
AIDS groups praise 
U.S. for committing 
billions globally 
Some question how money will be spent

Despite the Iraq war and an unimpressive
HIV/AIDS domestic budget, President
George W. Bush and the U.S. Congress kept

their promise to earmark billions for international
HIV/AIDS treatment and prevention.

When Bush met with the world’s wealthiest
nations at the G-8 summit held in France in June,
he showed them the United States’ $15 billion
international HIV/AIDS commitment and asked
them to ante up. (See story on international AIDS
commitments, p. 99.)

“The president’s relief plan is a very important
piece of legislation,” says Marsha Martin, DSW,
executive director of AIDS Action in Washington,
DC.

“It has changed the focus from prevention to
treatment and dedication to build a global infras-
tructure to respond to this epidemic,” Martin says.

Other AIDS organizations offered similar praise.
“We are very enthusiastic supporters of the Global
AIDS initiative that the U.S. is doing, and we
worked on shaping the language of that legisla-
tion,” says Michael Weinstein, president and
founder of AIDS Healthcare Foundation in Los
Angeles. AIDS Healthcare Foundation is the
nation’s largest AIDS organization, with 14 clinics
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in the United States and clinics in Uganda, South
Africa, and Honduras.

“Legislation is always a compromise, and there
are aspects we’re not enthusiastic about, but
overall it’s an enormous advance,” Weinstein
says.

Praise also was heard from the Population
Research Institute (PRI) of Front Royal, VA, an
organization that promotes stand-alone sexual
abstinence programs as part of contraceptive and
HIV-prevention strategies.

“We definitely need a new approach, and this
law is the first step toward this new approach,
because it can establish HIV/AIDS programs that
are a solid function of basic health, as opposed 
to a function of reproductive health,” says Scott
Weinberg, director of governmental/interna-
tional affairs for PRI.

However, the bill has some critics, primarily
because of the way the money is distributed and
the strings attached to it.

“The $15 billion is confusing; it’s $10 billion
new dollars, and a lot of it is shifted from other
budget items and other development aid,” says
Asia Russell, coordinator of international policy
for Health GAP in Philadelphia.

“Also, the funding schedule has the money
back-loaded,” Russell says. “It doesn’t meet the
$2 billion per year mark for a couple more years.”

Maneuvering by the House Appropriations
Committee has also left it unclear whether the
$15 billion commitment would survive last-
minute foreign aid budget cuts. And the bill’s
authorization for up to $1 billion for the Global
Fund is not a mandate. The amount that the
United States will contribute cannot total more
than one-third of the fund’s total contributions,
which so far have been disappointing, AIDS
advocates say.

Russell argues that the U.S. money would 
be better spent on the Global Fund, to which 
the U.S. gave $350 million in 2003. “Bush only
wants to spend $200 million a year now on the
Global Fund for the next five years, and that’s 
as much as it cost to make the movie Titanic,”
Russell says.

Although the bill permits the United States 
to give up to $1 billion to the Global Fund each
year, Russell and others say it’s unlikely that
much will be donated.

“What we know is the White House does 
not intend to spend $1 billion in 2004 on the
Global Fund,” Russell says. “There was biparti-
san amendment language on the Senate floor 

to put more money into global AIDS in 2004, 
and the president opposed it.”

Another source of contention is the fact that
the funding bill was passed with an amendment
that would earmark one-third of the prevention
money for abstinence-only programs.

“It’s never acceptable when effective, science-
based, life-saving interventions recommended by
experts are hijacked for the life-threatening politi-
cal interests of extremist elements in the U.S.,”
Russell says. “It sends a horrible message to folks
in the trenches, who recognize that you don’t
make a decision like that when you’re fighting 
a plague.”

Uganda’s success attributed to abstinence

Advocates for abstinence-only prevention pro-
grams point to Uganda’s successful “ABC” pre-
vention program and say its success is due mainly
to the “A,” which stands for “Abstinence.” They
discount the other two letters of the program’s
acronym, which stand for “Being faithful” and
“using Condoms.”

“Uganda has worked because Uganda focuses
on abstinence, and like the first lady of Uganda
says, they are not going to entrust the future of
their civilization to latex,” Weinberg says.

Not everyone agrees with this interpretation.
“My only problem with ‘abstinence only’ is 

the ‘only’ part,” Weinstein says. “I don’t think 
we ought to segment our efforts into ‘only con-
doms’ or ‘only abstinence,’ because the magic 
in the whole equation is putting them together,
sort of like a drug cocktail.”

PRI officials maintain that condoms could be
left out of the picture altogether.

“It’s self-evident that the program works
because of abstinence,” Weinberg says. “If you
don’t have sex, you can’t have HIV, and 20 years
of condom promotion have only shown that
approach has been a complete betrayal of mil-
lions of innocent lives.”

Weinberg points to a Lancet study as proof that
condom use and safer-sex-behavior programs
haven’t affected the HIV rate among adults in
Uganda. The study, published this year, found no
effect on HIV incidence between two intervention
groups and a control group, despite the fact that
the intervention groups had significant reduc-
tions in acute syphilis, gonorrhea, and unpro-
tected casual sex.

The study’s authors note that the surprising
HIV results could have been due to the fact that
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HIV incidence was already declining in Uganda
at the time the study was conducted, so the dif-
ference in HIV incidence between groups that
had increased their safer sex behavior and the
control group was not substantial.

There is another reason to accept the absti-
nence-only amendment and move on to more
important matters, however, Martin notes.

“The one-third going toward abstinence got
100 votes for the bill,” Martin says. “One-third of
prevention money goes toward abstinence, and
80% of the total funds go toward treatment, so
that one-third amount isn’t large enough to fall
on your sword for.”

Plus, the abstinence-only programs are going
to be directed toward adolescents, Martin adds.

“If it helps them delay their first sexual experi-
ence, then I’m all for it,” Martin says. “But let’s
also work to make sure the 80% works for care
and treatment.”

Some of the international AIDS money is 
earmarked to be distributed to faith-based orga-
nizations, a prospect that bothers some First
Amendment advocates but that does not bother
Martin at all.

“The government has been giving money to
religious institutions for years,” Martin says.

For example, the Salvation Army is a religious
institution that receives taxpayer funding, includ-
ing direct funds from New York City, Martin notes.
“And the Metropolitan Community Church in San
Francisco is getting money from the state to pro-
vide services to gay people,” Martin adds.

The Bush administration has also indicated its
support for generic or very cheap HIV drugs, and
it remains to be seen whether poor nations will be
able to produce or buy cheap drugs, Russell says.

“The hypocrisy in that is that, at the same time,
the U.S. has been blocking key access to portable
generic medicines, so if a country doesn’t have
sufficient capacity for generic production, they
couldn’t get export versions of the medicines,”
Russell says.

Despite these gray areas in the new bill, the
bottom line is that it took President Bush’s inter-
vention to get Congress to pass legislation that
will send billions of dollars to programs combat-
ing the AIDS epidemic, AIDS advocates say.

“Talk is cheap, and the U.S. was not doing
enough, and people were surprised that Bush so
prominently used his State of the Union message
to say he was going to work to increase AIDS
funding,” Weinstein says. “We think this is a rev-
olution in HIV treatment for the world.”  ■

Millions for prevention
could save billions 
CDC likely to fall short of lofty goals

(Editor’s note: This fall, AIDS Alert will provide
complete coverage of the biannual prevention confer-
ence sponsored by the Centers for Disease Control and
Prevention and held July 27-30 in Atlanta. The study
discussed in the article below preceded the conference.)

The Centers for Disease Control and Preven-
tion of Atlanta set a national goal in 2001 of a

50% reduction in new HIV infections by 2005. If
the nation succeeds in meeting this goal, there
will be 130,000 fewer HIV infections, and the sav-
ings in unspent health care dollars would amount
to $18.5 billion, a new study shows.1

That’s the good news. The bad news is that
there are no signs that new HIV infection rates
have been reduced at all in the past two years,
and there is some evidence that they may be
increasing.

“Of states with HIV surveillance in the last
couple of years, there was an 8% increase in
newly diagnosed HIV infections, so that would
be an area of concern,” says David Holtgrave,
PhD, a professor in the Rollins School of Public
Health at Emory University in Atlanta.

Achieving the goal of reducing new infections
by half would require an additional $383 million
per year for prevention programs. But even tak-
ing that cost into account, the savings to the
nation’s health care system would be $18.5 bil-
lion by 2005, Holtgrave says.

Investigators determined the $18 billion cost
based partly on estimates that lifetime treatment
costs for a person living with HIV is about $154,000
in 1996 dollars. The analysis also assumes it would
be possible to reduce new infection rates by half,
given enough financial input 

Holtgrave, a co-author of the study on eco-
nomic implications of HIV infections, directed
HIV/AIDS prevention for the CDC from 1997 to
2001. If the CDC ultimately fails to reduce HIV
new infections by 50% or even 5%, it will essen-
tially be a money matter, he says.

“These sorts of funding decisions aren’t made
within the CDC,” Holtgrave says. “A major
expansion of a prevention program is something
that would be made more in terms of the presi-
dent’s budget and then, especially, in Congress.”
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Federal funding of HIV prevention programs
received only inflationary increases during the
1990s. The CDC’s fiscal year 2003 budget was
increased by only $9 million from the previous
year, Holtgrave notes.

Two years ago, the CDC estimated that in
order to reduce new HIV infections by 50% in
four years, it would be necessary to increase by
30,000 each year the number of infected people
who learn their serostatus and are linked to care
and prevention services. Also, the CDC stated
that full prevention services were necessary for
all HIV-infected people, and achieving those
goals would require an additional $300 million 
a year, according to a CDC study published in
2001 in the American Journal of Public Health.2

The $383 million figure is based on the investi-
gators’ calculations of what it would cost to fund
state-of-the-art prevention services. The success of
additional prevention efforts would depend on
whether the money was earmarked for scientifi-
cally effective programs or whether spending was
constrained by policy barriers, Holtgrave says.

“We’ve done quite a number of studies, start-
ing with the more specific and moving toward
the national, on things like small-group behav-
ioral intervention for women attending urban
primary care clinics, specific interventions for
gay men, and we’ve also looked at programs 
for African-American adolescents,” Holtgrave
explains. “In these previous studies, we looked
at the interventions that have been shown to be
effective and cost-effective.”

For example, the CDC has expanded preven-
tion programs through a model the CDC calls the
Serostatus Approach to Fighting the Epidemic,
which includes a focus on linking HIV-infected
people with prevention programs created by
community-based organizations and health
departments, and with case management related
to clinical care and social services that include
risk-reduction counseling.

The key to success with prevention programs
is implementing those that are effective according
to scientific research, Holtgrave says.

“In some areas, if you put enough strings on
money, then you might impact the program’s effec-
tiveness,” Holtgrave says. “In the U.S., it’s really
important to be able to do programs found to be
scientifically sound and go forward with those.”

However, the potential use of additional pre-
vention funds is a moot point because there has
been no push to significantly increase the CDC’s
prevention budget.

“In the United States, the public health system
is not used to an incidence level that has remained
flat in this way for so long,” Holtgrave says. “I
think HIV is an issue that people are somewhat
burned out on, and it’s often taking a backseat
these days, especially HIV prevention issues.”

Apathy toward the epidemic could spell bad
news for the public health system, as there have
been clusters of increased incidences of sexually
transmitted diseases, and there are other indica-
tors that HIV infection rates could be on the rise,
Holtgrave says.

One of the problems is that the CDC doesn’t
have accurate HIV incidence numbers; more than
half of the states have only just begun to collect
HIV infection data, and it may be several years
before the data can be considered useful, Holtgrave
explains.

“I think it will probably take some time for the
HIV incidence numbers to be available,” Holtgrave
says. “But it’s sorely needed, and it’s not the kind
of thing that’s available in the next few months.”
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Study: Disparity between
rich and poor mortality
Poor, disadvantaged people develop AIDS faster

Before 1996, AIDS was an equal-opportunity
disease in the United States, affecting wealthy

and poor alike. In fact, researchers in one of the
world’s AIDS epicenters could find no disparity
between wealthy populations and poor popula-
tions in disease progression.

That trend clearly has changed. A new geo-
graphical study in San Francisco, where poor and
affluent neighborhoods are clearly defined, shows
that people with a low economic status have
higher mortality from AIDS.1 When researchers
studied the same areas prior to 1996, they did 
not find this difference, says Willi McFarland,
MD, PhD, director of HIV/AIDS statistics and
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epidemiology for the San Francisco Department
of Public Health.

These findings are despite the fact that San
Francisco has a comprehensive public health sys-
tem and many programs directed at people who
have HIV but lack private insurance coverage.

“We started the study to look at the geographi-
cal impact of AIDS on the city, to see which neigh-
borhoods and areas of the city might be more or
less impacted by the epidemic,” McFarland says.
“In doing that exercise, we said we should look 
at disease progression and mortality by neighbor-
hood, and much to our surprise, we saw a big dif-
ferential in survival by neighborhood.”

The study found that less than 70% of the people
living in the city’s poorest neighborhoods survived
five years after an AIDS diagnosis, compared with
more than 85% of the people living in the wealthi-
est neighborhoods surviving five years after an
AIDS diagnosis.

“It goes to show that simply having the
resources available for treatment is not necessar-
ily sufficient to make sure they have the maxi-
mum benefit to everybody,” McFarland says.
“We have to be more proactive in reaching out
and getting care to those who have significant
barriers to accessing treatment.” 

The study’s findings suggest that many — if
not all — U.S. cities would find a similar socioe-
conomic trend if the data were available, because
San Francisco public health officials have taken
particular pride in the success of their HIV pre-
vention and treatment programs.

“We have more outreach and educational
efforts than any other locality that I’m aware of,”
says Mitchell Katz, MD, director of health for
San Francisco and a co-author of the study.

Everyone in the city who needs antiretroviral
medications and HIV/AIDS treatment has access
to these services, although not everyone is able 
to initiate and maintain treatment.

For the study, San Francisco was divided into
22 neighborhoods based on actual community
dividing lines, such as the Castro district and the
Latino Mission neighborhood, rather than the less
accurate zip code approach, McFarland says.

Median household income was determined for
each neighborhood.

“We looked at AIDS mortality rates prior to
1996 and after 1996, and it is more than 97% com-
plete,” McFarland says. “We know we have very
complete data, and we’ve done studies of coro-
ners’ reports of death to back it up. Very few AIDS
cases escape detection.”

As a result, the data show a very clear picture
of how AIDS progression in the age of highly
active antiretroviral therapy has disproportion-
ately affected poor and minority neighborhoods.

If other American cities were to do a similar
analysis, they likely would find socioeconomic
disparity in AIDS mortality that is at least as strik-
ing as San Francisco’s, says David Bangsberg,
MD, MPH, an assistant professor of medicine in
residence at San Francisco General Hospital,
University of California - San Francisco.

“I think it’s important for other health systems
to evaluate their outcomes, and I would suspect
that we probably have the best outcomes,”
Bangsberg says.

“We have exceptional access to primary and
medical care and HIV medications,” Bangsberg
says. “We have much more limited access to
substance abuse treatment and mental health
treatment.”

The latter two health services are especially
important for poor HIV populations, which often
have high rates of substance use and mental
health problems, Bangsberg notes.

Comorbidities hamper adherence to treatment

Based on national studies of how socioeco-
nomic status affects health among other popula-
tions with chronic diseases, it’s not terribly
surprising that the same disparity now is seen
with AIDS despite a public health system’s
efforts to make treatment and drugs available 
to all who need them, Bangsberg says.

People infected with HIV who have very low
incomes generally have many comorbidities,
including drug dependence, mental illness, and
socioeconomic problems such as unstable hous-
ing, all of which make it difficult for people in this
population to adhere to their antiretroviral treat-
ment, explains Bangsberg.

In San Francisco, where real estate generally
is among the most expensive in the nation, pro-
viding affordable and low-income housing is 
a major problem. “The single thing we could 
do more of is provide support for housing,”
Katz says.

AIDS patients on lower rungs of the socioeco-
nomic ladder may have trouble finding all of the
public health services they need, Bangsberg says.

“With the development of effective antiretrovi-
ral therapy, the success of the health care system
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The Global Fund to Fight AIDS, Tuberculosis,
and Malaria’s ability to fund its third round

of grant proposals was uncertain by early sum-
mer, as the G-8 summit produced little response
to the United States’ challenge to fellow wealthy
nations to more fully fund international AIDS
efforts.

In time for the June G-8 summit, the U.S.
Congress passed a bill providing $15 billion over
five years toward international AIDS treatment
and prevention services. Up to $1 billion of that
total could be send to the Global Fund each year,
but was not a mandate.

“The discussion [at the Global Fund] is how on
earth the third round of grant proposals will get
funded, because the donors are too stingy to put
in money for 2003,” says Asia Russell, coordina-
tor of international policy at Health GAP in
Philadelphia.

Global Fund officials estimate that the fund’s
current pledges through 2004 are not enough to
finance the third, fourth, and fifth rounds of grant
proposals, and that the fund needs about $3 bil-
lion by the end of 2004. In the first two grant
rounds, the fund spent $1.5 billion on 153 pro-
grams in 92 countries.

The $1 billion promised by the United States 
is contingent upon other contributors anteing 
up three times as much money. While President
Bush pushed Congress to pass the international
AIDS bill, his support of the Global Fund has
been less enthusiastic, critics charge.

Russell claims that it was the United States
that gutted a document created at the G-8 sum-
mit that was supposed to encourage discussion
and support for the Global Fund and generic
medications.

“The document was basically useless,” Russell
says. “Instead of having a section devoted to the
Global Fund which the G-8 launched, it had a

passing mention of it.”
Others discount the criticism.
“The bill that just got signed into law says the

U.S. contribution to the Global Fund couldn’t
exceed one-third of the fund’s allocations,” says
Marsha Martin, DSW, executive director of AIDS
Action in Washington, DC.

But the president said that as the rest of the
world contributes to the Global Fund, the amount
the United States contributes will increase, and
for the United States to hold back on that promise
would only look bad, Martin says.

“For the first time in 10 years, if not 15, we
have the U.S. Congress talking about AIDS, and
when the bill was signed into law, there were 375
congressmen in the affirmative, and in the Senate,
it was 100% unanimous,” Martin says. 

However, the big question is whether the rest
of the world will contribute a fair share.

“The United Kingdom made a sham announce-
ment of contributing $200 million over five years,”
Russell says.

French President Jacques Chirac said at the 
G-8 summit that his nation would contribute 150
million euros, but later he said the nation would
triple that amount to 450 million euros, according
to a Global Fund announcement.

“There is nothing coming from Germany, Japan,
and Canada,” Russell adds. “Japan has given $14
million over two years, and the spokesperson for
the prime minister said there was no plan to
increase or replenish Japan’s contribution, and
Japan is the second in the G-8 as far as global
wealth.”

However, Britain has increased its commit-
ment, and based on gross domestic product,
Britain is contributing the most of any country 
in Europe, says Michael Weinstein, president
and founder of AIDS Healthcare Foundation in
Los Angeles.
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Also, Italy pledged an additional 200 million
euros, the Global Fund has announced.

Italy has been a more generous contributor 
on a per capita basis than most other nations,
Weinstein says.

Created by U.N. Secretary General Kofi Annan
in April 2001, the Global Fund was ratified at the
G-8 meeting later in 2001, Russell explains.

“Chirac said at that time that the fund would
need $10 billion a year to function and succeed,”
Russell says. “And right now, if many, many
donors came through in a way they’ve indicated
they don’t want to, then at best we’ll have a $3
billion fund.”

Chirac and British Prime Minister Tony Blair
asked European Union members to contribute 
$1 billion a year to the Global Fund in a joint let-
ter to Greek Prime Minister Costas Simitis, who 
is the European Union president.

While it is possible that enough nations will
come forward by September with pledges to keep
the Global Fund afloat, these sorts of funding
problems raise the issue of whether the fund will
continue and in what capacity.

“I think that if the structure of the Global Fund
remains as it is, then its efforts will be disabled
indefinitely,” Weinstein says.

Staunch critics of the Global Fund, including
Population Research Institute of Front Royal, VA,
would like to see it abandoned.

“It’s a lousy program,” says Scott Weinberg,
director of governmental/international affairs for
the organization, which promotes abstinence-
only HIV prevention programs internationally.

“The Global Fund doesn’t have much to show
for itself, so why would we want to go that
route?” Weinberg says.

Others disagree. Before the Global Fund was
created, nations that wished to contribute to
international AIDS relief often wouldn’t know
where to send their money, Martin says.

“Now there is a place for that kind of infras-
tructure and macroeconomic response,” Martin
says. “So let’s put some money into it to make it
effective.”

Right now, Global Fund money is distributed
through grants to communities in need, and there
are oversight structures in place to make certain
the money is spent wisely. For example, grant
applicants are supposed to include in their pro-
posals their plans for independent audits, and
there is an independent verification of this pro-
cess. Global Fund officials take pride in the
fund’s transparency, and point to its detailed 

web site as an example of this. The web site (at
www.globalfundatm.org) provides multiple
examples of how various grants have been
awarded and spent around the world.

Speaking from the perspective of a potential
grant applicant, Weinstein of the AIDS Healthcare
Foundation says the Global Fund requires appli-
cants to go through the local governments with
whom they will work, and that is a very time-
consuming process.

“The AIDS effort in the U.S. was led by com-
munity organizations, and the same will be true
globally, and I think community organizations
are closer to the populations that are being cared
for,” Weinstein says. “They’re better able to affect
behavior and convince people of the need for
treatment and testing.”

Weinstein also takes issue with the Global
Fund’s accountability. “I don’t see how the
Global Fund, starting from scratch, can have 
an effective accounting mechanism in 50 to 60
countries; and secondly, even if money is not
lost in corruption, that’s not a guarantee that it
won’t be lost in bureaucracy,” Weinstein says.

Nonetheless, the Global Fund may be the AIDS
community’s best shot at convincing wealthy
nations to contribute to HIV/AIDS prevention and
treatment, especially because the fund was created
by wealthy nations. And it may be the world’s best
example of how to transfer HIV/AIDS funds and
expertise to the places most lacking and in need.

“The success of the Bush initiative is caught 
up to a large extent in the success of the Global
Fund,” Russell notes. “Initiatives established by
the Global Fund need to be complementary with
the Bush initiative, because the curve of these
interventions is incredibly steep.”  ■

Prevention report finds
worrisome financial gaps
International HIV experts provide analysis

Despite worldwide attention on sub-Saharan
Africa and its AIDS epidemic, there is far too

little access to HIV prevention services around
the world, according to a recent report by the
HIV Prevention Working Group.

“Our report shows that global access to pre-
vention is severely limited in all regions, with one
in five who have the need having access,” says
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Helene Gayle, MD, MPH, director of HIV, TB
and Reproductive Health Programs at the Bill &
Melinda Gates Foundation. Gayle and other HIV
experts spoke about the HIV Prevention Working
Group report at a recent media teleconference.

In sub-Saharan Africa, only 6% of people have
access to counseling and testing, and only 1% 
of pregnant women have access to treatment to
prevent mother-to-child transmission, the report
states.1

The HIV Prevention Working Group consists
of a panel of 40 leading public health experts,
clinicians, and researchers, and was convened 
by the Bill & Melinda Gates Foundation and the
Henry J. Kaiser Family Foundation.

The prevention gap could be addressed once 
a funding gap is bridged, the report suggests.

Global funding for HIV prevention efforts,
excluding the wealthier nations, amounted to
$1.9 billion in 2002, which is only one-third of the
estimated $5.7 billion needed to reach everyone
who needs HIV prevention services, the report
says.

“Without an immediate scale-up of HIV pre-
vention services, we’re very likely to see an
exploding of HIV in countries where HIV is
emerging and a continuing devastation in many
countries in Africa,” Gayle says.

For example, in sub-Saharan Africa, the
Working Group’s analysis shows that current
prevention spending amounts to $927 million,
against a need of $1.5 billion. And in Asia and
the Pacific, where AIDS has not yet exploded,
the spending gap is even more pronounced. The
report estimates a need for $1.9 billion to be
spent on prevention, while only $421 million

was spent in 2002.1

The stakes are particularly high in China and
India, where populations exceed one billion. For
example, if prevention measures aren’t imple-
mented immediately in China, there could easily
be 10 million people infected with HIV by 2010,
which is 10 times the number currently infected,
says Yiming Shao, MD, of China’s National
Center for AIDS/STD Prevention and Control.

“So the situation is really at a critical point,”
Shao says. “The good news is that the central
government of China and the committee of the
country have been alerted to the situation, and 
in the past two to three years, several positive
things have been happening.”

China has a new five-year AIDS action plan,
and the government has permitted more inter-
vention and prevention measures. Even though
the country has been heavily hurt by the severe
acute respiratory syndrome (SARS) epidemic,
that is only a short-term emergency, Shao says.

In the long run, the public health sector will be
strengthened by the SARS fight, and it may have
a positive effect on the fight against AIDS, Shao
adds.

India’s AIDS epidemic is poised to make an
even more dramatic impact, according to the
report.

Some U.S. intelligence reports project that up
to 25 million new infections could occur in India
between 2002 and 2010.1

The funding gap estimates were based on a
lengthy analysis of current best practice prevention
programs, an assessment of what HIV prevention
services are available in low- and middle-income
countries, and assumptions concerning program
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capacity in these countries, says Catherine
Hankins, MD, of UNAIDS in Geneva, Switzerland.

“The cost of different prevention programs is
the cost at the country level, and it doesn’t include
funds to strengthen the infrastructure to deliver
these programs,” Hankins says. “This will pro-
vide life skills for teachers, but not money for
training new teachers and new schools, so these
are bare-bones estimates.”

HIV Prevention Working Group members
emphasize that the numbers are calculations
based on their analysis.

“The numbers in this report are estimates, ball-
park figures,” says Drew Altman, PhD, president
of the Henry J. Kaiser Family Foundation.

“But we felt it was best to do the best we
could to generate some numbers, because with-
out these estimates, we don’t know what we’re
spending on prevention now or what we need 
to spend,” Altman says.

“Does a roughly $4 billion spending gap sound
unattainable?” he says. “It doesn’t to me, because
I spend most of my life working on domestic
efforts.”

By comparison, it would cost the United States
about $40 billion to provide prescription drug
coverage to senior citizens, Altman says.

“Secondly, the report found that developing
countries themselves spend about as much on
prevention as the wealthy donor nations spend,
so the developing nations are making a significant
effort,” Altman says. “With the possible exception
of the United States and the United Kingdom, in
absolute dollar amounts, the amounts given for
prevention by wealthy donor nations are actually
quite small, and they look like what you’d expect
from a private foundation more than a major
country.”

For instance, the Kaiser Family Foundation
spends more on HIV prevention than do Sweden
and France, Altman says.

The problem is that by the time many wealthy
nations begin to increase their prevention fund-
ing, the problem has already magnified to the
point that even more funds are needed, Gayle
says.

“For the range of money that we’re spending
now, if we had invested that a decade ago, we
could have cut in half the number of new infec-
tions we now have,” Gayle states. “This epidemic
isn’t going away, and we either pay now or we
pay later.”

If the wealthy nations had invested $1.5 to $1.9
billion annually 10 years ago, then it would have

saved the world $90 billion in associated HIV/
AIDS costs, Gayle adds. “Our report says every-
one should increase [funding], and it ought to be
proportionate to their gross domestic product.”

The goal of additional prevention spending
would be to achieve across the world the same
level of success that has been achieved in Uganda,
the report suggests.

A very poor nation, Uganda’s HIV/AIDS epi-
demic had already spread to 11% of the women
attending prenatal clinics by 1985. The next year,
Uganda’s president spoke openly about AIDS
and established the National AIDS Control
Program, launching an AIDS awareness cam-
paign, according to the report. Uganda’s preven-
tion work has resulted in a reduction of AIDS
prevalence from 15% in 1991 to 5% in 2001.1

The four key points of Uganda’s prevention
efforts are leadership, prevention, fighting the
epidemic early on, and providing resources to
sustain the programs, says David Serwadda,
MBChB, PhD, director of the Institute of Public
Health at Makerere University in Uganda.

“The political leadership was very important
in Uganda,” Serwadda says.  ■

Gold Fields adds 
to AIDS program 

Gold Fields, a South African company that has
taken a leading role in helping its employees

with HIV/AIDS, says it plans to extend its exist-
ing wellness management program to include
highly active antiretroviral therapy (HAART) as 
a treatment option for all of its employees living
with AIDS. 

Gold Fields previously provided antiretroviral
therapy on a limited basis to prevent mother-to-
child transmission of AIDS and as postexposure
prophylaxis to rape victims and employees with
occupational exposure to HIV. 

Last August, the company launched a volun-
tary counseling and testing program and a well-
ness management program. The company said it
intends to introduce HAART on a pilot basis at
all of its South African operations as an extension
of that program. 

Since 1986, Gold Fields has been in the fore-
front of developing best-practice responses for
both the prevention of infection and the care of
people living with HIV/AIDS.  ■
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in delivering the therapy becomes more impor-
tant,” Bangsberg says. “Prior to this, it didn’t
matter so much.”

HIV patients who have private insurance are
less likely to fall through the cracks of those sys-
tems, as are the patients who rely on the city’s pub-
lic health system for their care, Bangsberg adds.

For example, the very poorest people are the
homeless, and they are unlikely to make HIV
treatment even one of their top three life priori-
ties, Katz says.

And there are incredible obstacles to providing
HIV treatment to people who are actively abus-
ing alcohol or drugs, Katz says.

One of the keys to success with this population
is to improve access to substance abuse and men-
tal health services, but this is a daunting task even
for a city like San Francisco, which places a higher
priority on these services than most other cities,
Katz says.

“We have full access to mental health services,
but not full access to substance abuse treatment,”
Katz says. “But I’ve never had trouble getting an
HIV-positive person into substance treatment.”

Unfortunately, the city’s budget problems may
result in cuts to the city’s mental health and sub-
stance use programs, as well as to general assis-
tance to the poor, Bangsberg says.

“My prediction is the disparity in AIDS progres-
sion is going to get worse instead of better,” says
Bangsberg. “If we have this premiere health sys-
tem delivering HIV care to poor people, and we’re
faced with budget cuts to make this less than a
premiere system, that will translate into increasing
mortality among poor people with HIV.”

On the other hand, it’s possible that new drug
developments will help close the gap in the dis-
parity, Katz says.

For example, when a once-a-day protease
inhibitor combination becomes available, then
there will be more AIDS patients who have sub-
stance use and other problems who will be able
to maintain their antiretroviral regimen, particu-
larly if the city were to start a directly observed
therapy program.

Reference
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highly active antiretroviral therapy, San Francisco. JAIDS
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STD rates began rising
long ago, say researchers
Study shows at-risk behavior is long-term trend

Although recent increases in some sexually
transmitted diseases (STDs) have worried

public health officials about how this could signal
a rise in new HIV cases, a new study shows that
risk behavior among HIV-positive people has
been a problem for at least a decade.

“Recent trends in syphilis have provided data
that made people think we need to focus more 
on prevention among positives,” says Emily J.
Erbelding, MD, MPH, chief of clinical services for
the Baltimore City Health Department and assis-
tant professor in the division of infectious diseases
of the department of medicine at Johns Hopkins
University School of Medicine in Baltimore.

Unfortunately, prevention programs targeting
HIV-infected people would have been a good
strategy to start even before the introduction 
of highly active antiretroviral therapy, which
some health care officials suspect has led to
increasing risk behaviors among those at risk
for HIV, as well as among those who already 
are infected.

The study found that 13.9% of 796 men with
HIV who were seen between 1993 and 1998 at STD
clinics in Baltimore developed an STD after their
first HIV diagnosis. The same was true of 11.9% of
the 354 women included in the clinical cohort.1

“These were people who came to the STD clin-
ics and were diagnosed HIV-positive through
routine counseling and testing,” Erbelding says.
“These were just people coming in for clinical
care, and after learning they were HIV-positive,
they were counseled, and later came back to the
clinic with a new STD.”

This suggests that a significant percentage of
HIV-positive people continued their risky behav-
ior despite knowing their positive serostatus and
despite being counseled on how to prevent trans-
mission to others, Erbelding says.

“Among men who have sex with men [MSM],
we’re seeing rising rates [of syphilis], and in many
cities we’re noticing these epidemics,” Erbelding
says. “Syphilis is a biological marker of risk behav-
ior, and we think it’s a change, because there’s a
shift to seeing more in MSM.”

Because there is a lack of good behavioral
surveillance on the national level, public health

August 2003 / AIDS ALERT ® 103

(Continued from page 98)



officials use syphilis data to draw conclusions
about behavior, Erbelding says.

Prevention programs targeting HIV-positive
people are fairly new, but those who have been
working in the STD field have known all along
that many HIV-positive people struggle with
behavior change after learning their serostatus,
says Patricia Ann Coury-Doniger, FNP. She is
director of the Center for Health and Behavioral
Training and the STD/HIV Program at the
University of Rochester (NY). The Monroe
County Health Department collaborates with
the university to provide the services.

“It was taboo to talk about it within the HIV
field,” Coury-Doniger says. “Nobody could talk
about the fact that some people with HIV were
not practicing safer sex.”

But STD health care officials regularly saw
evidence of risk behavior among HIV-positive
patients.

“Within the STD world, we saw HIV-infected
people coming to our clinic who told us they were
not practicing safe sex, and they had infections, so
you couldn’t ignore the evidence,” Coury-Doniger
says. “From a behavioral standpoint, it only made
sense.”

Research has consistently shown that about
30% of HIV-positive people reduce their risk
behaviors after learning their serostatus, but that
leaves a large number of people who haven’t
made that behavioral shift, Coury-Doniger says.

One solution would be to integrate STD and
HIV services to meet the need for intensive inter-
ventions aimed at co-infected populations, she
says. (See story on the Rochester prevention
intervention, at right.)

What the Baltimore study suggests is that the
whole issue of funding HIV prevention vs. HIV
treatment is a false dichotomy, and clinicians
working with HIV populations need to think
differently now, Erbelding says.

“By improving prevention efforts, we can
decrease the chance that HIV-positive people
will transmit HIV to others,” Erbelding says.

“I think young gay men, particularly racial
minority groups at high risk or young men who
don’t identify as gay but have MSM experiences,
and young injection drug users, are the groups 
I’d try to focus prevention services on,” Erbelding
says. “They probably have other STDs, so their
chances of transmitting to others is enhanced
because of the fact of their having STDs.”

Researchers are working on developing pre-
vention strategies for seropositive people that 

can be implemented during brief clinical visits,
Erbelding says.

Another strategy is for clinicians to regularly
screen HIV patients for STDs, which would pro-
vide an opportunity for continued prevention
counseling and could help prevent public health
problems that occur when HIV-positive people
engage in risk behaviors and have STDs that can
increase the risk of HIV transmission, Erbelding
says.

The cost of screening for most STDs is less
than $20, while the HIV viral load test costs a
minimum of $80-$90, so an annual screening for
syphilis, gonorrhea, and chlamydia should not
be cost-prohibitive, Erbelding adds.
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Prevention program aims
to change patient behavior
STD and HIV prevention placed together

ARochester, NY, program combines STD and
HIV prevention and counseling to target

some of the most difficult risk populations,
including incarcerated people and HIV-infected
people who have had reportable sexually trans-
mitted diseases in the two years prior to or after
their HIV diagnosis.

The philosophy driving the STD/HIV program
is that suitable methods for behavioral change
among HIV-positive people are precisely the
same sorts of methods used to reduce risk behav-
ior among high-risk HIV-negative populations.

“From an infectious disease standpoint and a
behavioral standpoint, it makes a lot of sense,”
says Patricia Ann Coury-Doniger, FNP, director
of the Center for Health and Behavioral Training
and the STD/HIV Program, University of
Rochester (NY). The Monroe County Health
Department contracts with the university to pro-
vide its STD and HIV prevention services.

“If you have persons who are HIV-positive and
who are having trouble because of new STDs, it
only makes sense to do intense intervention for
them,” Coury-Doniger says. “The science says to
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do it, and I don’t think anyone would argue that
the science of HIV/STD relationships strongly
supports integrating services.”

In fact, the strongest barrier to integrating the
two is funding, she says.

“People are afraid of mixing the funding
stream, and that’s a barrier,” Coury-Doniger says.

However, that argument becomes less valid as
the epidemic increasingly affects communities of
color where public health officials traditionally
have seen higher rates of STDs, Coury-Doniger
says.

For instance, when STD and HIV services are
not integrated, an HIV prevention educator may
go out to speak to African-American teenagers
about HIV, but will miss the opportunity to offer
testing and treatment for the one in five teenage
girls who might be infected with chlamydia,
Coury-Doniger says.

“That’s the unscientific approach that happens
when you don’t integrate services and interven-
tions,” Coury-Doniger adds.

The integrated prevention program operated
by the University of Rochester in conjunction
with the Monroe County Health Department has
these features:

• Stage-based behavioral counseling.
Stage-based behavioral counseling is an adap-

tation of the Stages of Change/Transtheoretical
Model of Behavior Change Theory.

“We implemented it for positives and negatives
in 1996, and we stage each client according to their
willingness to adopt specific sexual behaviors that
would reduce their chances of transmitting or get-
ting another STD,” Coury-Doniger says.

“We have data on readiness for change and
sexual risk behaviors for people with HIV,” she
adds. “And it’s not that different from people
who are HIV-negative.”

The philosophy behind the program is that it
always is difficult for people to change their beha-
vior, and obstacles to some behavior changes
include cultural issues. For example, condom use
may interfere with some HIV-positive gay men’s
identity, so these men may decide they will only
have unprotected sex with other HIV-positive
men or they’ll have oral sex instead of anal sex,
because oral sex is a lower risk for HIV transmis-
sion, Coury-Doniger says.

However such harm-reduction approaches
ignore the problem of transmitting STDs such as
gonorrhea, herpes, and syphilis, all of which can
be transmitted through unprotected anal and oral
sex, Coury-Doniger says.

“So if you only focus on HIV, that approach is
not based on STD science, and we felt it was not
the full picture,” Coury-Doniger says.

Through the behavioral change program,
counselors assess HIV-positive people for their
readiness to disclose their serostatus to sexual
partners and to use a condom with every partner
every time, Coury-Doniger says.

Strategies selected based on circumstances

There are counseling strategies for each of the
stages of readiness. For example, if someone is in
the beginning or pre-contemplative stage, in which
the person has not begun to think about changing
his or her own behavior, there are three strategies:
“One is storytelling, two is discussing the impact
on others, and three is information-giving,” Coury-
Doniger says. “These are very specific, and for
MSMs, we tell them what STDs have to do with it.”

Counselors will select one of the three strate-
gies based on the circumstances. For instance, if
the HIV-infected person has not considered dis-
closing his HIV status to sexual partners, it may
be because no one has discussed with him what
the impact of that decision could be, Coury-
Doniger says.

“The person may think, ‘He’s an adult, so not
using a condom is on his head,’” she explains.

The counselor would employ the impact-on-
others strategy by showing the client a diagram 
of people who are linked together through sexual
relationships. “We would show that the person 
is having sex with a person he doesn’t know, and
it’s really a social network that is closed,” Coury-
Doniger says.

One person may transmit HIV to another, who
will transmit it to others, and before long the
same virus may be transmitted back to someone
the original HIV-infected person knows and cares
about, she says.

This behavioral change strategy works by influ-
encing attitudinal change as a prerequisite to influ-
encing behavioral change, Coury-Doniger adds.

• Masco program.
The health department’s STD/HIV program

has started a pilot project called the Monroe
County Safe (Masco) program. The program has
identified 60 people living with HIV/AIDS who
have had a reportable STD in the two years prior
to or since their diagnosis, Coury-Doniger says.

“We picked people at the highest risk, includ-
ing males and females who were having repeat
STDs,” Coury-Doniger says. “Then we developed
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a program where they receive a home visit every
three months by a disease intervention specialist.”

The specialist is someone trained to do partner
notification in the public health department. For
the Masco program, the specialist does urine
screening for gonorrhea, chlamydia, and syphilis.
The specialist also will offer an HIV test and
counseling for anyone in the client’s household.

“And we use Stage-based Behavioral Counsel-
ing around the health care-seeking behaviors,
such as whether they are accessing HIV medical
care and adhering to prescribed treatments,”
Coury-Doniger says.

While many clients are enrolled in the pro-
gram, Masco is now on hold because of funding
cuts to the county, and alternative funding
avenues are being sought, she adds.

• STD clinic and testing.
The center provides STD/HIV services to

county juvenile and criminal justice facilities,
Coury-Doniger says.

“There are disproportionately high numbers 
of HIV-positive men and women in these county
criminal justice facilities, and many of them are
not in care,” Coury-Doniger says.

The center provides transitional planning for
this population to link them to HIV care upon
release. STD and HIV counseling and testing are
also provided.

Again, stage-based behavioral counseling pre-
vention services are provided to address the pop-
ulation’s risk behaviors, Coury-Doniger says.

An incarcerated population often is more
receptive to receiving HIV/STD information than
are clients seen in community settings, where
there may be time constraints and competing
interests, Coury-Doniger notes.

• Training in behavioral counseling.
The STD/HIV Prevention Training Center pro-

vides behavioral training and instruction in stage-
based counseling. Most of the courses, which
provide continuing education units, are offered
free to anyone who would like to enroll. The
coursework includes behavioral training specifi-
cally for HIV/STD prevention or for people living
with HIV, and covers the following topics:

— community HIV educator training;
— domestic violence information;
— HIV/AIDS confidentiality law;
— HIV/AIDS treatment update;
— HIV disclosure;
— HIV treatment fraud;
— implementing HIV reporting and partner

notification;

— HIV testing procedures;
— implementing rapid HIV testing;
— mental health services: ensuring appropriate

referrals for HIV-positive clients;
— promoting adherence to HIV treatment;
— reducing perinatal HIV transmission;
— reducing the risk and harm of HIV infection;
— serving families from assessments to service

plans;
— STD update for clinicians;
— tailoring HIV counseling and testing to the

unique needs of adolescents;
— cultural diversity training for case managers;
— educational theatre for STD/HIV prevention;
— ABCs of hepatitis and HIV;
— behavioral interventions for incarcerated

women and adolescents.
The course descriptions can be found on the

Internet at www.urmc.rochester.edu/chbt.  ■

Too many still fail to tell
sex partners of serostatus
National study shows major problem

An analysis of disclosure of HIV status, taken
from the HIV Cost and Services Utilization

Study, shows that many HIV-infected people fail
to tell sexual partners about their status.

The study of HIV-infected people showed that
42% of men who have sex with men (MSM), 19%
of heterosexual men, and 17% of women reported
having had sex without disclosure of their serosta-
tus. A total of 13% of partnerships in which one
person is HIV-positive involved unprotected anal
or vaginal sex without disclosure.1

“We confirmed what a lot of smaller studies on
disclosure have found,” says Daniel Ciccarone,
MD, MPH, assistant professor of family and com-
munity medicine and anthropology, history, and
social medicine at the University of California -
San Francisco.

“There is sex occurring prior to disclosures
between HIV-positive people and their partners,”
Ciccarone says.

On a positive note, most HIV-positive people
receiving care are abstinent or having sex with
disclosure, Ciccarone says.

When researchers further analyzed the per-
centage of MSM who reported a fairly high rate
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of nondisclosure prior to having sexual contact,
they found that much of that sex was what the
gay community considers lower-risk sex, such as
oral sex, protected sex, and receptive sex, mean-
ing the HIV-positive person received the anal sex,
Ciccarone says.

“The context is important, because disclosure
is really only a concern from a public health
point of view,” Ciccarone says. “Someone might
say it’s a moral problem, but we’re mostly inter-
ested in disclosure that potentially leads to HIV
transmission.”

Too often, HIV-positive people are having sex
with partners who don’t ask for their status and
don’t disclose their own.

“One of the curious findings in the study is
that within serodiscordant situations, many gay
men have sex with someone whose status they
don’t know,” Ciccarone says. “This is mutual
nondisclosure.”

Across a large sample of gay and heterosexual
HIV-positive men and women, the data showed
that 13% reported having sex prior to disclosure,
Ciccarone says.

Another new study notes that there is an
increasing trend of high-risk sexual behavior
among MSM, and investigators conclude that
prevention messages should address disclosure
of HIV serostatus.2

The study found that 12.7% of MSM surveyed
through interviews at gay-oriented venues in San
Francisco and in gay neighborhoods reported
having had unprotected anal intercourse with 
at least two sex partners who were potentially
sero-discordant. 

Likewise, a study involving MSM in South
Beach, a neighborhood in Miami Beach, FL,
found that 15% of unmarried MSM ages 18 to 
29 tested positive for HIV antibodies. Forty-five
percent of those surveyed reported engaging in
unprotected anal sex within the past 12 months,
and 31% reported unprotected anal intercourse
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CE/CME questions
5. By what percentage is the CDC committed to

reducing new HIV infections by 2005?
A. 20% C. 40%
B. 30% D. 50%

6. A recently published study of people with AIDS
in San Francisco found what sort of disparity
between those who lived in poor neighborhoods
and those who lived in affluent neighborhoods?
A. Those who lived in poor neighborhoods were

significantly less likely to access the city’s
public health services for HIV-infected people.

B. About 70% of the people living in the city’s
poorest neighborhoods survived five years
after an AIDS diagnosis, compared with
more than 85% of the people living in the
wealthiest neighborhoods.

C. About 20% of the people living in the poor
neighborhoods reported risk-reduction
behaviors, compared with 30% of the people
living in the wealthy neighborhoods.

D. AIDS prevalence was about twice as high in
the poor neighborhoods as in the wealthy
neighborhoods.

7. In a recent study of HIV-infected people seen at
STD clinics in Baltimore, it was found that 13.9%
of the men and 11.9% of the women developed
an STD after their first HIV diagnosis. During
which period of time was this cohort studied?
A. 1990 to 1993
B. 1993 to 1998
C. 1998 to 2000
D. 2000 to 2002

8. Stage-based behavioral counseling is a preven-
tion intervention being used for STD/HIV clients
in Rochester, NY. Which statement describes
the philosophy behind the intervention?
A. It always is difficult for people to change their

behavior, and obstacles to some behavior
changes include cultural issues.

B. Before people are capable of changing their
behavior, they must have a change of attitude.

C. Counseling and interventions must be tai-
lored to fit the client’s attitude and cultural
issues at the particular stage that represents
the client’s mindset.

D. All of the above

CE/CME directions
To complete the post-test for AIDS Alert, study the
questions and determine the appropriate answers.
After you have completed the exam, check the
answers on p. 108. If any of your answers are
incorrect, re-read the article to verify the correct
answer. At the end of each six-month semester, 
you will receive an evaluation form to complete 
and return to receive your credits.



with a non-primary partner.3

This is where public health messages should
focus, continuing to stress condom use and safer
sex while also emphasizing the importance of
disclosing one’s HIV status to a sexual partner,
Ciccarone says.

For instance, Ciccarone says, Seattle has con-
ducted a prevention campaign with posters
showing two men wrestling while clothed. The
caption reads, “Ask and Tell,” and “Ask for your
partner’s serostatus, and tell yours” 

“If someone had not designed that campaign, 
I would have suggested it,” he adds.
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CE objectives

After reading this issue of AIDS Alert, CE
participants should be able to:

• identify the particular clinical, legal, or
scientific issues related to AIDS patient care;

• describe how those issues affect nurses,
physicians, hospitals, clinics, or the health
care industry in general;

• cite practical solutions to the problems
associated with those issues, based on over-
all expert guidelines from the Centers for
Disease Control and Prevention or other
authorities and/or based on independent
recommendations from specific clinicians at
individual institutions.  ■
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CE/CME answers
Here are the correct answers to this month’s
CME/CE questions. 

5. D — 50%

6. B — About 70% of the people living in the
city’s poorest neighborhoods survived five
years after an AIDS diagnosis, compared
with more than 85% of the people living in
the wealthiest neighborhoods.

7. B — 1993 to 1998

8. D — All of the above


