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Preface

We Are All AIDS Activists. 

The Presidential Advisory Council on HIV/AIDS (PACHA) is charged with providing advice, information, 
and recommendations to the President and the Secretary of the Department of Health and Human Services 
regarding programs and policies intended to promote effective prevention of HIV, and to advance research 
on HIV and AIDS.

This document contains assessments of the current HIV epidemic and recommendations to guide our 
domestic and international HIV efforts with a clear strategy to achieve an HIV-free generation. None of 
these recommendations will make much difference without effective leadership. The United States requires 
a coherent, unified, honest approach to lead the world to victory over HIV. We recognize all too well 
the politics and frustrations that confront those who labor in this field. Many of us have found ourselves 
struggling in our own communities to implement policies essential to help those infected with HIV and 
to prevent more people from becoming infected. We understand that this work is not easy, and we are in a 
race against time. 

Through all of our discussions about what it would take to win against HIV, we always return to the 
absolute necessity of leadership. By leadership, we do not mean just political leadership. Rather, we mean 
leadership across our society. Elected leaders at the state, local and community level, the entertainment and 
news media, doctors and nurses, members of the civil service, state, federal and health employees, educators 
and faith leaders– all of us, together. Every American must engage in this fight. 

Success is impossible without courageous leadership, and leaders in the fight against HIV must be recognized, 
thanked and supported. We commend President Bush for his extraordinary commitment to fighting HIV 
in the developing world and his leadership in announcing the President’s Plan for Emergency AIDS Relief. 
We also commend the President and Secretary Leavitt for calling for the reauthorization of the Ryan White 
CARE Act, and for their development of principles to guide that reauthorization. We thank the many 
leaders we have met in the United States and across the globe who have dedicated their lives to fighting this 
disease. Perhaps most importantly, we thank the countless others who have stepped forward quietly to take 
personal responsibility to fight HIV in their communities. 

PACHA is a diverse group: we are women and men, gay and straight, black, white and Latino, HIV-positive 
and HIV-negative, doctors, nurses, academics, community leaders, leaders of industry, wealthy and not 
so wealthy, native born and immigrants, but we have found one thing that unites us all. Through public 
meetings and personal discussions, conference calls, and disagreements, we have found a common devotion 
to fighting this dreaded disease, and we have found that We Are All AIDS Activists. 
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Introduction

Twenty-five years ago a new illness appeared, affecting homosexual men in a few metropolitan areas in 
the United States and Western Europe. Ultimately, Acquired Immune Deficiency Syndrome (AIDS) was 
discovered to be caused by the Human Immuno-Deficiency Virus (HIV). Unknown to experts at the time, 
the same virus had been infecting multiple populations around the world at an alarming rate. HIV/AIDS is 
now a pandemic stretching to every corner of the globe and almost every demographic group imaginable. 

In 2004, somewhere between 4.3 million and 6.4 million citizens worldwide became infected with HIV, 
more than any year before. Today, it is estimated that nearly 40 million people worldwide are living with 
HIV. The death toll continues to mount: HIV killed 3.1 million people in 2004, and over 20 million since 
the first cases of AIDS were identified in 1981.1

Recognizing the staggering damage HIV was causing overseas, in 2003 President Bush unveiled a 5-year, $15 
billion initiative to combat HIV and AIDS internationally. The President’s Plan for Emergency AIDS Relief 
(the Emergency Plan) demonstrates an extraordinary commitment of resources both in terms of actual U.S. 
dollars but also in terms of U.S. human capital. The Emergency Plan has achieved some amazing successes, 
providing hope where there was none.

In the United States, somewhere between 1,039,000 and 1,185,000 Americans now live with HIV.2 While 
the stunning developments of new pharmaceutical products, advances in the medical management of HIV 
and progress in HIV research have seen HIV diagnosis no longer an immediate death sentence in the 
United States, we have not stopped HIV’s spread. The continuing need for HIV treatment and care for 
the most vulnerable Americans spurred President Bush, in his January 2005 State of the Union Address, to 
call for reauthorization of the Ryan White CARE Act. The following summer, the President, recognizing 
the changing demographics of HIV and its disproportionate impact in the African American and other 
minority communities, released a set of principles asking Congress to ensure that the re-authorized Ryan 
White CARE Act confronts the present state of the epidemic. The President urged that dollars need to be 
flexible enough to go where the disease is today and where it is going tomorrow. The Ryan White CARE 
Act demonstrates this nation’s compassion for those with HIV, but we look forward to the day when the 
CARE Act is no longer necessary.

The Presidential Advisory Council on HIV/AIDS (PACHA) has come to realize that we are guaranteed 
failure if we do not make winning the ultimate goal of our HIV/AIDS efforts. To PACHA, “winning” 
means an HIV-free generation. It will not be achieved overnight, but devotion to this goal will force us to 
focus our attention and our resources. Every time someone gets HIV, it is a failure, a defeat, and it must be 
recognized as such. 

We cannot achieve an HIV-free generation without developing an HIV/AIDS strategy based upon sound 
science and sound public health policy. Our enemy is too strong to allow us the luxury of squandered 
resources and lack of focus.
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We note that when the United States partners with a country to help them fight HIV and AIDS in their 
own countries through the Emergency Plan, we require that country to produce a comprehensive national 
strategy document, laying out an integrated treatment and prevention plan. Yet the U.S. government does 
not require states and jurisdictions receiving federal money to develop a similar integrated treatment and 
prevention plan. It is time to re-examine and clarify our goals, to unify our efforts and turn the tide. 

PACHA has undertaken to issue a series of recommendations to help develop a new American HIV strategy. 
We do not presume that the recommendations contained here are all that need to be done. Indeed, there is 
more this nation must do, but we hope this marks a beginning of honest debate and focused attention, and 
a commitment to reject HIV as inevitable. This nation must discuss what we need to do to beat HIV and 
to ask every American to summon the will to achieve it.

This document is separated into three parts. The first two sections focus domestically, on the Prevention of 
the continued transmission of this disease and the Treatment and Care of those already infected. The third 
section is devoted to The Emergency Plan and the epidemic in the developing world. 

We stand at a pivotal moment in the fight against HIV. The Emergency Plan is at its mid-way point, the 
Ryan White CARE Act is up for re-authorization, and as the face of this epidemic changes, great attention 
is focusing on our domestic HIV prevention efforts.

Several underlying themes run throughout these three sections:

·	 We will not treat our way out of this epidemic.

·	 HIV is a totally preventable disease.

·	 The goal of the America’s HIV efforts should be to have zero infections and achieve an HIV-free 
generation.

·	 Substance Abuse Treatment, Oral Health and Mental Illness Treatment are essential components to 
comprehensive HIV prevention, treatment and care.

·	 Federal authorities need to promote sound public health policies and encourage states, jurisdictions and 
countries receiving U.S. federal aid to adopt them.

·	 Every American must know their status and pledge that “HIV Stops With Me.” 

·	 Leadership throughout the public and private sectors in the fight against HIV is essential both 
domestically and globally.

·	 Every American who needs HIV treatment and care should have access to it.

·	 The growing epidemic in the African American and Hispanic American communities must be specifically 
addressed.

·	 Research is essential, including vaccine research, research studying drug resistance, and research to 
study behaviors that affect the spread of HIV.
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·	 HIV does not exist in isolation, and the social, economic, psychological, substance abuse and legal 
factors that fuel the epidemic must be addressed.

·	 Programs and approaches must be continually evaluated and updated as new knowledge is shared and 
the epidemic continues to evolve.

·	 The Emergency Plan is a success, providing hope where there was once despair, and proving that 
treatment is possible in resource poor settings.

·	 In the developing world, America’s HIV efforts need to begin to focus on creating the infrastructure 
that will make the long-term fight against HIV sustainable.

Conclusion
The fight against HIV and AIDS both at home and abroad will continue for many years to come. The 
United States leads the world in that fight and must continue to do so. We cannot accept HIV as inevitable. 
We must fight it wherever it exists, and wherever it threatens to infect others. This fight does not simply 
require financial resources, but open minds, compassionate hearts, and unshakable will. Sound public health 
policies must be deployed and those approaches that do not work, that do not maximize effectiveness, must 
be rejected. HIV is a totally preventable disease, and we must commit to victory. If we commit to the 
eradication of HIV, we will be forced to focus our attention and deploy our resources most effectively. This 
will require us to challenge assumptions, confront stigma, and engage in an honest discussion of what we, 
as a nation, are willing to do to defeat this modern plague. The war against HIV will be won or lost, as all 
wars are, in the trenches, on the ground, in the communities where every individual life is fought for and 
protected. Let these recommendations be one step toward our shared victory: the dawn of an HIV-free 
generation. 

References
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Prevention 

We cannot treat our way out of this epidemic.
If we are to defeat HIV we must invigorate our current prevention approach and make prevention a central 
component of our HIV efforts. On the federal level, we spend almost $12 billion dollars on HIV treatment 
efforts. This does not include state expenditures, which approach $6 billion.1 Combination AIDS therapy 
alone costs between $10,000 and $20,000 per patient per year. When additional medical expenses for 
doctor’s visits, laboratory tests, and drugs to prevent or treat HIV-related opportunistic infections are taken 
into account, average annual costs rise, with even higher expenses for those with more advanced HIV-
related illness.2 

Domestically, the federal government spends over $660 million on HIV prevention programs through the 
Centers for Disease Control and Prevention (CDC). This represents roughly 5% of the federal government’s 
HIV-related expenditures. CDC’s articulated HIV prevention goal is to cut the number of annual HIV 
infections from 40,000 to 20,000 per year by 2005.3 This goal has not been met.  
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The data make clear that the United States needs a coordinated strategy to prevent uninfected Americans 
from contracting the virus. 

Recommendation 1:

The goal of U.S. domestic HIV prevention policy should be to have zero new infections, and all our 
Prevention policies should be targeted to achieve that goal.

CDC November 2005CDC November 2005
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PMTCT and Reason for Hope 
The one clear success in America’s fight against HIV is in the Prevention of Mother to Child Transmission 
(PMTCT). We are on the threshold of eliminating this tragedy. We are succeeding on PMTCT because 
we have been blessed with amazing advances in pharmaceutical treatments and we have been aggressive in 
testing pregnant mothers for HIV. By getting women tested as they come into medical settings for prenatal 
care and delivery, we take advantage of a unique opportunity. Many women, especially in underserved or 
minority communities, do not get regular medical care, which is why this opportunity cannot be missed.
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Recommendation 2:

Every pregnant woman in the United States should be tested for HIV, and more than once if medically 
warranted. Every State should consider a patient’s general consent to receive medical treatment and testing 
as consent to be tested for HIV. HIV should not be treated any differently than all the other blood tests 
performed on pregnant women. If an expectant mother refuses to allow HIV testing, or her status is 
unknown, the baby should be tested at birth and the results should be available before the mother and 
baby are discharged from the hospital. If a mother is found to be HIV-positive, medical professionals must 
follow-up with mothers to make sure that treatment, care and support are continued. HIV-positive women 
must also be educated to avoid breast-feeding to guard against transmission. Research supporting new 
pharmaceuticals and treatment protocols should be funded to further reduce Mother to Child Transmission 
in the United States.

Testing
Recommendation 3:

HIV testing should be a routine part of primary care in the U.S. The Centers for Disease Control and 
Prevention estimates that roughly 25% of Americans infected with HIV do not know they are infected.4 

Everyone in the United States should know their HIV status, taking responsibility for their own health 
and those they may expose to risk. It is unacceptable to knowingly or unknowingly infect another person. 
If someone is found to be infected, they should immediately be referred to care and efforts must be taken 
to educate them on how to avoid infecting anyone else. Once a person is found to be HIV-negative, every 
effort should be made to encourage behaviors to remain HIV-negative. 

CDC November 2005

Note.  These numbers do not represent reported case counts. Rather, these numbers are point estimates, which result from 
adjustments of reported case counts. The reported case counts are adjusted for reporting delays. The estimates do not include 
adjustment for incomplete reporting.

CDC November 2005
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Recommendation 4:

We must seek out opportunities to get people tested. Just as in the area of mother to child transmission, 
every opportunity to get people tested must be seized. Routine HIV testing should be a universal standard 
of care and should be reimbursed by insurance companies and applicable government health programs. 
The federal, state and local governments must get people in their care tested. Every person in federal or 
state prison must be tested upon entering the prison and upon their release. Substance abuse clinics, jails, 
sexually transmitted infection (STI) clinics, institutes for mental health disease, community mental health 
clinics, hospitals, emergency rooms and health clinics should all have rapid HIV tests and an aggressive 
testing policy. Colleges and Universities should be encouraged to promote HIV testing among their student 
populations. 

Recommendation 5:

Contact Tracing and Partner Notification should be standard. When an individual is found to be HIV-
positive, a responsible public health official should confidentially notify every person known to have been 
exposed to HIV, without revealing the identity of the index case. States should require contact tracing and 
partner notification for those discovered to be infected with HIV. Those notified that they may have been 
exposed to HIV should be strongly encouraged to get tested. We have enough history in the practice of 
contact tracing and partner notification regarding HIV to know this can be accomplished without breaches 
in confidentiality. 

Recommendation 6: 

Anonymous Testing should be eliminated. We must be able to inform people who are HIV-positive 
that they carry HIV. Anonymous testing makes appropriate follow-up needlessly difficult, and frequently 
impossible.

Prisons
Recommendation 7:

The federal government needs a major HIV prevention initiative in America’s prisons, jails and 
correctional facilities. This would include getting states to follow suit, and providing financial incentives 
if necessary. In addition to testing prisoners upon entry into prison, the Justice Department and relevant 
health departments need to use the opportunity presented by incarceration to counsel inmates regarding 
HIV transmission and risky behavior. Prisoners found to be HIV-positive must be given access to treatment 
and care, including all DHHS approved medications used in the medical management of HIV disease. 
Contact tracing should be in place for anyone found HIV-positive, and notification should take place both 
in prison and in the community where those contacts reside. Just as importantly, prisoners anticipating 
release must be re-tested, and there must be a comprehensive education effort to keep these prisoners from 
engaging in risk-taking behaviors when they return to their communities. HIV-positive prisoners released on 
parole should have treatment adherence, doctors’ appointments, and case management as conditions of their 
release. President Bush has shown tremendous compassion toward prisoners and the families of prisoners 
with his Prisoner Re-Entry Initiative and Mentoring Children of Prisoners Initiative among others. These 
need to be expanded to protect prisoners, their families and their communities from HIV transmission. 
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Prevention and Ryan White
Recommendation 8:

States accepting federal dollars should demonstrate to the Department of Health and Human 
Services that they have developed a Prevention Action Plan to combat new infections. We commend 
the President for stressing the importance of Prevention in his principles to guide re-authorization of the 
Ryan White CARE Act. States must use sound public health policies to prevent new infections. In the 
international context, the United States requires nations receiving Emergency Plan aid to present a strategic 
plan for both treatment and prevention. The same principle should apply within the United States. 

This would include references to the latest HIV epidemiologic data available in the state and how that data 
informs the Prevention Action Plan. 

Recommendation 9:

HRSA and CDC need to fully integrate their Treatment and Prevention efforts. Effective, comprehensive 
Treatment is a form of Prevention. Every patient diagnosed with HIV should pledge that “HIV stops with 
me.” Every health care provider treating a patient should pledge to do everything in their power to make 
sure that “HIV stops with my patient.” We commend HRSA and CDC for the strides they have taken in 
recent years to work more closely together. Nonetheless, bureaucracy makes coordination among agencies 
difficult, and unless communication and cooperation remain priorities, disjointed initiatives will result. 
We urge CDC and HRSA to continue their progress in this vital area, and to consider employing training 
incentives to educate health providers about prevention counseling.

Mental Illness and Substance Abuse Treatment  
as Prevention 
Recommendation 10: 

Those in HIV treatment and care must have access to mental health and substance abuse treatment. 
Risk behaviors are frequently driven by drug and alcohol abuse and by impaired judgment due to mental 
illness. The federal government must continue the progress it has made to integrate Substance Abuse and 
Mental Health programs with HIV prevention. In addition to providing HIV testing at Substance Abuse 
and Mental Health clinics, clinicians must provide the services necessary to assist people who engage in 
anti-social and self destructive behaviors that can spread HIV.

Once a diagnosis of HIV is made, patients often initially face a range of psychological effects from denial 
and depression to anger and hostility. Access to mental health services is essential to help those newly 
diagnosed accept the diagnosis and the demands of treatment. These people must be referred to counselors 
and mental health professionals to help them through this difficult period. 

Recommendation 11: 

The links between mental illness, isolation, substance abuse and risky behaviors must be confronted 
wherever possible. All those fighting HIV watch with increasing foreboding the rise in methamphetamine 
use accompanied by a rise in risky behaviors. Illegal drugs and alcohol abuse decrease inhibitions and 
compound mental illness, fueling the HIV epidemic. We must integrate HIV treatment and prevention 
campaigns with substance abuse prevention and treatment campaigns. 
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Time for a Comprehensive HIV Prevention Campaign
Recommendation 12:

The federal government needs a comprehensive, multi-media HIV Prevention campaign. In the United 
States, we are in denial about the risk of HIV. The media focuses on HIV and AIDS in Africa and many 
Americans do not know that 40,000 Americans are infected and 18,000 Americans die every year from HIV.5

A Prevention campaign would convey honest messages about the state of the epidemic, risk behaviors driving 
the epidemic, how people can protect themselves, testing information and promotion, and information about 
treatments. We need to encourage behaviors that protect Americans from HIV infections and discourage risky 
behaviors. With the billions we spend on HIV treatment in the United States, it is time. HIV is a totally preventable 
disease and the government has an interest in promoting messages that discourage behaviors that expose people 
to HIV. The public is presently inundated with ads to fight drunk driving displaying young people cut down in 
the prime of life. Ads directed against smoking reveal polluted and rotting lungs. Where once smoking was seen 
as sexy, sociable and positive, and drunk driving was seen as “cool”, humorous or innocuous, now perceptions 
and legal consequences have changed. Some promising advertisements recently have been unveiled, supported 
with some federal funds, that discourage methamphetamine use and cite the link between this drug and HIV 
transmission. Behavioral change is possible and positive behaviors can be reinforced. AIDS prevention efforts 
need to convey a personal perception of vulnerability to HIV infection, rather than something remote that 
concerns only residents of Africa or men who have sex with men. This means there may be a role for the kind 
of “fear appeals” that have worked in smoking cessation; indeed meta analyses of published studies have shown 
fear appeals can work in changing behavior, when they are linked with “self efficacy” (knowing how to avoid 
unwanted outcomes). 

Media elites, movie and television stars should be enlisted to help relay important HIV prevention messages. 
Creative incentives should be considered to encourage media participation. Community leaders and leaders 
of the faith community must be enlisted to help, confronting stigma head-on and encouraging people to get 
tested and avoid risk taking behaviors.
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Recommendation 13:

A particular emphasis in any prevention effort is needed for the African American, Hispanic and 
minority communities. This will entail getting faith-based leaders, entertainers, movie and television 
stars and business leaders engaged in raising awareness, promoting testing, and reinforcing risk avoidance 
behaviors. The numbers of people who are HIV-positive in the African American community reveal a 
disturbing racial gap in infection rates. The numbers in the Hispanic community, while better than for 
African Americans, are still disturbingly disproportionate. It should be noted that during President Bush’s 
administration, the Minority AIDS Initiative has received a three-fold increase in funding. Money devoted 
to HIV prevention may need to be supplemented, but it must certainly be shifted to focus on where the 
epidemic is moving, and it is moving, tragically, to devastate African Americans, Hispanics and other 
minority communities. 

Recommendation 14:

In all messages to the public, we need to be honest, focusing on the realities of HIV. Approximately 18,000 
Americans will die this year as a direct result of HIV infection. Many ads funded by philanthropic organizations 
and the federal government display young, attractive, healthy-looking people. The American people deserve to see 
the realities of HIV infection: a disease that has no cure; and a disease whose treatments often have devastating 
side effects, affecting physical, neurological and mental functioning. HIV is a horrific virus. While we should 
never be scared of those living with HIV, we, as a people, should fear a virus that debilitates and ultimately, kills. 
Politicians, community leaders and public health officials must discuss and fight stigmas that restrict honest 
discussion. We cannot leave anyone behind. We are all in this war together.

Recommendation 15:

An HIV Prevention campaign must be appropriate to age, culture and risk behavior. 

No segment of the American population can be written off as not worth fighting for. Behaviors that put 
people at risk are found in every demographic group, regardless of age, race, ethnicity or socioeconomic 
status. We must strive to make prevention messages culturally relevant. We must discourage casual, multi-
partner sexual behaviors while stressing the importance of correct and consistent condom use for those 
unable or unwilling to restrict their sexual contact to one partner of known HIV status. A constant dialogue 
must be established between members of the African-American community, the Gay community, Hispanics, 
Native Americans, immigrants, inner cities, rural communities, faith leaders, seniors and youth, etc., and 
government leaders to ensure that information flows back and forth. Many people in the United States are 
at risk and they do not know it, because they perceive HIV as a problem that only affects “other” people. 
HIV is now moving to affect people who did not think they were at risk. The data showing an increase of 
infections among women, particularly African American women, and an increase in HIV infections among 
young MSM makes it all too clear that stopping the spread of HIV is everyone’s responsibility. 

Recommendation 16:

People of good will working to control the spread of HIV must be respected. Parents who choose to 
educate their children that abstinence until marriage should be their first line of defense should be respected. 
In the same way, those who choose to make frequent testing and condoms their primary prevention approach 
should be respected. But every American should be aware of the risks associated with various sexual and 
drug using behaviors, as well as the consequences should their prevention approach fail. Every American 
must be confronted with messages portraying the reality of HIV in America and the risk behaviors that lead 
to transmission.
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Recommendation 17: 

Care should be taken to ensure the dignity and humanity of those infected with HIV. This campaign 
must confront difficult issues, but it must re-affirm our commitment to Americans infected with HIV. 
Done well, this campaign would galvanize Americans to fight HIV together while we care for those who 
need help. 

Recommendation 18:

Careful consideration should be given to the evidence that male circumcision reduces the likelihood of 
HIV transmission. The latest data, although incomplete, on reduced transmission rates from circumcision 
are so striking that they warrant careful review. While more research must be done, and concerns about 
possible behavioral disinhibition, sterile procedures and effective education to accompany the procedure 
are justified, the recent data from 40 epidemiological studies as well as a randomized clinical trial (RCT) 
in South Africa are compelling.6 If these findings are supported by ongoing work in Kenya and Uganda, it 
is possible that transmission rates can be reduced dramatically, on the scale of a partially effective vaccine. 
Much thought and discussion will be required to consider the cultural and sociological implications of 
encouraging circumcision to reduce HIV transmission. 

Private Sector Partners
Recommendation 19:

Government officials should work with pharmaceutical companies to ensure continued caution and 
responsibility in the marketing of HIV pharmaceuticals. We commend the pharmaceutical industry for the 
stunning advances in medicines that have transformed this disease over the past 20 years. We compliment 
the pharmaceutical industry for the informative advertisements they use to market their products, but 
we must remain cautious in how we market HIV treatments. Some companies have, at times in the past, 
marketed misleading portrayals of HIV treatments, giving the impression that HIV treatments can eliminate 
debilitating effects and promising unrealistic results. Marketing efforts must contribute to our shared goal 
of eliminating HIV transmission while we treat all those who need it. 

Youth
Recommendation 20:

Schools and parents must be challenged to tackle discussions of HIV prevention with youth. Federal 
officials must use the bully pulpit to reinforce the efforts of parents and teachers to help children make 
healthy choices. We cannot deceive our youth nor hide the truth from them. We must deliver messages they 
can Relate to, messages that are Relevant to their experience and Real – honest information. We cannot just 
preach to them, rather we must engage in a dialogue, learning how best to enlist young people in prevention 
efforts and encourage them to make healthy choices. Young people must support each other and become 
partners with adults in HIV prevention.

Recommendation 21: 

Young people should be educated about the importance of delaying sexual debut and reducing the 
number of life-time partners. Young people should be encouraged and educated to make the choice to 
delay sexual activity until adulthood and to remain faithful to one’s sexual partner. It is the number of 
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life-time partners that is the greatest indicator of HIV risk through sexual activity. The data are clear that 
delaying sexual debut significantly reduces the chances of HIV transmission.7 HIV is 100% preventable and 
young people must be educated that if they are unable or unwilling to limit their sexual contacts, correct 
and consistent condom use can reduce risk, but not eliminate risk. 

Recommendation 22:

HIV education should be a part of an overall program to reduce all risky behaviors. We must 
encourage young people to make healthy choices whenever possible and make it clear that healthy choices 
convey freedom, while unhealthy choices can ensnare someone for life. 

Recommendation 23:

More research is needed on adolescent brain functioning, specifically as it relates to addiction and 
risk taking behaviors. We recommend to the President that more resources be devoted to help us learn 
how better to prevent youth from engaging in harmful behaviors and in devising effective intervention 
strategies to help youth get back on track.

HIV Surveillance
Recommendation 24:

We need to have one standard, CDC compatible data system. Confidential HIV name reporting must 
be in place in every state and jurisdiction accepting federal dollars. In order for the United States to fight 
this disease, we must have reliable data to guide policy. We must know where the epidemic is and reliably 
predict where it is moving to better deploy resources. At present, the CDC accepts data from only 38 states 
because it deems the data from 12 states unreliable.8 We have been fighting HIV for 25 years, yet we still do 
not have reliable data. Having reliable HIV data is essential to deploy resources intelligently. 

Furthermore, there must be accurate data so that everyone who is HIV-positive is aware of their status, and 
health officials are able to follow up with these individuals, to ensure access to medications, HIV primary 
medical care, medical supportive services, as well as counseling.

Recommendation 25:

Those states that refuse to adopt reliable, confidential, name-based systems should be required to 
surrender dollars to states that use sound policies in fighting this disease. We note that the Ryan White 
CARE Act requires states to have reliable data systems in place in time for appropriations to be disbursed 
for 2007. Many states will not meet that deadline. These states must be held accountable. States without 
reliable, confidential name-based systems in place have had years to build these systems, and the statutory 
deadline imposed by the CARE Act has been in place for five years. Code systems and unique identifier 
systems have been a waste of desperately needed resources and reflect poor health policy. 

Where necessary, laws need to be changed.
Recommendation 26: 

The President and the Executive Branch should encourage states to pass public health laws that 
advance sound HIV policies. One of the complicating factors in developing a comprehensive national 
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HIV strategy is that health policies and laws are primarily the province of the state governments. Because 
of this, America’s public health laws represent a patchwork of state laws. The federal government should 
give serious consideration to creating a task force of experts from the Department of Health and Human 
Services and the Department of Justice, if necessary, to develop and promote model public health laws. 

Conclusion
We as a nation are in our third decade fighting HIV, and it is time to renew our efforts with a firm 
commitment to winning. As we said in the beginning, we cannot treat our way out of this epidemic, and 
prevention must be central to any comprehensive HIV strategy. As we evaluate where we are and where we 
must go from here, there can be no sacred cows; no issues can remain unexplored, no matter how sensitive 
or awkward. All approaches that work must be implemented. We should not be afraid to experiment, but we 
must also be honest enough to discard approaches that do not work. We understand that resources are often 
scarce, but that cannot be an excuse for failure. We understand too, the stigma associated with this disease. 
It must be confronted with compassion and honesty, and it must be overcome. Every American must be 
challenged to contribute to this fight, and every American must step forward to pledge that “HIV stops with 
me.” This means, at a minimum, knowing your status. If HIV-positive, it means not infecting anyone else. 
If HIV-negative, it means avoiding risk whenever possible. For doctors, it means pledging that “HIV stops 
with my patient.” For clergy, it means protecting your flock. For parents and teachers it will mean becoming 
more engaged with young people and discussing HIV honestly. For politicians it will mean changing laws 
where necessary. It will mean that leaders must step forward and Americans must stand together. It’s time 
to bring this disease into the light.

We need to be aware of HIV, but we cannot accept it as inevitable. Nothing short of eliminating HIV 
transmission in the United States is acceptable. 
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Treatment and Care



Treatment and Care	

Since the first cases of what would later be known as AIDS were documented in the United States in 1981, 
there have been remarkable advances in the medical management of HIV disease. Discoveries, such as 
therapies to prevent opportunistic infections seen in association with HIV/AIDS and new medications 
to better manage HIV viral burden have greatly improved health outcomes. Americans living with HIV 
can now look forward to many years of productive life. As we celebrate this victory, we must not forget: 
approximately 18,000 Americans die every year from HIV/AIDS; another 40,000 are newly infected1; and 
many that should be in care are not. We must seek two goals simultaneously: to reduce infection rates to 
zero and to ensure access to appropriate medical care and medications for every American living with this 
disease.

Why does the United States have a unique commitment to HIV/AIDS Treatment and Care? To date, there 
have been over 1.5 million Americans diagnosed with HIV infection and over 500,000 deaths due to AIDS.1 
It is difficult for someone not familiar with the history of HIV to understand the level of stigma, suspicion 
and fear that punctuated the early years of the epidemic when this diagnosis meant certain imminent 
death. Too many Americans in the prime of life presented with seldom seen diseases that could not be easily 
explained. Uncertainty as to how this disease was transmitted caused a level of fear that led to a unique 
type of discrimination that cost individuals their jobs, housing and even precluded access to medical care. 
President George H.W. Bush recognized the importance of protecting the rights of fellow citizens living 
with HIV disease when he signed into law “The Americans with Disabilities Act of 1990”. On June 25, 
1998 the United States Supreme Court decided its first case related to HIV/AIDS and “The Americans 
with Disabilities Act (ADA). In this case, Bragdon vs. Abbott2, the Court held that HIV infection, from 
initial infection to late stage disease, meets the definition of disability under the ADA. The outpouring 

American Indian/
Alaska Native

Black, not Hispanic

Hispanic

Asian/Pacific Islander

White, not Hispanic

19871985 1990198919881986 19921991 19941993 19961995 19981997 20001999 2002 200320010

10

20

30

40

50

60

70

Year of diagnosis

Cases,%

Proportion of AIDS Cases among Adults and 
Adolescents, by Race/Ethnicity and Year of Diagnosis 

1985–2003—United States

Note. Adjusted for reporting delays.

C
as

es
, %

CDC June 2005
30



of compassion and concern for people living with HIV and the recognition of the tremendous strain that 
HIV care was placing on the public health infrastructure led to another landmark piece of legislation, the 
Ryan White Comprehensive AIDS Resources (CARE) Act. The CARE Act, signed into law by President 
George H.W. Bush, addresses the unmet needs of persons living with HIV disease by funding primary 
health care and supportive services. The CARE Act was named for Ryan White, an Indiana teenager 
whose courageous struggle with HIV/AIDS and against AIDS-related discrimination helped to educate 
the nation. This commitment on the part of the federal government, in partnership with the states, assures 
treatment and care for a population that frequently has few treatment options. In June of 2004 and again 
during the 2005 State of the Union address, President George W. Bush announced his strong support for 
the reauthorization of the Ryan White CARE Act and a renewal of this nation’s commitment to care for 
those in need. “Because HIV/AIDS brings suffering and fear into so many lives, I ask you to reauthorize 
the Ryan White CARE Act to encourage prevention, and provide care and treatment to the victims of that 
disease. And as we update this important law, we must focus our efforts on fellow citizens with the highest 
rates of new cases, African American men and women.”3 

RESOURCE ALLOCATION
Recommendation 1: 

Programmatic initiatives and resource allocations should follow the epidemic and address the 
devastating and disproportionate impact HIV disease currently has among African Americans and 
other communities of color.

Minority Americans now represent the majority of new AIDS cases (72%) and of those estimated to be 
living with AIDS (66%) in 2004. Almost half (48%) of all those living with HIV/AIDS in the United States 
are African Americans. African Americans have the highest AIDS case rates of any racial/ ethnic group in 
the U.S., 8.4 times greater than whites in 2004. The disproportionate impact of HIV/AIDS on racial and 
ethnic minorities is further exemplified by the following data: survival after an AIDS diagnosis is lower 
among African-Americans than other racial/ethnic groups; African American women accounted for 67% of 
estimated new AIDS diagnoses among women in 2004, Latinas account for 15%; young African Americans 
less than 13 years of age represented 63% of AIDS cases reported in that age group in 2004; 71% of 
children born to HIV infected mothers were African American.1 In June of 2004, the Presidential Advisory 
Council on HIV/AIDS (PACHA) responded to this devastating data by unanimously passing a motion 
recommending that programmatic initiatives and resource allocations follow the epidemic to address the 
devastating and disproportionate impact HIV disease currently has among African Americans. Included in 
this motion was a call to encourage African American leaders from all sectors, including the political, faith-
based, corporate, all media, education, community youth leaders, healthcare, and support services arenas to 
speak out more forcefully about HIV disease to stimulate discussion about both its consequences and means 
of prevention. PACHA also recommended expedited funding of additional and targeted behavioral research 
to identify cultural, institutional, and societal issues that can inform future prevention, care and treatment 
initiatives to effectively alleviate the impact of HIV in the African American community. It should be noted 
that during President Bush’s administration, the Minority AIDS Initiative has received a three-fold increase 
in funding.  
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In the months following the President’s call for reauthorization of the Ryan White CARE Act, the 
Administration unveiled principles to frame the debate accompanying the reauthorization process. Many of 
these principles were based on a concept fully supported by PACHA, that no matter where you live in the 
United States you should have access to life-sustaining primary care and HIV related medications.

Among the principles, it is offered that 75% of CARE Act dollars be used for a core set of medical services (see 
Recommendation 5). The existing Ryan White CARE Act, which serves over 533,000 people nationwide, 
presently has no such requirement. While some states and Emerging Metropolitan Areas (EMAs) spend 
over 80% on a core set of medical services, others spend as little as 32%.4 It is our belief that core medical 
services should come to define a basket of services designed to keep those needing HIV care in treatment, 
adhering to HIV medications and leading healthy, productive lives.

LINKING PREVENTION AND TREATMENT
Recommendation 2: 

Treatment and Care should be integrated with Prevention efforts. Effective Treatment and Care is a 
form of Prevention. Early diagnosis and effective treatment and care are vital to stopping the spread of HIV. 
Every person living with HIV should acknowledge that “HIV stops with me.” We commend the Health 
Resources Services Administration (HRSA) and the Centers for Disease Control and Prevention (CDC) for 
their recent efforts to work more cooperatively to integrate prevention and care; we urge them to continue. 
We commend the President for calling for a greater role for prevention efforts in the reauthorization of 
the Ryan White CARE Act. Prevention and Treatment programs cannot be conceived and executed in 
isolation. 

HIV TESTING
Recommendation 3:

Because HIV testing is the gateway to HIV Treatment and Care, testing should be encouraged 
wherever possible. We reiterate the recommendations of the Prevention chapter to make HIV testing a 
routine part of medical care in the United States and to seek out new opportunities to get people tested. 
Early diagnosis of HIV not only prolongs healthy, productive lives, it also increases the effectiveness of 
antiretroviral medications and is cost effective over time.5 If someone is found to be infected, they should 
immediately be referred for appropriate care. Secondary prevention is a key element in the battle against 
HIV and efforts must be taken to educate people living with HIV disease on how to protect themselves and 
others. If a person is found to be HIV-negative, every effort should be made to encourage behaviors that 
maintain their HIV-negative status. 
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ADAP
Recommendation 4: 

Funds distributed under the AIDS Drug Assistance Program (ADAP) of the Ryan White CARE Act 
need to be distributed more effectively. We must be able to ensure access to life-sustaining antiretroviral 
medications for those that qualify for treatment and services under the Ryan White CARE Act. With more 
people living with HIV disease in the United States than ever before—an estimated 1,039,000 to 1,185,000 
people—judicious use of existing CARE Act resources and a call for additional resources is necessary to maintain 
a successful system of care. Presently the federal government spends an estimated 19.7 billion dollars on HIV 
prevention, care, treatment, and research; a remarkable commitment to serve those less fortunate.6 Overall, we 
do not have a shortage of federal resources devoted to fighting HIV, but we need to utilize these resources more 
effectively to address the needs of those most disproportionately impacted by this disease. In many states, ADAP 
funding shortfalls have led to waiting lists, broken regimens and essential medications being deprived from those 
who need it most. ADAP waiting lists are also a significant disincentive for routine HIV testing; a break in the 
link between prevention and treatment. We commend the President for the one-time emergency mechanism he 
employed in 2004 to deliver $20,000,000 in medications to this population, but a permanent fix must be found 
for ADAP. The solution may be an additional catch-all provision in ADAP, which would allow states experiencing 
unexpected financial shortfalls to apply to the Department of Health and Human Services for a discretionary 
grant program. The Medicare Part D Prescription Drug benefit will provide some relief to ADAP. Regardless of 
the solution, one must be found. People who are HIV-positive need essential medications.

Estimated rates for adults and adolescents living with HIV infection  
(not AIDS) or with AIDS (per 100,000 population), 2004—United States

Note.   Rates adjusted for reporting delays.  Rates of HIV infection include only persons living with HIV infection that has not progressed to AIDS.

Since 2000, the following 35 areas have had laws or regulations requiring confidential name-based HIV infection reporting: Alabama, Alaska, Arizona, Arkansas,  
Colorado, Florida, Idaho, Indiana, Iowa, Kansas, Louisiana, Michigan, Minnesota, Mississippi, Missouri, Nebraska, Nevada, New Jersey, New Mexico, New York,  
North Carolina, North Dakota, Ohio, Oklahoma, South Carolina, South Dakota, Tennessee, Texas, Utah, Virginia, West Virginia, Wisconsin, Wyoming, Guam and  
the U.S. Virgin Islands.

*Includes persons whose area of residence is unknown.

CDC HIV/AIDS Surveillance Report, Vol. 16, 2005
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CORE MEDICAL SERVICES
Recommendation 5:

As previously mentioned, the core medical service model should include a range of services to keep 
those needing HIV care in treatment, adhering to HIV medications and leading healthy, productive 
lives. These services should include physician and other medical provider visits including: adherence services; 
subspecialty care related to HIV and/or HIV treatments related to HIV such as obstetric and gynecological 
services and pediatric HIV specialists; medically-necessary medications including approved antiretroviral 
medications; laboratory tests to monitor the effectiveness and safety of treatment, including HIV viral load, 
CD4+T-cell testing, and medically indicated genotype and phenotype resistance testing prior to initiating 
and during therapy, as well as clinical pharmacology consultation services. The core medical service model 
should also include the following: oral health services; mental health services; substance abuse treatment; 
prevention counseling in HIV clinical settings; nutrition counseling; hospice; and essential support services 
that enable people living with HIV disease to access and stay in care, such as medical case management. 
Efforts should be made to provide these services in a culturally sensitive and linguistically appropriate 
manner.

Mental Health 
Recommendation 6:

Mental Health Services need to be included in the core medical services of the Ryan White CARE Act. 
Many people with HIV are frequently diagnosed with serious mental illnesses that can lead to drug abuse 
and behaviors that can prove to be a danger to themselves and others. Depression frequently accompanies 
the initial diagnosis and can hinder access to and retention in care. Complicated medication regimens 
require stringent adherence to be effective and are most difficult to follow in the presence of significant 
mental illness. Therefore, mental health screening and comprehensive care, including access to mental 
health medications must be included in any definition of core medical services.

Substance Abuse
Recommendation 7:

Substance Abuse Treatment must be part of core medical services available under the Ryan White 
CARE Act. HIV transmission frequently is accompanied by substance abuse, not only with illegal drugs but 
also with alcohol and abuse of prescription drugs. Substance abuse is associated with decreased inhibition and 
impaired judgment, leading to risky behaviors and heightened exposure to sexually transmitted infections. For 
people living with HIV disease, substance abuse treatment and counseling is essential. It helps them to stay in 
care, to adhere to complicated medication regimens, and also plays a significant role in secondary prevention. 	
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Treatment of Co-Morbidities (Hepatitis C. etc.)
Recommendation 8: 

Treatment of co-morbid conditions accompanying HIV infection, such as Hepatitis B and C must 
be covered under core medical services. HIV is increasingly associated with other deadly infections 
including Hepatitis C (HCV). HCV coinfection is common in the HIV-infected population and can 
negatively affect survival from the time of both HIV and AIDS diagnoses. It is widely accepted that HIV 
is a co-factor that accelerates HCV progression leading to more rapid fibrosis and cirrhosis as well as other 
sequelae of end stage liver disease. In a study conducted by L.I. Backus and others titled “Effects of Hepatitis 
C Virus Coinfection on Survival in Veterans with HIV Treated with Highly Active Antiretroviral Therapy 
co-infection,” the authors surmised that “HCV seropositivity was independently associated with increased 
risk of death in a large cohort of HAART-treated HIV-infected veterans.7 Given the success of HAART in 
extending the lives of HIV patients, HCV has become an important predictor of their mortality.” Whereas 
the effects of HCV on the natural history of HIV warrants further study, there may be an impact on the 
management of HIV infection due to the risk of hepatotoxicity, more rapid progression of HIV-related 
disease and impaired CD4+ T cell recovery while on antiretroviral therapy. In order to increase survival 
and allow for effective responses to HIV medications for a large subset of those HIV infected, core medical 
services should include treatments for co-morbidities such as Hepatitis C. 

CDC November 2005 CDC November 2005
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Case Management / Adherence
Recommendation 9:

Case Management and Adherence Counseling must be covered under core medical services. The 
HIV-positive patient accessing Ryan White CARE Act-funded services is often in great need of medical 
case management and medical counseling to increase adherence to medications and to ensure follow-
up with primary care visits. HIV medications entail an onerous regimen and HIV-positive individuals 
frequently confront issues of extreme poverty, substance abuse, other illnesses, malnutrition and impaired 
judgment that preclude improved health outcomes. In many cases, it is simply not enough to hand these 
patients a prescription and make an appointment for their return. Peer counselors and outreach workers 
have a valuable role in connecting patients to care and keeping them in care. The goal of HIV medical case 
management should be to educate and empower patients to adhere to treatment regimens and maintain 
behaviors to live longer, healthier lives. People are healthier when empowered, and the goal of medical case 
management must be to help people regain their independence. 

Oral Health
Recommendation 10: 

Oral health care must be a part of core medical services available under the Ryan White CARE Act. 
Oral health problems were identified as a significant issue early in the AIDS epidemic, and they continue 
to be so today. In addition to helping HIV-positive patients stay healthy, educating dental providers in oral 
symptoms of HIV infection can provide a valuable diagnostic tool. For the HIV-positive person who is 
unaware of his or her serostatus but for whom oral symptoms are developing, properly trained oral health 
providers represent an opportunity for HIV screening, counseling and testing, and linkage to care. Oral 
manifestations of HIV disease, such as thrush, warts, gum disease and rapidly progressing dental decay, 
occur in a very high percentage of people living with HIV/AIDS.8 Unchecked, oral diseases can lead to 
malnutrition and the inability to adhere to life-sustaining HIV medication regimens. Yet, care is often 
not available with reasons ranging from lack of funding and lack of willingness to treat, to geographic 
isolation and other co-morbidities that are so devastating for the patient that those related to oral health 
seem relatively unimportant. As stated in the Surgeon General’s report, Oral Health in America, “Oral 
health is integral to general health. You cannot be healthy without oral health.”9
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BEYOND THE RYAN WHITE CARE ACT

Invigorated communication campaign  
on Domestic HIV/AIDS
Recommendation 11:

The federal government needs a comprehensive, invigorated communication campaign of our 
domestic HIV/AIDS policies. A public service awareness campaign to promote HIV prevention, if 
structured properly, will also serve to increase HIV testing and reduce the stigma associated with this disease, 
and therefore move more HIV-positive Americans into treatment sooner. Americans must be reminded that 
HIV is still a life-threatening issue in this country. With all of the great strides in the treatment of this 
disease, thousands still suffer and many still die from an infection that is preventable. Education about 
HIV transmission, what can be done to protect ourselves and our loved ones and the importance of getting 
tested, must continually be communicated in our efforts to reduce HIV infection rates to zero. Also, such 
a campaign would serve to highlight the compassion and financial commitment exemplified by the Ryan 
White CARE Act and other federal programs people living with HIV/AIDS rely upon.

Incarcerated populations
Recommendation 12:

Prisons should have intensive HIV education and counseling programs to protect inmates and the 
communities to which they will return. This would include, as advocated in the Prevention section of this 
report, testing of inmates upon incarceration and upon their release. In addition to the tremendous benefit 
to be gained by gathering more data about HIV infection rates, we must also protect the communities where 
prisoners are returned once their debt to society is paid. President George W. Bush has shown tremendous 
concern for the toll incarceration takes on families and communities. His Mentoring Children of Prisoners 
program and the Prisoner Re-Entry Initiative are a testament to this. Testing prisoners and making sure they 
are placed in care while incarcerated and integrated into care upon their return to society is a necessary step 
to advance prevention, protect communities and care for those in need. Special attention must be focused 
to ensure continuity of treatment and care for HIV-positive individuals returning to society. Linkages must 
be provided to culturally competent and linguistically appropriate outpatient care upon discharge from 
federal prisons. This is especially important considering the disproportionate impact that both HIV and 
incarceration have on minority communities. 
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Training Medical Professionals
Recommendation 13:

Creative solutions must be found to encourage more doctors, physician assistants and advanced 
practice nurses to choose to develop the skills necessary to treat HIV. Finding experienced health 
care providers trained in the provision of HIV care is often difficult for the HIV-positive patient. HIV is a 
devastating illness that requires a high level of expertise to properly manage. New technologies, increasing 
therapeutic options and changing treatment guidelines make treatment and care increasingly complex. HIV-
positive patients also can develop many noninfectious complications from their disease and the medicines 
used to treat the virus. Identifying experienced HIV health care providers with up-to-date knowledge of 
HIV medicine has become crucial to improving the quality of and access to effective HIV medical care. 
Patients living with HIV/AIDS have better outcomes when they receive their health care from providers and 
facilities with more experience in treating HIV-positive patients.10

There is a shortage of health care providers both willing to treat HIV patients and with the knowledge base 
necessary to treat effectively. Additionally, HIV medicine is not a lucrative profession, lacking the financial 
incentives of other types of care. Potential solutions include, but are not limited to the following: 

1. Tuition reimbursement for healthcare workers who choose HIV care in medically underserved areas

2. Encouraging the recognition of HIV care as a medical specialty

3. Provide incentives for more nurses, physician assistants, nurse practitioners and physicians to be 	
		 certified through their appropriate associations

4. Ensure adequate reimbursements for HIV care

5. Promote programs to increase the diversity of health professionals trained in HIV care

Quality Assurance 
Recommendation 14:

As we attempt to expand out capacity to treat HIV-positive Americans, we must not forget quality. 
As we move towards mainstreaming HIV care, we must make sure that HIV patients are not broken off 
from HIV specialists. Outcome measures should be adopted to ensure care is effective and competent. 
Nurse practitioners and physicians’ assistants must be effectively trained in the medical management of 
HIV disease so more people can access care. Well trained “physician extenders” can exponentially increase 
the number of people receiving appropriate treatment and care. Continuing Medical Education should 
be provided, and if necessary, subsidized by the federal and state governments to allow for the latest HIV 
knowledge to be disseminated.
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Research
Recommendation 15:

Research into new and novel pharmaceutical agents to better manage HIV infection is of vital 
importance and must be encouraged.

Although great progress has been made in medical management of HIV infection, we must acknowledge 
that there is still a long way to go before victory can be declared. Research into new and novel agents to 
treat HIV must continue at an accelerated pace. We cannot forget the long-term survivors of HIV infection 
who have run out of treatment options and whose lives depend on pharmaceutical advances. Nor can 
we discount the future of the recently infected American who may present with some level of resistance. 
Research must also be focused on limiting toxicities and metabolic abnormalities associated with existing 
therapies. Specific incentives for treatments that assist small patient groups such as those living with multi-
drug resistant virus, should be considered as well as broader incentives to encourage the development of new 
HIV/AIDS medicines. 

As people live longer with HIV infection, we enter uncharted territory and must work to understand new 
developments that may lead to increases in morbidity and mortality. From the oncology perspective the 
problems are continuing and increasing in complexity. One certainty is that cancer is an increasing cause 
of death for persons with AIDS. 

Great progress has been made in preventing mother-to-child transmission of HIV infection. However, each 
life is precious and we have not won this war until there are not any children born with HIV. Continued 
research into all aspects of HIV care must continue and remain a priority in the United States.
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CONCLUSION
Achieving quality treatment and care for all persons infected with HIV/AIDS is the ultimate objective of 
the recommendations in this report. We have heard from the experts, we have reviewed the literature, and 
we have thoroughly discussed the issues representing the current state of this epidemic. We now see it as our 
responsibility to lend our personal energies to advancing this information in every arena. What we have put 
forth is within the purview of this section; however, we must look forward to future discussions that will 
address other overarching reasons that this disease continues to spread including poverty, disadvantage, and 
prejudice. Effective information dissemination, education, housing, economic development, criminal justice, 
and public health programs are essential issues that must be addressed. The President’s understanding of the 
disproportionate effect this disease is having in the African American and minority communities has been 
clearly stated, and a major part of our effort in this report has been to frame the issues and recommendations 
in a fashion that will speak to his concern. Our hope is that these and other efforts lead us to the day when 
HIV/AIDS will no longer have the devastating impact it is currently having in our nation.
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UNAIDS AIDS Epidemic Update, December 2005

Total: 40.3 (36.7–45.3) million

Sub-Saharan
Africa

25.8 million
(23.8-–28.9 million)

Latin America
1.8 million

(1.4–2.4 million)

Caribbean
300,000

(200,000–510,000)

North America
1.2 million

(650,000–1.8 million)

North Africa
and Middle East

510,000
(230,000-–1.4 million)

Western and Central
Europe

720,000
(570,000–890,000)

Oceania
74,000

(45,000–120,000)

East Asia
870,000

(440,000–1.4 million)

South and
South-East Asia

7.4 million
(4.5–11.0 million)

and Central Asia
1.6 million

(990,000–2.3 million)

People living with HIV ............ 40.3 million (36.7–45.3 million)

New HIV infections in 2005 ......... 4.9 million (4.3–6.6 million)

Deaths due to AIDS in 2005 .......... 3.1 million (2.8–3.6 million)

ADULTS AND CHILDREN ESTIMATED
TO BE LIVING WITH HIV IN 2005
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International

The HIV pandemic continues to spread. Estimates of the total number of people living with HIV range 
between 34.6–42.3 million. HIV has killed over 20 million people since it was identified in the early 1980s.1 
It kills an estimated 8,000 people worldwide each day, yet each day over 13,000 more become infected. 

In his January 28, 2003 State of the Union Address, President Bush announced the President’s Emergency 
Plan for AIDS Relief (The Emergency Plan), a five-year initiative that will total $15 billion to combat HIV/
AIDS. This initiative continued America’s commitment to multi-lateral efforts, like the Global Fund, while 
creating new, bi-lateral partnerships. He also took on the mantle of international leadership, and challenged 
other governments and aid foundations to increase their international HIV efforts.

The Emergency Plan is on track to support treatment for two million people with HIV/AIDS by 2008, 
prevent seven million new infections and provide care for an additional 10 million people affected by HIV.2  
Its contributions make it the largest international health initiative in history. The President’s initiative 
spreads hope in areas where once there was only despair.

Yet we know that in 2008, even with the unprecedented accomplishments being made, we will need to 
extend that commitment. The five-year Emergency Plan is a beginning, and not an end. We have proven 
that prevention, treatment and care are possible in the developing world. We also know we cannot treat 
our way out of the AIDS pandemic. Now it is time to begin discussing the next phase of the Emergency 
Plan. We must maintain our commitment to sustain treatment beyond 2008, but we must also look to the 
long-term sustainability of our international HIV efforts. It is impractical for the United States to attempt 
to provide treatment to 40 million people worldwide who are infected with HIV. 

Looking ahead we must continue our extraordinary commitment to prevention and treatment, while 
broadening our focus from personal health to public health. We cannot merely count the number of patients 
offered treatment or lives saved directly as a result of U.S. assistance, but we must take a broader view, 
and focus on the health systems and infrastructure that serve entire populations. We must count local 
doctors and nurses trained and hospitals and clinics opened. This infrastructure will allow for greater access 
to treatment and higher standards of care by building partner nations’ capacity to treat those in need. 
Ultimately, it will provide access to life-sustaining treatments for other deadly diseases in the developing 
world. 

Achieving an HIV-Free Generation
The goal in the international arena, just as in the United States, should be an HIV-free generation. 
We understand this is not a short-term goal, but the world has demonstrated that eradication of infectious 
diseases is possible. 
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HIV in the Developing World
It is difficult for those who have not visited the countries hardest hit by HIV to adequately comprehend 
the challenges of delivering modern medical treatments in areas that lack basic infrastructure. Hospitals, 
clinics and laboratories are rudimentary, if they exist at all. Understaffed and under-equipped, they often 
lack reliable electricity, refrigeration, basic laboratory equipment and struggle to maintain sterile conditions. 
Trained nurses and doctors are scarce. Reliable mail service often does not exist. Transportation, if available, 
consists of dirt roads. Public transportation is often absent, making getting treatments to patients and 
patients to treatments, especially in rural areas, difficult. 

The Emergency Plan has demonstrated that HIV Prevention and Treatment is possible in this environment, 
but to effectively fight a disease as complicated and overwhelming as HIV, nations need more than the 
basics of health care. To fight a disease like HIV over the long-term, nations need basic human rights, free 
markets, the rule of law, respect for property rights, investments in education and health, and representative 
governments. It is unrealistic and inhumane to demand that all of these elements be in place before the 
United States offers assistance to a nation in need, but a mutual understanding must be agreed upon that 
the United States expects progress in all these areas. Without progress, we will be in a never-ending cycle of 
aid and dependency. This is not politically or financially sustainable. 

The President’s Emergency Plan and The Future
The U.S. Global AIDS Coordinator administers the Emergency Plan, and the U.S. Agency for International 
Development and U.S. Department of Health and Human are its two main implementing agencies. 
America’s assistance flows through two mechanisms: multi-lateral grants through the Global Fund to Fight 
AIDS, Tuberculosis and Malaria and bilateral grants directly from the United States. As President Bush 
envisioned, the flow of aid has increased as partner nations have developed the necessary infrastructure. By 
the end of Fiscal Year (FY) 2005, the United States will have disbursed $6.88 billion for Emergency Plan 
activities through direct grants and through contributions to the Global Fund.3 

The stated goals of the Emergency Plan are to place at least two million people on HIV medications, 
prevent seven million new infections through prevention initiatives, and care for 10 million people affected 
by HIV by the end of 2008.4 In addition to the 15 focus countries where U.S. efforts are most concentrated, 
100 other countries receive aid from the U.S. Government to help them fight HIV. The Emergency Plan has 
made a tremendous difference in the lives of millions of people in the developing world. Now that President 
Bush and our international partners have demonstrated the feasibility of treating HIV in the developing 
world, we need to move to the next phase, the long-term sustainability of HIV efforts in the developing 
world. 
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Recommendation 1:

The United States should continue to fund HIV efforts through both multi-lateral collaboration 
and bilateral agreements. Maintaining the current dual approach of engaging in both multi-lateral and 
bilateral support for HIV/AIDS programs is essential to achieving an HIV-free generation. This combination 
motivates other donor nations to support the international effort and allows direct links to countries in 
need. An essential component of the United States’ commitment to the Global Fund is that the U.S. 
cannot account for more than 33 percent of the Fund’s overall contributions; the U.S. should not be asked 
to bear more than this proportion. This feature ensures that other countries share responsibility for the 
worldwide HIV crisis. Multi-lateral and bi-lateral agreements, working in tandem, provide the opportunity 
for comparison and competition, elevating the efforts of both the Global Fund and American bilateral 
agreements.

Recommendation 2:

As we maintain our commitment to those we helped place in care, the next phase of the Emergency 
Plan should broaden the focus from personal health to public health. This will entail helping nations 
to develop the capacity and infrastructure necessary to assume greater responsibility for their citizens. This 
does not suggest scaling back efforts to care for and treat those in need. Rather, building host-nation 
capacity to make and implement public health programs is the most effective means of increasing access to 
treatment globally. Future Emergency Plan funding should spur the creation of locally managed health and 
public infrastructure.

Recommendation 3:

All of America’s foreign aid should complement public health by spurring development of basic 
infrastructure and supporting economic and political stability. 

When President Bush unveiled the Millennium Challenge Account for economic assistance overseas, he 
laid out a series of principles to guide our foreign economic aid. Among these were the principles that 1) 
aid is most effective when it reinforces sound political, economic and social policies, 2) development plans 
supported by a broad range of stakeholders, and for which countries have primary responsibility, engender 
country ownership and are more likely to succeed.5 

These principles are just as applicable to the next phase of the Emergency Plan. As HIV destabilizes 
governments and cripples economies, so too does it thrive amid dysfunction. HIV assistance cannot simply 
be a gift of American dollars. Rather, it must be a commitment to work together to aid desperate nations 
now and build their capacity to address HIV/AIDS in the future. Building a sustainable, local response to 
HIV will support stable governments.

Recommendation 4:

The U.S. should broaden partnerships with indigenous faith-based organizations, non-governmental 
organizations (NGOs) and the private sector to strengthen the non-governmental social safety 
net of host countries. Just as in the United States, governments cannot take care of a country’s citizens 
without other support. Essential to creating long-term independence, viable philanthropic and faith-based 
organizations provide access to citizens and support networks that government lacks. At the same time, we 
cannot allow governments, or NGOs to become indefinitely dependent on America’s generosity. We need to 
help create empowered patients and vibrant health systems in host countries, not dependent ones.

45



Recommendation 5:

Host nations must repeal taxes and tariffs on HIV-related medical supplies and pharmaceuticals. As 
a condition of receiving grants, the United States should require host nations to repeal any taxes or tariffs 
that apply to medical supplies or pharmaceutical products used to combat HIV/AIDS. Removing these 
taxes and tariffs should also be a central component of U.S. trade policy, not as a bargaining chip, but as a 
demonstration of common good will and a commitment to the health of citizens in the developing world. 

Recommendation 6:

Host nations must vigorously combat corruption and bureaucratic red tape in their public health 
delivery systems. The United States cannot be expected to provide taxpayer dollars to countries that do 
not allow the dollars to be deployed rationally and quickly for their intended beneficiaries. Left unchecked, 
corruption in procurement and public finances will weaken the resolve of Americans to provide resources to 
host countries and understandably so. 

Recommendation 7:

The U.S. Government should consider making basic health education campaigns a prerequisite 
of HIV assistance. Many countries beset by HIV also have low levels of health awareness among their 
populations. This limits the success of prevention and treatment campaigns. A major component of Uganda’s 
ABC effort was a commitment to frank, scientifically sound HIV education. Unfortunately, myths and 
misinformation surround HIV in many countries. Host governments must make basic health education a 
priority. As Ugandan President Museveni stated, behavior change is a social vaccine for HIV. However, to 
motivate healthy behavior, people must have access to clear health education and fact-based information 
on HIV in native languages. Following this example, HIV should be addressed as a behavioral as well as a 
medical challenge.

Recommendation 8: 

As a demonstration of commitment to fighting HIV, we must encourage prominent political and 
social leaders of host nations to speak publicly about the causes of HIV and the basic biological 
facts of the disease. Because leadership is essential, the heads of state of host nations should make personal 
commitments to elevate HIV awareness. In a few exemplary countries, First Ladies provide invaluable 
contributions in educating the public and raising HIV awareness. We should ask and encourage governments 
to involve the spouses of chief executives in fighting HIV. Ethnic, religious and social leaders should be 
engaged to spread HIV awareness to the communities in which they have social networks and credibility. 

Recommendation 9:

The U.S. Government must support basic research and maintain incentives for companies to invest 
in preventatives, vaccines and treatments to meet the needs of the developing world. At present, 
infrastructure is not sufficient to support widespread access to second-line HIV therapies. Developing 
nations have specific therapy needs including: non-refrigerated second-line therapies; improved, easier-to-use 
pediatric formulations; safe and effective fixed-dose combinations; and clade- and strain-specific medicines. 
The threat of increasing resistance to available therapies must be monitored and appropriate responses 
developed. To realize the pharmaceutical innovation required to develop these medicines, appropriate 
incentives must be available to spur research and development.
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Recommendation 10:

The U.S. Government should support, in conjunction with other donor nations, the harmonization of 
data-collection and reporting requirements. To assess different strategies, replicate best model practices, 
minimize administrative burdens on grant recipients, and deploy global resources more effectively, the 
United States should lead the international donor community in developing standards of data reporting 
and collection. Documentation of effective use of antiretroviral drugs, including adherence, prevention of 
resistance and sustainability of prevention efforts should be required from programs wishing to continue 
funding eligibility. Once gathered, data must be disseminated and communicated effectively. We cannot 
simply have scientists talking to each other without communicating the science and the state of HIV care 
to people working on the ground and to populations affected by HIV. 

Recommendation 11:

Ensure that health professionals are trained in a broad range of interventions and increase economic 
incentives for trained health professionals to remain in their countries-of-origin. We must continue 
to train researchers and care providers to work in their countries of origin on a variety of public health 
challenges, including, but not limited to, HIV/AIDS. We should not create or perpetuate economic rewards 
for health professionals to treat HIV to the exclusion of other conditions. Training doctors, nurses and lab 
technicians and community health workers to work on the full range of health problems that confront a host 
nation is essential. Additionally, too many nurses and doctors leave their countries for higher paying areas. 
Creative incentives must be provided to keep trained doctors and nurses where they are most needed.

HIV Prevention Successes
As Uganda emerged from civil war and faced the reality of its own devastating HIV epidemic, President 
Museveni committed himself to reducing HIV. His consistent messaging and courage remains the gold 
standard for motivating a nation to confront an epidemic. By promoting Abstinence until marriage, Being 
faithful to sexual partners, and correct and consistent Condom usage, (ABC), Uganda developed a successful 
and cost-effective prevention campaign. The Ugandan model of AIDS prevention is especially relevant to 
countries with “generalized epidemics.” Thus, delay of sexual debut for youth, partner fidelity and correct 
and consistent condom use are effective messages. 

Uganda proved that clear, consistent messaging, strong community-based programs, mobilization of all 
segments of society (i.e., all branches of government, NGOs, the private sector, FBOs), and committed 
leadership can dramatically reduce incidence and prevalence rates. In seeking an HIV-free generation, we 
cannot be deterred from the fact that we do not have a vaccine at present. HIV is a totally preventable 
disease and behavior can control exposure—we already have, as President Museveni has explained, a social 
vaccine.

In Thailand, courageous leadership marshaled public efforts to control a devastating epidemic concentrated 
among prostitutes and their customers. In Thailand, an intensive intervention promoted correct and consistent 
condom use and educated the public about HIV, including urging men not to visit prostitutes. Again, 
behaviors changed significantly within a short time period (1982-1992), and prevalence and transmission 
rates soon declined. These examples should not be interpreted as the only successes in the developing world, 
but they show that success is possible.
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For general population epidemics, where the majority of transmissions are the result of heterosexual 
intercourse, the ABC model is the preferred approach to prevention. However, its application must be 
tailored to different countries, cultures, populations and sub-populations. More research is needed on how 
best to deploy lessons from the developing world in other countries. We recognize the variety of cultures 
affected by HIV. We encourage the U.S. Government to be flexible and for NGOs and grantees that work 
with U.S. dollars to be respectful of the mores and customs of host countries. Particularly in the areas of 
prevention messaging, we can learn a great deal from other cultures. 

Recommendation 12:

The United States should promote successful prevention strategies. Prevention resources should be 
allocated based on the demonstrated needs of host nations. Programs should focus on successful, locally-
developed initiatives that have demonstrated success, as well as on outside efforts that can be deployed locally 
against relevant modes of transmission. All prevention programs should be consistently and objectively 
evaluated to identify and replicate successful interventions. “Success” should be measured by changes in 
sexual behavior (and related behaviors such as stigma and discrimination) and on HIV incidence and 
prevalence decline. Assumptions cannot be the basis for measuring effectiveness. 

Recommendation 13:

Prevention of Mother-to-Child Transmission (PMTCT) should be a major component of the Post-
Emergency Plan. In the United States, with sound public health policy—including testing pregnant mothers 
and newborns—and effective perinatal treatments, we are on the verge of eliminating pediatric HIV. In the 
developing world, pediatric HIV continues to be a major problem. Although effective prevention regimens 
are available, access to them are not widespread. We must invest in prenatal and neo-natal pediatric HIV 
diagnostics and treatments. We also must increase the number of trained physicians and nurses that will 
help to develop the most appropriate measures for prevention and treatment of HIV infection in children. 
This must include breast-feeding counseling. 2.2 million children under the age of 15 have HIV in the 
developing world, and 640,000 were infected with HIV in 2004.6 

Research into new and easier-to-use treatments for children with HIV should continue, but we must place 
particular emphasis upon developing and distributing therapies to prevent mother-to-child transmission. 

Aggressive PMTCT can be the fulcrum to shift from focusing on personal health to public health and 
transition to next phase of the Emergency Plan. To effectively implement PMTCT efforts, we must 
address clean water, nutrition—including appropriate, science-driven guidance on breast-feeding—access 
to perinatal care performed by trained professionals, and testing. Infrastructure is needed to ensure clean 
water, because unclean water for a baby can be deadly. The same is true for nutrition. Without adequate 
nutrition, pregnant mothers are more susceptible to the ravages of HIV and newborn babies to infection. 
Finally, trained medical care must accompany neo-natal and PMTCT interventions.

We are on the verge of eliminating Mother-to-Child Transmission in the United States. Now we need 
to work toward that goal overseas. If we can achieve that goal, we can cut HIV out of the pre-pubescent 
population worldwide. If that is achieved, through a combination of effective prevention efforts, sound 
treatments, and continued research into the therapies of tomorrow, we will be able to see the dawn of an 
HIV-free generation.
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Recommendation 14:

Human Trafficking must be eliminated. We commend President Bush for the leadership role he has taken 
in condemning human trafficking and urge him to continue to pursue policies that fight the exploitation of 
the most vulnerable. Approximately 10 million children worldwide have been trafficked into prostitution.7 
Estimates of the number of women trafficked annually range from 600,000 to 800,000. This practice, 
reprehensible in its own right, must be fought as a possible contributing factor in the spread of HIV. Further 
research is needed to understand the dimensions of this link. All civilized nations must stand together to 
fight this modern form of slavery. 

Recommendation 15:

Careful consideration should be given to the evidence that male circumcision reduces the likelihood of 
HIV transmission. The latest data, although incomplete, on reduced transmission rates from circumcision 
are so striking that they warrant careful review. While more research must be done, and concerns about 
possible behavioral disinhibition, sterile procedures and effective education to accompany the procedure 
are justified, the recent data from 40 epidemiological studies as well as a randomized clinical trial (RCT) 
in South Africa are compelling.8 If these findings are supported by ongoing work in Kenya and Uganda, it 
is possible that transmission rates can be reduced dramatically, on the scale of a partially effective vaccine. 
Much thought and discussion will be required to consider the cultural and sociological implications of 
encouraging circumcision to reduce HIV transmission.

Conclusion
HIV will continue to be a deadly enemy for the near future, but we cannot resign ourselves to a world beset 
by HIV forever. We have seen poor nations develop successful prevention campaigns with little outside 
assistance, which proves that prevention is possible in the developing world. We have also seen the United 
States lead the world in proving that HIV medicines can be deployed in areas with few resources. We have 
been given hope that HIV’s spread can be slowed, stopped, and in fact reversed. We cannot let the gains we 
have made, and the hope we have been given, slip away. As we move into the next phase of the Emergency 
Plan, and continue our extraordinary commitment to fight HIV overseas, we must make our long-term 
HIV goal, the ultimate extinction of the HIV virus. If we can imagine the birth of an HIV-free generation, 
and we commit to achieving it, we can make it happen. 
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AMENDED CHARTER

PRESIDENTIAL ADVISORY COUNCIL ON HIV/AIDS

Purpose

The Secretary of Health and Human Services is charged in Titles XXIII-XXVI of the Public Health Service 
Act with responsibilities for conducting a variety of activities in connection with the prevention and cure of 
HIV and AIDS and for ensuring that those infected with HIV or AIDS are provided with quality care.

Authority

Executive Order 12963, dated June 14, 1995, as amended by Executive Order 13009, dated June 14, 1996. 
The Presidential Advisory Council on HIV/AIDS (“PACHA” and/or the “Council) is governed by provisions 
of Public Law 92-463, as amended,

5 U.S.C. Appendix 2, that sets forth standards for the formation and use of advisory committees. 

Function

PACHA shall provide advice, information, and recommendations to the Secretary regarding programs and 
policies intended to (a) promote effective prevention of HIV disease, (b) advance research on HIV/AIDS, 
and (c) promote quality services to persons living with HIV disease and AIDS. The functions of the Council 
shall be solely advisory in nature. The Secretary shall provide the President with copies of all written reports 
provided to the Secretary by the Council.

Structure

The Council shall consist of not more than 21 members to be appointed or designated by the Secretary. 
If at the time the charter is made effective, the Council has more than 21 members, such members shall 
serve through the remainder of their terms and/or until notified, in writing, that their terms have expired. 
The Secretary shall designate one or more members to serve as Chair, Vice Chair and/or Co-Chairs. The 
Council membership shall be selected from authorities with particular expertise in, or knowledge of, matters 
concerning HIV and AIDS. In addition, the Council may include ex officio members from relevant HHS 
components, as deemed appropriate by the Secretary or designee.
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Members shall be invited to serve for overlapping terms of up to four years; terms are contingent upon the 
authorized continuation of the Council. A member can serve after the expiration of their term until their 
successor has taken office and/or until notified, in writing, that their term has expired.

Subcommittees may be established, consisting of members of the Council, to perform specific functions 
within the jurisdiction of this advisory group. Subcommittees shall make preliminary recommendations 
for consideration by the Council membership. The Department Committee Management Officer shall be 
notified upon establishment of each subcommittee and shall be provided information on these subgroups, 
i.e., names/titles, functions, membership, and estimated frequency of meetings.

Management and support services for the Council and its activities shall be provided by the Office of Public 
Health and Science within the Office of the Secretary.

Meetings

The Council shall meet not less than two times each year at the call of the Chair and/or 

Co-Chairs with advance approval of a designated Government official. A designated Government official 
must approve the agenda for the meetings and also must be present at all meetings. 

Meetings shall be open to the public, except as determined otherwise by the Secretary. Notice of all meetings 
shall be given to the public. Meetings shall be conducted and copies of the proceedings kept, as required by 
applicable laws and Department regulations.

Compensation

The Council membership shall receive no stipend for the advisory services they render as members of 
PACHA. However, as authorized by law and in accordance with Federal travel regulations, PACHA 
members may receive per diem and reimbursement for travel expenses incurred in relation to performing 
duties for the Council.

Annual Cost Estimates

The estimated annual cost for Council operations, including per diem and travel expenses for members, is 
$303,300. An allocation of three (3) FTEs has been projected to provide staff support for Council activities; 
the annual cost for the projected human resources is $259,300.
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Reports

In the event, the entire and/or portion of a Council meeting is closed to the public, a report shall be prepared 
that shall contain, at a minimum, a list of members and their business addresses, the Council’s functions, 
dates and places of meeting, a summary of the topics discussed and/or Council business conducted, and 
the resulting recommendations made. A copy of the report shall be given to the Department Committee 
Management Officer.

Termination Date

Unless renewed by the appropriate action prior to the date stipulated, the Presidential Council on HIV/
AIDS will terminate on July 27, 2007.

Approved:

July 26, 2005	 	 	  	      
___________________________		  ___________________________________

Date	 	 	 	 	 	 Secretary	
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“ “HIV/AIDS is a direct challenge 
to the compassion of our country, and to 
the welfare of not only our nation, but na-
tions all across the globe . . .

Neither individuals, nor society, nor gov-
ernment can afford to be complacent, 
and we will not relent against the battle 
against AIDS . . .

President George W. Bush
Philadelphia, Pennsylvania
June 23, 2004
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