


Dear Allies and Colleagues:

Since the first case of HIV/AIDS was identified in 1981, the disease
has been surrounded by myths and misconceptions.  Some of the
earliest leadership and action was catalyzed in the United States.
However, despite mounting numbers of new infections and
ominous predictions of the potential spread of the disease across
the globe, unified leadership and action developed slowly.  Over
the past 25 years HIV/AIDS has been allowed to become the
largest and most devastating public health pandemic and social
justice issue of our time.  

Over the years, the impact of HIV/AIDS in the developing world
grew so large that it could no longer be ignored.  Simultaneously,
HIV prevention successes resulted in significant decreases in new
HIV infections and the availability of new anti-retroviral treatments
caused HIV-related death rates in the U.S. to fall.  These factors
have led the media, the general public and funders to conclude
that there are two epidemics: the international epidemic, which
needs immediate and significant attention and the domestic or
U.S. epidemic, which is “under control.”  

The primary purpose of this paper is to dispel this myth.  HIV/AIDS
is ONE Epidemic that is fueled by a universal set of social and
structural inequities.  The HIV/AIDS pandemic is neither inevitable
nor unsolvable, but the choice is ours.  

It is my sincere hope that this paper serves as a catalyst for positive
action by individuals, service organizations, communities, private
sector leaders, celebrities, foundations and governments.
Together, we can change the course of the epidemic and create a
healthier future for all people.

I invite your leadership, collaboration and action!

Respectfully,

Kandy Ferree
President & CEO

The National AIDS Fund is proud to present this publication in collaboration with
the Samaratrophia Fund of The New York Community Trust.
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Around the world, the number of people living with HIV or AIDS is now an estimated
40.3 million people, up from 37.5 million in 2003.  Five million people will become
newly infected with HIV in 2006 and, during that same time period, more than three
million people will likely die of AIDS-related illnesses.

On average, people with HIV/AIDS in the United States have far better access to
health care, education, and resources than people elsewhere in the world

the determinants of who becomes infected and ill from HIV/AIDS are much
the same in the United States as in the rest of the world.

HOWEVER,



GLOBALLY, HIV/AIDS IS ONE EPIDEMIC.
The characteristics of the virus and the factors that fuel local
epidemics are the same worldwide.  People become infected with
HIV throughout the world because of behaviors: shared drug
injections, unprotected sex and, in developing countries, unsafe
medical and blood transfusion procedures.  But the HIV epidemic in
the U.S. and around the world is also driven by similar structural
factors: health behaviors and health outcomes are constrained by
poverty, poor health care, inadequate education, the gender norms
and relative dependence of women, drug addiction, incarceration,
homophobia, and the inequality and marginalization of ethnic, racial,
or national groups.
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! Voluntary counseling, testing, diagnosis, and treatment of HIV infection, in the context
of comprehensive health care 

! Comprehensive behavioral risk reduction interventions (abstinence, reducing number
of partners, condom access and protected sex) 

! Risk reduction in drug use (abstinence, sterile needle/syringe access and safer
injection practices, substitution treatment, reducing number of drug-sharing partners) 

! Post-exposure prophylaxis (oral antiretroviral treatment in occupational settings for
HIV-uninfected adults after exposure to HIV) 

! Perinatal HIV treatment/prevention of mother-to-child-transmission 
! Ensured safety of blood supplies 

What works to
control the HIV
epidemic1

ONE EPIDEMIC 

Factors that
impede control
of the 
HIV epidemic2

Constraints on health systems, health behaviors and health outcomes due to:  
! poverty 
! poor health care 
! inadequate education 
! gender norms and relative dependence of women 
! drug addiction and lack of harm reduction and drug treatment 
! incarceration 
! homophobia and marginalization of LGBT communities 
! inequality and marginalization of ethnic, racial, and national groups 



THE “U.S. EPIDEMIC” MIRRORS THE “GLOBAL EPIDEMIC”
In the United States, those working for an effective HIV/AIDS
response have much to be proud of.  Due to strong community-level
work, HIV infection rates have fallen precipitously from their peak
levels in the 1980s from over 160,000 to 40,000 per year.  The nation’s
investment in biomedical research has produced powerful HIV
treatments, and those who have access to AIDS treatment in the
United States can receive some of the best AIDS-related care in the
world.  And, due to focused efforts of many advocates, the U.S.
government dedicated more than $17 billion to address the domestic
epidemic in fiscal year 2005.

However, the HIV/AIDS epidemic persists at extremely high levels in
key populations in the U.S., and continues to spread.  The U.S.
Centers for Disease Control (CDC) estimates that approximately
40,000 people in the United States are newly infected with HIV each
year.  Although estimated incidence did plummet from its peak of
more than 160,000 annual infections in the mid-1980s, the number of
newly infected has remained at the current annual incidence since
1990.  The CDC estimates that between 1.039 million and 1.185
million people were living with HIV/AIDS in the U.S. in 2003, with
405,926 people living with AIDS.  Furthermore, approximately
one in three people living with HIV – 350,000 individuals
– don’t know their status.3, 4
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The HIV/AIDS epidemic is still new. Each year, the world is
presented with an unprecedented number of new infections and new
cases of illness.  While HIV has become entrenched in many
communities, it has not yet reached its full potential spread in any.
The path that it takes in the United States and around the world will
be determined by the global response.  A significant, steadfast
commitment from governments, the private sector, philanthropy and
communities is needed to address the factors that continue to fuel
this plague.  Government and philanthropy in the United States – the
world’s richest country – have a particular obligation to act.

CONCENTRATION PATTERNS OF HIV/AIDS ARE SIMILAR
AROUND THE WORLD

More than a decade ago, the National Research Council’s Panel on
Monitoring the Social Impact of the AIDS Epidemic made the
following observation about the epidemic in the United States: 

This concentration of HIV/AIDS in specific U.S. populations has
continued, mirroring similarly concentrated epidemics elsewhere in the
world.  Certain U.S. HIV prevalence rates in 2003, such as 26% of
injection drug users (IDU) in Manhattan9 or 46% of African-American
men who have sex with men (MSM),10 exceed rates seen in at-risk
populations in Africa, such as street sex workers in Accra, Ghana (23%
prevalence in 2003).11 In fact, in certain U.S. neighborhoods and
populations, the HIV/AIDS epidemic has reached incidence and
prevalence levels seen in generalized epidemics in Africa and elsewhere.  
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that include poverty, poor health care, inadequate education,
unemployment and ‘social disintegration’.8

Instead of spreading out to the broad American population, as was once feared, HIV is
concentrating in pools of persons who are also caught in the 

SYNERGISM
OF PLAGUES



The factors that concentrate the HIV/AIDS epidemic in specific
populations around the world are the same. HIV/AIDS affects
growing numbers of individuals who are poor, without private health
insurance, and who are dependent on a functioning public system for
prevention information and lifesaving care.  In short, HIV infections
and poor HIV-related health outcomes are concentrated among those
who are unable to negotiate or access quality health because of
poverty, homelessness, recent incarceration, drug use, sexuality, and
ethnic, racial, or national identity.24

The concentration of HIV and AIDS into high prevalence networks is
self-reinforcing.  Once a large proportion of people in a sexual/drug use
network are already infected, those at risk are more likely to be
exposed.25 In the United States, one reason that HIV/AIDS is at such high
rates among selected African-American populations and among men
who have sex with men (MSM) and injection drug users (IDU) is that
these rates have been allowed to persist and gradually increase for
decades.  The same is true about HIV/AIDS rates among MSM, IDU, and
other marginalized populations throughout the world. 

As with the overall HIV/AIDS epidemic, these
concentrated sub-epidemics are neither inevitable nor
unsolvable.  A great deal is known about how to prevent
and treat HIV/AIDS. Many organizations around the world have
documented “best-practice” interventions that can guide strategic
investments into HIV/AIDS programming.  And, finally, the United
States and other countries have developed and ratified many
international health and human rights standards that, if applied, would
address the factors that fuel HIV/AIDS.  The course of the HIV/AIDS
epidemic can be changed locally and globally, and the time to
accelerate efforts is now.  
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HIV/AIDS DISPROPORTIONATELY IMPACTS
SEVERAL POPULATIONS.  
Without adequate intervention and leadership, HIV/AIDS is likely to
continue to spread and have a disproportionate impact in several key
populations in the United States as in the rest of the world:

6



7

HIV/AIDS AND WOMEN

Globally, women account for more than half of all cases
of HIV and AIDS. In many countries and cultures, women do not
have equal autonomy or rights as men, posing a challenge to their
decisions about sexual and reproductive health.  A doubly heavy
burden falls on women as HIV/AIDS claims the lives of those who are
the caregivers and economic mainstays of their families and social
networks.  In the United States, AIDS diagnoses among women rose
from 8% of total diagnosis in 1985 to 27% in 2003.26 Among U.S.
women diagnosed with AIDS in 2003, 67% are African-American and
16% are Latinas.  As of 1992, heterosexual sex (rather than injection
drug use) became the leading cause of HIV infection among U.S.
women.  Several studies reveal that people of color, particularly
women of color, have unequal access to newer drug therapies.27 In the
United States and throughout the world, HIV/AIDS will only be
controlled in the context of broader access by women to health,
education, and social and economic parity.

HIV/AIDS AND YOUTH

It has been estimated that half of all new HIV infections
in the United States, and more than half of all new HIV
infections around the world, are among people under the
age of 25.28, 29 This risk for HIV infection and AIDS is not evenly
distributed.  In the United States, African-American youth are
disproportionately impacted: already among 13 to 19 year olds,
African-Americans accounted for 65% of new AIDS cases reported in
2002.30 Across the U.S. in 2003, nearly half (46.7%) of high school
students reported having had sexual intercourse, and a third (34.3%) of
high school students were currently sexually active (having had sex
during the preceding three months).31 As many as 29% of Black high
school students reported having four or more sexual partners.  Overall
37% of sexually active high school students had not used a condom at
last sexual intercourse; and as few as 7.9% of sexually active high school
students had used birth control before last sexual intercourse.  Overall,
the prevalence of having been pregnant or having gotten someone
pregnant was as high as 9.1% among Black students.
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HIV/AIDS AND MSM
Men who have sex with men (MSM) are documented as being at very
high risk for HIV and AIDS throughout the world, from Algeria32 to
Belize33 to Ukraine34 to Vanuatu.35 In the United States, MSM
account for more than 55% of new HIV infections, more
than 40% of all new AIDS diagnoses.36 According to data
released by the CDC in June 2005, the leading cause of HIV infection
among African-American men is unprotected sexual contact with
other men.  In a seven-city study of young MSM ages 15-22, overall,
7% of young MSM were infected with HIV, of which 14% were
African-American MSM.37 In a 2004 five-city study, an HIV prevalence
of 46% was revealed among African-American MSM, and among
these men, 67% were unaware of their HIV infection.38

HIV/AIDS AND INJECTION DRUG USERS

Twenty-six countries around the world have documented HIV
prevalence rates higher than 20% among injection drug users (IDU),
including China, Indonesia, Iran, Nepal, and Russia.39 In the United

States in 1999-2002, injection drug use was the
second leading cause of HIV infection for
women (20.3% of all infections) and the second
leading cause of HIV infection for men (15.8% of
all infections). By 2003, people infected
through injection drug use in the
United States accounted for 22% of
AIDS diagnoses and represented
approximately a quarter (24%) of
people living with AIDS.

HIV/AIDS AND BLACK WOMEN AND MEN

Throughout the world, HIV/AIDS overwhelmingly
and disproportionately impacts people in Africa
and of African descent.  African-Americans
account for an estimated 50% of new HIV
infections and 40% of all AIDS diagnoses in the
United States.  Additionally, African-Americans
have the highest case rates of any racial or ethnic
group – 75.2 per 100,000.40, 41 HIV was the
third leading cause of death among
African-Americans between 25 and 34
years old in 2001, and the number one
cause of death among African-
American women aged 24 – 34. A 2002
study by the Institutes of Medicine found that
African-Americans were less likely to be given
antiretroviral and other medications than whites,
even when ability to pay was not a factor.42



WHILE PROGRESS HAS BEEN MADE AGAINST HIV/AIDS,
MUCH IS YET TO BE DONE.
It is possible to prevent, treat, and ultimately curb the impact of the
HIV/AIDS epidemic.  Countries such as Australia have shown that early
investment in several core interventions - safe blood supplies, risk
reduction education and support, access to male and female condoms,
testing and treatment for HIV and other sexually-transmitted infections
(STIs), comprehensive sexual health education, and accessible HIV
treatment and basic health care – can allow communities to reduce and
avoid epidemics of HIV and other STIs. 

However, in the United States at the current level of
effort, HIV/AIDS continues to deepen its hold. Both the
private sector and the public sector - federal, state, and local
governments - are showing an unwillingness to acknowledge the data
and act upon the priority interventions that could end HIV/AIDS.  For
example: 

SEXUAL AND REPRODUCTIVE HEALTH PROGRAMS FOR YOUTH CAN
BE IMPROVED.  

An array of individual studies and meta-analyses (a systematic review of
all relevant studies) have determined that comprehensive sex education
and condom promotion programs that include information about
abstinence, condom use and reproductive health can be effective at
helping young people to reduce their number of sexual partners,
increase condom use when they do have sex, and delay the onset of
sexual intercourse.43 A multitude of studies and program evaluations
have concluded that abstinence-only programs are not effective.44

as in other countries, the HIV/AIDS epidemic is driven partly out of a societal
reluctance to properly educate the next generation about prevention of
sexually-transmitted HIV and other infections.
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IN THEUNITED STATES,
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However, since 2000, the federal government has spent hundreds of
millions of dollars on abstinence-only-until marriage programs, and it
is estimated that schools in over a third (35%)45 of public school
districts use an abstinence-only curriculum. Many high schools do not
make condoms readily available to teenagers, even though research
has found that in schools where condoms are available, students are
less likely to be sexually active and more likely to use condoms if they
are having sex.46

Furthermore, sexual health programs in the United States must
directly address the disparities of race, class, and sexuality.  If the
current trends for adults are reasonable predictors of what is
happening among youth today, then nearly half of all new infections
among youth during the next decade will be due to male-male sex,
and the leading cause of HIV infection among African-American male
youth will be sexual contact with other men.  The CDC has
acknowledged that directly addressing stigma surrounding HIV/AIDS
and homosexuality can help prevent individuals from “deny[ing]
risk..avoid[ing] testing...delay[ing] treatment…and suffer[ing]
needlessly.”47 The CDC has also identified a variety of ways in which
homophobia affects HIV prevention efforts...“from the individual at
risk of infection who may deny their risk because of internal conflicts,
to the broader culture, which delivers anti-gay messages, [and]
institutionalizes homophobia through…laws that regulate intimate
sexual behaviour, and lags in its support of sensitive and honest
prevention for gay and bisexual youth, young adults and older men.”  

HIV/AIDS IN THE CONTEXT OF SUBSTANCE USE CAN BE ADDRESSED
MORE COMPLETELY

For more than a decade, data has shown that sterile injection
equipment exchanges (syringe/needle exchange programs or
SEPs/NEPs) and associated harm reduction counseling and support
programs reduce risks of HIV (and hepatitis) transmission, and also
provide a low-threshold entryway into drug treatment, counseling and
interventions for sexual risk reduction, support for ARV access and use,
and other health and economic interventions.48 
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Despite this ample evidence, U.S. federal law prohibits the use of
federal funds for NEPs. A study released by CDC in 2005 reported
that, as of three years earlier, public financing for NEPs had declined
and the number of syringe exchange programs in the U.S. had
decreased for the first time in eight years.49

In the overall response to HIV and substance use, the HIV-related
programs at the Substance Abuse and Mental Health Services
Administration (SAMHSA) have seen reduced budgets over the last
several years, declining from an overall agency figure of $171.2 million
in FY 2004 to $169.9 in 2005, and will further decline with a
Presidential budget request of $168.3 for FY 2006.  These budgets
are small already: in FY2004, the Center for Substance Abuse
Prevention provided only $36.8 million for substance abuse
prevention and HIV prevention services, particularly targeting youth
and other at-risk groups in communities of color, and the Center for
Substance Abuse Treatment awarded only $61 million for substance
abuse treatment capacity.

FEDERAL, STATE, AND LOCAL GOVERNMENTS MUST BE URGED TO
MOVE MORE ASSERTIVELY AGAINST RURAL HIV/AIDS. 

There is a fast-growing need for HIV prevention, treatment and care in
rural areas of the U.S., particularly in the South.  HIV disease is complex to
treat and standards of appropriate therapy are evolving rapidly.  Research
documents the link between the HIV-related experience of healthcare
personnel and patients with the quality of HIV care that patients receive
and with patient health outcomes.  In the United States, HIV patients in
rural areas are less likely than urban residents to see physicians who have
treated many people with HIV.  Rural patients are also less likely to have
experience with the newest advances in combination ARV therapies.
Targeted funding for rural HIV/AIDS prevention, treatment, and care can
bridge this gap, reduce new incidence and improve healthcare quality and
outcomes of HIV treatment.
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PROGRAMS CAN TARGET SPECIFIC AT-RISK SOCIAL AND
SEXUAL NETWORKS

Research has documented the efficacy of many HIV prevention
interventions with populations at higher risk, and several studies have
identified HIV prevention interventions that actually save money or are
considered cost-effective 50 (i.e. the cost per life years saved is considered
reasonable when compared with interventions for other diseases).  For
example, HIV testing remains one of the most important first steps in
preventing further infections.  It is also a critical step toward getting those
who test HIV positive into appropriate care.  New rapid HIV testing
technologies have made it possible to receive a test result in as little as 20
minutes and can easily be integrated into decentralized or non-traditional
settings for hard-to-reach populations.  Simply knowing one’s own HIV
serostatus coupled with appropriate counselling is a powerful HIV
prevention tool.  People who know their HIV status are much less likely to
transmit HIV to others.  It is estimated that the HIV transmission rate
among those who know they are HIV positive is 1.7%, compared with
10.79% for those who are unaware of their serostatus.51

Throughout the U.S., new programs could increase efforts to reach
targeted at-risk social and sexual networks, such as networks of Black
gay and bisexual men, youth, and women with appropriate
interventions such as HIV counseling and testing, STD screening,
primary medical care, substance abuse treatment, mental health
services and tailored behavioral interventions.  For example, early
evidence is indicating a rapid expansion of the HIV/AIDS epidemic in
specific social and sexual networks of heterosexual African-
Americans in the South.  The time for intervention is now.

LOCALIZED AND POPULATION-SPECIFIC DESIGN OF HIV/AIDS 
PROGRAMS IS ESSENTIAL

The localized design of programs is key and research in many
populations shows that health behavior is heavily influenced by local
social factors, such as:

! group identity
! self-identity related to sexuality and sexual behavior 
! perceived personal risk 
! perceived effectiveness of risk-reduction behavior
! perceived self-efficacy 
! beliefs about subjective norms 
! beliefs about social norms
! beliefs about positive consequences of health-seeking behavior 
! beliefs about decreased negative consequences, and the degree

to which health services and support are available at the places
where people meet or where they engage in social, sexual, and
drug using behaviors
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FUNDING FOR HEALTH SERVICES HAS BEEN GIVEN GREATER PRIORITY
IN NATIONAL, STATE AND LOCAL POLITICS AND POLICIES

At a national level, although spending through mandatory health
programs like Medicare and Medicaid has increased, U.S. federal
government support for most discretionary health efforts, including
HIV prevention, housing, mental health and substance abuse
programs, has been declining for years.  For example, the Housing
Opportunities for People with AIDS (HOPWA) program fell from
$295 million in FY 2004 to $282 million in FY 2005 and a further
reduction is proposed for 2006.  In another example, federally-funded
AIDS Drug Assistance Programs served approximately 136,000
people in 2003, but by early 2004, budget shortfalls at state levels
resulted in a waiting list of 1263 individuals who are unable
to access services and must, therefore, go without life-
saving medications.52

HIV prevention has also been affected.  Of the $18.5 billion that the
U.S. government spent on HIV/AIDS funding in 2004,  

Funding for HIV prevention at the U.S. Centers for Disease Control
and Prevention (CDC) declined from $738 million to $731.7 million
from FY 2004 to 2005.  The President’s 2006 budget proposal
requests a further reduction of $4.7 million.  

At a state and municipal level, even the mandated Medicaid and
Medicare programs are under pressure.  Many state governments are
responding to fiscal pressures by reducing or restricting Medicaid
benefits, imposing cost sharing requirements (including increasing
Medicaid co-payments), and implementing controls on pharmacy costs.
For example, in October 2005, the federal government gave approval for
Florida to make significant changes to its Medicaid program that included
placing absolute limits on spending and allowing private insurers more
room to limit benefits. These measures, combined with delayed eligibility
for both the Medicaid and Medicare programs, create structural barriers
to appropriate care by discouraging providers from treating poor
individuals with HIV.  The result:  fewer than half of the people in many
regions who meet government criteria for use of antiretroviral treatment
for HIV are likely to be receiving these drugs, and a significant share of
people who have HIV and AIDS will be tested too late in the course of
disease to benefit from early care.

ONLY 5%
went toward prevention education programs.53
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PRIVATE PHILANTHROPY HAS AN IMPORTANT ROLE IN
ENDING HIV/AIDS ESPECIALLY IN THE U.S.
The United States, due to its tax laws and relative wealth, is the home of
tens of thousands of charitable grantmakers, including private foundations,
family foundations, community foundations, corporate grantmaking
programs, individuals, and major grantmaking charities.  Many of these
were leaders in the early responses to the U.S. epidemic, but in recent
years they have relinquished this role by redirecting or reducing charitable
giving and leaving community-based HIV/AIDS programs to rely on
inadequate government funding.  

The philanthropic sector needs to renew its leadership role in
building effective policies and programs to combat HIV/AIDS in the
United States during the coming decade.  

Private sector funding from foundations, corporate entities and other
leaders should play a catalytic role in support of AIDS services and policy.
Although total philanthropic sector giving for HIV/AIDS is small by
comparison to government spending, philanthropic grants have historically
helped to support the innovative edge of HIV prevention interventions,
launch pioneering research for new HIV treatments, vaccines and
microbicides, support honest sexual and reproductive health education,
support drug-related harm reduction, and support the empowerment and
advocacy of those most vulnerable to HIV infection and AIDS.

Foundations have a special role in supporting the policy and advocacy
work necessary to hold governments and the private sector accountable
to public health interests.  Time and again, private funding has supported
important social, political, and public health changes in this country, by
funding policy research, media and communications work, litigation and
legislative endeavors, and community organizing.  

Philanthropic support is also needed to sustain important HIV/AIDS
efforts until governments and the private sector recognize that it is in
their political, economic and public-health interest to provide sustained
leadership.  Funders are needed to support cutting-edge interventions
and replication of demonstration projects where public funds are either
insufficient or where political prohibitions prevent good public health
practice.  Throughout the world and in the U.S., interventions for women,
MSM (especially MSM of color), syringe access projects, comprehensive
sex education efforts for youth, and HIV/AIDS advocacy/policy programs
are necessarily a long term investment, and an investment that can offer
significant returns for individuals, families, communities, and societies.
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The National AIDS Fund was founded in 1988 with a clear mission: to
reduce the incidence and impact of HIV/AIDS by promoting
leadership and generating resources for effective community
responses to the epidemic.  Through an expanding network of
Community Partnerships the Fund promotes collaborative local
planning and provides strategic grants and technical support to nearly
400 direct service organizations annually.  Community Partnerships
are consortia of concerned business, philanthropic, and community
leaders dedicated to supporting HIV/AIDS prevention and care in
their communities and regions.  The Community Partnerships use
the leverage of our national grants to raise support locally, and make
community-level decisions about how and where funds should be
spent to meet the most pressing local needs.  

The National AIDS Fund is positioned at the center of a critical
crossroads - connecting national and local funders, public and private
sector leaders, scientists, and community-based organizations.  Over
the past 18 years we have marshaled and invested over $134 million
to combat the AIDS epidemic.  

TOGETHER, WE ARE MAKING A DIFFERENCE!
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