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The Forum 2000, 1st Forum, and 2nd Conference of Horizontal Technical Cooperation on HIV/AIDS and STD in Latin America and the Caribbean being held in Rio de Janeiro, Brazil, 6-11 of November 2000. Forum 2000 brings together researchers, scientists, health professionals, governmental and non-governmental organizations, international organizations, people living with HIV and AIDS, students and others involved in the issue to one of the major discussion forums on HIV/AIDS and STD in Latin America and the Caribbean.

Jointly with this meeting, UNAIDS, PAHO/WHO and MAP organized the Meeting of the Networks of Monitoring the AIDS Pandemic (MAP) and of the Epidemiology Network for HIV/AIDS in Latin America and the Caribbean (EpiNet). The meeting took place from 4 to 5 November 2000. The purpose of the meeting was to discuss and present the developments on second generation surveillance in the Region, discuss the epidemiological situation in the Region that resulted in this report for the Forum 2000.  The specific objectives were: 

· Update and future perspectives on second generation worldwide and in Latin America and the Caribbean, including the projects of implementation of surveillance of second generation in Mexico and the Dominican Republic;

· Hold the regional meeting of MAP and prepare the report on the epidemiological situation for Latin America and the Caribbean;

· Update on the progress of the EpiNet for Latin America and the Caribbean;

· Discuss the models for the estimates of HIV/AIDS in Latin America and the Caribbean;

· Review the methodological progress in the behavioral monitoring;

· Update on the new methodologies of screening and the application for surveillance of HIV

This provisional report provides information that can be used by international bodies, to briefly review the most important aspect of the history the of the epidemics today, recognize the current status of and trends within this epidemic, and take immediate action to affect the course of these epidemics in the future.
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HIV and AIDS in Americas: an epidemic with many faces

Introduction

As the HIV epidemic enters its third decade, the challenges it poses to families, to societies, to governments and to science continue to grow. The more we learn about HIV and the behaviors that spread it, the more we are forced to recognize the diversity of the global pandemic. Nowhere is this more true than in the Americas, especially in Latin America and the Caribbean, where the levels, patterns of spread and responses to the epidemic are probably more varied than in any other geographical Region of the world.

This report seeks to paint a picture of that diversity. It reviews what is known about the HIV epidemic in different countries and sub-regions, and looks at information about risk behaviors, both in the general population and in particular groups whose behavior may expose them or their partners to high risk of infection. Also, gaps in our knowledge and information systems are identified, and suggestions are made for improving data collection and analysis. Finally, the report discusses some of the major challenges facing the countries of the Region as they confront AIDS. These include the increasing demand for treatment as new therapies are developed, and the need to maintain prevention efforts.

This document is intended principally as an epidemiological review. It does not attempt to describe the wide variety of responses to the epidemic that have been implemented by communities and by countries. Many of these responses are described in documents available from national AIDS programs, contacts for which are given at the end of this document.  Others are documented in the UNAIDS Best Practice Collection, available on the internet. Although some information is given about the United States and Canada, the bulk of the report focuses on the Latin American and Caribbean countries of the Region.

A global perspective

In global terms, the HIV epidemic in the Americas is relatively well contained. According to UNAIDS/WHO/PAHO estimates of infections in adults aged 15 to 49, around one person in 200 in North America and Latin America are infected with HIV at the turn of the century – an HIV prevalence rate of around 0.56 percent. Nearly four times that proportion is estimated to be infected in the Caribbean, where 1.96 percent of adults in the most sexually active age bracket are thought to be living with HIV. While the Caribbean subregion is the second worst affected in the world, it still lags far behind sub-Saharan Africa, where one adult in 12 is infected with the virus that leads to AIDS.

Figure 1 shows the estimated number of people living with HIV and AIDS in different regions around the world at the end of 1999.

Figure 1: Regional HIV/AIDS statistics and features, December 1999
Region
Epidemic started
Adults & children living with HIV/AIDS
Adults & children newly infected with HIV
Adult prevalence rate

Percent of HIV-positive adults who are women
Main mode(s) of  transmission
 for adults living with HIV/AIDS

Sub-Saharan Africa
late ‘70s -

early ‘80s
23.3 million
3.8 million
8.0%
55%
Heterosexual

North Africa & Middle East
late ‘80s
220 000
19 000
0.13%
20%
IDU, Heterosexual

South & South-East Asia
late ‘80s
6 million
1.3 million
0.69%
30%
Heterosexual

East Asia & Pacific
late ‘80s
530 000
120 000
0.068%
15%
IDU, Heterosexual, MSM

Latin America
late ‘70s -early ‘80s
1.3 million
150 000
0.57%
20%
MSM, IDU, Heterosexual

Caribbean
late ‘70s -early ‘80s
360 000
57 000
1.96%
35%
Heterosexual, MSM

Eastern Europe & Central Asia
early ‘90s
360 000
95 000
0.14%
20%
IDU, MSM

Western Europe
late ‘70s -early ‘80s
520 000
30 000
0.25%
20%
MSM, IDU

North America
late ‘70s -early ‘80s
920 000
44 000
0.56%
20%
MSM, IDU, Heterosexual

Australia &New Zealand
late ‘70s -early ‘80s
12 000
500
0.1%
10%
MSM, IDU

TOTAL

33.6 million
5.6 million
1.1%
46%


Source: UNAIDS/WHO

In the United States and Canada widespread access to antiretoviral therapy has dramatically decreased AIDS mortality but new infections have not decreased appreciably and thus HIV prevalence has increased with approximately 900,000 persons now living with HIV.

The Latin American and Caribbean Region, with eight percent of the world’s population, is home to 4.9 percent of the people living with HIV at the beginning of the 21st century. Around 1.3 million people in Latin America and another 360,000 in the Caribbean are now living with HIV. Many of these men, women and children will die over the next decade, joining the 557,000 people that have already died of AIDS in the Region since the epidemic began two decades ago. In 1999 there were over twice as many new HIV infections as there were AIDS deaths. Indeed, some 567 people were infected with HIV in Latin America and the Caribbean every day of 1999 – an ominous record with which to enter a new century.

Due to the wide diversity of HIV epidemics these regional figures mask huge differences in epidemic levels and in patterns of transmission. The next section gives more information about HIV prevalence and AIDS in different sub-regions of the Americas. 

The Caribbean – small countries, big epidemic

HIV is severely affecting the populations of several Caribbean countries. Although small geographically, the Caribbean is composed of over 6 million people.  Some countries are worse affected by the epidemic than any other country in the world outside of sub-Saharan Africa. In some parts of Haiti and the Dominican Republic, for example, HIV testing in pregnant women attending antenatal clinics suggests that more than one in 12 adults aged between 15 and 49 are living with HIV. At the other end of the spectrum lie St. Lucia, the Cayman Islands and the British Virgin Islands, where less than one pregnant woman in 500 have tested positive for HIV in recent surveillance studies.

Haiti is the most-affected country in the Region. In some areas of the country as many as 13 percent of pregnant women tested anonymously for HIV in 1996 were found to be HIV positive. Overall, the country estimates that around 10 percent of adults in urban areas and four percent in rural areas are infected with HIV. The vast majority were infected during unprotected sex between women and men. Many of those infected early on in the epidemic have already died. In Haiti, as in most heterosexual epidemics, both HIV infection and deaths are concentrated in young adults – women and men with children to raise and aging parents to support. The country estimated that 5.4 percent of adults are currently infected with HIV, and that 190,000 Haitian children had been orphaned by the end of 1998 because of AIDS.

Guyana has also been hit harshly by HIV. In 1996, 7.1 percent of pregnant women tested for HIV were found to be infected. Pregnant women are generally thought to represent members of the sexually active population with no especially high risk of contracting HIV, but the rate among pregnant women in 1996 was actually slightly higher than the rate recorded a year earlier in female patients being treated for sexually transmitted infections (STI). People who have contracted an STI must by definition have had unprotected sex with someone who also has other partners, so they are typically thought to represent those at higher risk of HIV infection. The similarity between the rates in the “high risk” and “low risk” groups suggests that a very high proportion of Guyana’s population may be exposed to the risk of HIV infection. 

In overwhelmingly heterosexual epidemics such as Guyana’s, the people at highest risk of becoming infected with HIV are usually the people with the highest turnover of sexual partners – typically sex workers. In a recent study among female sex workers in the capital, Georgetown, an astronomical 46 percent of street and brothel-based women were found to be infected with HIV. Worryingly, over a third of the women in the study said they never used condoms with clients, while nearly three-quarters did not use condoms with regular partners. It is therefore highly likely that at least some of these sex workers will infect their husbands or regular partners with HIV, and any clients who choose to have unprotected sex are also highly likely to be exposed.

A final warning signal in Guyana comes from blood donors. Most countries in the Caribbean and the rest of the world ask potential blood donors about their sexual and injecting behavior, refusing to take donations from people who’s behavior puts them at high risk of HIV infection. Prevalence rates in blood taken from donors is therefore usually rather low – below 0.5 percent in most Caribbean countries for which data are available. In Guyana, by contrast, 3.2 percent of men and women giving blood in 1997 tested positive for HIV, up from 0.9 percent in 1989 and 1.5 percent in 1993. In Turks and Caicos, too, high infection rates among blood donors -- 2.5 percent in 1996 – suggest both high HIV prevalence in the population and that pre-screening policies for blood donors have not been successful 

In several areas of the Caribbean, there is a much more marked difference between high and low risk populations. Just one percent of 2,041 pregnant women tested for HIV in Trinidad and Tobago between 1995 and 1996 were living with the virus, for example, one sixth of the level recorded among 479 STI clinic attenders in San Fernando (Trinidad) in 1996. 

Jamaica reported HIV prevalence of 1.5 percent among 1,231 pregnant women tested in 1998, up from 0.98 a year earlier. Meanwhile among STI clinic attenders, HIV prevalence was 7.1 percent in 1998, versus 6.4 percent a year earlier. A 1995 survey among female sex workers in the country registered HIV prevalence at 11 percent in the island as a whole, and at more than twice that rate in the tourist epicenter of St James. 

Infection among STI patients in St Vincent, at two percent, was also four times higher than in pregnant women when surveillance was last conducted in 1995. It is interesting to note that even at these relatively low levels of HIV prevalence, the virus may be putting a strain on health services. It is reported, for example, that 30 percent of hospital admissions in St Vincent are HIV related. 

In the Bahamas, HIV prevalence among STI patients countrywide was 7.2 percent in 1995. This was exactly double the HIV prevalence found in pregnant women in the same year. It should be noted that, unlike most screening of pregnant women where blood samples are taken anonymously and results cannot be linked to the individual, results from pregnant women in the Bahamas come from 3,503 women who chose to be tested after counseling. Barbados, which operates a similar system, recorded HIV prevalence of one percent in 1996.

Probably the best data on HIV infection in the Caribbean comes from the Dominican Republic, which has conducted systematic HIV surveillance in pregnant women, STI patients and sex workers every year since 1991. While there is some fluctuation in rates among the higher risk groups – probably linked to differences in the individual who come to the clinics where testing takes place, rates among new mothers show a slow upwards trend, doubling in the six years for which surveillance results are available.

While there are some variations in prevalence throughout the country, the national average of HIV prevalence among pregnant women in 1997 was 1.7 percent. This average was over five times higher than the prevalence rate recorded in 1991, when sentinel surveillance began in this population. In sentinel surveillance among sex workers in 1998, an average of 5.5 percent of women across the Dominican Republic tested positive for HIV, compared to 3.3 percent in a smaller number of sites seven years earlier. In some areas of the country the HIV prevalence rate among sex workers was over 10 percent in 1998.

Cuba screens all blood donors for HIV since 1986, and since 1987, all pregnant women, people diagnosed with STIs and their partners, and those who go to health centers and request testing.  From January to October, 2000, 0.09 percent of 450,000 blood donors, 0.004 percent among 100,000 pregnant women, 0.034 percent among 80,000 STI patients and their sexual contacts, and 0.081 percent among 30,000 that requested testing at health centers were HIV positive.

While most HIV in the Caribbean subregion spreads during sex between women and men, other modes of transmission are also recorded. HIV prevalence is known to be very high in sub-populations of men who have sex with men. In Puerto Rico, many people are infected with HIV because they share needles or syringes while injecting drugs. Over half of all the cases of AIDS reported since the beginning of the epidemic in Puerto Rico have been in injecting drug users, although the proportion seems to be diminishing over time.

Mexico –HIV is driven by men

Since HIV first surfaced in Mexico, it has been driven largely by unprotected sex between men. Studies among men who have sex with other men have shown that some 14.2 percent are infected with HIV. This compares with very low HIV prevalence in heterosexuals, including among commercial sex workers and STI patients. Between 1990 and 1997, HIV infection was found in just 98 of over 28,000 female sex workers tested for the virus in 18 states – a prevalence rate of 0.35 percent. Similarly low rates were found in a 1995 investigation among sex workers in Mexico City. Among 1,398 female sex workers at an STI screening and treatment clinic, HIV prevalence was just 0.14 percent. These low rates could not, however, be attributed up to high rates of condom use, since it was clear from the high prevalence of other STIs that many of these women were having unprotected sex with men at risk of infection. Some 43 percent of the women in the sample were infected with bacterial vaginosis, 15 percent with candidiasis and large numbers with STIs including syphilis, trichomoniasis and chlamydia. Efforts to increase condom use among sex workers could avoid a potential HIV epidemic as we have seen in Thailand. 

Not surprisingly, HIV infection rates in pregnant women are even lower than in sex workers. As part of a program to reduce the transmission of HIV from mothers to infants, 6,300 pregnant women in Mexico were counseled and offered voluntary testing for HIV between 1996 and 1998. The overwhelming majority opted to be tested, and HIV prevalence was found to be just 0.09 percent. This suggests that fewer than one in every 1000 women of childbearing age is infected with HIV compared with one in every seven men who have sex with other men.

Because sex between men continues to drive the Mexican HIV epidemic, the country estimated at the end of 1999 that there were around 6 infected men for every infected woman. Overall, the national AIDS program estimates that from 116,000 to 174,000 Mexicans were living with HIV at the end of the 1990s – an adult prevalence of 0.28 percent. Even though prevalence rates are comparatively low, the impact of the epidemic is marked. Among 25 to 44 years old in Mexico, AIDS is the third most common cause of death in men and the sixth most common in women.

Central America – a high tide of infection, and still rising

Of all of continental Latin America, the northern countries of Central America appear to be the hardest hit by HIV. However there is considerable diversity even within the isthmus. In Honduras, Guatemala and Belize, the epidemic appears to be heterosexually driven and rising rapidly. In Costa Rica, on the other hand, HIV is concentrated among men who have sex with men, and seems to be contained at rather low levels. Many of the countries in Central America have limited data on HIV prevalence in potential high-risk groups. While Honduras concentrates over 50 percent of cases reported from this region, AIDS case reports are incomplete, reflecting trends in infection of several years ago and are hard to interpret. Data now suggests that the epidemic is increasing in all countries.

By far the best data of HIV prevalence in Central American come from Honduras, where four out of every five infections are contracted during unprotected sex between men and women. The country has recently undertaken a series of studies which give a good picture of HIV prevalence and levels of risk behavior in different population groups. 

A large study undertaken in 1998 showed that 1.4 percent of over 2,700 pregnant women tested positive for HIV nationwide. Another 6 percent tested positive for hepatitis B, which shares the same routes of transmission as the virus that causes AIDS, and is therefore a good indicator of exposure to risk. In the HIV epicenter of San Pedro Sula, HIV infection among pregnant women has fluctuated between two and five percent for several years. The worst is probably yet to come in Honduras. In 1997, a weighted estimate for the country as a whole put HIV prevalence among pregnant 15 to 19 year old women at 1.5 percent. Since many people in this age group will become infected in years to come, it is almost inevitable that prevalence in the sexually active population will rise further in the future. In some ethnic sub-groups, HIV prevalence rates are already far higher than the general population figures would suggest.

HIV prevalence is also high among sex workers in Honduras. Sentinel surveillance among female sex workers in San Pedro Sula showed that one in five was infected with HIV, with less than one half that rate among sex workers in the Tegucigalpa, the nation’s capital. In studies in five cities undertaken in mid 1998, and average of 10 percent of sex workers were HIV positive. Women who said they had used a condom with their most recent client were 40 percent less likely to be infected with HIV, syphilis or hepatitis B than women who had not used a condom with the most recent client.

Honduras is one of the few countries with good data on men. A study of night-watchmen undertaken in two cities in Honduras at the start of 1999 recorded HIV prevalence at 0.5 percent. A surprisingly high 11 percent of respondents said they had had anal sex with other men, but most also reported heterosexual sex. In a similar study of truck drivers in Honduras, HIV prevalence was 1.1 percent in early 1999.

Recently, Belize has started to challenge Honduras as one of the worst affected countries in the Americas. Less than one percent of pregnant women attending antenatal services in Belize District tested HIV positive in 1994. Just a year later, prevalence had risen to 2.5 percent. In one health center in the sample, at Port Loyola, HIV prevalence was recorded at 4.8 percent.

In Guatemala, infection rates vary widely by location. Recent studies, 1998-99, recorded no HIV infections among either pregnant women or sex workers in highland cities. In the coastal city of Puerto Barrios, by contrast, 11 percent of sex workers tested HIV positive. In the capital, 4.7 percent of sex workers and 0.9 percent of pregnant women tested positive for HIV in unlinked anonymous testing of blood samples taken for syphilis screening.

Recent studies in Costa Rica recorded low prevalence rates in sexually active women, including sex workers. Unlinked anonymous testing among 800 pregnant women in the capital, San Jose, registered HIV infection rates of 0.25 percent in 1997, compared to 0.13 percent in a similar study in the coastal city of Limon. Voluntary testing of registered sex workers recorded rates similar to those in pregnant women – 0.25 percent. This figure probably underestimates the true level of infection among sex workers, because women who know they are infected or think they might be may avoid testing for fear of losing clients and thus their livelihood. In Costa Rica, male to male sex contributes more to the spread of HIV than in other countries in Central America. Studies of HIV prevalence among men who have sex with other men in Costa Rica in 1993 recorded infection rates between 10 and 16 percent.

In Panama, HIV prevalence is relatively low in the general population, at least among women. Several sentinel surveillance sites found no HIV positives among tested samples in 1996 and 1997. However other sites, such as the province of Chinqui, a geographic area which borders Costa Rica, have recorded seroprevalences as high as 0.8 percent. Among more than 4,000 registered sex workers screened for HIV in 1997, 0.3-0.9 percent had positive test results. 

There is virtually no recent data available on HIV prevalence in Nicaragua. Fewer than 500 cases of HIV have been reported to the health authorities, of which 57 percent are in heterosexuals. Intravenous drug users account for another 10 percent. However without any kind of HIV surveillance, there is no way of knowing what proportion of cases have been reported, or whether completeness or reporting differs for different transmission groups.

In El Salvador, 6 percent of STI patients tested HIV positive in 1995-96, but HIV infection among 2195 women of reproductive age in maternity hospitals in 1996 was just 0.5 percent.

The Andean Area  – A hidden but growing epidemic

The Andean Area seems to be relatively little affected by HIV to date, although there is no room for complacency since risk behavior is well established in several countries. Relatively comprehensive data are available for Colombia and Peru, while far less information is available for Bolivia, Ecuador or Venezuela.

Colombia estimated that 67,000 people were living with HIV in the country in 1998, but the pattern of infection seems to vary between regions. In the highlands, HIV is spread principally in unprotected sex between men, while at the coast the epidemic is largely driven by sex between men and women. These different patterns are reflected in sentinel surveillance studies among pregnant women. Just 0.1 percent of women in Bogota tested HIV positive in sentinel surveillance in 1996, compared to 0.4 percent in the coastal city of Cali. The regional health department for Colombia’s Atlantic coast reports that one quarter of all registered HIV cases are among women, and that nearly one half say they are housewives with a stable partner.

A large national campaign to promote counseling and voluntary HIV testing in the mid 1990s led to 130,000 Colombians being tested for HIV. The overall seroprevalence rate was 0.24 percent. In general, people choose to be tested for HIV because they think they may have been exposed to the risk of HIV infection. This means that people at voluntary testing centers generally have a higher risk profile, and higher real HIV prevalence, than the general population.

Sentinel surveillance among men and women at STI clinics in Colombia has recently shown HIV infection at around 1.1 percent. Among female sex workers, prevalence has recently ranged between 0.2 and 1.4 percent. Results of surveillance in 1999 showed a worrying rise in infection in most of the eleven cities studied–0.1 to 0.7 percent of pregnant women in tested HIV positive, and between 0.4 and 1.7 percent of STI patients were infected.

Men’s virtual monopoly on HIV infection in Colombia has long since been broken. In 1997, there were 37 reported HIV and AIDS cases among men for every one among women. By 1995, the male:female ratio had decreased to 5:1  seems to be undergoing a  feminization of the epidemic. Data to 1998 show sex ratio of reported HIV cases falling from 37:1 in 1987 to 5:1 in 1995 and 3:1 in 1998.

In Peru, an estimated 44,200 people were living with HIV in 1999.  In 1998, 3990 pregnant women in the capital, Lima, were tested anonymously for HIV in sentinel surveillance. Some 0.23 percent were HIV positive. In addition, 0.23 percent of blood donors tested positive in 1998. No clear trends in infection can be detected over the three years in which sentinel surveillance in this group has been undertaken. Among sex workers, as among women in the general population, HIV prevalence was found to be higher in cities than rural areas. An ongoing study of sex workers in the country has found 1.6 percent HIV prevalence among more than 1,400 sex workers in Lima and 0.6 percent in more than 1,700 sex workers in the provinces. 

AIDS case reporting suggests that men in Peru are between four and seven times more likely to be infected with HIV than women, with most of the excess infection being passed on in sex between men. However a recent serological study among men in their 20s, shows infection rates similar to those recorded among pregnant women. Of 1274 men tested in three cities in Peru, just three were HIV positive, giving a total prevalence of 0.23 percent. The highest rate was found in the coastal city of Chiclayo, where 0.4 percent tested positive. In the Amazon city of Iquitos, 0.23 percent of tested men were infected. None of the 405 men tested in the Andean city of Cuzco were HIV positive.

In Bolivia regular sentinel surveillance among pregnant women and first year university students in two cities between 1992 and 1996 found no HIV infection. In 1997, just 0.5 percent of 980 pregnant women in Cochabamba tested positive for HIV.  

Among more than 1000 registered sex workers tested in late 1998 in Santa Cruz, 0.3 percent were HIV positive. In Bolivia, sex workers are supposed to register and to carry a health card that contains details of regular screening and, where necessary, treatment for HIV. Since women who have tested positive for HIV are not permitted to work as sex professionals, people who know their HIV status often shift to unregistered sex work. Sex professionals under the age of 18 are also not permitted to register. These women may be at higher than average risk of HIV infection because they are physiologically more susceptible than older women, they may be less able to negotiate safe sex with clients, and they may be more likely to have untreated STIs. It is therefore highly likely that the HIV rate recorded among registered sex workers significantly underestimates the true prevalence among sex workers in Bolivia.

Ecuador appears not to have produced any regular data surveillance for HIV since 1993, when 3.5 percent of nearly 1400 STI patients attending a clinic in the country’s largest city, Guayaquil, tested positive for HIV. In the capital, Quito, 0.5 percent of STI patients were HIV positive in 1992.  The only recently available data is from blood donors in 1999 where 0.2 percent tested positive.

Venezuela has had little systematic HIV surveillance, although the country itself estimates between 50 and 100,000 of its people are living with HIV. A 1996 study of 893 men and women in mining communities in Bolivar state found that 1.0 percent were HIV positive – a rate higher than had been expected. STI rates in this population were also very high; one person in five was infected with one or more sexually transmitted infections. Over 16 percent of the whole sample tested positive for syphilis. Risk behavior in this community was common – a series of HIV and STI prevention workshops which covered over 2000 people including miners, indigenous people and female sex workers, disclosed that over 90 percent had never seen or used a condom.

In the same year, testing of 407 blood samples taken from prisoners in Venezuela showed a prevalence rate of 2.46 percent. 

Brazil – treatment brings down death rate but new infections continue

The most populous country in Latin America and the Caribbean, Brazil also has the largest number of people living with HIV. The country estimates 540,000 people were living with HIV and AIDS by the end of 1999. That number appears set to grow in coming years as the provision of life prolonging treatment brings down the number of deaths faster than prevention efforts cut new infections.

Sixty percent of those currently living with HIV are believed to be concentrated in the major urban areas of Sao Paulo and Rio de Janeiro. AIDS case reporting suggests that the vast majority of early infections were in men who had sex with other men. But as Figure 3 shows, that picture has changed drastically in recent years, with unprotected sex between men and women now accounting for more AIDS cases than ever before. This does not mean that other risk behaviors can be neglected. Recent studies show that men who have sex with men and injecting drug users continue to be highly exposed to the risk of HIV infection, and this may especially be the case in parts of the country, such as the impoverished North-East, where access to AIDS prevention information and services is relatively limited. Risk behavior in these groups is described at greater length in the document.
Figure 3.- Distribution of reported AIDS cases by mode of transmission, Brazil 1981-1999
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Aiming to improve its understanding of the dynamics of the HIV epidemic, Brazil began sentinel surveillance for HIV in 1994 in pregnant women, STD patients and hospital emergency rooms. The country has confirmed that there is a wide regional variation in infection. Among pregnant women aged 13 to 24, HIV prevalence rates varied between 1.7 percent in the Southeast in early 1997 to 0.2 percent in the North a year later. In the country as a whole, HIV prevalence among 6290 pregnant women aged 13 to 24 tested anonymously in March 1998 was 0.4 percent. In STD clinics, 3.7 percent of male and 1.7 percent of female clients tested HIV positive in the same month. Among patients in hospital emergency rooms, 1.7 percent of men and 1.2 percent of women tested HIV positive.

In the last few years, Brazil has vastly expanded the provision of life prolonging antiretroviral therapy to people living with AIDS, and death rates have decreased as a result. In 1995, AIDS was the second most common cause of death in both men and women aged between 20 and 50. 

The Southern Cone – better understanding of risk is needed

In common with many countries in the Americas, the countries of the Southern Cone have depended largely on AIDS case reporting to track the AIDS epidemic. While this gives retrospective information about trends in infection, it means that very little is known about the distribution of HIV at the end of the 1990s.

Chile does perform sentinel surveillance in pregnant women and STI patients, and has found little or no HIV infection in the general population in several areas of the country, including the capital Santiago, where risk behavior is thought to be highest. Among pregnant women between 1992 and 1999, prevalence never surpassed 0.1 percent. Among patients presenting at clinics for treatment of STIs, HIV infection ranged from zero in some regions to a high of 3 percent in the capital in 1999

In Argentina, no unlinked anonymous testing takes place, but a very high proportion of pregnant women attending antenatal clinics choose to be tested for HIV so that they can receive help in preventing transmission of the virus to their baby if necessary. Among over 66,000 women tested in 2000, 0.56 were HIV positive. Among people with sexually transmitted infections – usually considered a high-risk group for HIV infection – HIV prevalence of 3.6 percent was found in 2000. Samples from people with STIs were only tested for HIV after counseling and at the patient’s request. HIV rates measured among consenting STI patients may underestimate the true levels of infection among those with highest risk.

In Uruguay, similarly low rates were recorded among over 12,000 workers tested in 1997. Just 0.26 percent of samples tested were positive for HIV. Similarly, figures from an unlinked study in Montevideo in 2000 draw a 0.23% seroprevalence in women and 0.24% in men among 12,000 workers from the public and private sector, ages between 16 and 70. Other general populations, such as pregnant women from low-income strata showed figures of 0.23% in 2000. Prevalence among those with high-risk behaviors showed quite a different picture, with HIV prevalence among 250 transvestites working in Montevideo and neighboring cities of 21%. 

North America – AIDS moves to the margins

In North America, widespread access to advanced antiretroviral therapies has improved the survival chances for people infected with HIV, but the gains made when therapy first became widespread seem to be dwindling. There is little evidence that new HIV infections are falling. Indeed there is some evidence that death postponing therapy is leading to complacency and that risk behavior is actually on the rise in the gay community and perhaps elsewhere. Overall, however, it is clear that both the HIV and the AIDS epidemics are becoming increasingly concentrated in ethnic minorities and disadvantaged sections of the population.

 In the United States, around 40,000 people become newly infected with HIV every year, over two thirds of them men. The U.S. Center for Disease Control and Prevention estimates that one half of the new infections in men and close to two thirds in women occur in the Black population, even though this group makes up under a one fifth of the US population. One quarter of all new HIV infections are among injecting drug users, and some 42 percent of people infected every year are infected in sex between men. Heterosexual sex without condoms accounts for most of the remaining infections.  With 0.8 percent of adults estimated to be HIV positive, the United States has the highest prevalence of any developed country.

In Canada, heterosexual contact and injecting drug use are increasing as primary risk factors in reported HIV cases. The sex ratio of newly reported HIV cases, which was 9.4 infected men for every infected woman between 1985 and 1994 shot down to 1.5 by 1998. Overall HIV prevalence is very low, however. 

Though sex between men dominated in the first decade of the epidemic in Canada – accounting for 75 percent of reported HIV cases between 1985 and 1994 -- it accounted for just 36.5 percent in 1998. In contrast, injecting drug use – which was reported as causing nine percent of HIV infections between 1985 and 1994 – caused between 29 and 33.5 percent of HIV infections reported in each of the years between 1995 and 1998. Sex between men and women, too, became more predominant, rising to 16 percent of HIV cases reported in 1998 from six percent in the first decade of reporting. Overall HIV prevalence is very low, however. 

It seems that the effect of therapy on death rates may be approaching a threshold. In the United States AIDS deaths decreased by 42 percent between 1996 and 1997, but by only one half that proportion between 1997 and 1998. 

The other epidemics – sexually transmitted infections and tuberculosis

HIV and AIDS do not come alone. They bring with them of other diseases, known as opportunistic infections, which feed on the weakened immune system that HIV produces. One of the most common of these is tuberculosis, or TB. Indeed, a person carrying the TB bacillus has 5 to 10% lifetime risk of developing active TB (0.2% a year). An individual co-infected with HIV/TB has a 30 to 50 % lifetime risk of developing active TB (8 % a year). Countries badly affected by HIV usually also suffer an onslaught of TB. 

In Latin American and the Caribbean, it is estimated that between three and five percent of TB cases are directly attributable to HIV infection, even in countries with relatively low HIV infection in the general population. In Uruguay some 6.1 percent of TB patients recently tested positive for HIV. In Guatemala the rate was 5.0 percent and in Belize, 4.0 percent. Mexico, Honduras and El Salvador have all measured HIV prevalence at around three percent in TB patients, according to Pan American Health Organization records. PAHO’s TB control programme estimates that 400,000 people in the Americas and Caribbean are infected with both HIV and TB. 

In Colombia, nine percent of TB patients tested HIV positive in a study of 166 patients undertaken in 1993. Among over 300 TB patients tested in the city of Cali between 1996 and 1997, some six percent were HIV positive. A similar rate was found among 272 patients with respiratory tract infections in Bogota in 1995. 

Worryingly, there is evidence that drug-resistant strains of TB are not uncommon. In a study conducted in hospitals in Peru, for example, 15.4 percent of 1500 patients who had never been treated for TB were found to be resistant to at least one anti-TB drug. The rate of drug resistance in 458 patients who had previously been treated was more than twice as high, at 36 percent.

HIV is also frequently associated with other sexually transmitted infection. This is partly because they share the same major modes of transmission, and because people infected with another STI are much more likely to contract or pass on HIV infection during unprotected sex than people who have no other sexual infection. Since bacterial STIs are curable, they can often treated relatively promptly, especially in men (in women many STIs can persist for long periods without any obvious symptoms, and so are less likely to be treated right away than the symptomatic infections more often experience by men). This means that an active sexually transmitted bacterial infection is a better marker of recent risk behavior than HIV, which may reflect risk which took place five, ten or more years ago. 

For all of these reasons, STIs are often mentioned jointly as HIV. But they are an important public health problem in their own right, and deserve attention even in countries where HIV prevalence is, for now, low.

In most countries, information on STIs in the population is poor, and information on treatment poorer still. However it is generally believed that a high proportion of infected men (and an even higher proportion of infected women) do not seek prompt treatment for their infections. For example, in a study of 1367 men in their 20s in three cities in Peru, between 12 and 16 percent said they had experienced an STI in the previous year. However between one third and two thirds of those who had had symptoms sought no treatment for their most recent episode of infection.

In a study of truck drivers in Honduras, a quarter of the men questioned said they had had an STI in the previous year – mostly gonorrhoea. Most of these men went to a private clinic or pharmacy for treatment, and several said they self-treated. Just one quarter went to government health services for treatment, and yet it is information gathered at government clinics that drives most of the policy decisions made in the area of prevention and treatment programs. 

For some bacterial STIs as for TB, a worrying pattern of drug resistance is emerging. In a slum area in Haiti, between 40 and 45 percent of pregnant women in a 1995 study were suffering from an STI. Fully 90 percent of gonococcal strains tested were resistant to the antibiotics that are commonly used to treat them. Not surprisingly, there is a strong correlation between HIV and other STI infection in Haiti. In regular sero-surveillance, 27 percent of men and 24 percent of women with a classic STI are also infected with HIV.

Low risk, high reward: successes and failures in HIV prevention

HIV prevalence data gives an idea of where the epidemic is today. But it is behavioral data which can help predict where the HIV epidemic will be tomorrow. Behavioral data acts as an early warning system for societies, signaling patterns of risk and suggesting where prevention efforts need to be strengthened.

This section of the report focuses on what we know about behavior among the majority of adults in Latin America and the Caribbean who are heterosexual and would not generally be considered to be at an elevated risk of HIV infection. The next section of the report, takes a look at behaviors and levels of HIV prevalence in people whose behavior may put them at higher than average risk of HIV infection – youth, young people, men who have sex with other men, men and women who inject drugs, and members of marginalized populations.

Behavioral data in several countries show that sex with a single, regular partner is the norm in most countries, at least among women. However, a significant proportion of adults in many countries have casual partnerships, and multiple partners are not uncommon. In almost every country where data are available, men are far more likely to have casual partners than women. Since it is not sex but unprotected sex that exposes people to HIV and STI infections, condom use is extremely important in determining how likely infection is to spread through a population. Condom use varies enormously between countries, between sexes and between different age groups. In general, men are more likely to use condoms in casual relationships than women are, and younger people are more likely to use them than older people.

Recent studies of sexual behavior in a number of countries show that it is not safe to assume that almost all adults are sexually active. Surveys of sexual behavior among men and women aged 15 to 49 in five countries reveal that in Chile, Costa Rica and the Dominican Republic, over a quarter of adults have had no sex at all for a year or more. Indeed in the Dominican Republic, 41.5 percent of women in a household-based study said they had not had sex in the preceding year. Among the women who had had sex in the previous year in all three countries, 90 percent or more had sex only with a regular partner. In Cuba, where risk behavior was higher on a number of measures, 14 percent of sexually active women had had casual sex in the year preceding the study. 

Men were more likely both to be sexually active and to have casual partners in the same studies, with over half of the sexually active men in the Dominican Republic saying they had had casual sex in the past year. In Chile this proportion dropped to 29 percent, and in Mexico 14 percent of sexually active men said they had at least one casual partner in the preceding year. 

Figure 4 shows the proportion of sexually active men and women in four of the countries studied who had had one or more casual partners in the last 12 months. 

Figure 4: Percentage of sexually active people with casual partners, by age
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It is not surprising that the rates of casual partnerships are highest in the youngest age groups. Young people are far less likely to be married than older people, so high proportions of those who are having sex are likely to be having it with casual partners. But as mentioned, their exposure to HIV and STI infections is determined as much by condom use as by sexual activity. As Figure 5 shows, while young people may be more likely to have casual partners, they are also more likely to have used a condom with their most recent casual partner in three of the four countries studied depicted in figures 4 y 5
. Condom use in risky sex also rises with educational level in all countries studied.

Figure 5: Percent of people with casual partners using condoms, by age

[image: image7.wmf]Percent of people with casual partners using condoms, by age

37.3

41.9

30.4

27.8

74.9

53.1

42.5

34.4

27.9

21

17.8

21.9

50.1

43.4

38.1

31.5

0

10

20

30

40

50

60

70

80

15-19

20-29

30-39

40-49

Age group

Percent who used a condom in sex 

with their most recent casual partner

Chile

Costa Rica

Cuba

Dominican Republic


Source:  PAHO/NAPs. Peruga A, Child R, Arredondo A, Santin M, Torres R, León E, M Hernández, Cuchí P et al. Análisis de indicadores seleccionados de la encuesta de indicadores de prevención en 5 países (Chile, Costa Rica, Cuba, México y República Dominicana). 2000.

The inter-country comparison provides food for thought for those designing prevention programs. Nearly three times as many teenagers with casual partners in Costa Rica used condoms as teenagers in Cuba.

Cuba provides an interesting illustration of the differences in risk behavior by sex. Among 3,564 adults surveyed in randomly-selected households in the island in 1996, nearly half of all sexually active men but just 14 percent of sexually active women had a casual partner in the previous 12 months. Of those who did have casual partners, 23 percent of men and 14 percent of women said they had used a condom with their last casual partner. Despite these relatively high levels of risk, 90 percent of Cubans surveyed felt they were at no risk or at low risk of HIV infection. Since HIV prevalence in the general population in Cuba is believed to be exceptionally low, they are probably right, for now. But the potential for the rapid spread of other sexually transmitted infections and, ultimately of HIV cannot be ignored given the prevalence sex risks found among adults.

Brazil shows similar patterns of sexual networking, but somewhat higher levels of condom use. In a study of close to 5,000 factory and other workers in Brazil, knowledge of AIDS and other STIs, their symptoms and how to prevent their spread was impeccable. However, over a quarter of the 3,746 men in the study said they had multiple and casual partners (compared to just 3.2 percent of 1,140 women). Indeed, 17.6 percent of the men in the study said they had had two or more partners in the previous month. Of all the men and women in the study with multiple partners, just under a quarter always used condoms, although a more encouraging 39 percent always used them with non-regular partners. Some 13.5 percent of the people who had multiple partners and never used condoms said they thought they were at little or no risk of being infected with HIV, even though 97 percent of respondents in the study said infection could best be avoided through condom use.

In another study of sexual behavior in Brazil, 71 percent of women said they had sex with only one partner in the previous year. Men were far more likely to have two or more partners – just 46 percent of sexually active men in the study had stayed with a partner in the previous year. However much of this casual sex is protected by condom use. Over two thirds of both men and women in the study said they used condoms in casual relationships. Nearly half said they had used condoms for the first time within the last five years, suggesting that HIV prevention campaigns are indeed having an impact. According to Brazil’s national AIDS programme, condom sales in Brazil rose from 2.9 million units a year in 1992 to 269 million in 1997.

Rises in condom use have also been recorded on the Caribbean coast of Nicaragua, following an active HIV prevention and condom promotion campaign conducted between 1991 and 1997. Among people who had sex with more than one partner over the last year, condom use rose from 35 percent in 1991 before the prevention campaign began to 55 percent in 1994 and to 71 percent in 1997.

Many studies of sexual behavior try to understand why people choose not to use condoms with casual partners in an age of AIDS. Across the world, most people who don’t use condoms in casual sex say they trust their partners. This is a common response even among people who have multiple partners themselves. However in some cases, condoms are simply not available in the right place at the right time. In a study among 1,367 men in their 20s in three cities in Peru, 16 percent said they had had sex with prostitutes in the previous 12 months, and up to 70 percent reported some type of casual sexual partner. While a third of men in all sites said they thought about using a condom the last time they had sex with a casual partner, the percentage that actually did use one ranged from 17 to 22 percent. A high proportion of those who didn’t use a condom said they simply didn’t have one handy. Information such as this can help to pinpoint the need for wider distribution of condoms in locations and at times that are easily accessible to people likely to have casual sex, as well as information reinforcing the need of using condoms at all times.

Studies among men in several countries suggest that substantial proportions pay women for sex. Condom use with sex workers varies, but is generally higher than with other types of partners. For example, in a study among 200 night-watchmen in Honduras, 12 percent said they had paid a professional for sex in the previous six months. One quarter of the respondents said they always used condoms in sex with sex workers. In contrast, while close to 70 percent of the night-watchmen surveyed said they had sex with domestic servants, only four percent always used condoms with this group. 

In another Honduran study among a more mobile and theoretically more risk-prone group – truck drivers – the risk profile was rather different. Despite their mobile occupation, 91 percent of some 447 men said they had sex with regular partners in the previous six months. Since 18 percent reported sex with sex workers and 23 percent reported sex with domestic workers, it is clear that some men must have partners in several of these categories. Indeed, 37 percent of these men said they had had sex with two or more partners in the previous six months. Alarmingly high 40 percent of the men said they never used a condom with sex workers, and two thirds never used a condom with a domestic worker.

In Honduras, sex workers themselves report far higher levels of condom use. However, there is rarely a match in reported condom use between sex workers and their clients. Because small numbers of women typically interact with larger numbers of male clients, a single sex worker who does not use condoms will translate into several clients who report not always using condoms with sex workers. But the mismatch in Honduras – where 80 percent of street-based sex workers in five cities in Honduras said they always used condoms compared with a maximum of 25 percent in any group of male clients – suggests that sex workers may be over-reporting consistent condom use. Certainly there was no shortage of biological evidence of risk in this study. Some 10 percent of the 699 sex workers included in the study tested positive for HIV, and 15.2 percent were infected with syphilis.

The high levels of condom use reported by sex workers in brothels in the Peruvian capital Lima, on the other hand, were more believable when compared with biological markers of risk. Sex workers in the study reported that three quarters of all their male clients used condoms. STIs were very low in this group of sex workers, suggesting that high proportions of the women did indeed protect themselves against STIs and HIV. None of the 158 sex workers tested were infected with HIV. Among sex workers who don’t use condoms, most say they are afraid of losing clients.

“Sometimes they put (a condom) on: I never ask them to, and most of them don’t like it… For prevention, of course you have to use condoms, but clients don’t like it and if you insist on it, your business goes to hell,” claimed a sex worker in one study in Iquitos, Peru.
 In fact, qualitative studies in other countries show that men are more willing to contemplate condom use in commercial sex than generally supposed. Most soldiers in a study of the military in Venezuela expressed a distaste for condoms, saying they would not usually volunteer their use. However most said that they would be prepared to use a condom in commercial sex if the sex worker proposed it.

Active prevention program among sex workers and their clients can and do work. The “Proyecto contra SIDA” project in the Bolivian city of La Paz, for example, aimed to promote condom use and STI screening and treatment among sex workers in 25 brothels. As Figure 6 shows, prevalence of classic STI fell dramatically between 1992 and 1995, with gonorrhoea and syphilis roughly halving and prevalence of genital ulcer disease diving from 5.7 to 1.3 percent. At the same time, the proportion of women reporting consistent condom use during the past month rose from just over a third to nearly three-quarters. Women who reported using condoms consistently were significantly less likely to be suffering from gonorrhoea, syphilis or trichomoniasis than women who said they had never or rarely used condoms in the previous month. By the end of the intervention period, HIV infection in these sex workers was still just 0.1 percent. 

Figure 6: Prevalence of sexually transmitted infections and consistent condom use among sex workers in La Paz, Bolivia, 1992-1995.
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The forgotten populations – facing up to risk at the margins. Facing up to risk and neglect

In most countries in the Latin America and the Caribbean for which information is available, the highest rates of HIV infection are found in sub-populations of people whose behaviors leaves them extremely vulnerable to contracting the virus. These sub-populations include men who have sex with other men, men and women who inject drugs, prisoners, street children and other marginalized groups, including some ethnic minorities.  Youth, whose sexuality is often ignored in planning prevention and care services, can also be considered to be at higher than average risk of HIV infection.

In many countries in Latin America and the Caribbean, there is no information at all about infection levels or risk behaviors in sub-populations especially vulnerable to HIV infection. This is unlikely to be because such risk behavior does not exist. It is, rather, because it has been overlooked, deliberately or otherwise. Homosexual behavior is illegal in many countries of the Region and injecting drug use is illegal in all of them. Besides being illegal, these behaviors are widely frowned on and frequently denied, sometimes even by the people who engage in them. 

Because members of sub-populations with high risk behavior are also part of the wider population, the behaviors that expose them to HIV infection may also eventually expose the men and women with whom they interact, even when those men and women do not share the risk behavior. Societies should therefore be driven by self interest -- as well as by moral obligation -- to provide information and services that meet the needs of sub-populations at high risk of contracting or passing on HIV.

This section reviews what is known about risk behavior and HIV infection in some of the most important sub-populations with higher than average risk of exposure to the epidemic throughout the Americas.

Men who have sex with men – behavior, not identity, drives the virus 

Much has been written about the diversity of populations of men who have sex with men in the Western Hemisphere. In some countries -- principally the United States and Canada -- gay culture is well established; it is relatively easy to reach men in these communities with information and services that help them reduce the risk of HIV infection. However, in most of Latin America and the Caribbean, a predominantly macho culture has stunted the development of gay identities as has led to widespread denial of male-male sex, at a societal and sometimes at a personal level. Getting appropriate HIV prevention services to men who have sex with men but who do not consider themselves gay has proven a major challenge in many countries.

Despite increasing infection rates in women, male-male sex remains the biggest single cause of new HIV infections in several countries, including Canada, the United States and Mexico. Sentinel surveillance among gay men in the U.S. city of San Francisco currently shows HIV prevalence at around 15 percent A similar infection rate has been recorded in Mexico. In HIV prevalence studies in Mexico between 1991 and 1997, 14.2 percent of 7,747 homosexual men tested positive for HIV. Interestingly, sex with other men seems to put Mexican men at greater risk of contracting HIV than even injecting drug use. In a large multi-year surveillance study in several cities in Mexico, drug injectors who had sex with other men were 3.3 times more likely to be infected with HIV than drug injectors who did not report sex with men. What’s more, 5.9 percent of male drug injectors in Mexico tested positive for HIV – a rate three times higher than in female drug injectors. Since there is no evidence that female drug injectors are less likely to share injecting equipment than their male counterparts, it is plausible to assume that the extra risk of infection in men is associated with sexual infection. While Argentina has little in the way of sentinel surveillance among men who have sex with other men, homosexual activity continues to loom large as a driving force in the AIDS epidemic. In mid 1999 over one quarter of all AIDS cases in Argentina were associated with sex between men.

Even in countries where HIV transmission is believed to be overwhelmingly heterosexual and where proportions of men and women infected are similar, sex between men is a major risk factor for HIV. In a study of truck drivers in four cities in Honduras, men who said they had had anal sex with other men where six times more likely than exclusively heterosexual men to be infected with HIV, syphilis or hepatitis B. Another study that focused on men who were identified as having sex with other men in Honduras found HIV prevalence of 8.0 percent, compared with 0.5 percent in male night-watchmen in the same cities, and 1.1 percent in truck drivers.

In the Caribbean, too, HIV infection rates among men who have sex with other men are very high, although this population has been somewhat ignored in prevention efforts because in numerical terms sex between men contributes far fewer new HIV infections than sex between men and women. A study in Suriname in 1998 recorded HIV prevalence of 18 percent in men who have sex with men. In Jamaica, the rate rose from 9.6 percent in 1985 to 15 percent in 1986. In the decade that followed, it doubled to 30 percent.  A small study in the Caribbean island of Margarita, Venezuela, found that one quarter of 40 men who had sex with men were HIV positive. 

It is clear from the limited studies that exist that male to male sex is far from uncommon throughout the Region. In a study of over 2,300 male university students in Bogota, for example, one in 10 reported a history of homosexual activity. In addition, 18.2 percent of 630 MSM tested HIV positive in Bogota in 1999.  Among 1,367 men in their 20s in three cities in Peru, 14 percent in two cities and 4 percent in the third said they had had anal sex with another man in the last year. Condom use was very low in these relationships: between 60 and 77 percent of those having anal sex had never used a condom in sex with another man. It is perhaps not surprising, then, that HIV prevalence among men who have sex with other men is high in Peru. In one ongoing study of close to 4,000 men who report sex with other men in the capital, Lima, HIV prevalence has been measured at 13.8 percent. Among 1,400 men who had sex with other men in the provinces, 4.9 percent tested positive for HIV. Male sex workers appear to be especially vulnerable to HIV infection -- an ongoing study in Montevideo, Uruguay, has found an HIV prevalence of 21 percent among 200 tested.

Clearly, then, male-male sex is a high-risk activity throughout the Region. However, the countries that have addressed the issue with active prevention programs have recorded some successes. In the Colombian capital of Bogota, for example, high rates of sexual activity with multiple partners remains common, but condom use in anal sex is high, too. In a 1996 study among 425 men who have sex with men, nearly three quarters of respondents said they had sex with two or more men in the two years preceding the study, and 29 percent reported six or more partners. While over half of the respondents said they had penetrative anal sex, 55 percent of them said they always used a condom in anal sex with casual partners. Among men who said they did not currently have a regular partner, three-quarters reported that they had used a condom the last time they had anal sex. These rates of protected sex, on a par with those recorded in countries where the gay community is far less marginalized, constitute a major achievement for HIV prevention initiatives.

Brazil, too, has seen condom use increase in sex between men, even as levels of sexual activity rise. The proportion of men reporting anal sex with other men in the last six months in a series of studies in Rio de Janeiro rose between 1989 and 1995, from 67 to 76 percent. Encouragingly, however, the proportion of anal sex protected by condom use rose dramatically, more than doubling from 34 to 69 percent in the same time frame. These successes notwithstanding, men who have sex with other men in Brazil continue to become infected with HIV at an alarming rate. One study among those practicing male to male sex in Sao Paulo measured new HIV infections at two percent a year between 1994 and 1997, while half that level of new infections was recorded among men in Belo Horizonte over the same period.

These cities are among those where prevention campaigns have been most active. In the poor northeastern Brazilian city of Fortaleza, men are far less informed of the dangers of unprotected sex with other men, in the better-informed South. While studies in southern cities estimate that nine out of 10 men who engage in male-male sex are well informed about AIDS, a study of 400 men who have sex with men in Fortaleza found that 43 percent of respondents did not have the minimum acceptable information for prevention. Men in the study averaged 14 partners over the previous year. Since these men were recruited to the study in bars and parks known as gay cruising joints, these finding probably represents an overestimate of the true levels of sexual networking among the larger population of men who have sex with other men in Fortaleza. These very high levels of casual sex between men are a cause for concern nonetheless, not least because condom use in these high-risk partnerships was low. Some 44 percent of the 400 men in the study reported anal sex without a condom in the six months preceding the survey. 

The 1995 Fortaleza study – together with a number of other studies in the Region – raises another issue likely to cause concern from an epidemiological point of view. While only 15 percent of the men in a small convenient sample identified themselves as bisexual, 23 percent said they had had sex with a woman in the previous year, most of it unprotected. Two thirds of the participants who had had unprotected sex with a woman had also had unprotected anal sex with a man. Similarly, a 1996 study of 425 men who have sex with men in Colombia found that 14 percent also have female partners. This overlap of risk behavior provides a classic “bridge” for HIV, allowing it to pass from a population that engages in high risk sex between men into a population of heterosexuals with no more than average exposure to the risk of HIV. 

HIV prevention activities are well established in the gay communities of North America. However, there now worrying evidence that the advent of therapy may have led to complacency about HIV, and that this complacency is leading to rises in risky behavior. A study among gay men in the U.S. city of San Francisco, for example, showed that while just over one third of gay men reported they had had unprotected anal intercourse in 1993 and 1994, the percentage had risen to one half three years later, after effective therapy became available. A high proportion of these men did not know their partners’ HIV status. This is all the more concerning because as drugs allow people infected with HIV in this population with historically high risk behavior to live longer, the absolute number of gay men living with HIV is probably rising in the United States. While it is possible that antiretroviral drugs reduce the likelihood that an infected person will pass on the virus, this effect has not been clearly demonstrated. For now, it must be assumed that higher infection rates in potential sex partners means higher risk of infection in any unprotected sex with a partner whose HIV status is not known.

Injecting HIV – a continuing problem with a well-established solution

Sharing drug-injecting equipment without sterilizing it between users is an extraordinarily efficient way of spreading HIV. Where equipment sharing is common, HIV infection can race through drug injecting populations with unparalleled speed. In some countries, HIV prevalence among injecting drug users has been known to explode from nothing to over 50 percent in under a year.

It has been demonstrated that if large-scale prevention programs, including needle exchange programs, can be implemented before HIV rises above five percent or so among injecting drug users, then prevalence may be contained at low levels indefinitely. Yet “harm reduction” programs for injecting drug users are extraordinarily politically sensitive in almost every country in the Americas. For example, at least six government-funded studies of HIV infection in drug users in the United States have concluded that needle exchange programs significantly reduce the incidence of HIV among drug users, without encouraging drug use. Despite these studies, however, federal funding of needle exchange programs in the United States remains prohibited because of political opposition to harm reduction measures. One study has estimated that failure to implement widespread needle exchange program in the United States between 1987 and 1995 will cost the country at least 244 million dollars in medical care for HIV cases that could have been prevented.

Needle exchange programs have been in place in several major cities in Canada since the late 80s (Vancouver, Toronto, Montreal). Needle exchange programs have been shown not to promote HIV transmission among injection drug users by promoting the formation of high risk sharing networks.  Rather, they have been shown to attract high-risk injection drug users and thus are a key focal point for the provision of interventions to this hard to reach population group. One of the major lessons learned is that needle exchange programs should not be viewed as a panacea but must be provided within a comprehensive framework of counseling, support, ongoing education and access to drug treatment programs to reduce HIV transmission rates.

Studies of HIV prevalence among drug injectors in Latin America and the Caribbean are few and far between. In some countries, however, HIV prevalence among drug users appears to be at containable levels if needle exchange and other prevention programs are implemented as a matter of priority. In a study of over 17,000 men and 31,000 women recruited on the streets, in bars, in HIV counseling centers and in other locations in 16 cities in Mexico between 1990 and 1997, 6.2 percent of men and fewer than one percent of women admitted to being drug injectors. In 1997, 5.9 percent of people who said they were drug users and agreed to HIV testing after counseling were HIV positive. Without active prevention, this proportion is bound to rise quickly in years to come, judging from risky injecting practices reported by drug users. Seventy percent of drug injectors said they shared syringes, and only a third cleaned them between users.

In other parts of the Region, there is evidence that HIV is already widespread rife in networks of drug injectors. In Puerto Rico, HIV prevalence among drug injectors has been recorded at levels between 30 and 45 percent. AIDS case reporting suggests that drug injecting is a major source of HIV infection in Argentina (40 percent) and Uruguay (26 percent). In Uruguay, one third of all AIDS cases reported to date are in drug injectors, and 40 percent of all babies infected with HIV are to mothers who inject drugs.

Studies in a number of cities in Brazil suggest very high levels of HIV among injectors, ranging from 25 percent in one study in Rio de Janeiro to three times that level in Sao Paulo. The national AIDS programme reports that the on average half of all drug injectors in Brazil are infected with HIV. The potential for further spread is unmistakable. A behavioral study of 400 drug injectors in Rio de Janeiro showed that 31 percent share syringes. While over two thirds say they clean them between users, the majority does so only with water – by no means an effective protection against the spread of HIV. In another study of 168 drug injectors in the same city, over half said they shared syringes. Similar risks exist in Uruguay, another country where injecting is common. In a study among 216 injectors, over 40 percent said they shared syringes. In Argentina, three quarters of injectors in a recent study in Buenos Aires said they had shared syringes in the past, the vast majority without adequate cleaning between users.

One of the factors that increases the risk of HIV infection among drug injectors in Latin America is the choice of drugs. While in Europe, North America and Asia the most commonly injected drug is heroin, in South America it is cocaine. Cocaine users typically inject much more frequently than heroin injectors. The demand for clean needles is therefore higher, as are the risks of acquiring or passing on HIV. In studies in Argentina and Brazil, between 75 and 83 percent of drug injectors use cocaine.

While injecting drug users are often forced to survive on the margins of society, they are part of our societies nonetheless. Drug injectors have husbands and wives, girlfriends and boyfriends, babies and children. Many of these other people do not inject drugs themselves, but most will be put at risk of HIV infection because of their partner’s (or their parent’s mother’s) injecting behavior. Fully 83 percent of injectors studied in Rio said they do not use condoms with their regular partners, and 63 percent never use them even with casual partners. This immediately puts any non-injecting partners at high risk of sexual exposure to HIV, while infants of drug injectors will be at high risk of acquiring HIV in the womb, at birth or during breastfeeding. In an recent study of drug injection in Buenos Aires, 58 percent of injecting respondents said they had a single regular sex partner, while a further 25 percent had multiple partners or casual partners, or both. Forty two percent of the entire sample never used condoms, and 59 percent did not use them with live-in partners. This is extremely alarming given the high HIV prevalence in this group. Of the 70 percent of the sample who said they had been tested for HIV, 57 percent were HIV positive.

Perhaps the greatest danger of a spill-over from drug injectors to the general population comes through men and women who sell sex to support finance their addiction. Among the highly HIV-infected population of drug users in Buenos Aires mentioned above, one third of male respondents and two thirds of the small fraction of female respondents said they had exchanged sex for drugs at least once. In a study among drug injectors in Rio de Janeiro, one third of respondents said they had had sex in exchange for money or drugs. Over 85 percent of the total study sample of 168 drug users in the study were men, meaning that at least some must have had at least three behaviors that exposed them to high risk of HIV – drug injection, commercial sex and sex between men.

In Canada, over one third of male drug injectors in a study in 1994 said that they had had sex with other men in the previous three months in exchange for money, goods or drugs. The overlap appears to increase the risk of infection. In a study among 212 male injecting drug users in Quebec City, HIV prevalence was 28.6 percent among injectors who were also male sex workers, compared with 9.7 percent for men who did not report sex work.

Clearly, greater efforts to reduce both drug injection and the risk of HIV infection in people who do choose to inject drugs are needed throughout the Americas. National AIDS programs in some countries, such as Argentina, are actively supporting non-governmental organizations in their efforts to prevent HIV infection among drug injectors, their sexual partners and their infants. These efforts should be applauded, but above all they must be expanded.

Young people – with help, early sex can also be safe sex

In the religious-dominated cultures of the Americas, still some parents promote an ideal of delaying sex until marriage and then a single, lifelong partner for their children, especially their daughters. There is plenty of evidence of a yawning growing gap between that ideal and the reality of young people’s lives. Nonetheless, the predominantly conservative social and sexual culture has made it difficult to face up to reality, both at a national and at a family level. This means that young people are often deprived of the information and the services they need to protect themselves from HIV.

Studies in country after country make one point abundantly clear: young men and women are having sex, often from their early teens. In Venezuela, a study conducted by the government in the early 1990s determined that one quarter of young people had sex for the first time between the ages of 10 and 14, and another two thirds had sex for the first time while still in their teens. In a 1996 study of over 31,000 high school and 22,000 university entrants in Mexico, 17 percent of 15 year-old boys said they had already had sex, and five percent of girls said the same. By the time students entered university at age 18, half of the men and a fifth of women questioned said they were sexually active. In a household-based study in Lambayeque in Peru, some 37 percent of nearly 900 boys aged 12 to 19 were sexually active, about three times as high as girls. A study among university students in Colombia showed even higher levels of sexual activity. A massive 78 percent of over 4,000 students said they had already had sex. In El Salvador, one fifth of over 5,600 adolescents questioned said they were sexually active.

So there can be no denying that high proportions of young people are having sex. What is perhaps more alarming is the fact that high proportions also seem to be having unprotected sex with multiple partners, thus exposing themselves to the risk of sexually transmitted infections, including HIV. Among Colombian university students, for example, the majority reported between one and four lifetime partners but only one quarter reported frequent condom use. Some 45 percent of men in this sample said they had had sex with a prostitute at least once. In another study of 1,294 Colombian students in three cities, 42 percent of those who were sexually active said they had had sex with more than one partner, and around eight percent of the sample had had same-sex relations in the previous year. Less than one quarter of those sexually active had used a condom the last time they had sex. In the Lambayeque study, five out of 10 sexually active Peruvian boys and seven out of 10 sexually active girls said they had never used a condom. An even wider disparity in condom use between young men and women was observed among 812 people aged 13 to 24 in the Dominican Republic. While close to half of sexually active men in the study said they had used a condom the last time they had sex, just 17 percent of women said the same. A study of street-based sex workers in Honduras serves to illustrate the extremes of risk behavior among young people. Of 700 sex professionals, over a quarter were teenagers. In a study among over 100 teenage sex workers of both sexes in Bogota, Colombia, 11 percent were infected with HIV, and the prevalence of other STIs was also high for example, some 19 percent were infected with gonorrhea, for example.

Early sex and the risky behaviors that often follow it appear to be taking their toll in some countries, even among those who are not sex professionals. In Honduras, the average age at first sex among men infected with HIV was 13.6. Men who were not infected had started their sexual lives an average of two years later. In Colombia, over 130,000 people across the country chose to be tested for HIV after counseling. Over 40 percent of those who tested positive were sexually active before they were 16.

Teenage girls are especially likely to suffer from early risky sex. They are physiologically more susceptible to HIV than older women, and they may be less likely to be able to negotiate condom use. This is all the more true in relationships with older men. And sex with older men is already riskier than sex with same age partners, because older men are likely to have had more previous sex partners and are therefore more likely to have been exposed to HIV or other STI.  In Trinidad, both boys and girls engage in risky sex, according to a 1995 study among 1500 young men and women aged 15 to 24. Nearly one quarter of sexually active men and women had sex with more than one partner, and fewer than one fifth reported always using condoms. Indeed, two thirds did not use condoms at all. But the big difference was in age mixing. While most young boys had sex with girls their age mates or younger, some 28.5 percent of girls said they had sex with older men. Perhaps as a result, five times more girls than boys aged between 15 and 19 are HIV positive in Trinidad. In Jamaica, too, HIV infection is increasingly concentrated among sexually active teenage women. Among pregnant women in 1998, 2.5 percent of 15 to 19 year olds tested HIV positive, compared with 1.5 percent for the whole 15 to 49 year-old age range. Indeed, HIV rates were higher in teenage girls than in any other age group. 

The advent of the HIV epidemic has increased the stakes for young people having unprotected sex. But they were already high, especially for girls. Unprotected sex exposes women to pregnancy, and adolescent pregnancy exposes women to all manners of many other health risks. What’s more, women who get pregnant in their teens often have to drop out of school or are not allowed to continue in school, reducing their access to information and ultimately damaging their chances of a healthy, financially secure future. In Colombia, childbirth is the number one cause of hospital attendance in girls aged 10 to 14. Among girls aged 15 to 19, the five leading reasons for hospital admission are all related to childbearing, abortion or its consequences. At the beginning of the 21st century, one in every five babies born in Belize is born to a teenage mother. In Honduras, four percent of 2,700 pregnant women surveyed were under 15, and close to one third were teenagers. These figures are by no means unusual – similar rates of teen pregnancy are common in many countries in Latin America and the Caribbean.

Worrying though these statistics are, there is considerable reason for hope. Given access to adequate information and support services, young people are willing and able to delay sex and to make sure that they have safe sex when they do choose to become active. Of the sexually men and women among over 50,000 high school and university students surveyed in Mexico, for example, 42.2 percent of young men and 35.5 percent of young women said they had used a condom the first time they had sex. These levels are similar to those found in European countries that have been aggressively promoting condom use among sexually active teenagers. Similarly high levels of condom use at first sex were found in Brazil, where 48 percent of young people used condoms the first time they had sex, rising to 71 percent in people with higher levels of schooling.

Among teenage men in the United States, sex education and AIDS prevention programs probably contributed to a fall in risk behavior in the early 1990s. Over 1700 men aged between 15 and 19 were questioned about their sexual behavior in surveys in 1988 and 1995. By the second survey, young men reported lower rates of sexual activity, especially at younger ages, and higher rates of condom use.  Just over one quarter of 15 year-olds were sexually active in 1995, compared with one third in 1988. Overall, the proportion of teenage men who had unprotected sex in the last year fell from 37 percent in 1988 to 27 percent in 1995. 

HIV at the margins – spreading along the fault-lines in society

HIV has a tendency to spread along the fault-lines of our societies, highlighting neglected populations and confronting us with inequity and hypocrisy. Some marginalized populations have been discussed in the preceding pages, and of course there is frequently a lot of overlap between groups. Men and women from ethnic groups may have fewer opportunities in schooling and employment than the majority population in many countries, for example, driving them further towards the margins of society and increasing the likelihood that they will become sex workers or drug abusers, or will be driven to support themselves through illegal activity. Over one half of drug injectors in a study in the Eastern U.S. city of Baltimore never graduated from secondary school, for example, and 97 percent were African-Americans. Members of marginalized communities may also have less access to health information and services, increasing their vulnerability of contracting illness, including STIs and HIV, thereby reducing the chances that their illness will get adequately treated.

The concentration of HIV in ethnic populations is usually politically sensitive, and very few countries have published studies that attempt to determine either the extent of the concentration, or the reasons for it. Indeed in some countries it is only recently that data on ethnic origin has been included in routine HIV and AIDS case reporting. In Canada, of the cumulative AIDS diagnoses reported to December 1998, 78,6% have reported ethnicity.  Figure 7 shows there is a clear trend among cases where ethnic group is known. A rapidly rising proportion of cases are reported in ethnic minorities. 

Figure 7: Number of AIDS cases among white and non-white people in Canada, of those whose ethnicity is know, 1991-1998, with proportion of known cases among people who are not white
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In the United States, a similar pattern of relatively greater HIV infection among minorities over time is seen. Studies in the United States also demonstrate that members of ethnic minorities are less likely to have adopted safe behavior since active HIV prevention campaigns began than members of the white majority. This suggests the need to design prevention information and services that are culturally appropriate. This may be an indication that prevention information and services do not adequately meet the needs of these populations. For example, unsafe sex fell by 35 percent among white teenagers between 1988 and 1995, compared with a 15 percent fall in black teenagers. Among Hispanics, exposure to risk actually rose over the same period.

One country that has made an active effort to understand the differences in HIV infection in different ethnic groups is Honduras. The results of a study among the population of the Black Carrib minority known as “Garífunas" are distressing. HIV infection in this population is six times the Honduran national average, at 8.2 percent in men and 8.5 percent in women. Among men and women in their 20s, HIV prevalence rose to an astronomical 16 percent. Ignorance could certainly not be cited as a reason for risk behavior in this population: 96 percent of men and 97 percent of women knew about HIV and how it was contracted, and very high proportions cited condom use as the principal way of avoiding infection. This knowledge was not reflected in behavior. Almost 40 percent of Garífuna men said they had had sex with two or more women in the previous six months, compared with 13 percent of women. Among men who had sex with sex workers, three-quarters only used condoms occasionally, or not at all. Clearly, HIV prevention and care programs that address the needs of this minority group are urgently needed.

Another marginalized population that serves as a magnet for HIV is prisoners. Indeed, many people who wind up in prison are there because of activities which are also associated with HIV – principally drug use and prostitution – so the likelihood of infection is almost certainly higher than the national average when someone goes to prison. Some 28 percent of prisoners in Brazil are jailed for drug-related crimes, for example, while in a study of drug injectors recruited in the community in Buenos Aires, nearly two-thirds had been in jail at some time in the past.

Whatever the HIV prevalence among incoming prisoners, violence, dangerous sex and drug taking within prison mean that prevalence is sure to be higher still by the time people are released. In a study among (mostly male) prisoners in Honduras, HIV prevalence was 6.8 percent, compared with 0.5 percent in a group of men more representative of the general population. In Brazil, different prisons have recorded HIV rates of between 12.5 and 17.3 percent. The Ministry of Health estimates that approximately 15 percent of the prison population of around 150,000 people are currently infected with HIV. Epidemiologists calculate that more people die of AIDS in Brazilian prisons than of any other cause, including violence. Still, an estimated 3,500 HIV infected people are released from Brazil’s prison system each year.

Ex prisoners report that injecting drug use is common in prison, but because syringes are hard to obtain and bleach is not available, syringes are commonly shared between dozens of prisoners without being adequately cleaned. Sex, particularly between men, is also common, and condoms are rarely available. Policies designed to be humane and allowing spousal visits may provide a pathway for the elevated HIV prevalences found in prisons to insinuate themselves into the general population, unless condoms are also provided and their use encouraged. In Honduras, 62 percent of 2,095 prisoners questioned said they had sex in the last 12 months while in prison, mostly with visiting spouses but some with other prisoners. Over 80 percent never used a condom in these encounters. In Brazil, most prisons allow prisoners to have sex during spousal visits, but very few provide condoms. On a positive note, some states in Brazil have taken a lead in changing this situation. The state of Sao Paulo is reported to be providing its 36,000 prisoners with 100,000 condoms a month. While these are ostensibly for spousal visits, the state does not ask any questions about how they are used. 

One of the difficulties facing people planning HIV prevention initiatives among marginalized populations is that the threat of HIV may seem very distant compared with the need to survive from day to day. While little quantitative information is available on street children, for example, but it is clear that they are highly exposed to HIV. One study of 60 street children in detention in Belo Horizonte, Brazil, reported that all but one boy, who were aged between 13 and 18, were sexually active, and almost none used condoms. While they knew about HIV infection, its consequences and how to avoid it, this paled in comparison with the other risks in their lives. According to the majority of these boys, the biggest risk in their lives was getting shot or die from other violent causes.

Better understanding for a better response – Improving HIV surveillance

As can be seen from the preceding review, a great deal is known about HIV and the behaviors that encourage it spread in the Americas. However, there are still important gaps in our knowledge. Filling those gaps will improve the ability of countries and communities to act to reduce the spread and impact of HIV.

Historically, most countries in the Region have relied on reporting of AIDS cases as a way of tracking the epidemic. This system has several major limitations. Firstly, because it can take a decade or more for a person infected with HIV to develop AIDS, AIDS case reporting gives an idea of trends in new HIV infection rates many years ago. Planning prevention programs on the basis of AIDS case reports is like “shutting the stable door after the horse has bolted”. Secondly, poor diagnostic facilities, confusion about case definitions, reluctance to record the heavily stigmatized disease AIDS as a cause of death and erratic reporting systems have in most countries contributed to a dramatic under-reporting of AIDS cases. The extent of underreporting is hard to estimate, and certainly varies widely throughout the Region. In relatively wealthy Caribbean countries such as Barbados, over 70 percent of AIDS cases are estimated to be reported in a reasonable time frame. In less developed countries such as Guyana, nine out of 10 cases are estimated to go unreported. A review of the HIV and AIDS surveillance system in Colombia, a country with mandatory reporting of HIV as well as AIDS cases, estimated that reported figures represent as little as one seventh of the true number of cases. A similar review in Trinidad and Tobago concluded that the sensitivity of the AIDS case definition used was between 45 and 50 percent, while in Peru a massive leakage of information was found between different levels of the reporting system.

A third problem has surfaced in recent years, with the advent of combined antiretroviral therapy that altered the previously predictable progression from HIV infection to AIDS. While AIDS remains fatal, life-prolonging therapy can for some HIV-infected people postpone death for an unknown period of time. This means that the timing of the progression from HIV to AIDS and from AIDS to death has become very difficult to predict, so calculating past trends in HIV-infection from current AIDS cases or deaths has become more or less impossible.

Some of these problems can be minimized by shifting from AIDS to HIV case reporting. The problem of completeness of reporting is, however, even greater for HIV than for AIDS. In all but the poorest areas, most people with symptomatic AIDS will come into contact with the health system at some time or other, providing an opportunity for cases to be recorded and reported. The same is not true for people with asymptomatic HIV infection, who can live for many years without having any cause to seek health care.

For these reasons, more and more countries are strengthening their HIV surveillance systems. Instead of relying on reporting of cases that happen to be discovered, active HIV surveillance seeks to test blood, saliva or urine samples from people in different population groups, to determine current levels of HIV infection. Often, these tests are performed on left-over blood taken for other routine screening purposes. The specimens are anonymous, so there is no way of tracing test results back to an individual. This type of unlinked, anonymous surveillance, commonly performed on specimens taken from pregnant women for syphilis screening, produce relatively unbiased results. Because left-over blood cannot be linked to an individual, tests can be performed without asking a person’s permission, thus avoiding the likelihood that people who do not want to know their HIV status refuse to be tested.

In at least one country – Argentina -- unlinked anonymous testing has been replaced entirely by testing of people who agree to be screened for HIV after counseling. This is because Argentina has passed a law mandating free antiretroviral treatment for anyone with a positive test result. Because high-quality counseling is widely available, many people in Argentina, including almost all pregnant women, choose to be tested voluntarily. This allows the country to continue tracking the HIV epidemic while increasing individual and community awareness of HIV, and opportunities for prevention efforts, through counseling and testing. However, many countries do not yet have the resources to provide these services universally. UNAIDS/WHO/PAHO believe that continued tracking of the HIV epidemic through unlinked anonymous testing of different population groups is an important public health measure, providing invaluable information a nation’s ability to plan prevention and care services for those who most need it.

But how can a country best determine who most needs prevention and care services? The cornerstone of any planning for HIV programs must be behavioral and biological surveillance in groups that may be highly exposed to HIV or other STIs. The behaviors that spread HIV are well known: overwhelmingly, the most important are unprotected sex with non-monogamous partners, and sharing needles or injecting equipment without adequate sterilization. National AIDS programs and their partners (programs, other collaborators and allies) should actively look for groups in which these behaviors are common – sub-populations of drug injectors, men who have sex with other men, young people without access to adequate information or prevention services, prisoners, sex workers and others. Members of these sub-populations are not by definition at high risk of infection – if all drug injectors use their own syringes and condom use with sex partners is high, for example, they may be at no greater risk of HIV infection than other members of the general population. The point is that without seeking them out and asking about their behavior, programme planners will not know if prevention initiatives are needed, or which interventions are likely to be most effective.  Behavioral surveillance is also critically important in identifying sexual links between people with very high risk of exposure to HIV and people with lower risk (for example, the wives of men who frequently have unprotected sex with other men). Thorough knowledge of the age groups, in which these behaviors occur, especially for younger ages, provides a critical information. 

Behavioral surveillance acts as an early warning system for HIV, and it also tells program planners where biological surveillance for HIV and other STIs is needed. Both types of surveillance provide measures against which future progress in braking the epidemic can be compared. The fact that there is no information on risky behavior in drug injectors or in men who have sex with men in a country does not mean that those practices do not exist, or that there is no HIV epidemic in those populations. A lack of information does, however, probably mean that no carefully planned or effective prevention is taking place in those populations. So if risk behaviors do exist, ignoring them will not make them go away. On the contrary, ignoring them will make them worse.

Treatment for people with HIV and AIDS –more than just a dream 

Since effective combination therapy HAART for HIV became available in 1995, many countries in the Americas have worked hard to increase access to these drugs for people living with HIV and AIDS. Indeed, a few countries in Latin America and the Caribbean lead the developing world in providing access to antiretroviral therapy. However there is still a chasm between countries in this regard, with some unable to provide even treatment for common opportunistic infections, while others are legally bound to provide cutting edge combination therapy to all that need it. There are also concerns that an overemphasis on treatment, at the expense of continued prevention efforts.

The biggest issue for most countries considering the provision of treatment for HIV and AIDS patients is cost. Antiretrovirals are expensive in their own right – between US$ 1,500 and US$ 10,000 dollars per person per year depending on the mix of drugs. On top of that comes the cost of sophisticated diagnostic and monitoring equipment to track the progress of infection and to adjust treatment regimens.

Brazil, which has published comprehensive cost and effectiveness data, estimated the average cost of triple therapy with protease inhibitors in 1999 at US$ 5,644 per patient. Dual therapy costs an average of US$ 1,412 per patient, according to National AIDS Program figures. However prices are falling as volume and local production rise. Figure 8 shows the unit price of two common antiretroviral drugs over time. A 100 mg capsule of didanosine more than halved between 1996 ad 1999, from US$ 1.91 to 83 cents. zalcitabine fell even more dramatically, with the cost of a 0.75 mg pill slashed from US$ 1.51 to just 19 cents over the same period.

Figure 8: Unit cost of antiretroviral drugs in Brazil, 1996-1999
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The increased local production of antiretroviral drugs has contributed to the fall in prices. While just 28 percent of spending on drugs in 1999 went to Brazilian producers, it is estimated that the proportion will rise to nearly three-quarters by the end of 2000.  (
But effective therapy produces savings on the balance sheet as well as costs. Brazil estimates it spent US$ 345 million on AIDS-related therapy in 1999, around 80 percent more than a year earlier and over two and a half times as much as in 1997. However, that spending is believed to have avoided 146,000 hospitalizations from 1997 to 1999, saving an estimated 521 million reales (US$ 270 million at December 1999 exchange rates) in hospital costs and drugs for opportunistic infections. In 1996 and 1997 two major hospitals in Sao Paulo registered reductions in demand for treatments for HIV-related diseases of between 35 and 42 percent. Demand for treatment for cytomeglavirus, a disease that often affects people with very advanced HIV infection , fell by 60 percent in 1997/98, and there was a 54 percent drop in new cases of TB. The average length of a hospital stay per HIV-infected patient also fell significantly, from 38 days in 1995 to 20 days in 1997.

Less critical illness also means less death, less job and income loss, less stress for individuals, their families, friends and communities. Figure 9 shows the drop in AIDS-related deaths in the Brazilian state of Sao Paulo since therapy became available.

Figure 9: AIDS deaths in Sao Paulo, Brazil, 1995-1997.
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Uruguay, which is legally bound to provide treatment for those with HIV and which provides triple combination therapy for four out of five people in treatment, estimates avoiding 1.3 hospitalizations a year for those on treatment, saving an estimated US$ 1.7 million, against drug costs estimated around US$ 8 million.

While people living with HIV in Argentina, Brazil, Colombia, Costa Rica and Uruguay all have a legal right to medical care and to receive at least some form of antiretroviral treatment, the application of the laws are in practice somewhat patchy. Other countries have different approaches, including a lottery for access to drugs. In some countries, for example Mexico, antiretrovirals are available to those with social security or with private health insurance, but are many times, out of reach or continuity for people who rely on the public health care system. Mexico’s National AIDS Program estimated that 55 percent of over 20,000 people living with AIDS at the end of 1997 did not have social security, and so had no access to affordable antiretroviral treatment. Attempting to redress this imbalance, the Mexican government has joined with non-governmental organizations, private pharmaceutical companies, academic institutions and other partners in an initiative to increase access to antiretrovirals. The initiative, known as FONSIDA, now provides free treatment to all HIV-infected children under 18 as well as to pregnant women who test positive for HIV and are not covered by private insurance or social security. In Venezuela, where virtually no antiretroviral treatment is available in the public health system, one NGO is recruiting people to make monthly donations on their credit cards to finance the provision of antiretrovirals. Indeed NGOs have been increasingly involved in promoting access to drugs in a number of ways. These include legal challenges to current policies, often using constitutional rights to health care as a basis for action. As a result, several countries have passed laws guaranteeing access to HIV-related drugs through the public health system or social security, and a few countries have also obliged private insurers to provide antiretrovirals and other HIV-related therapy.

However, access is not enough. It is essential that systems are in place to ensure the quality of donated drugs, and the continuty of supply to those taking them if an increase in drug resistance is to be avoided. 

Antiretroviral resistance is now a major cause for concern in all countries where therapy is available. In a study of 59 HIV positive blood donors in Sao Paulo who had never undergone any kind of treatment related to HIV, 13.5 percent carried strains of the virus that were already resistant to treatment with reverse transcriptase inhibitors.

Access is an issue for marginalized groups even in the countries with the highest per capita spending on health. In a study among drug users in one city in the United States, half of the people who met the criteria for treatment under national guidelines were receiving no antiretroviral therapy at all, and just 14 percent were on triple therapy. People with no health insurance were over four times as likely not to be receiving treatment as people with health insurance. A study in Canada, where access to health care is more equitable than in the United States, showed that just 40 percent of drug injectors were receiving any antiretroviral drugs nearly a year after they became medically eligible. Women were more than twice as likely not to be receiving any therapy as men. The authors of both of these studies suggest that doctors may not be prescribing therapy to drug injectors because they fear they will not take the medicine as prescribed. Failure to stick to the approved regime can lead to drug resistant strains of HIV, making therapy a less effective weapon against the virus. The authors of the Brazilian study say that doctors should not allow fears about compliance to lead to discrimination in prescribing treatment. After all, they point out, no-one knows more about regular consumption of drugs than an addict.

 Efforts to provide antiretroviral drugs should be applauded. But it is important that the provision of therapy does not displace prevention efforts. After all, the most effective way of cutting down HIV-related sickness and death is still to cut down on HIV infection itself, and that is still only possible through prevention. Brazil is estimated to have spent over 7 times as much on comprehensive medical care in 1998 as it spent on HIV prevention. Guatemala, where coverage of antiretroviral therapy is extremely low, spent twice as much on curative services related to HIV in 1996 as it did on prevention. Jamaica spends around 2.4 million dollars a year on HIV prevention and care, nearly 60 percent of it on treatment of infected people. In Mexico, three quarters of the estimated US$ 121.3 spent on AIDS in 1996 was spent on curative services, though over 40 percent of that came from private sources. While it is important to support efforts to expand access to HIV-related therapy, it is absolutely vital that support for prevention efforts expands at least the same rate.

Protecting the next generation – babies need not be born with HIV

Around one third of pregnant women infected with HIV will pass the virus on to their infants in the womb, during childbirth or through breastfeeding unless preventive interventions are available. Avoiding breastfeeding can cut the risk substantially. Adding a simple course of oral antiretroviral therapy given to the mother in the last month of pregnancy, can bring the rate of transmission down below one in 10. However these programs depend upon a mother knowing she is HIV infected before delivery. That, in turn, depends on women attending antenatal clinics, being counseled about HIV, choosing to be tested and finding out their HIV status. HIV prevalence rates are rising among women in many areas, especially in the Caribbean and Central America. In the English-speaking Caribbean alone, a child is born with HIV or infected through breastmilk every day. The Dominican Republic estimates that the provision of preventive services for pregnant women could cut the number of infections in children born to HIV positive mothers down from 930 to around 270 a year. By the end of the year 2000, Jamaica plans to provide HIV prevention services – counseling and voluntary testing, with antiretrovirals and breastmilk substitute for pregnant women who test positive. In Honduras, an external needs assessment estimated that some 24,000 women a year attend public antenatal services in the major urban areas. At current prevalence rates, it is expected that some 400 children a year will be born to HIV positive mothers – in the absence of interventions that translates into 120 HIV positive children. The country is currently planning interventions to cut this number. Guatemala spent some US$ 34,000 on AZT to prevent vertical transmission between 1995 and 1998 – around three percent of the country’s total spending on AIDS In Belize, no services are currently in place to prevent transmission of HIV from mother to child, but the country is aiming to provide universal counseling and voluntary testing within two years for all of the estimated 6,000 women a year who become pregnant.

Those countries that have implemented and monitored programs to reduce HIV transmission from mother to child have recorded successes. For example, the Bahamas, which uses a modified version of a complex regimen used in North America, has recorded a fall of more than one half in maternal to child transmission (MTCT) rates -- from 28 percent to 12 percent – since implementing the program. Some countries in the region use the ACTG 076 regimen to prevent pregnant women from passing HIV onto their infants.

The cost of vertical transmission programs depends both on fertility, which determines the number of women who become pregnant and must be offered testing -- and on HIV prevalence, which determines the number who will need drugs and breastmilk substitutes. While absolute costs will rise as prevalence rises, the cost per infection averted will fall. A study in the Caribbean estimated the cost of providing programs to prevent HIV transmission from mother to child on the order of US$ 6,300 per infection averted – less than the lifetime cost of treating an infected child.

The success of programs to prevent HIV transmission from mother to child depend to a certain extent on the coverage of antenatal services, and on the acceptability of HIV testing among pregnant women. Coverage of antenatal services varies across Latin America and the Caribbean, although it is generally quite high. Between 75 and 100 percent of women in most Caribbean countries are in contact with a clinic before giving birth, and many deliveries take place in hospital. Almost all pregnant women in the Dominican Republic go to antenatal clinics, for example, and over 95 percent give birth in a hospital. In Haiti, by contrast, 80 percent of women give birth at home, and 30 percent of women receive no antenatal care at all. In Central America, antenatal coverage is patchy, with some areas of Mexico and Guatemala registering rates of under 60 percent. In some Andean countries, especially in rural areas, women may not get any kind of antenatal care. 

From the slim information available, the question of acceptability of testing does not loom as a major obstacle to prevention programs for pregnant women in Latin America and the Caribbean. A large preparatory study in Mexico City found very high acceptance rates for HIV testing among pregnant women after counseling. Just 23 out of 6,369 women refused the offer of a test (0.36 percent) even though eight percent thought they were at risk of infection. In fact, they vastly overestimated the risk as a group – just 0.09 percent of all the women tested positive for HIV. These acceptance rates stand in stark contrast to those experienced in sub-Saharan Africa, where up to 70 percent of women turned down the opportunity to find out their HIV status even after being told that free treatment could save the life of their baby if they tested positive.

Several studies of HIV related knowledge suggest that transmission of HIV from mother to child is the least known of the major mechanisms, and that transmission through breastfeeding is particularly poorly known. In a population of nearly 5,000 Brazilian workers of both sexes who were extremely well informed on all the other major means of transmission and prevention, just 57 percent knew that HIV could be transmitted through breast milk.

The challenge continues

Despite the many faces presented by the HIV and AIDS epidemic in the Americas, certain common threads can be drawn – threads that may lead us into a more successful response to the continuing challenges posed by HIV.

Bellow are the main recommendations that this group LAC EpiNet and MAP Networks at the joint meeting held in Rio de Janeiro, November 4-5, 2000:

· The participants of the meeting expressed their concern about the lack of recent data and that this report is mostly based on data from the mid-90s. Efforts should be made to ensure that surveillance continues on an ongoing basis.

· Better information is needed to help understand the developing epidemic. Active HIV surveillance and behavioral surveillance should be strengthened throughout the Region, and more attention should be paid to sub-populations with high risk behavior, where infection is likely to be concentrated.

· More attention should be paid to the lessons of the past. For example, drug injecting prevention, HIV prevention and other harm reduction programs should be implemented immediately, especially in populations where HIV prevalence among drug injectors is still low.

· Prevention programs should focus on meeting the needs of marginalized populations who have been overlooked by past efforts to promote safer behavior.

· The principals of Second Generation Surveillance should applied through the region in order to obtain better information on marginalized groups. Even if countries are implementing integrated surveillance, countries need to assure that adequate information about the HIV/AIDS epidemic is collected.

· The provision of therapy cuts illness and death, and should be expanded as rapidly as possible, and to those in greatest need. However treatment and care programs must never be allowed to displace surveillance and prevention efforts.

· National AIDS programs need to incorporate surveillance into their strategic plan as part and strengthen the process of monitoring and evaluation, and adequate resources should be especially allocated to surveillance.

· Surveillance data should be widely disseminated to non-governmental agencies who are participating in preventive efforts, and especially to policy makers, and other beneficiaries in a timely and regular manner.

· Caribbean and Latin American countries need to develop standardized surveillance indicators and specify the AIDS case definition that is being used.

· LAC countries should strengthen inter country and intra-regional networks in order to improve data collection, analysis, interpretation and use. It is essential that LAC countries continue to share and exchange experiences to strengthen and build their human resource capacity in surveillance.  

· LAC countries are encouraged to explore and reanalyze already collected data to supplement the local needs in designing and implementing intervention programs.

· The National AIDS surveillance programs should collaborate with the local institutions and non governmental organizations in the enhancement of HIV/AIDS surveillance system in their countries.

· Surveillance data should be used to maximize the use of resources in implementing intervention programs for targeted population.

· Behavioral surveillance data should be collected and analyzed in collaboration with institutions who have the necessary training and experience in this field.

· LAC countries have to ensure the preservation of public health functions including surveillance activities are strengthened within the process of implementing health sector reform.

· The valuable contributions of UNAIDS and WHO in the global AIDS surveillance has been noted. It is essential that these international organizations continue their technical leadership and support to LAC countries in the area of HIV/AIDS surveillance. 

This document just begins to scratch the surface of the extraordinarily diverse HIV and AIDS situation of Americas.  It is the first of what is intended as an annual review of different aspects of this ever-changing and ever challenging epidemic. Comments are most welcome; we look forward to collaborating towards a more comprehensive understanding of the epidemic, and continuing success in the response.
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� 	The proportion of adults (15 to 49 years of age) living with HIV/AIDS in 1999, using 1998 population numbers.


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


� UNAIDS Best Practices Collection, “The Thailand Experience.” 1998.


� Mexico is not included in the graph because the sample for this study did not include women.


� Quoted in: Cáceres C. SIDA en el Perú: imagenes de diversidad” UPCH, Lima, 1998
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