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...Making the right to development a reality for everyone and freeing the entire human race from want.

United Nations Millennium Declaration’

“How we fare in the fight against AIDS is
crucial. Halting the spread is not only a
Millennium Development Goal in itself; it is a
prerequisite for reaching most of the others. Only
if we meet this challenge can we succeed in our
other efforts to build a humane, healthy and
equitable world. Let us ensure we are equal to it.”

In September 2000, 189 governments from around
the world signed the Millennium Declaration and
committed to achieving sustainable reductions in
all dimensions of extreme poverty. To track
progress against this visionary global compact, the
Millennium Development Goals (MDGs) were
established as eight quantifiable and shared
priorities to be achieved by 2015. Although each
MDG is tracked separately, the reality is that they
are strongly interlinked.

A key factor in determining whether countries can
attain the MDGs is their response to HIV/AIDS.

Millennium Development Goals

Goal 1:
Goal 2:
Goal 3:
Goal 4:
Goal 5:
Goal 6:
Goal 7:
Goal 8:

Eradicate extreme poverty and hunger
Achieve universal primary education

Promote gender equality and empower women
Reduce child mortality

Improve maternal health

Combat HIV/AIDS, malaria and other diseases
Ensure environmental sustainability

Develop a global partnership for development

Kofi Annan, Secretary General, United Nations?

This is because HIV/AIDS not only has severe
health repercussions - hence one of the MDG
targets is to halt and reverse the epidemic - but
because AIDS is a major threat to other
development goals. The pandemic's scale will
make it difficult for many countries to achieve
their targets to lower poverty rates, ensure that all
children complete primary education, reduce
child mortality, improve maternal health, and curb
the global tuberculosis epidemic.

HIV at a glance®

W Between 34.6-42.3 million are living with
HIV. More than 20 million have died of AIDS
in the past 3 decades

m Each day, 15,000 people are infected with
HIV, and 4,000 people die of AIIDS

| 95% of new infections occur in the
developing world

M Sub-Saharan Africa, home to 10% of the
world's population, has 60% of those
infected with HIV

m 90% of those infected do not know it

This document is a summary of the IAVI report Putting it Together: AIDS and the Millennium Development Goals, a literature review of primary sources published between 2000 and 2005.
The full report can be accessed at www.iavi.org/AIDSandMDGs_report
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Goal: Eradicate extreme poverty and hunger

Target: Halve, between 1990 and 2015, the proportion of people whose income is less than one

dollar a day

HIV/AIDS increases poverty

Nations suffer at the macroeconomic level

A range of studies suggest that AIDS can lower GDP growth by
up to 1.5% per year.’ In a “typical” African country with 20% HIV
prevalence, the rate of GDP growth could be 2.6% lower each
year than it would have been in the absence of AIDS, due to a
reduction in growth per capita and a slower rise in population.
At the end of a 20-year period, GDP would be 67% lower than
it would have been without AIDS.’

Households face revenue losses and heavy costs

Because of the high medical and other costs of HIV-related
illness and death, and because AIDS often kills working-age
adults, the epidemic can have a significant household-level
impact. Studies from Thailand and South Africa demonstrate that
poverty is higher among AIDS-afflicted households than among
families without HIV-infected members.” In rural areas of five
high-prevalence countries, there is a correlation between AIDS
deaths and declining household wealth. Adult AIDS deaths in
Kenya, for instance, have a significant impact on both crop
income and value of household assets.?

A study from Botswana suggests that average income per capita
could fall by 10% over the next ten years due to HIV/AIDS. It

also predicts a 6% rise in households below the poverty line,
with income loss twice as large among the poorest households
as for the population as a whole.’

These effects will escalate over time

The long-term impact of AIDS, both at a macroeconomic level
and for individual households, can be expected to accelerate.
Scarce household resources and family income reductions
during severe illness force parents to choose immediate
consumption over long-term investments in the next
generation's human capital (e.g. school fees). As a result,
children orphaned by AIDS who reach working age earn
reduced incomes and possess less capital to invest in the future
of their own children.”” The increasing number of children who
become orphans due to AIDS (Figure 1) can also be expected to
raise poverty levels over time since orphans add to the economic
burden of their adoptive families and communities.

Orphans - statistics and predictions™ "

M 15 million children have been orphaned by AIDS worldwide
B 8in 10 live in sub-Saharan Africa

B The proportion of orphans under 15 years of age is as high as
17% of all children in some countries

W By 2010, there may be as many as 18 million children orphaned
by AIDS in sub-Saharan Africa alone

Figure 1. Probabilities of two parents surviving over time *
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Goal: Eradicate extreme poverty and hunger

Target: Halve, between 1990 and 2015, the proportion of people who suffer from hunger

HIV/AIDS worsens the nutritional
status of children

There is growing evidence of an important link between child
nutrition, food security and HIV/AIDS. HIV prevalence is
strongly negatively correlated with increasing calorie and
protein consumption in 44 sub-Saharan countries.” Evidence
suggests that child nutrition rapidly deteriorated in the presence
of high HIV prevalence during a 2002 drought in southern
Africa. Changes were much smaller during non-drought periods
and in areas with lower HIV prevalence.”

Orphaned children are more likely to live in poverty conditions
and receive inadequate nutrition than non-orphans. For
example, a study from Kenya shows that the weight-for-height
scores were almost 0.3 standard deviations lower for orphans
than for non-orphans.' In Zimbabwe, orphans were significantly
more likely to be underweight than children whose parents were
both alive. And in Lesotho, almost 40% of children under four
who had lost both parents were underweight, compared to
approximately 16% of non-orphans (Figure 2).”

Figure 2. Prevalence of being underweight among children under four, Lesotho™
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Goal: Achieve universal primary education

One parent alive

21%

Neither parent alive

Target: Ensure that, by 2015, children everywhere, boys and girls alike, will be able to complete a full

course of primary schooling

AIDS compromises efforts to
reach universal primary education

AIDS reduces the demand for schooling

Children affected by AIDS may drop out of school because they
can no longer afford fees or because their families rely on them
to contribute economically to the household or provide care for
ill family members. A study from Tanzania shows that schooling
was delayed for young children (7-10 years) who had lost their
mothers.”” In Zimbabwe, 65% of all children aged 13-15 years
had completed primary school, but the completion rate for
maternal orphans was only 53%.%

Data from Indonesia show that 14% of children who had
recently lost a parent dropped out of school between ages 6
and 10, whereas only 7% of non-bereaved children did. In
Mexico, maternal death caused a statistically significant 2.3%
increase in dropout rates in the first six months following a
mother's death; higher levels of household consumption did not
reduce this effect.”!

AIDS hampers countries' ability to supply education

Absenteeism and mortality of teachers and other staff are
growing problems in AIDS-affected areas. Data from a
comprehensive study of South Africa's public school system



show that the total number of in-service deaths grew by 30%
between 1997 and 2004, and a quarter of all teacher attrition
during this period was due to death and illness.?

Losing teachers can lower the quality of learning and prevent
children from obtaining a basic education.? In poor countries,

Goal: Reduce child mortality

administrators face substantial challenges in finding qualified
teachers to replace those who died. Even when replacement
teachers are readily available, the death of a teacher imposes costs
(for temporary and permanent replacement, as well as for
training) on education systems that are already fiscally burdened.*

Target: Reduce by two-thirds, between 1990 and 2015, the under-five mortality rate

AIDS has a negative impact on
child mortality

AIDS is a growing contributor to childhood deaths

The challenge of achieving the child mortality MDG in the
presence of HIV is illustrated in the nine highest HIV-
prevalence countries in Africa, all of which are “off track” for
reaching the MDG, and in five of which under-five mortality
actually increased between 1990 and 2003 (Figure 3).* One
study estimates that by 2015, up to 90% of under-five deaths in
Botswana will be directly or indirectly caused by HIV/AIDS.*

AIDS increases child mortality directly and indirectly

HIV, nearly always acquired through perinatal transmission,
accounted for about 570,000 child deaths in 2005.* Sixty percent of
infected children die before their fifth birthday.”

Child mortality can be attributed to AIDS even for uninfected
children, since families and communities weakened by AIDS render
children more susceptible to illness and death from other causes.
Several studies show that children born to HIV-infected mothers are
approximately three times more likely to die than children born to
uninfected mothers. This effect lasts throughout the childhood years,
but the risk of dying is highest during the years immediately before
and after a mother's death, suggesting that the mother's illness and
demise has a strong effect on the child's well-being.***!

The effect of AIDS on child mortality is increasing

An analysis of the HIV-related risk of dying before age five in 42
countries in sub-Saharan Africa estimates that in 1999, HIV
accounted for 7.7% of under-five mortality,” up from 2% in 1990. A
more recent analysis estimates that in 2002 nearly 10% of all under-
five deaths in sub-Saharan Africa could be attributed to HIV/AIDS.*

Figure 3. Change in under-five mortality rate in select countries with high HIV prevalence, 1990-2003”
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These figures, furthermore, average the rates across many countries.
When the analysis broke down HIV-related proportional
attributable child mortality for individual countries for 1999,
countries with high prevalence showed the effect of HIV even more
strongly (Figure 4). For instance, in Botswana and Zimbabwe, both
of which have seen increases in all-cause child mortality since
1990, the percentage of under-five deaths attributable to
HIV/AIDS was estimated at 42.4% and 35.1% respectively. In
Namibia, where all-cause child mortality has decreased, HIV/AIDS
contributes substantially to the under-five mortality rate,
accounting for approximately 26.8% of under-five deaths.*

A study on the long-term impact of HIV and orphanhood on
child mortality in rural Malawi, where approximately 10% of
pregnant women were HIV-positive at the time of the study,
estimated that 18% of under-five deaths in this population were
attributable to HIV.* On the basis of pooled data from
community-based studies in Uganda, Tanzania and Malawi,
another study estimates that, in a population with adult HIV
prevalence of 11%, the fraction of child mortality attributable to
maternal HIV infection was 15.7%.%

Figure 4. HIV-related population proportional attributable risk of dying before age five,

sub-Saharan Africa, 1999 *
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Goal: Improve maternal health

Target: Reduce by three-quarters, between 1990 and 2015, the maternal mortality ratio

HIV/AIDS worsens maternal health

Due to the additional risks that HIV-positive mothers face, the
HIV epidemic could further limit progress toward achieving the
MDG target to reduce maternal mortality, particularly in sub-
Saharan Africa and Southern Asia, where more than 80% of
maternal deaths occur.®

Pregnant women who are infected with HIV are at higher risk
for prenatal and childbirth complications because of sup-
pressed immunity. These complications include miscarriage,
anemia, postpartum hemorrhage, and puerperal sepsis, in addi-
tion to indirect causes during and after pregnancy, such as
malaria or pneumonia.*®

Thus, maternal mortality ratios for women infected with HIV can
be substantially higher than for uninfected women. For example,
the maternal mortality rate for HIV-positive mothers in Durban,
South Africa between 1996 and 1998 was more than twice the
rate for uninfected mothers." Similarly, another study shows the
rate of maternal deaths among HIV-positive women to be three
times higher than the rate among uninfected women in Rakai,
Uganda.” In South Africa, the proportion of maternal deaths due
to indirect infections (including AIDS) increased from 23% to
31% over the period 1998-2001, making these infections the
leading cause of maternal mortality.”



Goal: Combat infectious diseases

Target: Have halted by 2015 and begun to reverse the incidence of major diseases

HIV/AIDS undermines global
efforts to control tuberculosis

The epidemics of HIV and tuberculosis (TB) are closely
intertwined. Of the 40 million people currently living with
HIV/AIDS worldwide, it is estimated that nearly one-third are
also infected with TB.* Because of HIV-related immune
suppression, HIV-positive individuals who carry the TB bacillus
are more susceptible to active TB than HIV-negative people who
carry TB.

The risk of acquiring TB doubles soon after infection with HIV
and continues to increase during subsequent years.”* One study

estimated that 9% of the estimated 8.3 million new adult TB
cases worldwide in 2000 were directly attributable to HIV.” In
addition, HIV infection makes it harder to treat active TB
successfully.® Thus TB rates are actually increasing in high-HIV-
prevalence areas of sub-Saharan Africa (Figure 5), and the
spread of HIV in sub-Saharan Africa is primarily responsible for
driving the number of active TB cases upwards by 6% per year.®

A recent review on progress toward the MDGs argues that the
AIDS epidemic represents the greatest emerging threat to TB
control.”® One analysis finds that if sub-Saharan Africa and
Eastern Europe were excluded from global statistics, under
current trends the TB prevalence rate could be cut in half
between 1990 and 2015.*

Figure 5. Tuberculosis case notification rates, 1980-2003 *
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Long term control of the HIV pandemic requires a truly comprehen-
sive approach, including investing in better preventive technologies

AIDS affects countries' fundamental development performance
and exerts detrimental effects on many MDGs, making it difficult
if not impossible for many countries to achieve their MDG
targets. More than ever, world leaders must
comprehensive and integrated approach to AIDS.

ensure  a

Looking at the time between today and the MDGs' 2015 target
date, it is essential that the delivery of existing interventions for
HIV prevention, treatment and care be dramatically expanded
and strengthened. At the same time and looking beyond 2015, it
is equally essential to ensure increased and strategically targeted
investments in new technologies - including drugs, diagnostics

and tools for prevention, notably microbicides and vaccines,
which offer the best hope to end the pandemic and its
deleterious effects.

Governments, donors and civil society need to commit to
increased funds for HIV prevention research and product
development and build stronger political support, especially for
the deeper involvement of developing countries. The
international community must also take steps to promote
expanded industry participation and a more coordinated and
active scientific effort. Such actions are needed today and must
be maintained in the years to come.



References

1 UN General Assembly, fifty-fifth session. “Resolution adopted by
the General Assembly: United Nations Millennium Declaration”
(A/RES/55/2). 18 September 2000.

2 UN High-Level meeting, New York, New York, June 2, 2005.
3 UNAIDS. Report on the global AIDS epidemic. Geneva, UNAIDS, 2004.

4 Bell, C., Devarajan, S., and Gersbach, H. The long-run costs of
AIDS: Theory and an application to South Africa. World Bank Policy
Research Working Paper 3152. Washington DC, World Bank, 2003.

5 Bonnel, R. HIV/AIDS and economic growth: A global
perspective. The South African Journal of Economics 68(5):
820-55, 2000.

6 Janjaroen, W.A. The impact of AIDS on household composition
and consumption in Thailand. In: Ainsworth, M., Fransen, L., and
Over, M., eds. Confronting AIDS: Evidence from the developing
world, 349-54. Washington DC, European Commission, 1998.

7 Bachmann M.O. and Booysen, F.R. Health and economic impact
of HIV/AIDS on South African households: A cohort study. BMC
Public Health 3: 14, 2003.

8 Mather, D., Donovan, C., Jayne, T.S., Weber, M. Using empirical
information in the era of HIV/AIDS to inform mitigation and rural
development strategies: Selected results from African country
studies. American Journal of Agricultural Economics 87(5):
1289-97, 2004.

9 Greener, R. The impact of HIV/AIDS on poverty and inequality.
In: Haacker, M., ed. The Macroeconomics of HIV/AIDS, 167-81.
Washington DC, International Monetary Fund, 2004.

10 Bell, C., Devarajan, S., and Gersbach, H. Thinking about the
long-run economic costs of AIDS. In: Haacker, M., ed. The
Macroeconomics of HIV/AIDS, 96-133. Washington DC,
International Monetary Fund, 2004.

11 World Health Organization. Health in the Millennium
Development Goals. Geneva, WHO, 2005.

12 Bellamy, C. The state of the world's children 2005: Childhood
under threat. New York, UNICEF, 2004.

13 Bell, C. et al, 2004.

14 Stillwaggon, E. HIV/AIDS in Africa: Fertile terrain. Journal of
Development Studies 38(6): 1-22, 2002.

15 Mason, J.B., Bailes, A.T., Mason, K.E., Yambi, O., Jonnson, U.,
et al. AIDS, drought and child mortality in Southern Africa, 2003.
Public Health Nutrition. 8(6):551-563, 2003.

16 Lindblade, K.A., Odhiambo, F., Rosen, D.H., DeCock, K.M.
Health and nutritional status of orphans <6 years old cared for by
relatives in western Kenya. Tropical Medicine and International
Health 8(1): 67-72, 2003.

17 Mason, J.B. et al, 2003.
18 Ibid.
19 Ainsworth, M., Beegle, K., and Koda, G. The impact of adult

mortality on primary school enrollment in Northwestern Tanzania.
Africa Region, World Bank Working Paper Series, 2000.

20 Nyamukapa, C. and Gregson, S. Contrasting primary school
outcomes of paternal and maternal orphans in Manicaland,
Zimbabwe: HIV/AIDS and weaknesses in the extended family
system. MEASURE Evaluation Working Paper Series, no. WP-03-71.
Chapel Hill, NC, USAID and University of North Carolina, 2003.

21 Gertler, P., Martinez, S., Levine, D., and Bertozzi, S. Lost presence
and presents: How parental death affects children. Berkeley CA,
University of California, Haas School of Business, 2004.

22 Badcock-Walthers, P., Wilson, D., Gorgens, M., Heard, W.,
Desmond, C., and Buckle, A. Educator attrition & mortality in
South Africa (1997/98-2003/04). Durban, Education Labour
Relations Council (ELCR) by the MTT (Mobile Task Team on the
impact of HIV/AIDS on education), 2005.

23 Guinness, L. and Alban, A. The economic impact of AIDS in Africa:
A review of literature. UNAIDS Background paper for ADF, 2000.

24 Grassly, N.C., Kamal, D., Pegurri, E., Sikazwe, A., Malambo, 1.,
Siamatowe, C., et al. The economic impact of HIV/AIDS on the
education sector in Zambia. AIDS 17: 1039-44, 2003.

25 UN Department of Economic and Social Affairs, Statistics
Division. Millennium indicators database. New York, UN DESA,
2005. Available at
http://millenniumindicators.un.org/unsd/mi/mi_goals.asp.

26 UN Millennium Project. Investing in development: A practical
plan to achieve the Millennium Development Goals. Overview.
New York, United Nations Development Program, 2005.

27 UN Department of Economic and Social Affairs, Statistics
Division, 2005.

28 UNAIDS and WHO. AIDS epidemic update: Special report on
HIV prevention. Geneva, UNAIDS, 2005.

29 Newell, M., Brahmbbhatt, H., and Ghys, P. Child mortality and
HIV infection in Africa: A review. AIDS 18 (Suppl. 2): 7-34, 2004.

30 Ibid.

31 Zaba, B., Marston, M., and Floyd, S. The effect of HIV on child
mortality trends in sub-Saharan Africa. New York, UN Population
Division, Department of Economic and Social Affairs, 2003.
Available at

http://www.un.org/esa/population/publications/adultmort/Zaba.pdf

32 Walker, N., Schwartlinder, B., Bryce, J. Meeting international
goals in child survival and HIV/AIDS. Lancet 360: 284-9, 2002.

33 Newell, M. et al, 2004.
34 Walker, N. et al, 2002.
35 Ibid.

36 Crampin, A.C., Floyd, S., Glynn, J.R., Madise, N., Nyondo, A.,
Khondowe, M.M., et al. The long-term impact of HIV and
orphanhood on the mortality and physical well-being of children
in rural Malawi. AIDS 17(3): 389-97, 2003.

37 Zaba, B., Marston, M., Nakiyingi, J., Whitworth, ],
Ruberantwari, A., et al. HIV and child mortality: Evidence from
surveillance studies in Uganda, Tanzania and Malawi. MEASURE
Evaluation Working Paper Series, no. WP-03-74. Chapel Hill, NC,
USAID and University of North Carolina, 2003.

38 UN Department of Economic and Social Affairs, Statistics
Division. Progress toward the Millennium Development Goals,
1990-2005. New York, UN DESA, 2005. Available at
http://unstats.un.org/ unsd/ mi/ mi_ dev_ report.htm

39 WHO. The World Health Report 2005: Making every mother
and child count. Geneva, WHO, 2005.

40 Graham, W. and Hussein, J. Measuring and estimating maternal
mortality in the era of HIV/AIDS. New York, UN Population
Division, 2003.

41 Khan, M., Pillay, T., Moodley, J.M., Connolly, C.A.: Durban
Perinatal TB HIV-1 Study Group. Maternal mortality associated
with tuberculosis-HIV-1 co-infection in Durban, South Africa. AIDS
15(14): 1857-63, 2001

42 Sewankambo, N.K., Gray, RH., Ahmad, S., Serwadda, D.,
Wabwire-Mangen, F., et al. Mortality associated with HIV infection
in rural Rakai District, Uganda. AIDS 14(15):2391-400, 2000.

43 Pattinson R.C. (editor). Saving mothers. Second report on
confidential enquiries into maternal deaths in South Africa.
Pretoria, South Africa Department of Health, 2002.

44 Corbett, E., Watt, C., Walker, N., Maher, D., Williams, B.G.,
Raviglione, M.C., et al. The growing burden of tuberculosis: Global
trends and interactions with the HIV epidemic. Archives of Internal
Medicine 163(9): 1009-21, 2003.

45 Williams, B.G., Dye, C. Antiretroviral drugs for tuberculosis
control in the era of HIV/AIDS. Science 301: 1535-7, 2003.

46 Sonnenberg, P., Glynn, J.R., Fielding, K., Murray, J., Godfrey-
Faussett, P., and Shearer, S. How soon after infection with HIV
does the risk of tuberculosis start to increase? A retrospective
cohort study in South African gold miners. Journal of Infectious
Diseases 191(15): 150-8, 2005.

47 Corbett, E. et al, 2003.
48 Williams, B.G. et al, 2003.
49 Corbett, E. et al, 2003.

50 World Health Organization. Global tuberculosis control:
Surveillance, planning, financing. Geneva, WHO, 2005.

51 Broekmans, J., Caines, K., and Paluzzi, J.E. (editors). Investing
in strategies to reverse the global incidence of TB. UN Millennium
Project. London, Earthscan Publications Ltd., 2005.

52 Dye, C., Watt, CJ., Bleed, D.M., Hosseini, S.M., and Raviglione,
M.C. The evolution of tuberculosis control and prospects for
reaching the Millennium Development Goals. Geneva, WHO
STOP TB, 2005.

The International AIDS Vaccine Initiative (IAVI) is a global not-for-profit organization whose mission is to ensure the development of safe,
effective, accessible, preventive HIV vaccines for use throughout the world. Founded in 1996 and operational in 23 countries, IAVI and its
network of collaborators research and develop vaccine candidates. IAVI's financial and in-kind supporters include the Alfred P. Sloan
Foundation, the Bill & Melinda Gates Foundation, The New York Community Trust, The Rockefeller Foundation, The Starr Foundation;
the Governments of the Basque Country, Canada, Denmark, European Union, Ireland, The Netherlands, Norway, Sweden, United
Kingdom, and United States; multilateral organizations such as The World Bank; corporate donors including BD (Becton, Dickinson & Co.),
Continental Airlines, DHL and Pfizer; leading AIDS charities such as Broadway Cares/Equity Fights AIDS, Crusaid, Deutsche AIDS-
Stiftung, and Until There's A Cure Foundation; other private donors such as the Haas Charitable Trusts; and many generous individuals
from around the world. For more information, see www.iavi.org.
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 The Joint United Nations
Programme on HIV/AIDS

« Action AID!

* AIDES

* AIDS-Fondet

« Aids Fonds

* AIDS Foundation East-West

« AIDS Tukik (Finnish AIDS Council)

« AIDS Vaccine Advocacy Goalition

« All-Ukrainian Network of People
Living With HIV and AIDS

 Canadian AIDS Society

* CARE

« Deutsche AIDS-Stiftung

* Ecumenical Advocacy Alliance

« Fundacion para Estudio e
Investigacion de la Mujer

« Global Network of People Living
with HIV/Aids

« Grupo de Incentivo a Vida

* Grupo de Trabajo sobre
Tratamientos del VIH

* Grupo Pela Vidda

* Health & Development
Networks

* HivNorge

« International Council of AIDS
Service Organizations

« International Women's AIDS
Caucus

« International Women's Health
Coalition

« National AIDS Trust

 Network of African People Living
with HIV/AIDS

*Noah's Ark-Red Cross Foundation

* Sensoa

* Southern Africa HIV/AIDS
Information Dissemination
Service

* STOP AIDS NOW!

« Transatlantic Partners Against
AIDS

*World AIDS Campaign



