and their impact on hu-
man life.  An adjustment fund would also 
serve as a gesture of good faith towards the 
hundreds of millions (or even billions) of 
poor people for whom even small change 
carries very serious economic risk.    
 
Assembling Political Blocs and Advocacy 
Campaigns  
 
As global taxes come closer to political real-
ity, advocates must begin to think about 
assembling political blocs or coalitions to 
press forward towards enactment.  We al-
ready can see the outlines of such coalitions.   
 
In the case of the carbon tax, the coalition 
includes environmental groups, small island 
states and other coastal nations threatened 
by rising ocean levels, advocates of the UN 
and global institutions, intellectuals, sustain-
able energy industries, and insurance com-
panies.  This forms already a very substan-
tial alliance.  The CTT has managed to at-
tract broad publics with a concern about 
globalization and the ills of the global finan-
cial system.  The CTT also appeals to trade 
unions, countries negatively affected by 
currency speculation, economists, UN advo-
cates, and others. 
 
Tied revenues provide a means to enlarge 
coalitions by offering benefits to targeted 
constituencies.  Suppose that a carbon tax 
revenue would be earmarked for sustainable 
development purposes, including clean wa-
ter and energy access for all. Beneficiaries 
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might be very numerous and they might 
provide key elements of a broadening sup-
port bloc to press for the tax adoption. 
 
The time has come to build unstoppable 
worldwide campaigns, because coordinated 
international public pressure yields results.  
In the case of the CTT, a campaign is al-
ready under way.  Many national and re-
gional NGO groups have coordinated their 
efforts globally since March 1999 and the 
positive results are clearly visible.  The car-
bon tax now needs a campaign of its own.  
Both must strategize very broadly.  Coali-
tion building implies careful thought about 
logical allies on a world scale.  The cam-
paign for an International Criminal Court 
provides interesting precedents of wide 
NGO coalitions and nation-specific cam-
paigns.   
 
As the process moves forward, we will see 
the earliest steps in a new global political 
process.  Global citizenship will at last take 
form, not as a dream or ideal, but as a real 
process involving common political tasks 
across national borders, to create a common 
future. 
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5. Conclusion 
 
In a globalizing world, the United Nations 
and other international agencies must find 
substantial new funding to address emerging 
crises and promote global public purposes. 
Taxes can raise tens or even hundreds of 
billions of dollars annually for projects to 
protect the environment, measures for public 
health, programs to overcome poverty, and 
initiatives to prevent wars and civil 
conflicts. 
 
Global taxes can have powerful policy 
steering effects.  A carbon tax can reduce 
carbon dioxide emissions, slowing the 
dangerous effects of global warming.  A 
currency transaction tax can throw “sand in 
the gears” of the currency trading system, 
reducing volatility and speculation that can 
harm millions of people.  Other taxes can 
diminish pollution of the oceans or reduce 
the arms trade. 
 
Global taxes can also help overcome the 
world’s growing inequality by system-
atically redistributing revenue, helping the 
world’s poorest people escape from poverty. 
Such redistribution would follow the pattern 
of income redistribution that national tax 
systems introduced nearly a century ago.   
 
A tax amounting to just 1% of global GDP 
could address many of the most serious 
international problems and create a much 
more healthy, humane world for succeeding 
generations, while placing only a modest 
burden on consumers in rich countries. 
 
As recently as the mid-1990’s, global taxes 
seemed a distant hope – bedeviled by 
technical concerns, opposed by powerful 
interests and blocked by an intractable 
United States government.  But today the 
political balance has shifted.  NGOs have 
built a worldwide mass movement and put  

 
 
global taxes on the political agenda. 
Politicians and governments in Europe and 
in major countries of the global South such 
as Brazil and India now back a currency 
transaction tax.  Implementation seems a 
lively possibility. 
 
Much remains to be solved, though, before 
governments agree to an effective 
international tax program.  Advocates must 
consider how best to phase in the taxes, how 
to assure broad re-distribution, how to 
promote democratic accountability and 
oversight of the funds, and how to balance 
the demands of state sovereignty and global 
action.  Difficult as these challenges may 
seem, they can and will be overcome.   
 
Though the global tax movement has made 
great gains, its future is still not assured.  
We need bold leadership and imaginative 
strategy to bring global taxes – and the 
better world they promise – finally to reality. 
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AIDS Hits the Americas' Most Vulnerable Populations 

Posted on Wed, 27 Oct 1999 13:39:32 GMT 
Written by Stephanie Kriner, Staff Writer, DisasterRelief.org 

 
As new AIDS cases begin to plateau or decrease in developed nations, the pandemic 
has taken alarming aim at the developing world. Throughout sub-Saharan Africa, 
Southeast Asia, the former Soviet republics and the Americas, new cases are on the 
rise, especially among the poor, the young and females.  
 
With a rate that could be compared to some of Africa's most out-of-control AIDS 
epidemics, one in every 20 Haitian residents is infected with the HIV virus. The tiny 
country accounts for only 24 percent of the population in the Caribbean but shoulders a 
massive 61 percent of the region's AIDS cases, according to the most recent statistics 
from the United Nations AIDS program (UNAIDS). Officials worry that Haiti is leading the 
way to a rapid spread of the virus throughout the Caribbean and Latin America in a 
pattern that reflects the epidemic's tragic toll on sub-Saharan Africa.  
 

 
AIDS prevention programs that target the young have proved 

successful in combating HIV infections.-- Courtesy British 
Broadcasting Corporation  

In many sub-Saharan African 
countries, as much as 25 percent of 
the population has succumbed to the 
disease, reducing life expectancies, 
wiping out the working class and 
leaving behind thousands of orphans. 
But experts warn that Africa is not the 
only region where AIDS is becoming a 
crisis.  

 
After sub-Saharan Africa, the Americas suffer the highest rate of HIV in the world. A 
recent study by the Trinidad and Tobago-based Caribbean Epidemiological Center 
indicates that nearly two in every 100 Caribbean residents between the ages of 15 and 
50 are infected with HIV, the virus that leads to AIDS. In some major hospitals 
throughout the region, AIDS already is the No. 1 killer. And new cases will develop even 
more quickly as the virus, which first struck urban middle class adults, spreads to rural 
communities and to poorer and younger population groups.  
 
Originally associated with homosexual men and intravenous drug users, the AIDS 
epidemic in recent years has shifted to younger people, especially girls and babies, and 
from middle-class victims to poor populations with little or no access to health services. 
"This is what is worrisome," said Dr. Fernando Zacarias, coordinator of the AIDS/STD 
program for the Pan American Health Organization. "Once it becomes the disease of the 
poor, the people with the resources won't see it as their problem."  
 



Officials in poor American countries are 
particularly concerned that women are 
increasingly becoming the victims of the 
disease. AIDS used to claim two men for every 
woman in Trinidad and Tobago. Today, seven 
out of eight young AIDS victims are female. In 
Honduras, 58 percent of all new AIDS cases 
between 1994 and 1997 were female. No other 
region in the world, aside from sub-Saharan 
Africa, boasts higher ratios of female AIDS 
victims.   

In some hospitals in sub-Saharan Africa, AIDS patients 
fill all the beds. Officials worry the trend could spread to 

the Americas. 
 
Led by Africa and the Americas, the trend is reaching global proportions. Worldwide, 
women aged 15 to 49 represented 43 percent of all new HIV infections in 1998, up from 
40 percent a few years ago. In some areas of the Americas, younger girls are at 
particular risk of infection by older men who rape or molest them. In Trinidad and 
Tobago, most male victims are aged 40 to 50 and most females are 15 to 25, suggesting 
that "older men are having sex with young girls and infecting more than one of them," 
Trinidad Health Minister Hamza Rafeeq said at a recent meeting of American nations.  
 
For anatomical reasons, women are about four times more vulnerable than men are to 
sexually transmitted diseases, including HIV. But their lower social and economic status 
in many societies also increases their risks. And nowhere, perhaps, is this more obvious 
than in Latin America and the Caribbean where a culture of "machismo" makes it 
acceptable for married men to have more than one sexual partner. Women who speak 
out against their husbands' infidelity may be beaten.  
 
They are often at the mercy of their husbands to use condoms, according to Germaine 
Hanquet, an AIDS adviser for Doctors without Borders in Honduras. Only 14 percent of 
Brazilian heterosexual men used condoms in 1996, according to AIDSCAP, an AIDS-
prevention program. To make matters worse, the Catholic Church, a major influence in 
many American nations, discourages the use of condoms.  
 
"It's very much connected to machismo and the position of women in society," Hanquet 
said. "We have to teach them they don't have to accept everything from a man. They 
should be able to protect themselves." Many married women, and women of 
childbearing age in the Americas are being infected -- a situation which leads to the 
infection of newborns and to an increase of AIDS orphans.  
 
In some American nations, up to 15 percent of AIDS patients are children infected by 
their mothers and born with the disease, according to the Pan American Health 
Organization. In Antigua, the chances that a child will be born HIV-positive are put at one 
in three.  
 



 
Once drug addicts and homosexuals were most at 

risk of becoming HIV-infected. Now the virus is 
beginning to spread to the general population in 

some American countries. 

The cycle continues as children orphaned by 
parents who die of AIDS take to the streets, adding 
to an already high population of street children. In 
countries such as Haiti, where there are 40,000 
AIDS orphans, the consequences are having 
serious social consequences. Once on the streets, 
AIDS orphans are more likely to become HIV-
infected themselves by using intravenous drugs or 
engaging in the commercial sex business to 
survive. On the streets, girls again are most 
vulnerable as they become victims of prostitution or 
rape.  

 
As the nations of Latin America and the Caribbean struggle to stop the spread of AIDS, 
developed countries, are beginning to see the virus plateau or even decrease. For 
example, the United States -- which leads the world in AIDS cases -- saw its AIDS 
mortality rate drop 21 percent in 1998, according to the National Center for Health 
Statistics.  
 
But developing nations lack the resources to carry out the prevention programs that 
could lead to a downturn of the epidemic. These countries already are over burdened 
with costly natural disasters. And at an estimated cost of $15,000 per year to treat one 
patient, supporting an entire AIDS population could easily consume the health budget of 
many developing countries. As a consequence, most people who have AIDS in these 
countries never receive medications that could keep them alive longer or prevent 
mothers from passing HIV on to their newborns.  
 
Despite the grim situation, some American 
countries are providing hope that the virus is not 
unstoppable. In Brazil last year, the government 
began promoting the women's condom -- a 
program that has begun to decrease the rate of HIV 
infection there, according to Dr. Zacarias. And 
throughout the Americas non-governmental 
organizations (NGOs) and others are finding ways 
to combat the illness.  

 
Most developing nations in the Americas, and 
around the globe, can not afford AIDS drugs.-- 

Courtesy British Broadcasting Corporation  
UNAIDS is developing plans for countries throughout the region to target populations 
most affected. "Gender is being given special emphasis," said Tale Kvalvaag, a 
spokesperson for UNAIDS in Latin America.  
 
In Guatemala, the government has realized that it can't cure everyone of the virus. 
Instead, it is using its few resources to target newborns by treating pregnant women with 



AZT, a drug that helps prevent HIV from spreading to the fetus. Doctors without Borders 
is working with schoolchildren to discourage machismo among young men and to 
encourage women to protect themselves and to use condoms. A similar program 
decreased the AIDS rate in Uganda from 24.5 percent to 13.4 percent between 1989 
and 1998.  
 
But for some cities in the Americas, it is almost too late, according to Dr. Zacarias. For 
example, in San Pedro Sula, one of Honduras' largest cities, five percent of the 
population -- excluding commercial sex workers, drug addicts and homosexuals -- is 
infected. It has already begun to destroy the city's workforce and to cause an explosive 
orphan problem. Still, for most of the America's there still is time to fight the epidemic.  
 

 
AZT and Cesarean sections can help prevent 

mothers from passing the HIV infection on to their 
children. 

"We have a window of opportunity that now is no 
longer than five years," Zacarias said.  

"We know exactly what needs to be done from the 
scientific and technical aspects. What is needed is 
more resources, political commitment and NGO 
support … Everybody needs to take this threat 
seriously."  
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WHY? 
  

Women and men are affected differently by the HIV/AIDS epidemic. This Awareness Raising Folder 
aims to highlight the consequences of gender inequality in terms of risks of infection and living with 
HIV/AIDS. It is envisaged as a work in process to be amended and expanded as new suggestions 
reach us and seem appropriate. 

36.1 million people were living with HIV/AIDS as of the end of 2000. About 6 million people are 
now newly infected with HIV every year. 
The vast majority of HIV infections are caused by the unprotected sex between men and 
women. 
The number of people living with HIV/AIDS has tripled from 1990 to 2000 in Sub-Saharan Africa 
and South-East Asia. New medication has reduced the AIDS death rates in Western countries 
– but all over the world, from Russia to the Caribbean, Europe to China, US to India, Chile to 
Estonia, HIV infection-rates continue to rise. 
About 15.000 people were infected daily in 2000. Of these more than 95% live in developing 
countries. Over 60% are under 25 years old.  
The proportion of adults living with HIV/AIDS who are women has been steadily increasing. 
In 1997, 59% people with HIV/AIDS were men and 41 % were women; by 2000, however, 
47 % were women. 
In Sub-Saharan Africa 55% of the infected are now women, and girls are fi ve times more likely 
to be infected than boys.   

Ref. UNAIDS, WHO and UNIFEM 
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Examples: 
Individual risks to HIV/AIDS are gender specifi c

FA
CT

O
R:

 

- unequal power-relations give women a subordinate position and make them socially dependent on male family members: 
women have less access to health care, employment, education, information, etc. Thus women are in a poorer position to control 
when, with whom, or in what circumstances they have sex 
- the ideology of fi delity, love and trust within marriages/ relationships often leads couples of all ages to neglect or abandon 
condom use. Resuming condom use without a crisis following any infi delity, can put the relationship at risk. Marriage and long 
term relationships are proving high-risk conditions for long term partners, especially women, to contract HIV 
- acceptance of double standards for men and women normalises men seeking multiple partners and encourages men to go into 
sexual circulation without commitment to sexual safety  
- early marriage forces girls to have sex before their bodies are fully developed 
- young women are kept ignorant about sexual matters as this is often viewed as a sign of purity and innocence  -  in sexual 
relations, both men and women often learn to prioritise men’s sexual pleasure and disregard women’s sexual agency. This 
unequal participation in sexual exchange heightens the risk  
- many myths about men’s and women’s bodies and about sexual intercourse override HIV factual information e.g.: there is a 
mistaken belief in some countries that taking birth control pills can protect women and men from getting HIV; young girls are 
being forced or lured into unsafe sex with HIV+ men, because the men assume the girls are not HIV+ and/or they mistakenly 
believe that sex with a virgin can cure HIV 
- common attitudes about gender differences that associate masculinity with risk-taking, aggression and disregard for possible 
damaging consequences reinforce men’s neglect of sexual safety and promote sexual irresponsibility 
- the need for men to ‘put sperm’ into someone else’s body is not a biological necessity for sexual pleasure, but a social 
expectation for masculinity. The belief that men ‘need’ to perform penetrative sex, centres the high risk HIV transmission 
activity at the heart of sexual relations  
- expected ‘masculine’ behaviours interfere with boys/ men’s clarifying incomplete knowledge about sex, discourage them from 
expressing uncertainty and exploring safer sexual behaviours 
- both men and women often have expectations of ‘masculine’ behaviour, that discourage boys/ men from discussing problems 
and feelings, and exclude them from active participation in caring practices (for the young, the elderly, the ill). As a result men 
more readily deal with sexual and HIV/AIDS situations using violence, force or with high risk actions, dissociating themselves 
from both the problem and the solution 
- some Western men hold myths that girls in other cultures are ‘more mature’ sexually and use the ‘cultural difference argument’ 
to justify casual sexual relations that they would never consider at home 
- homophobia inhibits many men from taking responsibility for their sexual practices, associating unsafe practices with ‘other 
kinds of men’, rather than the risk activity of sexual intercourse itself. Men who live as ‘heterosexuals’, but also have sex with 
men, are often ill prepared to practice safer sex1 
- certain forms of female genital circumcision or any other harmful practices that can increase risk of bleeding during sexual 
intercourse (e.g. ‘dry sex’) may increase the risk  
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Examples: 
Living with HIV/AIDS is gender specifi c

Examples: 
Gender specifi c impacts of HIV/AIDS at family, 
community, national and international levels

- HIV+ women and men encounter different forms of 
stigmatization and discrimination; women are particularly 
vulnerable to being ostracised because of their already 
subordinate position and attitudes that judge them ‘improper’ 
women; men face loss of their respectable masculine status 
when HIV infection reveals former private practices  
 
- the majority of drug users infected with HIV are men, and 
many, marginalized and criminalized by their drug practices, are 
unable to access or sustain treatment 
 
- women are often less mobile, have less economic possibility 
of seeking treatment, and often need  the approval of husband 
and family for health visits 
 
- people in vulnerable situations (especially some women, 
young people and gay/ bisexual men) face greater personal 
stress, social isolation and discrimination in accessing health 
care, education, employment, accommodation and enjoyment 
of other rights2 

- some widowed HIV+ women are stigmatised and blamed 
for their husband’s death, losing their social status and 
living security 

- polygamy’s marriages where the wives or the husband 
also have sexual relations outside the marriage, can 
increase the circulation of HIV in the family and the 
community 

- patriarchal structures leave women and girls more 
exposed to violence and abuse and require boys 
and men to exercise power over women, and this 
promote the spread of HIV/AIDS 
 

- the AIDS epidemic activates and reinforces gender 
inequality within the family and community   
- the AIDS epidemic escalates the unequal sexual 
division of labour: women’s central role as carers 
dealing with HIV/AIDS inhibits their access to educa-
tion, health care, income generating activities, and 
in turn destabilises the family’s food provision; the 
loss by death of the central carers and providers  
is leaving an indigestible number of orphans adrift 
from a sense of home, nurturing, responsibility and 
security  
- the more vulnerable are being further stigmatised: 
HIV+ women are considered promiscuous and often 
isolated. While women are often seen as guilty 
agents of infection, men’s active role in spreading 
the virus is often neglected (e.g. in the family, in 
prostitution)    
- an expanding sex industry and sex market, with 
black economies linked to drugs and crime and 
facilitated by globalisation, is expanding the number 
of male consumers of ‘sex products’. This more 
widespread accessibility and normalisation of a sex 
market primarily targets men and primarily exploit 
women and young people. It is radically undermining 
the possibility of attitudes promoting gender equality 
and fostering the increased spread of HIV in many 
different echelons of society
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Examples: 
Individual risks to HIV/AIDS are gender specifi c

FA
CT

O
R:

 

- Poverty is a major cause of infection – poverty and gender inequality intersect 
 
- men frequently earn more than women – even for the same work. The gender wage gap has not 
decreased and increases women’s vulnerability  
 
- lack of economic freedom and independence give women little power to negotiate safe sex or prevent 
unwanted sexual relations  
 
- women’s poor economic position can force them into exchanging sex for goods or services and/ or into 
prostitution. Traffi cking in women and children leads to sex under coercive conditions with disregard for 
their human rights and health. This sex industry and its traumatic conditions are facilitating the spread of 
HIV for both the men and women involved 
 
- disempowerment from poverty can accentuate men’s vulnerability, desperation and loss of masculine 
self-esteem, reinforcing disregard for sexual health and provoking reactive abuse of women and young 
people 
 
- men who buy sex or exchange goods or favours for sex often do not practice safer sex and put either 
themselves, the person they ‘purchase’ sex from or their partner at home at high risk of HIV infection 
 
- economic migration increases the spread of HIV/AIDS through the fragmentation of families and 
relationships  

Ec
on

om
y



9

Examples: 
Living with HIV/AIDS is gender specifi c

Examples: 
Gender specifi c impacts of HIV/AIDS at family, 
community, national and international levels

- Many people in developing countries, and those living 
in poverty in industrialised countries, do not have access 
to treatments for opportunistic infections, or dietary and 
food supplements to strengthen the immune system 
 
- women often have less economic possibility of seeking treat-
ment, and often are dependent on a husband’s approval 
 
- if the husband dies fi rst, the widow may lose access to her 
house, land and other material belongings 
 
- if the wife dies fi rst, the need to reconstitute families or sexual 
relations can involve the husband in spreading HIV 
 
- men and women with HIV often loose their job or cannot 
sustain work once AIDS develops, falling off the edge of 
economic viability 
 
- women’s opportunities as sole providers are further limited 
by the unequal gender wage gap 
 
- HIV+ women often have multiple care-burdens (herself, the 
family and in the community) 

- HIV/AIDS is undermining development gains and 
poses a threat to social and economic progress of 
the most affected countries. Poverty and gender 
inequality intersect 
 
- increased need for care-taking in the home gives 
women less time for income generating activities and 
for agricultural food production  
 
- families are deprived of breadwinners, and an 
increasing number of poor households are headed 
by women 
 
- sectors of the economy where women’s labour 
(e.g. in healthcare) or men’s labour (e.g. in business 
management) prevail are all being weakened  
 
- household economy is impacted by a man with 
HIV/AIDS risking infecting his wife and future 
children  
 
- it is relatively cheap to prevent medically vertical 
infection from mother to child, but this treatment 
does not give longer life expectancy to the woman 
 
- money spent on the new HIV/AIDS drugs risks 
draining the national health budget or increasing 
international economic dependency or debt, risks 
undermining funding of HIV prevention education 
(that can also address other sexual and reproductive 
health issues and gender equality concerns) while 
not preventing continued transmission of HIV 
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Examples: 
Individual risks to HIV/AIDS are gender specifi c

FA
CT

O
R:

 Le
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- absence of laws prohibiting or penalizing sexual violence or inadequacy in implementing penalization for 
rape or sexual abuse, place women at higher risk of infection and inhibit them for obtaining medical care. 
This legal failure more easily lets men get away with sexual violence  
 
- beliefs and practices that contravene national laws (like marital rape, ‘wife inheritance’, and exchange of 
women linked to land ownership) may in reality often reproduce the conditions for spreading HIV 
 
- women working in the informal sector or part-time in the formal sector are often more vulnerable to 
sexual harassment and often lack legal protection and medical insurance. Their marginalization from full 
legal and economic rights increased their risk of contracting HIV3 
 
- lack of legal rights for homosexuals makes their lives more vulnerable to HIV-infection and HIV-related 
discrimination 
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Examples: 
Living with HIV/AIDS is gender specifi c

Examples: 
Gender specifi c impacts of HIV/AIDS at family, 
community, national and international levels

- the lack or the inadequate implementation of 
legislation supporting gender inequality or insuring 
the legal rights of people with HIV/AIDS, have deep 
impact on families, communities and many social 
and economic contexts 

- women and men who are poor or illiterate are often 
not aware of their legal rights when dealing with HIV/AIDS  
- lack of legal protection for people with HIV/AIDS affects 
both men and women  
- where women have less legal rights than men (e.g. right of 
inheritance, land, housing and social security), HIV+ women 
are often abandoned and can loose their rights to residence 
and their children, while men’s legal privileges give men with 
HIV more support  
- in some places, if the husband dies fi rst, the widow can be 
deprived of the rights to inherit the home, agricultural land and 
other belongings   
- where women cohabit with men without the legal protection 
of marriage, the death of their partner or their own illness can 
place them in a particularly vulnerable situation. Gay couples 
also face this problem  
- when it is not illegal to fi re employees associated with HIV/ 
AIDS, male breadwinners can be denied their source of income  
- a majority of women work in the informal sector and thus 
lack legal protection against being fi red if associated with 
HIV/AIDS or accessing social security   
- in the formal sector women predominate in work such 
as part-time employment that falls outside most legal 
protections and increases their 
vulnerability while more men work full time with legal 
protection   
- women’s legal right to maternity leave is often 
violated and affects her health and well-being 
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Examples: 
Individual risks to HIV/AIDS are gender specifi c

FA
CT

O
R:

 

- unequal power relations make it diffi cult for women to negotiate safer sex 
  
- women and girls often experience opposition to or neglect of their right to information and education about 
reproductive sexual rights and health. This threatens their ability to protect themselves and demand sexual 
relations on collaborative terms with men 
 
- the vast majority of women who acquire HIV sexually are infected by their male regular partner/ husband5  
 
- expectations and pressure on men to set sexual agendas, take control and not express vulnerability often 
mean they engage in sex with limited information about men’s and women’s bodies and with only 
fragmented understanding about sexual health and safety 
 
- sexual and reproductive health education often exists devoid of discussion of gender inequality and 
neglects how gender inequalities and gender beliefs in each society affect sexual attitudes and behaviours 
 
- the right to reproductive and sexual health, which involves responsibility, caring and communication, is 
often not part of normative upbringing of boys and girls’ learnt expectations of them, nor a central part 
of sexual education  
 
- boys’ concerns and perspectives are often lacking in reproductive and sexual health education (where it 
actually exists), so they fi nd it hard to identify with its concerns and practice 
 
- prevention method dilemmas: condoms are often prioritised as prevention; but many men never learn how 
to use them correctly or resist using them; women cannot control correct condom-use nor insist on their use; 
partners who do not use condoms but use fi delity as their safer sex strategy are at risk when one partner 
(more often the man) does not adhere to this agreement. This is often a taboo subject within couples of all 
ages; a lack of female or dual controlled prevention technologies like microbiocides6  
 
- traditional harmful practices like female circumcision, early marriages and ‘wife inheritance’, and common 
practices like sexual abuse and myths like ’sex with a virgin cures AIDS’ remove women’s reproductive health 
and rights, cement gender inequality and lock men into practices that assert male power over women FA
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Examples: 
Living with HIV/AIDS is gender specifi c

Examples: 
Gender specifi c impacts of HIV/AIDS at family, 
community, national and international levels

- inequality of social conditions and rights of 
men and women regarding sexual and reproductive 
health locks gender inequality into the heart of 
social norms, expectations and behaviours 
 
- a lack of equal sexual and reproductive rights in 
a society sabotages collaboration between men and 
women on a key terrain of social and relational 
interaction 
 
- gender inequality in sexual and reproductive rela-
tions signifi cantly increases the conditions for the 
spread of HIV and the traumatic consequences of 
HIV and AIDS  
 
- insuffi cient maternity leave put the woman at risk 
of opportunistic infections that may also affect the 
infant and other family members 
 
- condoms (male and female) are the only means 
for making sexual intercourse between men and 
women, and men and men safer from HIV  
 
- unavailability and relative high costs of condoms 
and inadequate information about their correct use 
sabotage the HIV prevention strategies and the 
implementation of reproductive health and rights 

- carrying a child and giving birth put pressure on an 
HIV+ pregnant mother’s immune system and can hasten 
the advance of HIV or AIDS in her body 
 
- during pregnancy and child delivery HIV+ women are at risk 
of complications and need special health care and obstetric aid 
because of weakened immune system  
 
- HIV+ women are sometimes forced to be sterilized and forced 
to terminate the pregnancy 
 
- abortion is illegal or unacceptable in many countries or within 
certain religious beliefs, and ‘free choice’ is not an option for 
a pregnant HIV+ women. Illegal abortions put women’s health 
and life at risk 
 
- lack of pre- and post-natal care and insuffi cient maternity 
leave put the woman at greater risk of exhaustion and oppor-
tunistic infections 
 
- once a man is HIV infected, he can only consider having a 
child by risking infecting the mother of his future child, and 
risking his child be born with HIV and die of AIDS 
 
- pressure on men to prove masculinity, or on women to 
prove their worth by having children, can lead people into 
spreading HIV
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Examples: 
Individual risks to HIV/AIDS are gender specifi c

FA
CT

O
R:

 

- HIV is found in most dense quantity in blood and sexual fl uids (vaginal fl uid, men’s clear liquid before 
ejaculation and the semen itself) of an infected person  
 
- heterosexual vaginal intercourse allows semen fl uid of infected men to come easily into contact with the 
women’s sexual organs and thus infect her7 
 
- in an infected woman HIV is in the ordinary daily fl uid keeping her vagina moist – heterosexual 
intercourse allows these fl uids to make contact with the man’s penis and so he can get infected 
 
- men having anal sex with men or with women have a high risk of contracting the virus from an infected 
partner, or infecting him/ her if it is not practiced safely  
 
- menstruation increases the risk of infecting for both men and women during sexual intercourse  
 
- the bodies of teenage girls are not fully developed (immature genital tract) and are therefore more 
easily infected  
 
- some sexual transmitted diseases (STDs) and genital infections increase the risk of infection in both 
women and men. STDs and RTIs (reproductive tract infections) are more often asymptomatic in women 
than in men 
 
- sexual activity involving force or violence hugely increases the risk of infection because of risk of 
bleeding 
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Examples: 
Living with HIV/AIDS is gender specifi c

Examples: 
Gender specifi c impacts of HIV/AIDS at family, 
community, national and international levels

- the health of the nation is eroded as the physical 
and mental well-being of the population declines  
 
- life expectancy is declining dramatically in countries 
with high infection levels 
 
- HIV+ women have higher risk of having babies 
who will die of AIDS  
 
- symptoms of HIV/AIDS weaken the bodies and 
energy of providers, nurturers, protectors and cares  

- pregnancy and breastfeeding weaken an HIV+ 
mother’s own immune system 
 
- men and women have greater chances of developing AIDS 
when reinfected with HIV 
 
- a pregnant woman can pass on HIV to the baby: the baby 
has a 10% to 30% chance of being infected in situations of 
affl uence, and a 20 to 50% chance in situations of poverty, 
depending upon access to nutrition, medicine and health care 
  
- HIV is in the breast milk of an infected mother – breast 
feeding appears to increase the risk of the child acquiring HIV, 
but the biological and social implications in poorer conditions 
have not yet been fully understood 
 
- HIV/AIDS make men and women vulnerable both to the 
same symptoms, and to gender specifi c different symptoms 
 
- an HIV infected man risks infecting his wife from unpro-
tected sex, thus placing any baby she carries at risk of 
infection
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Examples: 
Individual risks to HIV/AIDS are gender specifi c

FA
CT

O
R:

 

- low social and economic status of women can be both a cause and a consequence of men’s violence 
against  women, and is one of the crucial mechanisms by which women become situated or forced into 
positions subordinate to men 
 
- domestic violence increases women’s risk of exposure to HIV. It can coerce them into having sex against 
their will; and trap them into being unable to negotiate safer sex, refuse sex or leave a dangerous 
relationship  
 
- rape and sexual abuse, because they can cause bleeding, increase the risk of HIV infection for women/ 
girls – and some boys/ men (both victims and perpetrator)  
 
- a signifi cant percentage of women who are sexually exposed to the risk of HIV/AIDS encounter this risk 
due to physical assault by an intimate, male partner8 
 
- sexual abuse in childhood may have long-term HIV infection consequences as many victims of abuse take 
greater sexual risks (because of lower self-esteem, etc.) 
 
- women’s poor economic position and poverty can sometimes force or trap women into prostitution for 
their own survival or survival of those they care for and are rarely in the position to prevent male sexual 
violence or negotiate for safer sex; the poorer women are the higher risk they face  
 
- traffi cking of women and children into the sex industry is a globalized contemporary form of slavery. It 
deprives women and children of their human rights, and creates abuse situations where HIV transmission is 
facilitated 
 
- Western and more wealthy men often benefi t from the anonymity of travel abroad and being away 
from home to form casual sexual liaisons with younger women in poorer countries. Given the extent of 
traffi cking in women and young people for sex, the men often become naively complicit in encouraging and 
normalising forms of sexual exchange that have devastating wider emotional, health and HIV effects on the 
young women in these countries. Men themselves and their families are at risk 
 
- rumours like ‘sex with a virgin cures AIDS’ lead to rape and forced marriage of young girlsFA
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Examples: 
Living with HIV/AIDS is gender specifi c

Examples: 
Gender specifi c impacts of HIV/AIDS at family, 
community, national and international levels

- stereotypical gender roles often reproduce and 
encourage discrimination and violence against 
women  
 
- violence against women deprives them of social, 
economic, educational and general human rights 
and fundamental freedoms. It polices and reinforces 
gender inequality, and fertilises the spread of HIV 
 
- when violence is uncontestedly associated with 
masculinity, it becomes a lynch-pin in a culture’s 
imaging of male power and female dependency 
  
- commercial and media exploitation of gendered 
violence underscores relationships of inequality 
between men and women and provides fertile 
ground for HIV sexual transmission

- because of gender beliefs about ‘proper’ or ‘deviant’ 
femininity, women living with HIV/AIDS are especially 
prone to being victimised and vulnerable to violence 
(abused, abandoned, killed) 
 
- the fear of exposure and violence limits HIV infected 
women’s ability and access to resources and basic activities 
 
- men living with HIV or AIDS also are stigmatised and fear 
violence from other men. Most ‘gay-bashing’ is carried out by 
men, motivated by anxieties and fears that make them ‘bond’ to 
uphold social norms of heterosexual masculinity
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Examples: 
Individual risks to HIV/AIDS are gender specifi c

FA
CT

O
R:

 

- war and confl ict threaten all aspects of human security, and greatly increase vulnerability for contracting 
HIV/AIDS for all involved 
 
- rape and violence against  women are often a strategic weapon, a brutality tactic, in war and confl ict, 
spreading HIV indiscriminately 
 
- women can be abducted as sexual slaves by armed forces on either side of the confl ict   
 
- war and confl icts cause migration and refugee-populations. Female refugees and especially young girls 
without relatives are at greater risk for sexual exploitation, sexual abuse and HIV-infection  
 
- war increases poverty, which can lead women/ girls into prostitution  
 
- peacekeeping missions and the presence of military forces increase prostitution and traffi cking and the 
possibility of infection  
 
- war takes men into situations of high risks activities and facilitates risk taking, aggression and unsafe 
sexual behaviour W
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Examples: 
Living with HIV/AIDS is gender specifi c

Examples: 
Gender specifi c impacts of HIV/AIDS at family, 
community, national and international levels

- social security and infrastructures collapse 
(including development and fi nancing of HIV/AIDS 
monitoring, prevention and treatment programmes) 
during war and confl ict, leading to increased 
vulnerability for all parties involved, opening the way 
for HIV to spread through new routes of interaction 
 
- military deployment mobilizes a predominantly male 
institution that is known to foster sexism, objectifi es 
‘the enemy’ and often has inadequate 
education about sexual safety and HIV prevention 
 
- the presence and movement of military forces swell 
the population of commercial sex workers, and disa-
bling gender relations develop 
 
- a high HIV prevalence rate among military forces 
poses threats of HIV infection to the local community  
 
- a high HIV prevalence rate among civilian population 
poses threats of HIV infection to soldiers engaging 
in sex with them, causing HIV to be brought back 
into the soldiers’ families, home communities, thus 
increasing HIV spread in their home country 
 
- wars today are often accompanied by a rapid 
increase in illegal drug use, fostering criminality/ 
poverty/ drug links that in turn increase risk of HIV 
infection  
 
- rape as strategic weapon of war greatly escalates 
the infection rate

- health care, sanitation and food security worsen the 
situation for people living with HIV/AIDS, and particularly 
women  
 
- higher rates of STDs among refugee populations can 
increase vulnerability to HIV
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Examples: 
Individual risks to HIV/AIDS are gender specifi c

FA
CT

O
R:

 

- teenage girls are infected at a rate of fi ve to six times greater than their male counterparts because: 
young girls are biologically more prone to infection than mature women;  when young girls have older part-
ners they lack options to negotiate for safer sex, they presume that the men have responsibility and 
knowledge for the activities; female genital mutilation, early marriages, sexual abuse and myths like ‘sex 
with a virgin cures AIDS’ make young girls in particular vulnerable to infection 
 
- conditions of poverty and vulnerability place young girls and boys at greater risk of sexual commerce 
and sexual violence, for example street children, homeless youth, domestic workers (girls), orphans and 
refugees 
 
- men sometimes seek out younger women or men because they can feel more in control of the sexual and 
relational situation with them, and see themselves not at risk of sexual infections from younger partners 
 
- young girls are more at risk of sexual abuse and risk sexual violence in schools by fellow students and 
teachers, and from men they know in daily life 
 
- boys can be anxious about their actual sexual performance or focused on ‘getting sex’ – thus neglecting 
sexual safety or health  
 
- most young men and women lack access to good learning processes regarding sexual behaviours and 
safety: HIV prevention education usually does not engage with the gender issues surrounding sexual 
behaviours (as in this folder) 
  
- drink and drug use increase risk sexual behaviours. This particularly affects young men  
 
- where youth are involved in risk taking linked to crime, their marginal position makes them more 
vulnerable to being infected and infecting others. This particularly affects young men

Yo
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Examples: 
Living with HIV/AIDS is gender specifi c

Examples: 
Gender specifi c impacts of HIV/AIDS at family, 
community, national and international levels

- AIDS brings a dramatic loss of future generations 
of potential parents, educators and workers. This 
has a huge economic and demographic impact on 
society  
 
- society faces increased numbers of young men 
and women disconnected from stable structures of 
support and security  
 
- when parents or other family members get ill, girls 
become caretakers and are the fi rst to be taken out 
of school 
 
- girl orphans are more at risk to be exploited as 
house-girls both in terms of work load and in terms 
of sexual exploitation 
 
- Western media consumerism and popular culture, 
with wide global circulation now has a central 
focus on sex, while minimal concern with imaging 
sexual safety and health. Young people are made           
vulnerable to infection through risk behaviours from 
absorbing sexual media images 
 
- the right of young women and men to clear, 
detailed and graspable information about reproduc-
tive health and rights is neglected and often actively 
resisted (by parents, older generation attitudes, 
religious beliefs) 
 
- child headed households are vulnerable, girl 
headed households even more so

- young girls’ access to education is often not prioritised 
compared to boys in the family, and HIV escalates this 
negative pattern   
 
- adolescence, and in particular girls, have limited access to 
health care, sexual education and treatment 
 
- young men and women have to deal with different 
complicated reactions from parents, family, friends – and they 
can face isolation at a vulnerable age 
 
- young men and women with HIV/AIDS have to face 
symptoms, sickness and their own approaching death – 
all issues foreign to youth culture. Male culture often traps 
boys in silence about personal traumas and anxieties 
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Examples: 
Individual risks to HIV/AIDS are gender specifi c

FA
CT

O
R:

 

- stigmatisation and discrimination against people living with HIV/AIDS inhibits efforts aimed at promoting 
HIV/AIDS prevention9 
 
- women generally have less access to treatment than men and when given treatment they are often given 
drugs that have been tried out on men in the Western world 
 
- as the focus of treatment in developing countries now is linked to mother-to-child-transmission, one runs 
the risk that HIV will be conceptualised as a women’s disease   
 
- due to the fact that HIV was fi rst identifi ed in gay men’s communities in the West, men had a head start 
when it came to treatment, and women have been excluded from clinical trials until very recently. Research 
is still mostly being done under Western conditions
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Examples: 
Living with HIV/AIDS is gender specifi c

Examples: 
Gender specifi c impacts of HIV/AIDS at family, 
community, national and international levels

- women have less economic possibility of seeking 
treatment, and often need  the approval of her 
husband and his family  
 
- stigmatisation and discrimination of people living 
with HIV/AIDS inhibits efforts aimed at promoting 
HIV/AIDS prevention

- most people in developing countries do not have 
access to treatments for opportunistic infections, or 
dietary and food supplement to strengthen the immune 
system  
 
- gender inequality regarding access to medical treatments 
and health services limit women’s access to HIV/AIDS treat-
ment, care and support, including anti-retroviral therapies10 
 
- women suffer side-effects from AIDS-drugs that health per-
sonnel have no experience with (e.g. loss of monthly period) 
 
- HIV+ pregnant women may be given drugs during pregnancy, 
but taken off medication after delivery, and thus suffer 
additional complications  

24

HOW?
- Conduct more gender specifi c and gender sensitive research.

- Mainstreaming of gender issues and implementation of gender sensitive training in all affected areas 
mentioned above. 
 
- Implement the Beijing Platform for Action in order to empower women’s social, economic, cultural, 
political and sexual position. 
 
- Enhance preventive and risk-aversive activities, such as sexual education at all levels, free male and 
female condoms, train teachers and health personnel. Assertiveness and empowerment must be included 
in sex and HIV/AIDS education for girls. 
 
- Support ways of empowering women, and informing men, of the need and right for women to have 
control over their own body. This is a prerequisite for all protection work against HIV/AIDS. 
 
- Address men’s and boys’ attitude to sexual behaviour and reproductive choice in HIV and reproductive 
health programmes. 
 
- Ensure non-discrimination of workers on the basis of real or perceived HIV-status through implementation 
of ILO code of practice on HIV/AIDS and the world of work (June 2001), ILO conventions 100 (‘equal pay 
for equal work’) and 111 (‘non-discrimination at work’). Most countries have ratifi ed these conventions, and 
are thus obliged to incorporate them into national jurisdiction. 
 
- Provide easier and cheaper access to medication and health services. 
 
- HIV+ women and men should be actively involved in developing, decision-making and implementation of 
policies and programmes. 
 
- Multidisciplinary approach situating and contextualizing problem with special local context, with emphasis 
on participatory empowering methods. 
 
- Specifi c targeting of economic empowerment of weaker economic groups – both women and men. 

- Legislation to ensure rights of widows and orphans. 
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Notes and Web-sites 
1 Heterosexual men errorously associate HIV/AIDS with a ‘gay disease’ 
 
2 See The HIV/AIDS pandemic and its gender implications, Report of the expert group meeting Windhoek, Namibia, 
November 2000 (DAW, WHO, UNAIDS) 

3 ibid 
 
4 Defi nition of reproductive health and rights: Reproductive health is a state of complete physical, mental and social 
well-being an not merely the absence of disease or infi rmity, in all matters relation to the reproductive system an to 
its functions and processes. Reproductive health implies that people are able to have a satisfying and safe sex life and 
that they have the capacity to reproduce and the freedom to decide if, when and how often to do so. Implicitly are 
the right of women and men to be informed and to have access to safe, effective, affordable and acceptable methods 
of family planning of their choice and other methods for regulating fertility and protect against sexual transmitted 
diseases. It also implies the right of access to appropriate health-care services that will enable women to go safely 
through pregnancy and childbirth. The human right of women include their right to have control over and decide freely 
and responsibly on matters related to sexuality, including sexual reproductive health, free of coercion, discrimination 
and vioence (Beijing Platform for Action, 1995, §94 and §96) 
 
5 with at least 70% of youth in Norway not using a condom during casual sex, this indicates the vulnerability to HIV 
and STI infection among sexual active youth even in wealthy countries
 
6 A ‘microbiocide’ is any substance that can substantially reduce transmission of sexually transmitted infections (STIs) 
when applied either in the vagina or rectum. Like today’s spermicide, a microbiocide could be produced in many forms, 
including gels, creams, suppositories, fi lms, or in the form of a sponge or a vaginal ring that slowly release the active 
ingredient over time. See: http://www.global-campaign.org 
 
7 Semen fl uid has a higher concentration of the virus than vaginal fl uid. For a variety of reasons there can be small 
tears or cuts in the woman’s mucous membrane causing bleeding and greater vulnerability to infection
 
8 See Women’s global network for reproductive rights, http://www.wgnrr.org  
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9 See ILO code of practice on HIV/AIDS and the world of work, Geneva, June 2001. 

10 See note 2

WEB-SITES

UNAIDS Joint United Programme on HIV/AIDS http://www.unaids.org

UNIFEM United Nations Development Fund for Women http://www.unifem.undp.org/

WHO World Health Organisation http://www.who.int/home-page/

ICW International Community of Women Living with HIV/AIDS http://www.icw.org

Pluss-LMA Norway http://www.pluss-lma.no

NORAD Norwegian Agency for Development Assistance http://www.norad.no

Red Ribbon Campaign http://www.redribbon.co.za

Treatment Action Campaign http://www.tac.org.za 

International Women Tribune Centre http://www.iwtc.org

Training packages:

Stepping Stone. A training package on Hiv/aids, communication and relationship skills, By Alice Welbourn, 
Strategies for Hope, Action Aid, - http://www.stratshope.org 

A positive women’s survival kit, International Community for Women living with HIV/AIDS, http://www.icw.org 
or info@icw.org



WHY THIS FOLDER?
  

Women and men are affected differently by the HIV/AIDS epidemic. This awareness raising folder 
aims to highlight the consequences of gender inequality in terms of risk of infection and living with 
HIV/AIDS. It is envisaged as a work in process, to be amended and expanded as new suggestions 
reach us and seem appropriate. 

This folder provides examples of the WHY’s, the WHAT’s and some of the HOW’s in relation 
to HIV/AIDS in a gender perspective. THe main focus is the factors infl uencing the risks of HIV-
infection, living with HIV/AIDS, and the impact of HIV/AIDS at family, community, national and 
international levels.
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The Global Impact of HIV/AIDS on Youth

While HIV/AIDS has always been an epidemic of young peo-
ple, current trends indicate that this may well be but the tip of 
the iceberg.  The current impact is expected to worsen, with 
projected numbers of people living with HIV/AIDS in hard hit 
countries rising steadily over the next two decades.1 

CURRENT & PROJECTED IMPACT 
HIV/AIDS prevalence among young people is already high in 
many countries around the world, and young people continue 
to make up a significant proportion of new infections: 

• There are an estimated 40 million people living with 
HIV/AIDS worldwide, more than a third of whom (38%) are 
under the age of 25.  Teens and young adults between the 
ages of 15 and 24 represent almost a third of the 40  
million people living with HIV/AIDS.2 

• Of the 5 million people newly infected with HIV in 2001, 
almost 6 in 10 (58%) were under the age of 25.  Those in 
the 15-24 year old age group represented 4 in 10 of these 
new infections (see Figure 1).  Young people ages 15-24 
account for half of all new infections among adults ages 
15-49.  This amounts to almost 6,000 infections per day 
among 15-24 year olds, or approximately one every 15 
seconds.2,3 

• Most (77%) young people living with HIV/AIDS live in sub-
Saharan Africa,4 as do over 90% of the world’s AIDS  
orphans (some 12.1 million children).5 About 15% of 
young people living with HIV/AIDS are in the East/South 
Asia and Pacific region of the world (see Figure 2).4,6  

• High rates of HIV infection among young people are, for 
the most part, occurring in countries with very young popu-
lations.  Over half the population of sub-Saharan Africa, 
for example, is estimated to be under 18 (with one in four 
between 10 and 19).4,7  

• The confluence of high HIV/AIDS prevalence and dispro-
portionately young populations results in a concentration 
of new infections among youth.  

The HIV/AIDS epidemic is expected to have far reaching 
demographic and multisectoral impacts on many nations: 

• Due to HIV/AIDS, life expectancy in many hard-hit coun-
tries has already been reduced and could drop below age 
35 by the year 2010, reversing steady gains over the last 
century.8 

• In countries where 15% or more of all adults are estimated 
to be infected with HIV—eight countries in the year 2000 
—it is projected that at least 35% of boys now aged 15 will 
die of AIDS.6 

• Rising HIV/AIDS prevalence is projected in hard hit coun-
tries at least until 2010.1 

ADOLESCENT VULNERABILITY  
Several factors make youth particularly vulnerable to 
HIV/AIDS, including their age, biological and emotional devel-
opment and their financial dependence.  For example: 

• Surveys indicate that although many more young people 
across the world have now heard about the HIV/AIDS 
epidemic, awareness is not universal and many are still 
unaware of how to protect themselves or harbor 
misconceptions about HIV transmission.4,7,9-11 

• Many sexually active young people at risk for HIV do not 
perceive themselves to be at risk, even those in countries 
with very high prevalence.7  Moreoever, most young 
people living with HIV do not know they are infected.2 

• Being infected with another sexually transmitted disease 
(STD) increases the likelihood of both acquiring and 
transmitting HIV.  Studies indicate that the prevalence 
STDs other than HIV among youth is high.2,12,13 

• Most young people at risk for HIV infection or already 
living with HIV/AIDS reside in the world‘s poorest regions; 
their vulnerability to HIV operates within a broader context 
of poverty, which may include lack of access to education, 
economic opportunities, and health-related 
services.3,4,10,14,15  

THE MOST VULNERABLE 
Certain subpopulations of youth have been identified as bear-
ing a disproportionate share of HIV’s proliferation and/or being 
at increasing risk:2  
Young women and girls: 

• Women comprise an increasing proportion of those living 
with HIV/AIDS, rising from 41% in 1997 to 47% in 
2001.10,14,16 The rate of new infections among girls is as 
much as 5 to 6 times higher than those of boys in some 
hard hit countries3,14  and young women represent the  
majority of young people living with HIV/AIDS in sub-
Saharan Africa and Asia (see Figure 2).2 Biologically, the 
risk of becoming infected with HIV during unprotected 
vaginal intercourse is greater for women than men6 and 
on average, women are infected at younger ages than 
men.8  

Young men who have sex with men (MSM): 
• Stigma, social exclusion, and lack of information can result 

in increased risk-taking among men who have sex with 
men.6,17 Male-to-male sexual transmission is a predomi-
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Figure 1: New HIV Infections in 2001 
by Age Group (with % of total) 

Source: UNAIDS2 

N = 5 million 

May 2002



nant risk factor for HIV in several countries, including the 
U.S., Brazil, Costa Rica, and Mexico, and may be playing 
an increasing role in Eastern Europe.6,14  Risky behaviors 
and HIV infection rates among young MSMs may again be 
on the rise in the developed world.6,18-21  

Injection drug users (IDU): 
• Injection drug use continues to be a risk factor for many 

young people, particularly in Eastern Europe, Central Asia, 
and the Russian Federation.6,22  

Children orphaned by AIDS: 
• An estimated 13.2 million children—most of whom live in 

the developing world—have lost their mothers or both  
parents to AIDS,5 a number that could rise to 44 million by 
2010.5  Without support systems and resources, they are 
at substantially increased risk of malnutrition, abuse,  
illness—and HIV infection.6 

Sexually-exploited children:  
• Prostitution, trafficking, child pornography and forced mar-

riages all bring increased likelihood of HIV infection for the 
children and the communities within which such practices 
occur.23  Approximately 1 million children enter the world’s 
sex trade every year,23 placing them at greater risk for HIV 
infection.24  Rates of HIV infection among young sex work-
ers can be high.10,12,15,16,24 
 

PREVENTION  
Several recent prevention reviews demonstrate effectiveness 
in reducing risky behaviors and HIV transmission.25-28  Few 
large-scale efforts, however, have been geared toward youth, 
and youth may need different prevention strategies than older 
adults.   

• Where they do exist, such efforts have been shown to lead 
to increased knowledge, delays in sexual activity, and  
increased condom use among those having sex for the 
first time, and to reductions in transmission for some  
populations.25,26 

• In addition, projection models demonstrate that interven-
tions such as increased condom use and STD treatment 
can significantly reduce HIV/AIDS prevalence.29  Analyses 
also indicate that because most HIV infections occur 
among young people, HIV prevention directed at youth is 
a crucial and effective strategy.30 

CONCLUSION  
The impact of the epidemic on young people is expected to 
grow, particularly in hard hit countries which already have very 
young populations. Therefore, the level of available resources 
and how resources are used will continue to challenge global 
and national leaders.3,31  Prevention interventions directed at 
youth will be critical to altering the future course of the  
epidemic.   
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with Kaiser Permanente or Kaiser Industries. For additional free copies of this 
fact sheet (#6039) visit our web site at www.kff.org or call (800) 656-4533. 

5,300,000

880,000 

200,000 

80,000 

15,000 

2,600,000

660,000 

440,000 

  140,000 

28,000 

2,500,000 5,000,000

Sub-Saharan Africa
(77%)

East/South Asia &
Pacific (15%)

Americas
(6%)

Europe
(2%)

North Africa & 
Near East (<1%)

Young Men
Young Women

Figure 2: Young People Ages 15-24 Living With HIV/AIDS by 
Region and Gender as of end of 1999 

Source: UNICEF4 



   

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Program / Activity Area 



 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

This page deliberately left blank 



��������	��
��	���
��	�����������������




��

UNAIDS - 20 avenue Appia - 1211 Geneva 27 - Switzerland
Telephone: (+41 22) 791 46 51 - Fax: (+41 22) 791 41 87

E-mail: unaids@unaids.org - Internet: http://www.unaids.org

��������	��
��	������	������
����������


���������

© Joint United Nations Programme on HIV/AIDS
(UNAIDS) 2001. All rights reserved. This document,
which is not a formal publication of UNAIDS, may
be freely reviewed, quoted, reproduced or translated,
in part or in full, provided the source is
acknowledged.

The document may, however, be freely reviewed,
quoted, reproduced or translated, in part or in full,
provided the source is acknowledged. The document
may not be sold or used in conjunction with
commercial purposes without prior written approval
from UNAIDS (contact: UNAIDS Information Centre).

The views expressed in documents by named authors

are solely the responsibility of those authors.

The designations employed and the presentation of the
material in this work do not imply the expression of any
opinion whatsoever on the part of UNAIDS concerning
the legal status of any country, territory, city or area or
of its authorities, or concerning the delimitation of its
frontiers and boundaries.

The mention of specific companies or of certain
manufacturers’ products does not imply that they are
endorsed or recommended by UNAIDS in preference to
others of a similar nature that are not mentioned. Errors
and omissions excepted, the names of proprietary
products are distinguished by initial capital letters.



���

���� ��������	
������

��������

���� ����	�� 
��	���� ��	������� ��� �������

����� ����

AIDS is an unprecedented global crisis. It requires an unprecedented
response from each and every one of us. Turning back the HIV/AIDS
epidemic is a task beyond individual efforts, no matter how outstanding
or heroic. It requires communities, nations and regions to come together
in concerted, coordinated action.

The best of the global AIDS response to date has shown us the absolute
necessity of both leadership and of teamwork. This Global Strategy
Framework on HIV/AIDS provides guidance for the next phase. It draws
on lessons from the past to map out the path for the future. Above all, it
calls on all sectors of society to show leadership in galvanizing the response
to HIV/AIDS — among towns and villages, young people and those not so
young, companies and community organizations, countries and continents.
Only when all these forces join in a common effort will we be able to
expand our fight against the epidemic to decrease risk, vulnerability
and impact.

Just as individuals must change their personal behaviour to halt the spread
of  HIV/AIDS, so does the Global Strategy Framework call for profound
change in the conduct of community, national and international affairs.
This challenge requires a new kind of commitment that goes beyond the
ordinary. For the future of humanity, we must be willing to make that
commitment.

Kofi Annan
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The world has known about AIDS for twenty years. During that time the disease has
spread to every continent. In the worst affected countries, it has set back human
progress by decades. But over the past twenty years we have also learnt a great deal
about how to tackle AIDS. The most important lesson has been that half-measures
do not work against this epidemic.

The only way the epidemic can be reversed is through a total social mobilization.
Leadership from above needs to meets the creativity, energy, and leadership from
below, joining together in a coordinated programme of sustained social action.

This Global Strategy Framework is guided by an understanding of the epidemic in
its totality, driven by a vicious cycle of risk, vulnerability and increasing impact of
the epidemic. To replace this dynamic with a virtuous cycle of risk reduction,
vulnerability reduction and impact mitigation, requires society-wide action against
AIDS. It needs to focus equally on preventing the further spread of the epidemic,
supporting better care for those infected and affected by HIV, and building capacity
and resilience to withstand the impact of AIDS.

The core of the Global Strategy Framework is a set of twelve leadership
commitments. These set out the essential elements and priorities that are the
building blocks of an effective and comprehensive AIDS response. They are
addressed not only to national leaders and policy-makers, but also to leaders and
activists in  community, religious, private sector, and social movement settings.

The Global Strategy Framework is not a detailed blueprint, because that will vary
depending on the local context of the epidemic. But it offers the distilled wisdom,
based on experience, of essential elements of an effective AIDS response no matter
what stage the epidemic is at.  The leadership commitments provide a yardstick
against which responses to the epidemic can be measured, and a tool for the
continuous improvement and refinement of strategic responses to the epidemic.

AIDS is an emergency, but it is a long-term emergency. We are facing the most
devastating epidemic humanity has ever known. Our response must therefore be
equally unprecedented: the most concerted, sustained, coordinated, full-scale
assault on a disease the world has ever known.

Peter Piot
Executive Director

UNAIDS
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HIV continues to spread world wide. Its increasing impact has
made it more important than ever before to halt the pandemic.
At the 21st Special Session of the United Nations General
Assembly in July 1999, Member States adopted the first specific
global target against HIV. They committed themselves to
achieving major reductions in HIV infection rates among young
people in the most affected countries by 2005, and globally by
20101 .

The Special Session on AIDS of the United Nations General
Assembly in June 2001 expands upon this commitment by
setting goals and targets addressing an expanded response to
the epidemic.

The Global Strategy Framework provides a common strategic
approach for achieving these global targets and encourages the
many actors engaged in the response to formulate additional
goals at national and local levels to bring the AIDS epidemic
under control.  Leadership is required from the many actors
engaged in the fight against AIDS, in all spheres of life:
community, political, religious, media, and the private sector.

The AIDS pandemic is diverse, but a common understanding
of its causes and dynamics will help to promote a shared sense
of the urgency and scale of the response needed.

The Global Strategy Framework puts forward a set of guiding
principles  and leadership commitments that together form the
basis for a successful response to the epidemic. Global, national
and community bodies will still need to formulate their own
specific strategies concerning particular themes or regions. The
Global Strategy Framework is designed to help in setting
priorities and in achieving harmony and synergy between these
various strategies.
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To support communities and countries to reduce risk and
vulnerability to infection,

to save lives and alleviate human suffering, and

to lessen the epidemic’s overall impact on development.
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The Global Strategy Framework is founded on the respect,
protection and fulfilment of human rights. It is guided by four
fundamental principles:

It is the role of national governments, working with civil
society, to provide the leadership, means and co-ordination
for national and international efforts to respond to country
and community needs.

in communities around the world, support for the active
engagement of people living with and affected by HIV/
AIDS is central to the response.

gender inequalities fuelling the epidemic must be explicitly
addressed, and

prevention methods, life saving treatments and the results
of scientific breakthroughs need to be equitably and
affordably available  to all.

Applying these guiding principles to the most urgent priorities in
responding to the epidemic gives rise to a set of essential Leadership
Commitments for the future, which constitute the core of the Global
Strategy Framework.
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By the end of the 1980s, HIV had infected an estimated 10
million people, and approximately 1.5 million had died. In the
decade of the 1990s, over 40 million additional people were
infected with HIV worldwide and there were over 15 million
deaths due to HIV/AIDS.

The HIV/AIDS pandemic presently consists of multiple,
concurrent epidemics. At the end of 2000, 36.1 million men,
women and children around the world were living with HIV
or AIDS, 25.3 million in sub-Saharan Africa alone. There are 11
countries in Latin America and the Caribbean where prevalence
in the adult population is above 1%.  In parts of Eastern Europe
there were more infections in 2000 than in all previous years
combined, while in parts of southern Africa, the number of
people living with HIV/AIDS has increased by 50% in the last
three years. In Asia, 5.8 million people are living with HIV/
AIDS and the number of new infections is increasing.

In just 20 years, nearly 58 million people have been infected
with HIV. Countless others have become more impoverished
as a consequence: children have lost their parents; families have
lost their property; communities have lost teachers, health
workers, business and government leaders; nations have lost
their investments in decades of human resource development;
and societies have lost untold potential contributions to social,
economic, political, cultural and spiritual life.

The first Global AIDS Strategy was prepared by the World
Health Organization in 1986. In 1991 the Global Strategy was
expanded and updated in response to the epidemic’s evolution
and major scientific and policy advances. The updated Strategy
was endorsed in January 1992 by the WHO Executive Board,
and thereafter by the World Health Assembly and the Economic
and Social Council of the United Nations.

A number of the basic principles and objectives of the first and
updated Global Strategies remain valid today.  However, a critical
refocusing is needed, because in some areas the epidemic has
become dramatically worse in scale and impact, in contrast to
the equally significant success in addressing it in others.

The scale of the HIV/AIDS epidemic is now far
greater than a decade ago, exceeding the worst-
case projections made then.
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The major impact of the pandemic is yet to come.

HIV/AIDS has caused a development crisis in sub-Saharan Africa
and made deep inroads into Asia, Latin America and the Caribbean,
and Eastern Europe. Such is the destruction and destabilization
caused by AIDS that it has been declared a global security issue.

The epidemic’s future spread is difficult to predict, but the impact
of existing infections on health and life expectancy is clear. Without
access to effective treatment and care, an additional 15 million
people currently infected with HIV will develop AIDS and die in
the next five years.

In many countries, the AIDS epidemic has undermined the
institutions and human resources on which a society’s future health,
security and progress depend.   In the hardest hit countries, over
one-quarter of the medical staff who are needed to help those living
with HIV/AIDS are themselves infected with the virus. Experienced
teachers are dying faster than new teachers can be trained. Heavy
industry and the military suffer, because men who have to work
away from their homes often have higher rates of infection than
the general population.

Where high prevalence and poverty coincide, the impact is greatest.
The burden on women is particularly great, as they are often the
primary care givers within families. The rapidly increasing number
of children orphaned by AIDS poses major challenges for their well-
being, as well as for the development of the communities in which
they live. The epidemic’s expansion into rural settings has
significant implications for the agricultural sector. Morbidity and
mortality have already cut the production of many crops by more
than 40% in households affected by AIDS.

Considerable success has been demonstrated in
addressing the epidemic.

Collective experience with HIV/AIDS has evolved to the point
where it is now possible to state with confidence that it is technically,
politically and financially feasible to dramatically reduce the spread
and impact of the epidemic.  The first two decades of the pandemic
have generated unprecedented learning and mobilization
throughout the world.  With the knowledge that a virus – HIV –
causes AIDS, and the knowledge of how this virus is passed from
person to person, it has been possible to intervene to slow its spread.
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Success in curbing the epidemic has come from government
and civil society working together, ensuring the epidemic is
visible while at the same time decreasing the stigma associated
with HIV/AIDS.  In an increasing number of countries,
partnerships bring together government and international
resources with those of the community of interested activists:
people living with HIV/AIDS, NGOs, community-based
organizations, religious and academic institutions, and the
commercial sector.

An even greater pandemic can be prevented in
the future.

Vigorous measures taken now to reduce the rate of HIV
infections will pay substantial dividends in years to come in
countries with high and low prevalence alike. Prevention
works.  Large-scale prevention programmes in virtually all
settings have clearly demonstrated that the spread of HIV can
be reduced, especially among young people.  In Asia, Australia,
Europe, Latin America and the Caribbean, North America and
sub-Saharan Africa, there is strong evidence of the decline of
HIV incidence in populations with access to effective prevention
programmes. The documentation and dissemination of these
successful experiences has enabled new partners in the response
to more rapidly adopt similar approaches.

Capacity and commitment to act has increased.

Over the past few years, increasing political mobilization
focused on AIDS has resulted in broader responses. More
money is being spent on AIDS by governments in the worst
affected countries and by bilateral and multilateral
development agencies, the commercial and foundation sectors,
and through debt relief efforts.  The Internet is enabling partners
to interact and access information at a pace unimagined even a
decade ago. HIV/AIDS has been prominent in subregional,
regional and global political forums – including the United
Nations Security Council – strengthening political commitment
and solidarity among national leaders. Common ground is
increasingly replacing the ideological divides that often
hampered earlier efforts.
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The most effective responses to the epidemic have integrated
education, prevention and care strategies. Experience has shown
communities are more active in mobilizing against the epidemic
when they are motivated by concerns about prevention, care and
support together. Care approaches which have voluntary
counselling and testing as their entry point constitute effective
prevention strategies in their own right.

Through advances in the management of opportunistic infections,
and more recently through the development of more effective
antiviral therapies, HIV/AIDS has become increasingly treatable,
although not yet curable. Recent and anticipated breakthroughs to
extend access to life-saving drugs have the potential to improve
people’s health and assist them in sustaining their normal lives
within their communities. These, in turn, can further reduce the
stigma associated with HIV/AIDS.

It is at the community level that the outcome of the battle against
AIDS will be decided.  Containing and reversing the
HIV/AIDS epidemic within this decade requires dramatically
increased efforts in communities with increasing and/or high HIV
prevalence, and in low prevalence areas where the preconditions
exist for a rapid rise in HIV transmission. Local capacity for
prevention, care and support efforts need to be recognized, affirmed
and strengthened.

Effective community-centered efforts have generally been both
empowering, strengthening the capacities of communities to make
decisions, and enabling, assisting them to mobilize the resources
required to act on those decisions.  Community leaders who are
properly informed are able to assess the reality of HIV/AIDS within
their particular community and to analyse the determining factors
of risk and of vulnerability affecting them. On this basis, local actors
can determine their priorities for action.

Partnerships of key social groups, government service providers,
nongovernmental organizations, people living with HIV/AIDS,
community-based groups and religious organizations are the basis
of successful strategies addressing HIV/AIDS at the community
level.

HIV/AIDS care and support have become more
effective.

Successful responses to the epidemic have their
roots in communities.
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At every level, from community to national to international,
the benefits of a greater involvement of people living with HIV/
AIDS have been shown.  Stigma and discrimination towards
people living with HIV/AIDS has been reduced by their
visibility and involvement in local, national and international
organizations. Their participation in policy, programme design
and implementation has been instrumental in reorienting
priorities, ensuring relevance and effectiveness, and increasing
accountability.  As advocates for intensified prevention efforts,
people living with HIV/AIDS have been successful in bringing
a human face and voice to the epidemic, challenging
complacency and denial, strengthening the call for urgency in
the response, and moving governments and their leaders to
action.

People living with HIV/AIDS are central to the
response.
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Though the complexity of addressing HIV/AIDS has far exceeded all
expectations, we have come to recognize the interrelationship of the basic
dynamics of the epidemic:

decreasing the risk of infection slows the epidemic,

decreasing vulnerability decreases the risk of infection and the
impact of the epidemic, and

decreasing the impact of the epidemic decreases vulnerability to
HIV/AIDS.




An “expanded response” to the epidemic is one that simultaneously
acts on reducing risk, vulnerability and impact.  These reinforcing
strategies enable programmes to address both what places individuals at risk
and why they are at risk.

An expanded response creates major synergies by placing prevention
strategies alongside care and support strategies.  At the same time, an
expanded response also aims to shift social norms, lessen stigma and increase
political commitment to address the deep-seated gender and economic
disparities which fuel the epidemic.

Impact, vulnerability and risk act on one another to shape the dynamics
of the epidemic. Where the HIV/AIDS epidemic is worsening, a negative
spiral is established: the impact of the epidemic causes increasing
vulnerability – which increases the risk of HIV infection  – which in turn
increases impact.  An expanded response reverses this dynamic: if the
impact of the epidemic is reduced this enables vulnerability to be
reduced, and in turn the risk of infection falls.
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A. Decreasing the Risk of Infection
Slows the Epidemic

HIV infection is associated with specific risks2 , including:

behaviours where there is a risk of HIV
infection, most commonly unprotected sexual
intercourse, and, in some parts of the world, the use of
infected injecting equipment,

situations where there is a risk of HIV infection,
such as needing a blood transfusion in a setting where
blood safety precautions are not implemented, or being
forced to have sex.

Risk reduction interventions have been the
mainstay of HIV/AIDS prevention programmes to
date.  They include the provision of information, the
development of relevant skills and the promotion of
supportive values and attitudes. As well many specific
prevention methods focus on changing risk-taking
behaviours and
decreasing the
occurrence of risk
situations.
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B. Decreasing Vulnerability
Decreases Risk of
Infection and the Impact
of the Epidemic

Poverty, underdevelopment, the lack of
choices and the inability to determine one’s own destiny fuel the epidemic.
Vulnerability to HIV is a measure of an individual’s or community’s inability to
control their risk of infection.  Different patterns of infection are accounted for by
personal factors, access to relevant information and services, and societal factors.
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In many settings, women — and in
particular young women — are especially
vulnerable to HIV infection.  They may be less
able than men to avoid non-consensual or
coercive sexual relations. Some cultural practices
and stereotypes may dictate that women should
not appear to influence the sexual behaviour of
male partners. In contrast, many cultural norms
promote responsible behaviour and ethical
values.

Rural communities may be vulnerable
because of lower levels of literacy and less access
to information and services.  When people
become refugees or are internally displaced
because of war, conflict or emergency situations,
their vulnerability to HIV infection can increase
because social support mechanisms are
disrupted, services become inaccessible, and
non-consensual or coercive sexual relations may
increase.

Vulnerability is the result of dynamic
social processes. To counter vulnerability,
individuals and communities can be supported
to take greater control over their own lives and
the risks they face.  Social exclusion undermines

this sense of
c o n t r o l .
Vulnerability reduction strategies seek to replace
social exclusion with inclusion.

Programme and policy interventions can reduce
vulnerability at individual, community and societal
levels.  Protecting and supporting individuals
promotes social inclusion, particularly for young
people. Access to essential community services
enables individuals to act on decisions to reduce their
risk to HIV and to access care and support.
Supportive legal and social norms decrease
vulnerability by enhancing realization of human
rights – civil, political, economic, social and cultural.
Social inclusion strategies help to reduce both the risk
of infection and its negative consequences.
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The same things that cause HIV
vulnerability also lie behind many other
diseases and social problems, including
discrimination, gender inequality, violence,
substance use, unwanted pregnancies and
many communicable and noncommunicable
diseases. Consequently, vulnerability reduction
strategies have positive benefits on health and
development far beyond HIV/AIDS.

C. Decreasing Impact
Decreases Vulnerability

       The AIDS epidemic has a negative impact
on the physical, mental, and social well-being of
individuals, and on the social, economic, cultural
and political life of communities.  The greater
the impact of the epidemic on individuals,
families and communities, the less they are able
to respond effectively.  Impact mitigation
strategies help those who are most affected by
the epidemic to become stronger.

Prolonging the productive lives of individuals infected
with HIV increases their ability to contribute to the well-being
of their families, also helping to decrease the discrimination
and pauperization which can make surviving family members
more vulnerable to HIV.  Similarly, increasing investments in
education, care, social support and general development efforts
within affected communities strengthens their capacity to
respond to the epidemic.

These strategies contribute to creating an environment
where human rights are realized, stigma is reduced, and the
frank discussions required to address AIDS can take place.  A
more supportive and open environment helps to reduce the
vulnerability of community members to HIV infection.
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The global pandemic is composed of multiple epidemics, each with its own
particular dynamic. The optimal response will therefore need to reflect the
particular opportunities and constraints of different settings.

National strategic planning has stimulated central and local
governments, NGOs, communities, and international partners in many
countries to define strategies that are tailored to the different contexts within
which HIV/AIDS evolves. Strategic responses to the epidemic are most urgent
in settings with low but increasing HIV incidence, and those with high
prevalence.  Regional and subregional strategies further complement and
add value to national responses.

In both low and high endemic settings, reducing the vulnerability
of young people to HIV infection is the principal defence against the epidemics
of the future.  Vulnerability reduction strategies take a long-term view of the
epidemic but nevertheless require near-term investments to achieve their
outcomes, such as increasing primary school enrolments and extending
schooling for adolescents. Increasing political support for HIV/AIDS efforts,
reducing stigma, and maintaining awareness among the general public must
also be addressed in all settings.  Because the epidemic can seem less urgent
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where prevalence is low, these essential elements for programme
sustainability can present major challenges, and so require ongoing
investment in advocacy and public information.

In low endemic settings, populations with the highest risks for
infection can include: those with high STD rates; sex workers and their
clients; injecting drug users and their sexual partners; men who have sex
with men; and men and women in occupations that separate them from
their communities, such as transit and migrant workers and the military.
Strategies addressing the needs of these populations should receive the
highest priority.  In communities with relatively few people infected by
HIV/AIDS, care and support strategies require less financial investment
and merit high priority from policy-makers.   Care and support strategies
create incentives for early detection and reducing the stigma of HIV
infection, thus reinforcing prevention efforts.

In high endemic settings, strategies focused on particular populations
with higher risks for infection continue to be relevant, but are of more limited
value.  When the epidemic has become generalized, impact reduction
becomes more important. Communities with highest HIV prevalence, and
within them, individuals and families affected by HIV, demand particular
priority. In especially hard-hit communities, strategies must take into
consideration that existing services have been crushed under the burden of
AIDS.  The education, health, social welfare, and judicial sectors are most
directly involved in slowing the spread or mitigating the impact of HIV/
AIDS and require urgent investment to reinforce their human resources and
institutional capacities, and support their frontline workers.

In virtually every community, institution, sector, country and region
affected by AIDS, there is a profound and widening gap between what is
needed to contain the epidemic and what is being done. If this gap is to be
closed and the epidemic is to be contained, there must be a concerted shift
from pilot and demonstration projects to a full-scale expanded response.

Leadership in responding to the epidemic is the most essential ingredient
for success. Within governments and civil society, legislators and community,
religious, media, youth and private sector leaders have an opportunity
and responsibility to assure success by creating an environment of:

understanding, based on reasoned public dialogue and supportive
public policy;

accountability, where responses to the epidemic are underpinned
by learning from experience through periodic situation assessments,
analysis and performance monitoring; and

commitment, by substantially increasing those efforts within their
mandates and areas of influence which have the most direct impact
on the course of the epidemic.
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The Global Framework proposes commitments together with a set of essential
actions through which leaders and policy-makers at global, regional, national
and community level can mobilize their societies to more fully respond to the
epidemic. Achievement of the overarching aim of the global response requires
leadership commitments:

1. To ensure an extraordinary response to the epidemic which includes: the full
engagement of top-level leaders; measurable goals and targets; effective policies
and programmes supported by improved epidemiological and strategic
information; adequate and sustained financial resources; and integration of HIV/
AIDS prevention and care strategies into mainstream planning and development
efforts.

2. To develop policies, legislation and programmes which address individual
and societal vulnerability to HIV/AIDS and lessen its socioeconomic impacts,
by focusing on enabling strategies which operate in the context of overall poverty
reduction strategies and human development priorities and to develop the
coping strategies required to address the impact of the epidemic in productive
sectors.

3. To reduce the stigma associated with HIV and AIDS and to protect human rights
through personal and political advocacy and the promotion of policies that prevent
discrimination and intolerance and enable more open discussion of sexuality as
an important part of human life.

4. To expand efforts to support community-focused action on the epidemic by
affirming and strengthening the capacity of local communities to be assertively
involved in all aspects of the response.

5. To protect children and young people from the epidemic and its impact through
universal access to quality primary education and increased secondary school
attendance, particularly for girls; life-skills education approaches for in-school
and out-of school youth which are free of harmful gender stereotypes and include
sexual education and the promotion of responsible sexual behaviour; the
promotion of the rights of children, including their to access to information and
youth-friendly reproductive and sexual health services; services to prevent mother-
to-child transmission of HIV; education on ways to prevent harmful drug use and
to reduce the consequences of abuse; and early support to children affected by
HIV/AIDS, in particular orphans.

6. To meet the HIV/AIDS-related needs of girls and women and to address the
circumstances that disadvantage women with respect to HIV/AIDS while
enhancing their abilities to contribute their knowledge and voice as a force for
change. In particular, to promote the rights of girls and women  and to address
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gender-based inequalities in access to information and services and to improve
access for women to male and female condoms and voluntary counselling and
testing within family planning clinics and other reproductive health settings,
and to assure equitable access for HIV infected women to care and social support.

7. To expand efforts directly addressing the needs of those most vulnerable to,
and at greatest risk of HIV infection.  In particular, to advance a participatory
approach to the development of specific strategies, policies and programmes
which promote and protect the health of children in especially difficult
circumstances; sex workers and their clients; injecting drug users and their sexual
partners; men who have sex with men; persons confined in institutions and
prison populations; refugees and internally displaced persons; and men and
women separated from their families due to their occupations or conflict
situations.

8. To provide care and support to individuals, households and communities
affected by HIV/AIDS, ensuring access to voluntary counselling and diagnostic
services and the continuum of affordable clinical and home-based care and
treatment (including antiretroviral therapy), essential legal, educational and
social services, and psychosocial support and counselling.

9. To promote the full participation of people living with and affected by HIV/
AIDS in the response to the epidemic by ensuring safe opportunities for people
to speak out and give testimony to their experience, to participate in national
and local advisory bodies, and in planning and implementation of HIV/AIDS
programmes.

10. To seek out actively and support the development of partnerships required to
address the epidemic among the public sector and civil society, including the
private sector.  In particular, to foster those alliances required to improve access
to essential information, services and commodities – including access to
condoms, care and treatment including treatment of sexually transmitted
infections – and to the technical and financial resources required to support
prevention, care and treatment programmes.

11. To intensify efforts in sociocultural, biomedical and operations research
required to accelerate access to prevention and care technologies, microbicides,
diagnostics and HIV vaccines, and to improve our understanding of factors
which influence the epidemic and actions which optimally address it.

12. To strengthen human resource and institutional capacities required to address
the epidemic, and in particular to support service providers engaged in the
response to the epidemic within the education, health, judicial and social welfare
sectors.
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The guiding principles, expanded response approach and
leadership commitments, and essential actions of the Global
Strategy Framework on HIV/AIDS are designed to be universally
applicable. There is a universal need for local, national and
international leadership to guide the response to the epidemic.
However, the specific form and content of this leadership will
depend on the particular context of the epidemic in different parts
of the world.

The Global Strategy Framework should help to guide the
development of particular strategies needed across diverse fields
and institutions in different settings and at different levels –
community, national and regional.  Adapting and  incorporating
the guiding principles and leadership commitments within these
many strategies will enable greater synergies, and increase their
success.

Within the United Nations system, the Global Strategy
Framework will guide a more proactive response to the epidemic
through the development of the United Nations System Strategic
Plan on HIV/AIDS and the institutional strategies for the various
Funds, Programmes and Specialized Agencies.

It is envisaged that Member States will build on their
commitment to achieve major reductions in HIV infection rates
among young people with additional commitments at the highest
levels to achieve agreed goals.  The Global Strategy Framework on
HIV/AIDS will guide and support the development of these
additional goals and commitments.

This Framework therefore represents a starting-point and a
set of guiding principles rather than the last word in strategic
response to HIV/AIDS.  Government, political, religious and
community leaders, policy makers, people living with HIV/AIDS,
and community activists – wherever they are located – are
encouraged to take the Global Strategy Framework and use it as a
guide in the development and re-evaluation of their own strategies
for action.
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PATENTS, INTERNATIONAL TRADE LAW AND

ACCESS TO ESSENTIAL MEDICINES

BY  R I C H A R D  EL L I O T T  A N D  M A R I E -HÉ L È N E  BO N I N

What is the issue?
More than 85% of the world’s population live in developing countries, and the
vast majority of them have no or limited access to drugs that have saved and
extended the lives of people in richer, developed countries. In the developing
world, where 95% of the 40 million people with HIV/AIDS live, 20 million people
have already died from AIDS. Every day, over 8,000 more people die and another
15,000 are infected with HIV. The global epidemic is devastating entire countries
and regions. Similarly, tuberculosis (TB) and malaria kill massively and mainly
among the poorest and most vulnerable of the global population, given their
extremely limited access to effective forms of treatment.

What does this document tell me?
This document answers some frequently asked questions about patents and
international trade laws. The rules on drug patents in domestic laws and
international trade agreements affect the availability and affordability medicines to
treat diseases such as HIV/AIDS, TB and malaria. This document explains the
connection between patent issues and access to affordable drugs, so that they can
be informed advocates for the basic rights of people in developing countries.

What do patents have to do with access to medicines?
Depending on the patent laws in place, conditions will be created to favour more
or less competition between manufacturers of patented and generic drugs
(definitions of these terms are offered below). Increased competition is proven to
result in lower prices, which in turn contribute to improved access to medicines.
Although access depends on numerous factors, high prices of drugs constitute a
key obstacle that cannot be addressed in a comprehensive and sustainable manner
through foreign aid and drug donations alone.

What is a patent?
A patent is an “intellectual property right” in an invention. Intellectual property
rights (IPRs) are rights given to a person or a corporation over mental creations,
such as: an author’s copyright in their book or the rights of musicians in their
recordings; a company’s distinctive trademark on its products; or a patent on a
technological invention.

A patent gives its owner (the "patentee") the right to prevent others from making,
using, importing, or selling an invention. In other words, patenting an invention
gives the patent owner a monopoly over the invention. A patent is usually granted
for a limited time, such as 20 years. A patent is granted under a country’s
domestic laws, which may be affected by international laws.  A patent may come
with conditions or exceptions, depending on what the law in a given country says.
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Ottawa ON K1N 7B7
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What can be patented?
A patented invention can be either an actual product or a new process for
making a product.  In order to qualify for a patent, an invention must satisfy
three criteria: it must be something new, it must not be obvious but actually
involve some sort of “inventive step", and it must be usable.  Medical drugs are
inventions that can be patented.

What is a patented drug? What is a generic drug?
A drug that is patented can only be made, used, imported/exported or sold by the
patent holder. According to the World Health Organization’s Action Programme
on Essential Drugs, a drug that is patented is usually marketed under a
proprietary or brand name reserved exclusively to its owner, i.e. the individual or
firm granted a patent on that invention.

A generic drug is a pharmaceutical product usually intended to be
interchangeable with the original patented drug ("bioequivalent") because it does
the same thing. Unless there is a prior agreement with the patent owner, a generic
drug is usually made and marketed after the expiry of patent rights held by the
patentee. A generic drug is marketed either under a non-proprietary or approved
name rather than a proprietary or brand name.

Generic drugs should not be confused with counterfeit drugs. “Counterfeit goods
are generally defined as goods involving slavish copying of trademarks.
According to WHO, a counterfeit medicine is one which is deliberately and
fraudulently mislabelled with respect to identity and/or source. Counterfeiting
can apply to both branded and generic products and counterfeit products may
include products with the correct ingredients, wrong ingredients, without active
ingredients, with incorrect quantity of active ingredients or with fake
packaging.”1

What is “TRIPS” or the “TRIPS Agreement”?
This is a shorthand way of referring to the Agreement on Trade-Related Aspects
of Intellectual Property Rights. The TRIPS Agreement is one of a series of trade
agreements administered by the World Trade Organization (WTO).  It sets out
rules for intellectual property rights that all countries belonging to the WTO
members must reflect in their own domestic laws.

What does the TRIPS Agreement require?
The TRIPS Agreement contains a number of requirements that WTO member
countries must satisfy in their national laws.

Before the TRIPS Agreement, most industrialized countries granted patents on
drugs, but many developing countries did not. In some cases, countries only
granted patents for the process of producing an invention (e.g., the method of
producing a drug) but not for the product (i.e., the drug itself). Because in some
countries pharmaceutical products could not be patented, generic copies of these
drugs could be made or imported into those countries without first getting

                                               
1 World Health Organization - Action Programme on Essential Drugs. Globalization and Access
to Drugs: Perspectives on the WTO/TRIPS Agreement, DAP Series No. 7, 1997 & 1999.

What is the World Trade
Organization?

Established in 1995 after a
decade of trade negotiations,
the WTO has become the
central institution in the
world trading system, with a
secretariat located in
Geneva.

The WTO administers
dozens of international trade
agreements covering a wide
range of areas, including
intellectual property.  These
agreements set out “ground
rules” for international trade
that all WTO member
countries must observe.

The WTO also monitors
countries’ national trade
policies, and provides a
forum for trade negotiations
and for settling trade
disputes.

144 countries are members
of the WTO, accounting for
over 97% of world trade.
Several other countries are
currently negotiating joining
the WTO.

Being a WTO member gives
a country:

-  access, at least in theory,
to the markets of other
member countries on
terms set out by the WTO
agreements;

-  the option of invoking a
mechanism for settling
trade disputes; and

-  participation in future trade
negotiations.

In order to be a member, a
country must sign on to the
whole package of WTO
Agreements.
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permission from a patent-holder. This meant prices of medicines were often
lower because of generic competition against the patented drugs. The TRIPS
Agreement ends this.

Exclusive patent rights: Under the TRIPS Agreement (Article 28), governments
are required to recognize patents on products and processes in (almost) all fields
of technology, and to give the patent holder the exclusive right to make, use, sell
or import the product in their country for a given period of time. (During this
time, a patent holder may choose to grant another individual or corporation the
right to do these things. This authorization is called a “voluntary license".)

Minimum 20-year patent term: All WTO member countries are now required to
grant patents on pharmaceutical inventions for at least 20 years from the date of
filing for the patent (Article 33). This prevents someone other than the patent-
holder from making, using, selling or importing a drug during the period it is still
under patent. The patent owner's monopoly often results in significantly higher
prices for patented medicines than in a situation of market competition.

“Non-discrimination”: The TRIPS Agreement (Article 27) also says countries
must make patents, and all patent rights, available “without discrimination” on
certain grounds. Under TRIPS, countries are not allowed to treat national and
foreign inventions differently. Some also claim countries are not allowed to
discriminate between types of products (e.g. having special rules about
pharmaceuticals as opposed to computers). Finally, TRIPS says countries’
patent laws cannot discriminate between imports and products made locally.

Which countries are bound by TRIPS and when?
All countries that belong to the WTO are bound by the TRIPS Agreement.  All
“developed” countries were required to bring their domestic laws into line with
TRIPS rules no later than January 1, 1996. “Developing” countries had until
January 1, 2000 to comply  - although they have until 2005 for patents on
pharmaceutical products if they did not previously recognize these. Those
countries considered “least developed” have until January 1, 2006 to change
their laws, and may ask for extensions of time.

What if a country doesn’t meet its obligations under TRIPS?
If a country doesn’t comply with an agreement such as TRIPS, other countries
can take it before a trade tribunal.  One function of the WTO is to provide a
forum for countries to settle trade disputes.  One of the WTO agreements, the
Dispute Settlement Understanding (DSU), sets out a procedure to be followed
when a country wishes to challenge the laws or practices of another country.

If a WTO tribunal rules that a country has breached a trade agreement, it “shall
recommend” that the country bring its laws or policies into line and may suggest
ways to do this. The country can comply with the “recommendations” by
changing its laws or policies.  Or, it can decide not to comply with the ruling,
and pay “satisfactory compensation” to the country that brought the complaint,
presumably on an ongoing basis. If it does not receive satisfactory compensation,
the country with the complaint can request WTO authorization to impose trade
sanctions in retaliation, including in other areas of trade. By default, the WTO

How does the WTO
work?

In theory, the WTO is run
by all its member
countries.  Every two
years, the WTO has a
Ministerial Conference, a
gathering of government
ministers, to discuss trade
issues and set the agenda
for future discussions.

In between these
meetings, governments’
diplomatic missions in
Geneva continue the day-
to-day business.

While decisions are
theoretically “taken by
consensus” among all
member countries, in
practice decision-making
tends to be concentrated
with a handful of the
wealthiest and most
powerful countries –
including the group of four
referred to as the “Quad”
(the United States, the
European Union, Japan
and Canada).

However, in recent
months, developing
countries have started to
demand flexibility in the
international trading
system to allow them to
respond to their health
needs. This was evident at
the most recent Ministerial
Conference, in Doha,
Qatar in November 2001,
where the issue of TRIPS
and access to medicines
was a key issue.
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will accept this request to authorize sanctions, unless every member country
(other than the ones involved in the dispute) rejects it. Countries are not
supposed to impose sanctions without going through this process. The country
facing sanctions may have an arbitrator decide whether the sanctions are fair.

What does TRIPS say about protecting health?
The TRIPS Agreement says the monopoly rights created by patents need to be
balanced against other important interests. It says that protecting and enforcing
intellectual property rights should contribute to promoting technological
innovation and to the transfer and dissemination of technology. Furthermore,
TRIPS says that this should be to the benefit of both producers and users of
technological knowledge, and should occur “in a manner conducive to social and
economic welfare, and to a balance of rights and obligations” (Article 7).

The TRIPS Agreement also sets out some basic principles that should guide how
it gets interpreted (Article 8).  It says that, in shaping their own laws, countries
“may take measures necessary to protect public health.” It also recognizes that
countries may need to take “appropriate measures” to prevent the “abuse” of
patent rights by patent-holders or to prevent practices which “unreasonably”
restrain trade or negatively affect the international transfer of technology. These
measures, however, must be “consistent” with the provisions of TRIPS.

These provisions in TRIPS support the argument that countries are entitled to
flexibility in how they meet their obligations to protect patent rights.

Does TRIPS leave options for increasing access to affordable medicines?
Yes and no. There are some parts of TRIPS that countries can use to promote
access to affordable medicines for people living with HIV/AIDS and other
diseases (see below). And at the last WTO Ministerial Conference (Doha,
November 2001), member countries issued a Declaration on the TRIPS
Agreement and Public Health stating that TRIPS "can and should be interpreted
and implemented in a manner supportive of WTO Members' rights to protect
public health and, in particular, to promote access to medicines for all."

However, there are still areas of uncertainty in the interpretation of the TRIPS
Agreement. Whether the Doha Declaration will have any positive, concrete effect
remains to be seen, and there are still problems in the TRIPS Agreement that
have not been addressed (see below). Advocacy is still needed to ensure the
maximum flexibility in interpreting and implementing the agreement. If the
necessary flexibility cannot be found, it may be necessary to amend the
Agreement to ensure that countries can protect the health and human rights of
their people. But formally renegotiating the text of the agreement is a process
that may take years before yielding unknown outcomes, while there is an urgent
need for access to medicines now.

What are countries’ options under TRIPS?
There are four main aspects of TRIPS that may be useful for countries to
promote access to affordable drugs.

The Generic Medicines
case at the WTO (2000)

In 1997, the European
Union (EU) challenged a
section of Canada’s
Patent Act intended to
make it easier for cheaper,
generic drugs to come to
market as soon as
possible.  The section in
no way limited an original
drug company’s market
monopoly during its 20-
year patent term, but
simply allowed generic
drug companies to
stockpile their product for
the last 6 months of the
patent term, for sale as
soon as the patent
expired.

Among other things,
Canada argued that the
public interest in earlier
access to more affordable
drugs was a legitimate
basis for this limited
exception to exclusive
patent rights.
Theoretically, these
exceptions are allowed
under Article 30 of TRIPS.
The EU dismissed these
arguments, complaining of
“discrimination” against
the pharmaceutical
industry.

The WTO panel ignored
Canada’s public interest
argument.  It took a very
narrow approach to
deciding what were
acceptable limitations on
patent rights, looking only
at the private patent
owner’s expectation of
profits and not considering
what other, social benefits
were to be gained by
limiting this monopoly.
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Exclusions from patent admissibility: A country may prevent the commercial
exploitation of some inventions if “necessary” in order to protect human life and
health, by refusing to recognize their patent admissibility (Article 27). How to
determine whether this is necessary, and who decides, are not clear.

Exceptions to patent rights: Under Article 30, a country may include in its
patent laws “limited exceptions” to the rights of a patent owner to exclude others
from making, using, importing or selling an invention, taking into account the
legitimate interests of others. These exceptions must not “unreasonably conflict
with the normal exploitation” of the patent, and may not “unreasonably
prejudice” the patent owner’s legitimate interests. There has only been one WTO
ruling interpreting this article, the Generic Medicines case involving Canada's
patent laws. That case set a bad precedent for flexible interpretation of TRIPS
favouring increased access to affordable generic medicines (see previous page).

Parallel importing: Manufacturers often charge lower prices for a drug in one
country than in another.  This means a country with limited resources can
sometimes afford more of a patented drug by purchasing it abroad and importing
it, rather than buying it directly at home from the manufacturer at a higher price.

Patent laws in most countries say that once a patent-holder sells its goods, it has
no right to control the resale of those goods. In other words, the patent-holder
has "exhausted" its property rights in that sold product. (The patent-holder still
has the exclusive right to make the product in the first place, preserving its
monopoly on the "know-how" behind the invention.)  So an intermediary could
buy a patented drug in one country at the lower price being charged by the
manufacturer, and then resell that drug in another country at a price lower than
what the manufacturer is charging for its product in that other country. This is
called "parallel importing". The TRIPS Agreement (Article 6) says that nothing
in it prevents a country from allowing parallel imports.

Compulsory licensing: Under TRIPS, a country’s laws may allow the state or
the courts to issue a “compulsory license,” which permits either the government,
an individual or a company to use a drug (i.e. produce or import a generic drug)
without the authorization of the patent owner. Compulsory licenses are usually
granted on grounds of general interest such as public health, economic
development, national defence and the absence of working (i.e. when the holder
is not “exploiting” its patent). The TRIPS Agreement does not limit the grounds
on which governments or courts may issue compulsory licences.

But there are restrictions on the use of compulsory licenses:

n Usually there must be an effort to negotiate a voluntary license with the
patent owner “on reasonable commercial terms” within a “reasonable period
of time.” Importantly however, this attempt at negotiation with the patent
holder is not required if the drug is to be used for “public non-commercial
use,” if there is a “national emergency” or other situation of “extreme
urgency,” or if a legal process has determined that the patent owner has
engaged in “anti-competitive” practices.

Parallel importing and
price variations for
HIV/AIDS drugs

A recent survey by
MSF, UNAIDS, UNICEF
and WHO found
worldwide variations in
the price of fluconazole,
an antifungal drug used
to treat oral and vaginal
candidiasis (yeast
infection) and the
deadly cryptococcal
meningitis, ranging from
a high of US $7.25 to a
low of US $0.20 for a
200 mg tablet.

The anti-retroviral drug
lamivudine (3TC)
ranged from a
maximum price of US
$0.43 to a low of US
$0.14 for a 150 mg
tablet.

For poor countries with
very limited health
budgets and millions of
people with HIV/AIDS,
or for poor people with
little income to spend
on medicines, obtaining
drugs at the lowest
possible world price
through parallel
importing can make a
significant difference.

Obtaining lower prices
through parallel
importing would also
mean that any grants
obtained from the new
Global Fund to fight
AIDS, TB & Malaria
(established in June
2001) could be used to
provide medicines to
more people.
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n If a compulsory license is issued, the patent owner is entitled to be paid
“adequate remuneration” (e.g. either a symbolic fee acknowledging the
inventor or a proper royalty in lieu of financial compensation for lost sales).
The competent authority may also decide that the license should be granted
free of charge. The TRIPS Agreement does not say how "adequate
remuneration" should be determined.

n Furthermore, the license must be used “predominantly” for supplying the
domestic market in the country issuing the license (unless the license is
issued to remedy "anti-competitive" practices by the patent owner). This
presents a likely barrier to accessing affordable drugs: many developing
countries don’t have the ability to produce their own generic drugs and
would need to import them from other countries that do. But those countries
that do have a generic drug industry are not permitted under TRIPS to issue
a compulsory license authorizing someone to make a patent-protected drug
primarily for export to other countries. The WTO is currently debating
proposals for solving this restriction on exports of quality generic drugs to
countries that need cheaper medicines but must import them because they
cannot make their own.  (This issue is discussed in more detail below).

Don’t countries have an obligation to protect the health of their people?
Yes. In addition to governments’ ethical duty to act in the public interest,
countries have an obligation under international human rights treaties to take
steps, individually and collectively, to fully realize the universal human right to
health.  This includes making laws that will protect and promote this right.

According to the UN Committee on Economic, Social & Cultural Rights, in
respecting the right to health, States should also ensure that this right is given
consideration in international agreements (such as TRIPS) and should ensure
that these agreements do not negatively affect the right to health.  A separate
body, the UN Commission on Human Rights, has also recognized that access to
medication in the context of pandemics such as HIV/AIDS “is one fundamental
element” for realizing everyone’s right to health.

Aren't patent rights necessary for drug companies to recover their costs of
researching and developing drugs?
This argument is often used to justify a 20-year patent protection over innovative
processes and products. But it is an inaccurate generalization and does not
address the criticisms that overly strict international trade agreements on patents
create barriers to poor countries accessing affordable medicines.

The pharmaceutical industry remains by far the most profitable in the world,
well ahead of companies in all other sectors.2 Current profits far exceed what is
necessary for a "reasonable" return on their R&D. This is particularly the case if
we consider that drugs commercialised by multinational companies have often
been developed with significant public subsidies, both through tax breaks for
R&D and by direct government investment in pharmaceutical research.

                                               
2 "The 2002 Fortune 500". Fortune Magazine, April 2002.

States’ Obligations

The States Parties to the
present Covenant
recognize the right of
everyone to the
enjoyment of the highest
attainable standard of
physical and mental
health. The steps to be
taken by the States
Parties... to achieve the
full realization of this right
shall include those
necessary for... the
reduction of… infant
mortality and for the
healthy development of
the child; ...and the
prevention, treatment and
control of epidemic
diseases.

- International Covenant
on Economic, Social &
Cultural Rights, Article 12

Universal Declaration of
Human Rights

Everyone has the right to
a standard of living
adequate for the health
and well-being of himself
and of his family,
including... medical care.
- Article 25

Everyone has the right...
to share in scientific
advancement and its
benefits.
- Article 27
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Furthermore, the revenues they gain from poor countries are exceedingly small.
For example, all of Africa accounts for about 1% of global pharmaceutical sales,
even though millions of people need medicines for numerous conditions. Limiting
or overriding patents in such countries will have no significant effect on drug
company profits, which is their incentive for research and development (R&D).

In any event, a profit-driven system based on private patent rights provides an
incentive only to develop drugs that will be most profitable. Diseases that affect
predominantly poor people, who cannot pay high prices for medicines, will not
be profitable areas for research, unless there is enough of a wealthy market to
make the research investment worthwhile.

A global patent system with one set of rules does not work when countries are at
different levels of development or choose different development paths. Most
industrialized countries did not adopt their current patent laws until after
reaching a certain stage of economic, social and technological development.
Canada's own generic drug industry developed because of flexibility in drug
patent laws (which were amended in the late 1987 and 1993 to almost
completely abolish any sort of compulsory licensing).  Imposing the
industrialized world's rules on all countries will present an additional barrier to
socio-economic development for poorer countries, which can ill afford the high
costs of accessing technologies (including medicines) when multi-national
corporations hold monopolies on that knowledge. The vast majority of patent-
holders are in industrialized countries. World-wide monopolies on that
knowledge will "lock in" the existing disparity.

According to Indian experts who spoke to MSF, “the Indian generic industry has
been able to supply many developing countries with affordable medicines,
largely because it has been able to develop to an advanced stage under protective
legislation tailored to India’s needs.  India’s 1970 patent law, which granted
'process' but not 'product' patents for pharmaceuticals, was the backbone that
allowed the industry to mature to the point where it is today – a leading global
producer of quality generic drugs and raw materials, that has the ability to invent
new manufacturing processes of drugs through reverse-engineering, and can
carry out original R&D [research and development].  Evidence from the Indian
pharmaceutical industry indicated that since TRIPS was negotiated, the Indian
drug industry has increased R&D but for diseases of the West, not for those
endemic to India.  As with all market-driven companies, Indian R&D priorities
were driven by the size of potential markets rather than medical needs.  The
example is telling, as India is one of the few developing countries with domestic
R&D capacity.”

What can be done?
TRIPS itself contains many ambiguities.  Much remains unclear about just how
much flexibility there is in interpreting and applying the TRIPS Agreement.  Few
cases have been brought to the WTO that offer clear interpretations, although the
decision in the Generic Medicines case (see side box above) is cause for
concern.  But how the TRIPS Agreement is legally interpreted, and how it is
used politically, will have a significant impact on whether and how countries can
protect and promote access to affordable medicines. Despite some recent

“Discussions on
access to medicines
come at a time
when even access
to food is being
questioned as a
right.  We must
always remember
that access to
medicines is a right,
not something that
should be
determined by
charity or subsidies
for the poorest of
the poor.”

--Mira Shiva, All
India Drug Action
Network

"People no longer
accept that the sick
and dying, simply
because they are
poor, should be
denied drugs which
have transformed
the lives of others
who are better off."

- Kofi Annan, UN
Secretary General,
26 April 2001
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encouraging developments, there is still a need for vigorous advocacy in support
of maximum flexibility under TRIPS for countries to address health needs.

What is the Doha Declaration and why is it important?
In November 2001, at the WTO Ministerial Conference in Doha, Qatar, member
countries issued a "Declaration on the TRIPS Agreement and Public Health." It
states that the TRIPS Agreement "does not and should not" prevent countries
from taking measures to protect public health, and "can and should" be
interpreted in a way that supports countries' rights to protect public health and,
in particular, to promote access to medicines for all.

The Doha Declaration represents an important step forward. The Ministerial
Conference is the highest body with the authority to adopt interpretations of
WTO treaties. Therefore, the Doha Declaration should, as a matter of law, guide
the interpretation of the TRIPS Agreement in a more "health-friendly" direction
in future disputes over patents. Those interpretations should also take into
account countries' obligations under international law to protect and promote the
right to health. The Doha Declaration may also help developing countries fend
off pressure tactics by rich countries who invoke the TRIPS Agreement and
threaten trade sanctions when developing countries limit exclusive patent rights
in order to make medicines more affordable. It remains to be seen whether the
promise of the Declaration will be realized.

The Doha Declaration also extended until 2016 the deadline for "least developed
countries" to implement the sections of TRIPS that require them to grant
exclusive, 20-year patent rights to pharmaceutical products.

What happens after the Doha Declaration?
While asserting that a more pro-health interpretation of the TRIPS Agreement is
in order, the Doha Declaration also acknowledged a further restriction imposed
by the TRIPS Agreement.

As noted above, under Article 31(f), compulsory licenses authorizing the
production of generic drugs must be limited to "predominantly" supplying that
country's domestic market. During the 20-year patent term on a drug, this section
restricts the freedom to grant a compulsory licence so that a company could
produce generic medicines principally or solely for export to developing
countries that don't have the capacity to make their own.

This represents a serious problem: without a source of supply, and without their
own domestic manufacturing capacity, many developing countries are effectively
unable to make use of safeguards such as compulsory licensing to access
affordable generic medicines.  The full effects may be felt soon if no solution is
found.  There is a handful of developing countries with a generic pharmaceutical
industry who are not yet fully subject (until 2005) to the TRIPS requirement to
grant exclusive patent rights on medicines, and so can still export cheaper,
quality generic drugs.

But even if the political and industry leadership in these countries were willing,
they cannot supply the entire need for drugs for HIV/AIDS and other illnesses

Doha
Declaration

"We agree that
the TRIPS
Agreement does
not and should
not prevent
Members from
taking measures
to protect public
health. .. the
Agreement can
and should be
interpreted and
implemented in a
manner
supportive of
WTO Members'
right to protect
public health
and, in particular,
to promote
access to
medicines for
all."

- Declaration on
the TRIPS
Agreement and
Public Health,
Fourth WTO
Ministerial
Conference,
Doha (Qatar),
14 November
2001
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throughout the developing world.  As of 2005, they will be subject to Article
31(f) of TRIPS, meaning that a compulsory license would need to be issued to
produce generic versions of patented medicines.  Even then, production of
generic medicines would be limited to "predominantly" supplying their domestic
market, rather than exporting to developing countries in need.

The WTO's Council for TRIPS, which oversees the agreement, has been
instructed to find an "expeditious solution" to this problem and report back
before the end of 2002. A coalition of non-governmental organizations has put
forward proposals that would ensure maximum flexibility in ensuring developing
countries' access to quality, affordable generic medicines.

But some rich countries (especially the US) are working hard to promote
"solutions" that are very restrictive, merely temporary, and limited to addressing
"pandemics" or public health "crises". So far, Canada is supporting these
restrictive conditions on any solution.

These kinds of restrictions on compulsory licensing are not imposed by the
TRIPS Agreement itself, so it would be unfair to impose them on developing
countries who need to import medicines in order to make effective use of
compulsory licensing, when other countries do not face this barrier.  This
violates the spirit of the Doha Declaration, which was to find a solution that
would allow developing countries in need to make effective use of compulsory
licensing.  Rather than restricting the use by developing countries of the
safeguards that do exist in the TRIPS Agreement, developed countries should be
supporting practical options that would most benefit poor people living with
HIV/AIDS and other serious health conditions in developing countries.

What needs to be done?
The Doha Declaration affirmed the primacy of states' public health obligations,
and the right to promote access to medicines for all, over intellectual property
rights. Advocates should use this to push for the wider recognition that states'
obligations to protect and promote human rights (including the realization of the
highest attainable standard of health for all) take precedence over trade
agreements.

People concerned about access to medicines in developing countries need to
ensure that the promise of the Doha Declaration is realized in good faith.
Advocates must work toward a solution that deals quickly and fairly with the
issue of authorizing production of quality generic drugs for export to developing
countries, and that does not impose restrictive conditions that will lead to more
preventable deaths by denying access to more affordable medicines.

Advocates also need to ensure that the gains reflected in the Doha Declaration
are not undermined by political pressure on developing countries if they pursue
the measures allowed under the TRIPS Agreement to promote access to
medicines.  Other regional or bilateral trade agreements dealing with patents
must also include these safeguards, and should not go beyond TRIPS in
strengthening private patent rights at the expense of poor people who need
medicines.

What about other trade
agreements?
TRIPS is one international
trade agreement that affects
access to affordable drugs,
and affects the majority of the
world's countries.  But other
regional trade agreements are
being negotiated, and there is
a real danger that these
agreements could go even
further than TRIPS in
hindering access to essential
medicines.  For example,
some countries negotiating
the Free Trade Agreement of
the Americas (FTAA) are
pushing for sections in the
final treaty that go even
further than TRIPS in granting
exclusive patent rights and
limiting countries' options for
balancing patents against
promoting public health and
human rights.

Similarly, MSF, the World
Health Organization and the
UN's Joint Programme on
AIDS (UNAIDS) have warned
that a treaty signed in
February 1999 between
several French-speaking
countries in central and west
Africa is more restrictive than
necessary under TRIPS.  The
Bangui Agreement imposes
even stricter conditions on the
use of compulsory licences
and prohibiting parallel
imports from countries outside
the bloc of countries that sign
the agreement.  Advocates
have urged these countries
not to ratify the Bangui
Agreement, and certainly not
before they are fully bound by
TRIPS.

Governments must ensure
that trade agreements do not
hinder access to affordable
medicines, especially in
developing countries.
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WHERE CAN I GET MORE INFORMATION ABOUT

 GLOBAL ACCESS TO HIV/AIDS DRUGS AND OTHER ESSENTIAL DRUGS?

Médecins Sans Frontières / Doctors Without Borders Canada is the Canadian
branch of the international medical relief organization. MSF is leading a global
Campaign for Access to Essential Medicines (www.accessmed-msf.org) that includes
action taken in Canada (www.msf.ca/access/index.htm).

The Canadian HIV/AIDS Legal Network (www.aidslaw.ca) focusses on legal and
human rights issues related to HIV/AIDS. Its website includes a list of key resources
on the issue of access to treatment for people living with HIV/AIDS in developing
countries (www.aidslaw.ca/Maincontent/issues/cts/selectedresources.htm).

The Interagency Coalition on AIDS and Development (ICAD) brings (www.icad-
cisd.com) together HIV/AIDS and development organizations. ICAD has produced
several factsheets on international development issues relating to HIV/AIDS,
including “Access to HIV/AIDS Treatment in Developing Countries.”

The International Council of AIDS Service Organizations (ICASO)
(www.icaso.org) has produced a background paper on compulsory licensing and
parallel importing.

Oxfam is a global NGO focussing on health and food security and democratic rights,
and has been active in lobbying for global trade rules that put patients before profits.
See their reports on-line (www.oxfam.org.uk and www.oxfam.ca).

The Global Treatment Access Campaign (GTAC) is a network for communication
and advocacy efforts for access to essential medications. The website
(www.globaltreatmentaccess.org) is maintained by the Health GAP Coalition in the
US, and provides action tools and updates, with a focus on the US government.

The Consumer Project on Technology (www.cptech.org/ip/health) is a public interest
advocacy organization in the US with a project on intellectual property and health
issues. The website contains a wealth of materials, particularly detailed information
about the pharmaceutical industry, and a listserv on pharmaceutical policy issues.

The Joint UN Program on HIV/AIDS (UNAIDS) website (www.unaids.org) includes
numerous documents on global HIV/AIDS issues, including a report on the patent
situation of HIV/AIDS-related drugs in 80 countries and an infosheet on
“Pharmaceuticals and the WTO TRIPS Agreement: Questions & Answers.”

The website of the World Trade Organization (www.wto.org) provides access to the
full text of the TRIPS Agreement (and other WTO treaties) and a searchable database
of documents, including decisions of panels and the Appellate Body.

The World Health Organization (www.who.int) maintains an on-line catalogue of
publications, some of which are themselves on-line, including its above-cited report on
Globalization and Access to Drugs and a sheet on TRIPS and access to drugs.

The International Centre for Trade & Sustainable Development (ICTSD)
(www.ictsd.org) produces weekly and monthly reports on development issues in
international trade law and maintains a web-page with resources on IP issues.

© Canadian HIV/AIDS Legal Network & Médecins Sans Frontières Canada 2002

Taking action

Canadian labour and
non-governmental
organizations concerned
with HIV/AIDS, human
rights, and international
development have been
working on the issue of
global access to
medicines and the right
to health.

The Global Treatment
Action Group (GTAG)
came together in mid-
2001. These
organizations have
taken a variety of
initiatives to raise public
awareness of the issue
and to raise these
concerns with the
Canadian government.
GTAG has also
addressed the need for
increased Canadian
contributions to the
Global Fund to fight
AIDS, TB & Malaria, and
to foreign aid to develop
health infrastructures
where these are under-
funded or inadequate.
The GTAG will take up
other issues related to
global access to health
care in the future.

For more information
about GTAG, contact:

Richard Elliott
Canadian HIV/AIDS
Legal Network
Tel (416) 595-1666
relliott@aidslaw.ca

Michael O'Connor
Interagency Coalition on
AIDS and Development
Tel (613) 233-7440
moconnor@icad-cisd.com
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T E C H N O L O G Y  A N D  I N T E L L E C T U A L  P R O P E R T Y

A critical task facing the global economy is to
develop mechanisms that encourage research
aimed at developing treatments for diseases
which are common in poor countries and, at the
same time, achieve widespread distribution of
those treatments at affordable prices. The issue
has become prominent because of the severe epi-
demic of HIV/AIDS, in particular in Sub-Saharan
Africa, South Asia, and Southeast Asia. But
HIV/AIDS is not the only disease plaguing poor
nations; malaria, tuberculosis, and other maladies
are equally debilitating. In fact, HIV/AIDS is
unusual in that it affects both rich and poor coun-
tries. Pharmaceutical firms therefore have incen-
tives to develop HIV/AIDS medicines for sufferers
in high-income economies, and what is being
debated is how to transfer these medicines to
poor countries. In contrast, malaria and other dis-
eases endemic to impoverished nations are “neg-
lected” in that they attract little research and
development (R&D). For example, the World
Health Organization (WHO 1996) has estimated
that of the US$56 billion spent globally on med-
ical R&D in 1994, less than 0.2 percent was spent
on tuberculosis, diarrheal maladies, and pneumo-
nia, and virtually all of this research was carried
out by public agencies and military authorities.
R&D on antimalarial vaccines and drugs is mea-
ger. Some research is going on under the aus-
pices of the Multilateral Initiative on Malaria,
involving the United Nations Development Pro-
gramme (UNDP), the World Bank, and WHO,
and by the Medicines for Malaria Venture, a pub-
lic–private sector cooperative initiative. Funding
for the Multilateral Initiative comes to perhaps
US$3 million per year, and Medicines for Malaria
is soliciting support from foundations in the hope
of raising US$30 million per year. These amounts
are inadequate for the job, given the costs of
developing and testing new drugs.

There are two main reasons for this low rate of
R&D. Most important, the low purchasing power
in poor companies gives pharmaceutical compa-
nies insufficient incentives to introduce new
drugs into those markets. A second reason is that
in the past many developing countries did not

recognize or enforce patent protection for phar-
maceutical products. Regarding the latter prob-
lem, the TRIPS agreement requires that
developing WTO member countries provide
patents for new pharmaceutical products by
2005 at the latest (by 2016, for least-developed
countries). There is concern, however, that the
provision of product patents in pharmaceutical
products could confer considerably greater mar-
ket power on rightsholders by delaying the entry
of generic competitors for new products. Then
such firms might reduce sales or output in partic-
ular markets, supporting higher monopolistic
prices in key medical therapies. 

Considerable pressure has been exerted on
pharmaceutical companies to provide drugs to
poor countries at marginal production cost (or
less). For example, Merck & Co. recently
announced that it would cut the prices of two
AIDS-controlling drugs in Africa by 40 to 55 per-
cent, adding to sharp price cuts announced a
year earlier. Abbott Laboratories offered to sell its
two AIDS drugs, Norvir and Kaletra, at prices that
would earn the company no profit. Many other
firms, including the Bristol-Myers Squibb Co. and
GlaxoSmithKline PLC, have announced similar
price cuts. These research-intensive firms have
three concerns about low-cost distribution pro-
grams. First, provision at marginal cost adds
nothing to their ability to cover the costs of R&D.
Second, while they may be willing to supply their
medicines cheaply, they wish to retain the exclu-
sive distribution rights inherent in patents.
Indeed, this preference underlay the recent law-
suit by several firms against the South African
government, challenging the constitutionality of
its 1997 Medicine and Related Substances Con-
trol Act. Third, drug manufacturers are con-
cerned that the availability of far cheaper
medicines in poor countries could erode their
ability to sustain higher prices in rich countries. 

Under Article 68 of Brazil’s Industrial Property
Law (Law 9.279/96), foreign firms must manu-
facture patented drugs within Brazil before three
years have elapsed from the grant of the patent.
Failure to meet these “working requirements”
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Implementing the TRIPS Agreement

could result in an order by the Brazilian authori-
ties to local firms to manufacture generic substi-
tutes under compulsory license—a threat that
recently faced the makers of the AIDS drugs
Efavirenz (Merck & Co.) and Nelfinavir (Roche).
This issue was raised by the United States at the
WTO, but a bilateral settlement was arrived at,
and the case was withdrawn.

In economic terms, to address effectively the
diseases endemic to poor countries through
development of and access to new treatments
requires separation of the dynamic incentives for
R&D from the need for widespread distribution
at low cost. Because paying for the required
R&D is beyond the means of poor countries, any
comprehensive solution to the problem requires
significant increases in assistance from industrial
countries and financial support from multilateral
organizations and private donors. These monies
would be used for two purposes. An immediate
task would be to build effective health care deliv-
ery systems in poor countries, where health
infrastructures are weak. The second task would
be to provide incentives for firms to engage in
R&D in new and effective vaccines and medi-
cines. Most likely, these incentives would involve
purchase by governments or international public
agencies of bulk amounts of targeted drugs from
manufacturers at negotiated prices and the dis-

tribution of the drugs to designated countries at
low cost, while preventing backflow of cheap
medicines to higher-income nations. If such
negotiations are unfeasible or ineffective, it may
be advisable to establish a system of royalties
under which countries could acquire licenses to
produce and distribute the drugs. For this system
to be effective, small countries without produc-
tion facilities may need to be given the right to
import drugs from generic producers in third
countries.

Ganslandt, Maskus, and Wong (2001) estimate
the annual cost of such an international strategy
at between US$8.2 billion and US$12.1 billion.
While this commitment would represent a sub-
stantial portion of current aid funding (which
amounted to US$84.9 billion in 1999), it would
correspond to only 0.03 to 0.05 percent of the
OECD’s 1998 GDP. Indeed, if the US$12.1 billion
were paid by the United States, the European
Union, and Japan it would come to only
US$13.50 per person per year. For a final per-
spective, the US$12.1 billion may be compared
with the anticipated loss in South African GDP, if
the current epidemic continues unchecked, of
US$22 billion in 2010.

Source: Prepared by the volume editors, based on Gans-

landt, Maskus, and Wong (2001).
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