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Progress toward selected MDGs by region [1,2]

MDG progress
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Goal: Eradicate extreme

Region prevalence 2002 universal pri- child maternal infectious
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Note: Words in each box refer to the absolute level of the indicator (e.g. “high” when applied to poverty indicates a
high level of poverty, which is unfavorable; “high” when applied to school enroliment indicates a high level of enroll-
ment, which is favorable).

The colors of each box show the trend toward meeting the target by 2015.
Target already met or very close to being met
Target expected to be met by 2015

[N Target not expected to be met by 2015
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Introd uction

One of the most important and visionary global
actions of recent years was the commitment in
September 2000 by 189 governments from around
the world to “making the right to development a
reality for everyone and to freeing the entire
human race from want.”[3] As a global priority, the
movement to achieve sustainable reductions in all
dimensions of extreme poverty has reached an
unprecedented level, with efforts focused on and
measured against the agreed Millennium
Development Goals (MDGs) set for 2015.[4]

To date, progress towards achieving many of these
goals has been mixed: in some regions of the
developing world, such as East Asia, most coun-
tries have made important gains across the board
and are thus “on track” or better for reaching many
MDG targets. But in other regions, most notably in
sub-Saharan Africa, a large number of countries are
far behind and appear unlikely to reach or even
come close to reaching their goals for 2015.[4] The
reasons for this are complex and often interlinked,
but one stands out as a major overarching threat to
development: HIV/AIDS, the leading cause of mor-
tality among adults worldwide.[5] The severe
health impacts of AIDS - illness, incapacity and
death - are increasingly well documented and
understood. But AIDS also affects countries' fun-
damental development perfommnce and exerts
detrimental effects on many of the other MDGs.
AIDS will make it difficult if not impossible for
many countries to achieve their MDG targets.

There has been considerable progress on the glob-
al response to AIDS, with a concomitant increase
in the resources for the currently available range of

interventions for prevention, treatment and care.
Yet AIDS ravages large parts of the world today
and will continue to do so in the absence of new
preventive technologies, including a vaccine,
which represents the best hope for eventually
controlling the epidemic.

To further explore the links between fighting AIDS
and improving other development outcomes, the
International AIDS Vaccine Initiative (IAVD)
commissioned this paper to review the literature
on the impact of AIDS on selected MDGs.

With the introduction of a safe, effective and
accessible AIDS vaccine still some years away, it is
unclear whether a vaccine will be available in time
to contribute much to progress towards the MDG
targets between now and 2015. But to sustain
progress in fighting poverty and achieving basic
social goals over the longer run, developing
countries urgently require new HIV prevention
technologies - especially an AIDS vaccine - and
major investments are needed now if such a
vaccine is to emerge in the future.

Increasing the global commitment to AIDS vaccine
research and development must therefore be part
of the world's long-term global poverty reduction
efforts. Commitment should include provision of
incrased funding; stronger political support,
especially deeper involvement of developing
countries; and a more coordinated and active
scientific effort. That commitment is needed today
and must be sustained over the years to come, to
2015 and beyond.

Putting it Together: AIDS and the Millennium Development Goals



Rationale for this paper

The UN's recent progress report, Investing in
Development: A Practical Plan to Achieve the
Millennium Development Goals, assesses progress so
far, identifies development gaps by country and
region, and advocates strategies for reaching the
targets.[4] The report does not, however,
systematically describe how the MDG indicators
interact with and reinforce each other.

This paper examines in depth one such interaction,
specifically how HIV/AIDS impedes numerous
MDGs, beyond the direct target dedicated to

reducing the HIV epidemic itself. The MDGs
affected by AIDS that are examined here include:

Eradicating extreme poverty and hunger,
Achieving universal primary education,
Reducing child mortality, and

Combating tuberculosis.

Putting it Together: AIDS and the Millennium Development Goals

The paper describes the effects of HIV and AIDS
on each of the MDGs in turn. This approach
does not attempt to capture all the interactions
among these development outcome measures.
In addition, the paper is uni-directional in its
analysis of the impact of AIDS on other
development goals: it does not try to explain
how poverty, malnutrition or poor educational
status increase transmission of and susceptibility
to HIV. This connection has been explored in
many other studies.

This analysis draws on primary sources
published over the past five years (2000-2005),
though some references are also made to
secondary sources. During the search, which
was carried out during January-February 2005,
the authors selected key representative material
only. They relied on consultations with experts
in the five fields, in addition to general database
searches, to obtain sources for the review.



Key findings

HIV/AIDS increases poverty

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
Indicator: Proportion of population

Nations suffer at the macroeconomic level

At the national level, economists have used a
variety of modeling techniques to estimate the
impact of AIDS on GDP growth in high
prevalence countries. A range of studies have
argued that AIDS lowers GDP growth by up to
1.5% per annum (cited in [6]). An analysis across
80 developing countries predicts that in a “typi-
cal” African country with 20% HIV prevalence,
the rate of GDP growth would be 2.6% lower
each year than in the absence of AIDS, due to a
reduction in growth per capita (1.2%) and a
shortfall in population growth (1.4%). At the end
of a 20-year period, GDP would be 67% lower
than it would have been without AIDS.[7]

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 very large impact at the household level.
Studies from Thailand and South Africa demon-
strate that poverty is higher among AIDS-afflicted
households than among families without
HIV-infected members.[8,9] As families lose
earnings and spend savings due to illness and
death from HIV and AIDS, the goal of reducing
extreme poverty becomes increasingly remote.

A recent analysis of household data from
Botswana drawing on income and expenditure
surveys, shows that HIV/AIDS can be expected
to lower average income per capita by 10% (base
case) over the next ten years. It also predicts that
the share of households below the poverty line
will increase by 6%, and it shows that the income

below $1 per day

loss is twice as large among the poorest house-
holds as it is for the population as a whole,
meaning that extreme poverty will become
entrenched due to HIV/AIDS. Looking at the
bottom of the income distribution, the analysis
points to a dramatic increase in the number of
destitute households, i.e. households with no
income earners.[10]

A cross-country analysis of household responses
to AIDS in rural areas of five high-prevalence
countries (Kenya, Malawi, Mozambique, Rwanda
and Zambia) shows a correlation between AIDS
and declines in household wealth. Adult AIDS
deaths in Kenya, for instance, had a significant
impact on both crop income and value of
household assets. The results from some coun-
tries, however, were not statistically significant,
possibly because many of those who died of
AIDS were young women and men who were
economic dependents or did not contribute sub-
stantially to family income.[11]

A case study from the Phayao province of north-
ern Thailand used a cross-sectional design to
investigate the behavior of households with and
without chronically ill adults. The study found
that the main caregiver stopped working
outside the household in 25% of households
with a sick adult. Consumption also fell by 25-
52%, depending on whether households were
located in districts with or without support
services. Families coped with having a chront
cally ill member in a variety of ways that tend
to increase poverty, including selling assets and
bormowing money.[12]

Putting it Together: AIDS and the Millennium Development Goals



These effects will escalate over time

The long-term negative impact of AIDS, both at
a macroeconomic level and for individual house-
holds, can be expected to accelerate. Classic
GDP growth models have been criticized as too
optimistic because they fail to capture the
negative long term inter-generational effects of
HIV/AIDS. The impact of HIV/AIDS on
economies will be magnified, these critics argue,
when current AIDS orphans reach working age,
earn reduced incomes and possess less capital to
invest in the future of their own children. The
steadily increasing number of orphans indicates
how severe this problem could become (Box 1).

In a recent publication, Bell, Devarajan, and
Gersbach modeled the impact of HIV/AIDS over
three generations to demonstrate that AIDS may
produce a progressive collapse of the economy.
Family income decreases during severe illness
and following deaths, and scarce household
resources force parents to choose in favor of
immediate consumption (e.g. food and medical
expenditures) over long-term investments in the
next generation's human capital (e.g. school
fees). As a result, children of parents who die of
AIDS possess less human capital, which is
transmitted over generations.[13] A similar analy-
sis also shows that, even though traditional mod-
els indicate that AIDS will significantly affect
macroeconomic growth in some countries, the
future effects may be even more severe than
current estimates suggest.[14]

Putting it Together: AIDS and the Millennium Development Goals

The increasing number of children who become
orphans due to AIDS can also be expected to
raise poverty levels over time since orphans add
to the economic burden of their adoptive families
and communities. A model based on data from
Zimbabwe showed that as a result of AIDS, by
1997 only 39% of children lived in households in
which both parents were still alive. In South
Africa, only 29% of children are expected to be
living with both parents at the end of the current
decade. More than half will be in single-parent
households, and nearly a fifth of children will
have lost both parents (Figure 2).[13]

Box 1. Orphans - statistics and predictions [5,15]

15 million children have been orphaned by
AIDS worldwide

8in 10 live in sub-Saharan Africa

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

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



Figure 2. Probabilities of two parents surviving over time [13]
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HIV/AIDS worsens the

nutritional status of children

Goal: Eradicate extreme poverty and hunger
Target: Halve, between 1990 and 2015, the proportion of people who

suffer from hunger

Indicator: Prevalence of underweight children under five years of age

Worldwide, 53% of annual deaths among
children under five years of age are associated
with malnutrition.[5] Figure 3 shows rates of
underweight children in six high HIV prevalence
countries. Four of the six countries are not
making much progress in lowering child
malnutrition, and two (Malawi and Zambia) have
seen malnutrition rates grow over the last few

decades and are currently far “off track” in reach-

ing the malnutrition target for 2015. Two of the
countries - Mozambique and Botswana - seem to
be making better progress. But it is difficult to
see a clear link between HIV and malnutrition at
the macro level because a number of other
factors, income growth,
distribution, and cyclical droughts also have an

including income

important impact on child nutritional status.

Figure 3. Nutritional status of children under five who are underweight in selected high-HIV-prevalence
countries, 1975-2003 (adapted from [15])
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When these other confounding factors are
removed, however, there is growing evidence of
an important link between child nutrition, food
security and HIV/AIDS.  Falling calorie and
protein consumption and increasing income
inequality are strongly inversely correlated with
HIV prevalence in 44 sub-Saharan countries.[10]
Some data suggest that HIV/AIDS contributes to
food crises in areas where HIV prevalence is high,
possibly because of the way that AIDS affects
poverty, illness and lost agricultural productivi-
ty.[17] For example, a recent study that examined
the impact of the 2002 drought in southern Africa
found that in six countries affected by the drought,
child nutrition rapidly deteriorated in the presence
of high HIV prevalence. The share of under-
weight children rose from 5% to 20% in Maputo
(Mozambique, 1997-2002), from 17% to 32% in
Copperbelt (Zambia, 1999-2001/2), and from 11%
to 26% in Midlands Province (Zimbabwe, 1999-
2002).  Changes were much smaller during
non-drought periods and in areas with lower HIV
prevalence.[18]

AIDS also affects child nutrition through parental
mortality: orphaned children are more likely to
live in poverty conditions and are less likely to
receive adequate nutrition than children in
non-orphan households. For example, in the
Kagera region of Tanzania, maternal orphans
lost on average one standard deviation in height,
while paternal orphans' height declined one-
third of a standard deviation.[19] A study from
Kenya found that the weight-for-height scores
were almost 0.3 standard deviations lower for
orphans than for non-orphans, an association
that was most pronounced among paternal
orphans.[20] Based on data from regional and
national demographic surveys, Mason et al
report that in Zimbabwe, orphans were signifi-
cantly more likely to be underweight than chil-
dren whose parents were both alive. And in
Lesotho, almost 40% of children under four who
had lost both parents were underweight, com-
parad to approximately 16% of non-orphans
(Figure4).[18]

Figure 4. Underweight prevalence among children under four, Lesotho [18]
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AIDS compromuises efforts to

reach universal primary education

Goal: Achieve universal primary education

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

Indicator: Net enrollment ratio in primary education

Indicator: Proportion of pupils starting grade 1 who reach grade 5

(completion rate)

The AIDS epidemic can affect both the “demand
side” and the “supply side” of education. On the
one hand, it has been argued that AIDS prevents
children from enrolling in school or causes them
to be taken out of school before they have
completed primary education. On the other,
AIDS may cause absenteeism and mortality of
teachers and other staff, thus lowering the quali-
ty of learning and preventing children from
obtaining a basic education.[21]

The data suggest that many developing coun-
tries, especially in Africa, are falling badly “off
track” in their efforts to reach universal primary
school completion by 2015. It is less clear,
however, how much of their disappointing per-
formance can be connected to HIV and AIDS or
with other factors. AIDS appears to be one of the
causative factors.

AIDS reduces the demand for schooling

Children in AIDS-affected areas may drop out of
school because they can no longer afford fees or
supplies or because their families increasingly
rely on them to contribute economically to the
household or to provide care for ill family mem-
bers. In a study conducted in the Kagera region
of Tanzania, young children (7-10 years) who
lost their mothers had their schooling delayed,
while enrollment of older children (11-14 years)
was maintained.[22] Another study in Zimbabwe
found that adult deaths negatively affected
school enrollment for the children of those who
died. Overall, 65% of children aged 13-15 years
had completed primary school, but the comple-
tion rate for maternal orphans was only 53%.[23]

Putting it Together: AIDS and the Millennium Development Goals

A survey of panel data from Indonesia found 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 negative effect.[24]

Another study, however, suggests that orphan
status may not have a significant bearing on
school enrollment.[25] The survey, using enroll-
ment data from 28 countries in Sub-Saharan
Africa, Latin America and the Caribbean and one
country in Southeast Asia, found larger differen-
tials in enrollment among different countries than
between orphans and non-orphans. It also
found that the enrollment gap between orphaned
boys and girls was not different from the gap
between boys and girls living with parents. At
the same time, the authors point out that
schooling may be most affected before a sick
parent dies (when time and household resources
are devoted to caring for the ill adult), so the
impact of parental death on enrollment may have
been greater than the study found.

The theory that orphans face special disadvan-
tage when they are not closely related to the
household head may help to explain the
discrepancy in these results. A review of 19 DHS
studies in 10 African countries found a
correlation between enrollment of orphans and
the degree to which they were related to their
guardians [26]. This finding corroborates the



results of a study in Uganda showing that
biological relatedness is an important predictor
of the quality of care offered to children.[27]

AIDS also hampers countries' ability to supply
education

Teacher absenteeism and death may also affect
rates of primary school completion as children
are left without teachers. In many poor
face  substantial
challenges in finding qualified teachers to
replace those who die, and schooling suffers as
a result.

countries, administrators

Even when replacement teachers are
readily available, the death of a teacher imposes
costs (for temporary and permanent replace-
ment, as well as for training) on education
systems that are already fiscally burdened.[28]

A comprehensive case study of the public school
system in South Africa provides an overview of
educator attrition and mortality trends, stratified

by age and gender (Figure 5).[29] Data from
about 90% of South Africa's teaching force
tracked over seven years (1997/8 - 2003/4)
showed that:

Even though educators in South Africa
appeared somewhat less at risk for HIV/AIDS than
the general population at the same ages, there

were still large numbers of HIV-infected teachers.

The total number of in-service deaths (from all
causes) grew by about 30% during this period.

The proportion of educator attrition from
deaths increased from 7.0% in 1997/98 to 17.7%
in 2003/04. The proportion of contract termina-
tions attributed to medical reasons grew from
4.5% to 8.7% over the same period. In other
words, a quarter of all teacher attrition is due to
death and illness, much of it related to AIDS.

Figure 5. Educator mortality rates by age and gender, South Africa, 1997/98 and 2003/04 [29]
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AIDS has a negative
tmpact on child mortality

Goal: Reduce child mortality

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

mortality rate
Indicator: Under-five mortality rate

Worldwide, approximately 10.5 million children
below the age of five died in 2002; nearly half of
these deaths occurred in sub-Saharan Africa. The
major Kkillers in the developing world remain
infectious and parasitic diseases, with HIV/AIDS
accounting for about 400,000 deaths in 2002,
about 3.6% of all child deaths globally.[30]

Though AIDS contributes only modestly to the
global burden of child mortality [31,32], in high-
prevalence countries, the incremental effect of
HIV/AIDS on child mortality is substantial.
Where the prevalence of HIV continues to
increase in young women - as in many countries
in sub-Saharan Africa - this effect will grow. One

study estimated that by 2015, up to 90% of under
-five deaths in Botswana will be directly or
indirectly caused by HIV/AIDS.[4]

The challenge of achieving the child mortality
MDG in the presence of HIV is illustrated by the
recent experience of high-HIV-prevalence
countries in Africa (Figure 6). All of these
countries are “off track” (i.e. the actual rate of
improvement in child mortality is far below what
is needed to reach the MDG). In the five
countries (Botswana, South Africa, Swaziland,
Zambia and Zimbabwe) that currently have HIV
prevalence rates above 10%, under-five mortality
actually increased between 1990 and 2003.

Figure 6. Change in under-five mortality rate in select countries with high HIV prevalence, 1990-2003 [33]
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AIDS increases child mortality directly and indirectly
HIV/AIDS impacts child mortality in two ways:
infected children themselves die of AIDS, and
families and communities weakened by AIDS
render children more susceptible to illness and
death from other causes.

Approximately one-sixth of the 2.5-3.5 million
annual AIDS deaths worldwide occur in children
under 15, the majority of whom have been
infected through perinatal transmission. Sixty
percent will die before their fifth birthday; the
mean survival time for HIV-positive children is
about three years.[34,35]

But child mortality can be attributed to AIDS even
in cases where HIV is not the direct cause of
death, since wuninfected children are made
vulnerable to a range of economic and social
consequences from parents' illness and death.
Because studies on child survival in relation to
matemd HIV status do not gather data on the

HIV status of the child, it is difficult separate the
direct and indirect effects of maternal HIV seropos-
itivity [34]. But since maternal deaths in general
are strongly correlated with child mortality,
maternal HIV status is a strong predictor of child
survival regardless of a child's HIV status.[30]

Several studies have shown 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 moth-
er's illness and eventual demise has a strong
effect on the child's well-being.[34,37]
Furthermore, pooled data from studies in
Uganda, Tanzania, and Malawi show not only an
increased risk of dying for children of HIV-posi-
tive mothers, but also a more marked effect
among the children of HIV-positive mothers who
died than among those who lived (Figure 7).[36]

Figure 7. Cumulative proportion of children dying by mother's HIV status and survival in Uganda,

1989-2000 [36]

0.6

<
&

0.5 //
0.4 A

ol S

0.2

0 1 2

3 4 5

Child’s age
Maternal status: @ HIV-, alive OHIV+, alive @HIV-,died OHIV+, died

Putting it Together: AIDS and the Millennium Development Goals



The effect of AIDS on child mortality is increasing
In an analysis of the HIV-related risk of dying
before age five in 42 countries in sub-Saharan
Africa, the authors estimated that in 1999 HIV
accounted for 7.7% of under-five mortality [38],
up from 2% in 1990. A more recent analysis
estimated that in 2002 nearly 10% of all
under-five deaths in sub-Saharan Africa could be
attributed to HIV/AIDS.[34]

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 8). 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
underfive mortality rate, accounting for
approximately 26.8% of under-five deaths.[38]

Figure 8. HIV-related population proportional attributable risk of dying before age five,

sub-Saharan Africa, 1999 [38]
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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.[39] On the
basis of pooled data from community-based
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studies in Uganda, Tanzania and Malawi on child
survival in relation to maternal HIV status,
another study estimated that, in a population
with adult HIV prevalence of 11%, the
population-attributable fraction of child mortality
due to maternal HIV infection was 15.7%.[40]



HIV/AIDS worsens maternal health

Goal: Improve maternal health

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

mortality ratio
Indicator: Maternal mortality ratio

Every year, more than 500,000 women die from
complications during pregnancy and childbirth,
and at least 20 million suffer serious injuries or
disabilities. More than 80 percent of maternal
deaths occur in sub-Saharan Africa and Southern
Asia, regions vulnerable to rising HIV prevalence
rates, exacerbating already high maternal mortal-
ity ratios. Both HIV-positive and uninfected
women are susceptible to this effect.[41]

Though trend data are limited, recent estimates
indicate that while countries and regions with
moderate to low levels of maternal mortality
have made progress in the past decade, rates
have remained static and even worsened in the
regions where historical maternal mortality rates
were highest.[41] Fractured health systems,
shortages of skilled personnel and inadequate
education about basic health interventions con-
tribute to high levels of maternal mortality in
these regions.

HIV/AIDS creates additional risks to mothers so
progress toward achieving the MDG target will
be hampered by the growing epidemic.
Suppressed immunity causes higher risks of pre-
natal and childbirth complications including
miscarriage, anemia, postpartum hemorthage,
and puerperal sepsis, in addition to indirect
causes of death during and after pregnancy,
such as malaria or pneumonia.[42,43]

Thus, maternal mortality ratios for women infect-
ed with HIV can be substantially higher than for
uninfected women. For example, in Durban,
South Africa, between 1996 and 1998, one study
found that the maternal mortality rate for HIV-
positive mothers was 323.3 per 100,000 live
births, in contrast to 148.6 for uninfected moth-
ers.[44] In Rakai, Uganda, the rate of maternal
deaths of HIV-positive women was more than
three times the rate among uninfected
women.[45] 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.[46]

In areas with high HIV prevalence, women who
are not infected with HIV also may be at higher
risk for maternal mortality. HIV/AIDS places
additional burdens on weak health systems
because of the needs of individuals with AIDS
and shortages of health professionals. This
decrease in the availability of medical care, com-
bined with lack of safe blood for transfusions
and lower quality of care due to healthcare
worker discrimination, can adversely affect preg-
nant women.[47]

Putting it Together: AIDS and the Millennium Development Goals



HIV/AIDS undermines
global efforts to control tuberculosis

Goal: Combat infectious diseases

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

diseases

Indicator: Prevalence and death rates associated with tuberculosis

Indicator: Proportion of tuberculosis cases detected and cured under DOTS

The epidemics of HIV and tuberculosis (IB) are
closely intertwined. Of the 40 million people
currently living with HIV/AIDS worldwide, it is
estimated that one-third are also infected with
TB.[48]  Because their immune systems are
compromised, HIV-positive individuals who carry
the TB bacillus are more susceptible to active TB
than uninfected carriers. And individuals with
active TB who are HIV-infected are also harder to
treat successfully.[49]

The risk of acquiring TB doubles soon after

infection with HIV and continues to increase
during subsequent years.[49,50] One study
estimated that 9% of the estimated 8.3 million new
adult TB cases worldwide in 2000 were directly
attributable to HIV.[51] Not only is progress in
successfully diagnosing and treating TB (with the
Directly Observed Treatment - Short Course
(DOTS) approach) slowing, but TB rates are actu-
ally increasing in high-HIV-prevalence areas of
sub-Saharan Africa (Figure 9). As a result, AIDS is
seriously compromising progress in attaining the
MDG for TB control.

Figure 9. Tuberculosis case notification rates, 1980-2003 [52]
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A recent review on progress toward the MDGs
argues that the AIDS epidemic represents the
greatest emerging threat to TB control.[53] The
spread of HIV in sub-Saharan Africa is primarily
responsible for driving the number of TB cases

Putting it Together: AIDS and the Millennium Development Goals
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upwards by 6% per year. 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.[54]



P utting it together:

Sustainable strategies to stop the

AIDS epidemic

Failure to halt and reverse the AIDS epi-
demic is and will continue to jeopardize
progress on achieving a wide range of
the MDGs. It will not only thwart the
direct objective of stopping HIV infec-
tion and AIDS-related illness itself; AIDS
will also undermine progress in areas as
diverse as lowering poverty rates, ensur-
ing that all children attend and complete
six years of primary education, reducing
child death rates and fighting the global
tuberculosis epidemic.

Looking at the time between today and
the 2015 target date, it is essential that
the delivery of existing interventions for
HIV prevention, treatment and mitiga-
tion of the social affects of HIV be dra-
matically scaled up. This will help to
reduce the negative effects of the pan-
demic on the other social and econom-
ic goals set by the world community and
by individual developing countries.

At the same time and looking beyond
2015, it is equally essential to invest in
the development of the new and better
technologies needed for more effective
prevention, diagnosis and treatment of
HIV/AIDS. The best chance of ultimate-

“For [the poorest] countries,

ly controlling the epidemic will come
from new preventive technologies - vac-
cines and microbicides - of which vac-
cines hold the promise of bringing the
spread of HIV to an end. Models of the
impact of even partially effective vac-
cines with modest uptake estimate that
HIV prevalences can be reduced by up
to 47% over 15 years. This could trans-
late to 30-70 million individuals protect-
ed from AIDS.[55]

Part of the commitment to long term
development and prosperity for the
world's poorest countries must therefore
include investing in these HIV preven-
tion tools for the future. Governments,
donors and civil society need to
increase funds for HIV prevention
research and product development and
build stronger political support, espe-
cially for the deeper involvement of
developing countries. The international
community must also take steps to pro-
mote expanded industry participation
and a more coordinated and active sci-
entific effort. Such actions are needed
today and must be maintained in the
years to come.

a vaccine is the best hope for

salvation, because the world doesn't stop in 2015.”
Stephen Lewis, UN Special Envoy for HIV/AIDS in Africa

Putting it Together: AIDS and the Millennium Development Goals
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Goal 1:
Target 1

Target 2
Goal 2:

Target 3

Goal 3:
Target 4

Goal 4:
Target 5

Goal 5:
Target 6

Goal 6:

Target 7
Target 8

Goal 7:
Target 9
Target 10
Target 11

Goal 8:
Target 12

Target 13

Target 14

Target 15
Target 16
Target 17

Target 18

Millennium Development Goals

Eradicate extreme poverty and hunger

Halve, between 1990 and 2015, the proportion of people whose income is less
than one dollar a day

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

Achieve universal primary education
Ensure that, by 2015, children everywhere, boys and girls alike, will be able to
complete a full course of primary schooling

Promote gender equality and empower women
Eliminate gender disparity in primary and secondary education, preferably by 2005,
and to all levels of education no later than 2015

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

Improve maternal health
Reduce by three-quarters, between 1990 and 2015, the maternal mortality ratio

Combat HIV/AIDS, malaria and other diseases

Have halted by 2015 and begun to reverse the spread of HIV/AIDS

Have halted by 2015 and begun to reverse the incidence of malaria and other
major diseases

Ensure environmental sustainability

Integrate the principles of sustainable development into country policies and
programmes and reverse the loss of environmental resources

Halve, by 2015, the proportion of people without sustainable access to safe
drinking water and sanitation

By 2020, to have achieved a significant improvement in the lives of at least 100
million slum dwellers

Develop a global partnership for development

Develop further an open, rule-based, predictable, non-discriminatory trading

and financial system (includes a commitment to good governance, development,
and poverty reduction - both nationally and internationally)

Address the Special Needs of the Least Developed Countries (includes tariff

and quota free access for LDC exports; enhanced program of debt relief for HIPC
and cancellation of official bilateral debt; and more generous ODA for countries
committed to poverty reduction)

Address the Special Needs of landlocked countries and small island developing
States (through the Program of Action for the Sustainable Development of Small
Island Developing States and the outcome of the 22nd special session of the
General Assembly)

Deal comprehensively with the debt problems of developing countries through
national and international measures in order to make debt sustainable in the long term
In co-operation with developing countries, develop and implement strategies for
decent and productive work for youth

In co-operation with pharmaceutical companies, provide access to affordable,
essential drugs in developing countries

In co-operation with the private sector, make available the benefits of new
technologies, especially information and communications



About IAVI: TAVI (www.iavi.org) is a global not-for-profit
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of safe, effective, accessible, preventive HIV vaccines for
use throughout the world. TAVI's financial and in-kind sup-
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