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1. Introduction

The World Health Organisation estimates that a total number of 42 million people are living with HIV in the world today. The majority of the 38.6 million adults infected by HIV are women (19.2 million), and 3.5 million of the infected are children under the age of 15.
 Globally, the spread of HIV has been highly unequal, showing a high concentration of the epidemic in the developing world. The overwhelming majority of the HIV-cases are concentrated to sub-Saharan Africa with an estimated 29.4 million people carrying the virus.
 In the eight most severely hit countries, HIV-prevalence is estimated to be as high as 20-26%. Some parts of East Africa and the Caribbean are now approaching these figures. Asia and Eastern Europe used to have a relatively low HIV-prevalence, but are today experiencing the fastest-growing epidemic in the world. In the Western world, awareness campaigns and advances in treatment have helped to limit the impact here, but recent development shows that new infections have switched towards deprived communities. 

In each region, the patterns and dynamics of the epidemic are distinctive, putting different groups of people particularly at risk, and entailing different socio-economic consequences. Nevertheless, the different patterns of the epidemic have one common denominator: The spreading and the consequences of HIV/AIDS are closely related to the lack of effective enjoyment of human rights.

1.1 A human rights approach to HIV/AIDS?

On a United Nations Special Session on HIV/AIDS, held in June 2001, 189 nations agreed to address the problem of HIV/AIDS from a human rights perspective, signing the Declaration of Commitment on HIV/AIDS. The declaration sets forth a number of specific goals in prevention and care, elaborates on problems like stigmatisation and risk groups, and shows the willingness of all to increase the level of funds available to fight the virus.

The international community and human rights activists are increasingly acknowledging that AIDS, far from being a medical concern only, is intimately linked to human rights. According to Amnesty International, “Human rights standards are not an optional extra but central to the battle against AIDS”.
 Social exclusion and economic deprivation can make a person more vulnerable to HIV infection. Access to education, physical integrity, economic security and effective health care are factors that can help to protect people from being exposed to the virus. If a state fails to guarantee these basic human rights, it perpetuates a vicious circle leading to higher prevalence of HIV/AIDS, and with this a further deterioration of the socio-economic structures. Furthermore, prejudice and misinformation can lead to discrimination of HIV-infected individuals and thus infringing on their human rights. The unequal distribution of power and wealth in the world excludes the majority of  HIV-positives from the benefits of medical advancements only a few can enjoy.

1.2 Aim and method

In this essay, I would like to illustrate that HIV/AIDS is not just a disease and a medical problem, but a human rights concern. In order to do so, I will discuss the preconditions and consequences of HIV/AIDS in the light of selected human rights perspectives. 

In the discussion of AIDS and human rights, I identified three major areas where HIV/AIDS and human rights intersect:

1. social factors and preconditions that render people vulnerable and facilitate the exposition to the virus;

2. prejudices and discrimination against HIV-positive people and vulnerable groups;

3. socio-economic consequences of the epidemic on the human rights situation.

All the links between human rights and HIV/AIDS examined in this paper can be summarised as belonging to one of these three categories. However, the links are complicated, internally dependant and often bi-directional. I therefore chose not to present the human rights issues according to this broad division, but rather to discuss the relationship between AIDS and human rights from different perspectives within the field of human rights. What I did in this paper was to integrate HIV/AIDS into the discussion of women’s rights, children’s rights, refugee’s rights, as well as in a discussion of poverty, racism and discrimination. Within each of these different human rights perspectives, I selected and discussed different HIV-related problems relevant to the particular perspective.

I have chosen to look at the disease from a global point of view, not limited to any geographic area. However, the extent of HIV/AIDS differs widely throughout the world, as do the patterns of vulnerability and impact. In some countries, HIV is only marginal problem of society and relatively controlled. In other parts of the world, the virus has developed into a major societal problem, most notably in sub-Saharan Africa and parts of the Caribbean. In some parts of this paper, I shall concentrate on these most infected regions, because it is here that the needs to address AIDS as a human rights issue becomes more clear.  

1.3 Limitations and reliability

In this paper, I try to demonstrate the links between HIV/AIDS and human rights concerns by highlighting and discussing selected problems. I do not claim that the issues discussed exhaust the complex relationship between AIDS and human rights. The discussion of AIDS as a human rights concern is a rather new one, and my analysis is based on rather new documents, books and papers. More research in the area is needed to identify new links, patterns and developments in the analysis of AIDS and human rights.

The medical details of the disease and advances in research and treatment are not subject of this paper, and are only mentioned if relevant. In fact, I assume that the reader has some basic understanding of HIV/AIDS, in terms of means of acquisition, natural course of the disease, world-wide spread and fatality. A brief explanation of the current situation of treatment possibilities is provided in the following background section. 

The estimates relating to the size of estimated HIV/AIDS cases in this paper are taken from the most recent available data by WHO/UNAIDS.
 However, I would like to stress that these numbers are estimates and the exact number of HIV/AIDS cases and related phenomena are unknown. The estimated extend of the AIDS epidemic is an issue that is highly sensitive to changes, and during my research I have come across great variations in HIV/AIDS- related data. As far as possible I have therefore chosen to rely on the estimates provided by WHO/UNAIDS only, to avoid contradictions and the use of unreliable sources. 

1.4 Background information

Although we still don’t have a cure for AIDS, the life-expectancy of a HIV-infected person in the West with access to anti-viral drugs is today equal to the life span of a healthy person.
 Today’s research has identified different types of the virus, HIV-I and HIV-II. Additionally, the virus is divided in the sub-types A to I, the unusual sub-type O and the newly discovered sub-type N.
 HIV-treatment varies from person to person, but in the West, a combination of three anti-viral drugs has proven effective: usually two different nucleuses analogues (like AZT & Retrovir) and one protease-inhibitor. 

Additionally, the treatment of various opportunistic infections, which accompany the gradual decline of the immune system, is today widely available in the Western world. Furthermore, a person who has reason to believe that she has been exposed to the virus, e.g. through rape or accident in the health care services, has today the opportunity to recur to post-exposition prophylactic medication (PEP) directly after supposed exposition, which diminishes the risk of infection. Likewise, new born children of HIV-positive mothers can receive prophylactic medication. Availability and price level of HIV-related drugs differ widely throughout the world.

1.5 Disposition

In this paper, I am going to shed some light on the links between human rights and HIV/AIDS. I will start off with approaching the issue from a gender perspective, discussing the connections between HIV and gender in terms of powerlessness, gender stereotypes and health and violence. Secondly, I will discuss the epidemic from a child-focused perspective, elaborating on education, child health and loss of care-taker. Thirdly, I will focus on the HIV-related problems of refugees, both in refugee camps and in asylum countries. After the discussion of these three vulnerable groups, I concentrate on poverty as a precondition and as a consequence of the disease. In the following section, I will explore the links between racism, discrimination and HIV, before I attempt to draw conclusions about the new approaches needed in human rights and AIDS programmes, and evaluate briefly whether today’s human rights instruments are adequate in addressing the problems and challenges relating to HIV/AIDS.

2. Women and AIDS

Although women as a group constitute the majority of the world’s HIV- and AIDS-cases, research on medical treatment and social impact of the virus have mostly been gender-blind, taking men as the norm and assuming that women respond equally to medication, prevention programmes and, as half of the world’s population, carry half of the burden the epidemic entails in the socio-economic reality.
 However, a woman’s life situation is different from a man’s in many aspects, making women more vulnerable to HIV, discrimination and sexual violence.

2.1 Unequal power distribution

”In situation of poverty women have the least access to food, health, education, training and opportunities for employment and other needs.”
 Women all over the world do not enjoy the same political, social and economic possibilities as men. Discriminatory laws exclude women from equal access to education, employment, housing, credit, property, political decision making, health care and other social services. Due to employment in lower paid jobs, women’s responsibility for unpaid household chores, in combination with discrimination, women are poorer than men and often even dependant on the male provider. Women have been the most affected by economic restructuring leading to cuts in welfare services, and poverty has today a female face. The inferior position of women is often hidden in statistical data, where income is measured per household, but the inequalities within the household remain unseen.

In the light of the AIDS pandemic, gender discrimination and the inferior status makes women more vulnerable to the virus. Women are the majority of the world’s illiterate, and access to education is essential to understand how to protect oneself from infection. Health care services are crucial in preventing AIDS, especially the access to counselling and information about sexuality and reproduction, and for those infected access to medical services is a matter of survival. In many countries, laws prohibit bank loans, inheritance and property rights for women. In this dependant environment the AIDS-related death of a husband has dire consequences for the widow and the family she has to care for, and poverty is often inevitable. 

Women are not only marginalised in society at large, also AIDS research and programmes often fail to address women. In the quest for effective treatment of HIV-related symptoms, man is still taken as the norm, and due to the lack of knowledge, it is often just assumed that women respond equally to HIV-medication. Little data exists on the effects and side-effects of anti-viral drugs in relation to women-specific issues such as gynaecological problems, pregnancy, menstruation complications, menopause, combination with contraceptive hormonal products and female fertility. 

In HIV-information and prevention programmes it is often not taken into account that women as a group are more vulnerable to be exposed to the virus than men. AIDS-campaigns often aim at groups that are at risk due to their behaviour, and vulnerability due to structural inequalities are rendered invisible. For instance, rural men who had to migrate to cities for employment reasons have been identified as a risk-group in many regions. Having left their families behind, these men might engage in extra-conjugal sexual relations or visit prostitutes, and are therefore considered to be at risk. Their wives, however, do not appear on the list of vulnerable groups, although, according to Reid, preliminary data from African studies indicate that 60-80 % of all infected women have one and only one sexual partner.

2.2 Gender stereotypes

To modify the behaviour that leads to a higher risk of acquiring the virus, it is important to address the gender-based prejudices, eliminate ideas of supposed inferiority of women and empower women to be able to leave the stereotyped roles prescribed to them by many cultures and traditions.
 Gender stereotypes legitimise discriminatory behaviour and inequality, and re-enforce the pattern leading to an increased vulnerability to HIV/AIDS.

The stereotyped role expected from a woman regarding her sexual life as the submissive object of male pleasure is of tantamount importance in relation to the AIDS epidemic. In many cultures, the woman is not even supposed to have a sexuality of her own, and therefore women do often not have a say in the choice of when to have sex and whether to use protection. The fear of male reprisal, real or anticipated, makes women refrain from even bringing up the subject of contraception.
 A woman demanding the use of contraceptives is sometimes perceived by the man as asking for a free pass to unfaithfulness or promiscuity. 

The infringement of women’s sexual and reproductive autonomy shall be the subject of the next section, here I would just like to point out that the basis of the male monopoly on sexuality has to do with the traditional role of women. 

Women with AIDS are especially at risk to become victim to stigma and discrimination, as women who have acquired the virus often are accused of promiscuity or unfaithfulness, which is a harder ‘crime’ for women than for men. Gender stereotypes, enforced by religion and traditional beliefs often sanction male promiscuity, whereas women are expected to be either sexually abstinent (if not married) or faithful to only one partner (if married), often without being able to claim the same commitment from their partner. 

Due to their traditional role in the household as caretakers, women have to take the lion’s share of the extra work load when somebody in the family falls ill or dies of AIDS
. Women have to carry the burden to care for the sick, and tackle the social breakdown of society at large, which hinders them from further advancement in education, employment and social life. 

2.3 Sexual and reproductive rights

The right to sexual and reproductive health implies freedom from diseases such as HIV and an efficient health system, but also the right to freely decide over one’s sexuality and reproduction. Reproductive rights include access to sexual education, including information about sexually transmitted diseases, family planning and birth control, and sexual rights include the right to a fulfilling sexual life free from discrimination, violence and coercion. 
 

Unfortunately, women’s right to reproductive health and sexual autonomy is the most marginalised human rights issue and at the same time the most wide-spread violations occur against it. Sexual/reproductive rights raise sensitive issues like female sexuality that clash with the moral code of most countries, religions and traditions.

A major obstacle in the promotion of ‘safe sex’ is the position of the Catholic Church, which forbids the use of all contraceptives, including condoms. Banning protection is a strong statement against the sexual and reproductive rights of women, and leaves women who want to protect themselves against sexually transmitted diseases and unwanted pregnancy with only one option: refraining from any sexual contact. Due to the male domination of female sexuality, including sexual violence, a woman cannot always chose this option. From the point of view of those promoting banning of condoms, a sexually active women risks to be condemned and stigmatised either way: If she uses condoms, she commits a sin, if she doesn’t, she risks being infected and can therefore be stigmatised as promiscuous.

Given the lack of power in decisions concerning sex, it is concerning that we today still don’t have any means of protection from HIV/AIDS and other sexually transmitted diseases (STD’s) that are entirely in the control of the woman. Condom use (and sexual abstinence), today still the most effective protection against the virus, needs the consent of the man, and any form of gender-based violence makes it impossible for the woman to ask for this form of protection.
 The power to decide over one’s own body is a fundamental precondition for the enjoyment of other human rights, and, considering the possibility to acquire HIV, any infringement on the women’s rights to sexual and reproductive health becomes a violation of the right to life.

The preconditions for reproductive and sexual health are determined by society’s attitudes, educational measures to stamp out gender stereotypes and prejudices as well as an effective health care system that pays special attention to women-specific needs. Political decision makers are often reluctant to put any effort into this matter in order to avoid conflict with traditional and religious forces. The threat posed by the AIDS pandemic, however, might force the politicians to take necessary steps. It is therefore of absolute importance to reveal the links between women’s rights, gender stereotypes and vulnerability, and to make this knowledge accessible to all.   

2.4 Health and violence

Violence against women includes any act, omission or conduct by means of which physical, sexual or mental suffering is inflicted, directly or indirectly, through deceit, seduction, threat, coercion, or any other means, on any women, with the purpose or the effect of intimidating, punishing or humiliating her or of maintaining her in sex-stereotyped roles, or of denying her human dignity, sexual self-determination, physical, mental and moral integrity or of undermining the security of her person, her self-respect or her personality, or diminishing her physical or mental capacities.

More specifically, gender-based violence is any violence directed against a woman because of her biological sex, including domestic violence, rape in private and in public, sexual violence and harassment, and some harmful traditional practices such as female genital mutilation. 

Violence against women often take form of sexual violence, and states have for a long time neglected to fight these wide-spread human rights violations, partly because sex remains a taboo in many cultures, partly because many forms of gender-based violence are committed by private actors in private places, and the state thus denied to take responsibility. It is, however, important to keep in mind that gender-based violence is not a number of unconnected incidents, but a systematic means to suppress women, wilfully used to coerce subordination in the public sphere and on the domestic level.
According to UNAIDS, the number of women and children contracting the virus by being raped is rising.
 Especially in times of despair, such as armed conflict, refugee situations and in an environment of dire poverty, women are at particular risk of being exposed to sexual violence and thereby particularly vulnerable to HIV-infection. 

Harmful traditional practices such as female genital mutilation are often exercised under deplorable circumstances with unhygienic surgical instruments, and the victims of such practices are at risk to be exposed to HIV, blood infections and other diseases during the mutilation process.
 Due to biological reasons, a “circumcised” woman stays at a higher risk to acquire the virus sexually compared to a woman with intact genitalia.
 

Gender-based violence like battery or rape are a threat to women’s health in general, but most importantly it infringes her sexual and reproductive rights. Violence or even the threat of violence prevents the women from having any influence on the choice of protection. Furthermore, the fear of violence might influence a woman’s choice to openly admit an HIV infection, which shows that gender-based violence is not only a threat to women, but also to men, and it inhibits efforts to fight the spread of the virus. According to a study by Kenya’s Population Council, 70% of HIV-infected women had not disclosed their infection to their partners due to fear of violence, stigmatisation and abandonment.
 

2.5 Prostitution and sexual exploitation

Because women are often seen as sexual objects, women have throughout history been sold, traded and kidnapped for the purpose of sexual exploitation, prostitution and sexual slavery. In times of armed conflict, women are abducted and forced to live in military brothels, in poor countries parents sell their daughters, in refugee camps women are trafficked into sexual slavery. Those prostitutes who “chose” to sell their body, seemingly out of free choice, are often forced to do so due to dire poverty and lack of any other economic opportunities in a patriarchal system.  

Sex workers are at particular risk to get infected with HIV, not only because of the multitude of sexual partners, but also because they work in an extremely violent environment. Prostitutes are in most countries working beyond reach of the state’s safety net, not covered by health care, legal aid, insurance or other social services, and are therefore more than any other group of women exposed to violence, rape and murder.
 

Because the prostitutes background and current life situation is often marked by poverty, the sex workers often lack education and knowledge about means of transmission and protection from HIV/AIDS. Their economical situation, drug addiction and/or dependence might leave little bargaining power vis-à-vis the client in the decision of condom-use.
 Furthermore, the psychological state of the sex worker has some impact on their risk-taking behaviour. Being in a abusive atmosphere and desperate life situation gives the women less incentives to use condoms to protect their lives. The Women’s Convention appeals to all states to suppress all forms of traffic in women and exploitation of prostitution.
 

3. Children and AIDS

According to UNAIDS 3.5 million children are today estimated to live with the virus.
 Because most of them live in the Third World without adequate access to medication and health services, the majority will not live through the next decade. However, the HIV-positive children are not the only group of children affected by the virus. Other children lose parents, siblings, teachers to the disease, and thereby their social structure is eroded, or death and disease in the family force the children to generate income and/or care for the diseased. We distinguish between infected and affected children.
 

3.1 Transmission and vulnerability

The virus can be transmitted from the mother to the child during pregnancy, at birth and through lactation. In the Western world, the risk of mother-child transmission has successfully been reduced. According to a European study, the frequency of HIV-transmission from mother to child had been reduced to ‘only’ 15 % in Western European countries.
 To reduce the risk, several delivery methods are today considered more save than others, the infant is frequently supplied with prophylactic medication directly after birth, and lactation is not recommended for HIV-positive mothers. 

In the Third World, however, poverty often makes it impossible to reduce the risk of mother-child transmission. The access to prophylactic medication, breast-milk substitutes and appropriate services during pregnancy and delivery are not only limited by the individual’s purchase power, but international trade agreements, patent rights and powerful pharmaceutical conglomerates control the accessibility and price level of the necessary drug supplies. Paradoxically, it is today more expensive to purchase anti-viral drugs in the sub-Saharan Africa than in the United States, and the access to cheaper medication is effectively hindered through the patent rights regime
. Due to this, many children in the Third World are today infected with the virus, although we have the means to reduce the risk! Unfortunately, international human rights instruments still fail to address this global inequality- human rights are still seen as obligations between states, and non-state actors like the International Pharma-industry act outside the scope of the language of human rights. 

Like women, children are vulnerable to rape, sexual assault, incest and exploitation. 

The AIDS epidemic has spurred the demand for young girls and boys in the sex industry, because they are believed to be untouched by infections and disease. Because of this belief, the customers of young prostitutes might be inclined not to use protection, which in its turn puts the children at high risk. 

3.2 The HIV-infected child

For a long time, HIV/AIDS was considered an ‘adult’s disease’, due to the sexual way of transmission. Consequently, medical research on AIDS and HIV-related infections has concentrated on the (male) adult, and even today, medical expertise on how the infection develops in children as well as how children respond to anti-viral medication is far from exhausted. More research is needed on how HIV/AIDS affects children, both in terms of medical symptoms and opportunistic infections, but also the psychological effects on the HIV-infected child. The continuing lack of knowledge among staff in educational and social institutions of how HIV is transmitted and how to treat an infected person can lead to discrimination and stigmatising of the HIV-infected children. Discrimination and bullying can have a severe impact on the child’s mental and emotional development.
 

A child with immune-deficiency is often tired, depressed or apathetic, and the virus can even affect the child’s mental development, and the child might therefore not be able to engage in the same activities as healthy children.
 Furthermore, a child might not fully understand the disease, and misinterpret differential treatment by parents, teachers, doctors and peers. Many adults with HIV recur to self-help groups, where they can meet people in similar situations, with similar problems, to reduce the feeling of being alone. HIV-infected children, however, do often not have this opportunity. It is important for parents, social workers and doctors, to pay attention to the child’s own needs and demands, and the concern for the child’s physical health should not cloud up her right to psychological, spiritual, moral and social well-being.
 

3.3 AIDS orphans

In sub-Saharan Africa, the Caribbean and other regions, the AIDS-pandemic has had a severe impact on society at large; especially the family, which should provide shelter and support for children, cannot function as such anymore. Children are particularly vulnerable to the collapse of the social structure, due to their dependant situation in society.

It is estimated that around 14 million children have lost one or both parents due to AIDS, most of them in sub-Saharan Africa.
 Many of these children will be burdened with the care of younger siblings or with economic responsibilities. Those children orphaned by AIDS often face a future of exploitation, neglect and abuse, as they might be forced to live on the street, sell their labour or even their bodies in order to survive. 

The phenomenon of AIDS orphans also places a new burden on society- normally the extended family is expected to care for the orphaned children, others are placed in institutions. Especially if the children are infected themselves, family members and institutions might be reluctant to provide for their needs. 

The Committee on the Rights of the Child has been very active and successful in placing the problem of AIDS-orphans on the international agenda. In 1998, the Committee dedicated a day of general discussion to the issue “Children living in a world with AIDS”, and the state’s responsibility towards children affected by AIDS is often taken up in the Committee’s considerations and questions to the states parties reports.
 However, lack of resources and poverty often hinders the realisation of political measures to ensure all HIV-infected and-affected children the effective enjoyment of their rights. 

3.4 Education

In some countries, the HIV/AIDS pandemic and its consequences has affected the educational system severely. The increasing loss of teachers and other staff results in losses in provision and quality of education of all levels. The Swedish International Development Agency calls the pandemic “a case of a particular threat to all improvement of education”.
 Not only infected staff, but also many of the HIV-infected children have to drop out of school prematurely due to health problems, and are thus denied their basic right to education.

In the current paradigm, children and children’s rights are often viewed in terms of children as the future generation, and stress is laid on their right to development, i.e. their right to develop into adult persons. In this context, education is seen as preparing the child for adulthood, providing the future adult with basic skills needed in adult life. However, the majority of HIV-infected children, especially in the Third World, will most probably never reach that stage of development and are deemed to die as children. This sad fact poses a philosophical problem as it forces us to question the current concept of childhood. Does a child who will never be an adult need school education? 

The Convention on the Rights of the Child (CRC) seeks to promote this view by emphasising that a child has not only the right to develop into an adult, but rights as a child, already a member of the human family with dignity and rights. Education should therefore not only be seen as a “preparation of the child for a responsible life” in the future,
 but as the “development of the child’s personality, talents and mental and physical abilities to their fullest potential” during childhood.

Not only HIV-infected children have to leave school, others interrupt their education because they have to care for their infected parents or siblings, or work in order to support the household. Especially girls are often taken out of school to take over caring functions and household chores when their parents are unable to do so. In Swasiland, one of the most infected countries, school enrolment dropped 36 % due to AIDS according to an estimate by UNAIDS.
 

Education is not only a factor affected by the AIDS pandemic, it also plays a crucial role in the prevention of the further spread of the virus. Informed knowledge about the disease is the most effective way to eliminate risk-behaviour and to fight discrimination and stigma about those infected. Information about HIV/AIDS should be included at all levels and all forms of education. Special attention should be paid to those excluded from the institutional settings of schools and universities, i.e. the very poor, street children, working children, sex workers, migrants and refugees and other disadvantaged groups, because these groups are the most vulnerable to the virus (which is partly due to the lack of education).

Although we have seen many positive examples of effective awareness campaigns, political willingness to provide education about HIV/AIDS is still lacking in some countries. One main reason for the silence about AIDS is the traditional denial of sexuality. Sex and sexuality remain taboo in most cultures, and children and youth are held in ignorance about these issues, allegedly to protect them and to avoid “immoral” behaviour. Especially girls are often denied any knowledge about sexuality in order to be kept “innocent” in mind and deed until marriage. International human rights instruments are still not very outspoken about the right to sexual education due to religious and cultural resistance. But in the light of the HIV and AIDS it becomes clear that sexual education is necessary to lead a healthy life and to protect the right to life and survival. 

4. AIDS and refugees

Refugees and internally displaced persons are particularly at risk of HIV-infection. “Conflict, instability and deprivation erode refugees traditional coping mechanisms, offering ground for the spread of HIV/AIDS”, according to Ron Redmond, spokesman of UNHCR.
 Thirty percent of the world’s refugee population are in sub-Saharan Africa, in countries with the highest HIV prevalence world-wide.

4.1 Risks at refugee camps

Persons fleeing from their homes are exposed to several factors which can facilitate the spread of the virus. Firstly, refugees are often forced to leave their families behind, and the disruption of social structures could encourage sexual relationships with strangers. The means of protection are mostly limited or absent to refugees, and even if available, most refugees lack the resources to purchase them. Furthermore, the amount of psychological stress, recent trauma and life instability can increase risk-taking behaviour, including in relation to sexual behaviour. 

Secondly, refugees might be fleeing to an area where HIV is prevalent, and might not be aware of the problem.
 At refugee camps, people are exposed to close contact with other people, possibly from widely dispersed areas. Migration and mobility of people is an important factor in the spread of the virus.

Thirdly, the condition of the refugee camps is crucial. Health services and educational facilities are often inadequate or non-existent. Information about sex and sexually transmitted diseases is of special importance for youths, who might have had their education interrupted, but also for people from remote areas and for women.

During times of war and conflict, an increase in violence, specifically sexual violence, has been widely documented. Refugee women and children are at a high risk of being raped and otherwise sexually abused, and therefore risk to be exposed to the virus.
 Internally displaced persons are particularly vulnerable to violence and abuse, as they are not covered by legally binding international standards, and there is no specific international monitoring agency designed to provide protection, assistance and security as the UNHCR does for refugees. Due to dire poverty and desperate life situation, refugee women might feel forced to sell their bodies for money. Furthermore, UN Special Rapporteur Radhika Coomaraswamy underscores her growing alarm about women being trafficked from refugee camps or other shelters set up for their protection. In her report, she calls for a gender perspective in the design and construction of refugee camps and shelters, as well as in decisions about distribution of humanitarian assistance, to counteract the risk of sexual violence and rape.

4.2 Asylum seekers

Asylum seekers encounter a different kind of HIV-related problems once they arrive in their new host countries. Refugees are at particular risk to become object to discrimination and stigmatisation in their host country. In many affluent Western countries, the immigrant population is accused of causing a rise in HIV-cases and other diseases such as TB. In Britain, an influx of immigrant from AIDS-devastated countries has been blamed from much of a 25% rise in HIV-cases over the past year.
 Fear of an AIDS-epidemic are often mingled with racist arguments, increasing stigmatisation and discrimination of asylum seekers.

Seventy countries, including the US, Australia and Canada do already impose a mandatory HIV-test on immigrants. According to the UNHCR, the fact that a person has HIV/AIDS, or indeed any other serious health condition, should not provide grounds for refusing entry to any country. UNHCR strongly rejects the use of mandatory testing, and recommends that HIV-tests should be a matter of individual choice and on a confidential basis.
 

Although a number of countries do have provisions to provide asylum for a person suffering from serious medical conditions based on ‘humanitarian grounds’, a HIV-infection is often not considered to meet these requirements. The long incubation time before the outbreak of AIDS and the lack of acute medical symptoms is often used to defend this position.

However, sending the refugees back to their home countries could be considered a death sentence. In the Western world, an HIV-infected person can live with the virus over a normal life span, whereas in countries with inadequate medical supplies, the life span (and quality of life) of an infected person is shortened considerably. 

Unsuccessful integration policies can increase the refugees vulnerability to HIV-infection. Typically, refugees are integrated at the bottom of society, which is reflected in their housing conditions, distribution on the labour market, economic situation and unequal access to social services. Typically, foreign nationals are living in segregated housing areas, where poverty, crime and other social problems are prevalent. Living in a socially deprived area exposes the immigrant to an environment where HIV/AIDS might be quite common, due to drug use, prostitution and other poverty-related patterns.

As non-nationals, refugees might also not be included in national AIDS control programmes.
 Especially in the developing world, where resources are scarce, governments might decide to put their own nationals first. One group particularly at risk to be excluded from national health services and AIDS programmes are those who are denied the right to stay in the host country because they do not fulfil the country’s asylum criteria, but who are unable to return to their country of origin due to well-grounded fear or financial difficulties, and therefore stay in the host country as hidden or “illegal” immigrants. Even if a state provides for basic health services for hidden refugees, these people might be to afraid to turn to officials for help in fear of being detained or forcefully returned to their country of origin.    

5. Poverty, economic and social consequences

According to a recent UNDP Human Development Report poverty “offers a fertile breeding ground for the epidemic’s spread and infection sets off a cascade of economic and social disintegration and impoverishment.”
 

5.1 Poverty = vulnerability

As the previous chapters have shown, the current pattern of HIV/AIDS prevalence is related to poverty, deprivation and marginalisation. Absolute poverty hinders the enjoyment of all human rights, and leaves the affected without protection from health hazards like AIDS. Poor people have less access to education and health care, and are often not reached by awareness campaigns about AIDS. Even if the poor people are aware of the risks, it is not assured that they can afford appropriate heath care and protection measures against sexually transmitted diseases. Poverty in combination with lack of education and exclusion from the job market can lead a person to engage in risky economic strategies of survival such as prostitution. The housing/living condition is another factor rendering the poor vulnerable to HIV-infection. Life on the streets, ghettos or generally poor areas exposes people to a violent environment, where drug use, prostitution, crime and violence, including sexual violence, are wide-spread and exposure to the virus thus facilitated. 

Furthermore, poor people and marginal groups are especially vulnerable to HIV/AIDS-related stigmatisation and discrimination. The poor are already a group stigmatised in society, and if discriminated against in employment, housing, health care or other fields, due to actual or presumed HIV-infection, they might not have the access, information and means to seek redress.
 

On the macro-economic level, a country’s disposable assets and the political willingness to invest in the relevant welfare-institutions decide the individual’s possibilities to benefit from health care, education, social services and HIV-prevention policies. Likewise, the quality of AIDS programmes depends on resources, because effective programmes necessitate research and precise, disaggregated data, in order to retrace the pattern of the disease
.  Existing economic problems might trigger political unwillingness to care and provide for the HIV-infected, or, as a South African researcher put it: “We can’t afford to spend money on people who are going to die.”
 

5.2 Socio-economic consequences of HIV/AIDS

AIDS helps widening the gap between rich and poor, and it enhances the social exclusion of already marginalised groups in society through further stigmatisation and discrimination.

The extent of the socio-economic consequences are linked to the prevalence patterns of disease in each region. In the West, the disease is mainly contained to marginal groups of society such as homosexual men, sex workers, drug addicts, immigrants and the poor, and therefore the impact of the disease does not threaten the social, political and economic structure and functionality of society.
 In other parts of the world, where HIV has developed into a pandemic, the masses are affected, and the impact on society is enormous. The Declaration of Commitment on HIV/AIDS acknowledges that AIDS in sub-Saharan Africa “is considered an emergency, which threatens development, social cohesion, political stability, food security and life expectancy and imposes a devastating economic burden.”

Death, illness or responsibility to care for an infected member of the family has left many important occupational positions unfilled, and due to this whole industries and business sectors have collapsed. HIV/AIDS hits people in the productive ages, which causes a decrease of productivity and economic development.
 Furthermore, the social structures of society, most notably the family, breakdown, creating an insecure environment for children and young people. By targeting young people the AIDS pandemic creates a generation gap in the future, comparable to the impact of war.
 In the worst affected countries, life-expectancy has dropped drastically due to AIDS, in some countries it is today less than 40 years.
 

Poverty is not only a factor leading to the spread of HIV, the situation is also reverse: HIV/AIDS creates poverty and threatens human welfare. “Millions of people have impoverished as a result of AIDS: children have lost their parents, families have lost their property, communities have lost their teachers, health workers, business and government leaders.”
 The epidemic has a severe impact on the developing world, where hard won development gains in life expectancy and health, as well as economic and social development are now being reversed. The AIDS pandemic thus perpetuates a vicious circle: social exclusion and poverty leads to increased vulnerability and the spread of the virus, and high prevalence amongst a group or within a region leads to further alienation of the affected group, impoverishment of the people and destruction of society. 

6. Racism, stigma and discrimination

HIV/AIDS is a sexually transmitted disease, and risk-behaviour, such as promiscuity, prostitution or drug use is often held responsible for an  infection, and those infected are therefore not always seen as victims but blamed for their infection.  

6.1 Risk-behaviour versus vulnerability

In the first two decades after the discovery of the first AIDS-cases, campaigns to eradicate the disease where often focused on three so-called risk groups: men having sex with men, sex workers and intravenous drug users. In the Western world, the campaigns have increased awareness, reduced risk-behaviour and helped to contain the epidemic in a relatively controlled range. 

However, the risk-group approach has also contributed to the stigmatisation of HIV-positive people. The common denominator between the three identified risk groups is that they actively engage in an activity which puts them at risk, an activity that is traditionally perceived as negative or sinful: they have sex or use drugs. A HIV-infection is therefore often perceived as being the fault of the person who acquired it, because s/he did something ‘forbidden’.
 Some religious leaders still hold the opinion that AIDS is God-sent punishment for sinful behaviour. 

Unfortunately, the perceived connection between HIV and a ‘breach of propriety’ is not contained to some marginal traditional and religious circles, but rather the norm than the exception. The media coverage on HIV/AIDS illustrates the bias: in the 80s, disproportional high media attention was given to those who were infected via blood donations, those who ‘innocently’ acquired the virus. Today the media highlight the phenomena of children born with the virus- the ultimate example of ‘the innocent’.

6.2 Discrimination and stigma

HIV- infected people are often discriminated against in virtually all spheres of life, inter alia in their access to employment, housing, education, health and social services, inheritance and legal protection. The motivation for discriminatory action lies in two factors, one being fear and self-protection, and the other being the stigma associated with the virus. The first kind of discrimination is based on the fear of getting infected through contact with HIV-positive people and is maintained through lack of knowledge about the virus. Unfortunately, ignorance  about the ways of transmission of the virus is still widespread and leads to exclusion and differential treatment of those infected.

The second kind of discrimination results from the stigma surrounding the disease. Due to the sexual way of transmission, those who have acquired the virus are often seen as promiscuous, unfaithful, or associated with sex workers.
 Because sex and sexuality still have the connotation of being ‘a forbidden sin’, something shameful and an absolutely private matter, HIV/AIDS, like other sexually transmitted diseases, is considered to be caused by filthy, abnormal behaviour. 

Furthermore, the stigmata surrounding AIDS do not have to be limited to those infected only, but are often projected on a whole group among which the virus is more prevalent than in society at large. In the West, the gay community and immigrants have long been target groups; accused not only to spread the disease in the country (which is perceived as a wilful act), but also to endorse in sexual perversions or drug abuse. In the Third World, already marginalised groups have been the target of stigmatisation- the poor, minority groups, refugees and others. Globally, AIDS is often associated with black people and with Africa, which shall be subject of the next part of this essay. 

Stigmatisation and discrimination in connection with AIDS thus re-enforces existing patterns of prejudices, and thereby the structures of power and subordination are reproduced.

“[Stigmas associated with HIV/AIDS] usually build upon pre-existing fears and prejudices: about poverty, about gender, about sex and sexuality, and about race; and they frequently give rise to intolerance and sexist and racist discriminatory action.”

In many ways, HIV-positive individuals sentenced to a double peine. Firstly, they have to live with a fatal disease with all the physical and emotional suffering it implies. Secondly, they have to live with the stigma surrounding the disease and often belong to- or are assumed to belong to- an already marginalised group of society. 

6.3 Racism and the marginalisation of Africa

When the first AIDS-cases were detected in the Western world, the disease was initially assumed to be restricted to the gay community, hence the first name of the disease, GRID (gay-related immune deficiency). According to Moberg, medical and research attention was quite reserved when AIDS was believed to concern only a little and marginalised group of society, and international attention was spurred first when the first cases of AIDS appeared outside the gay community.
 This development shows, how research interest and attention is dictated by the interest of the most powerful. In light of global inequalities, this development leads me to the question of what would have happened if the disease was confined only to Africa, would HIV/AIDS still have reached international attention? 

The Western bias in medical research, care and treatment possibilities and prevention programmes is still very obvious. Even today, the Western pattern of spread (in terms of the three risk groups elaborated above) is still model for HIV prevention campaigns throughout the world.
 However, the pattern of vulnerability in Asia and Africa is different from the West, and campaigning should therefore concentrate on different target groups and facing the HIV-related problems particular to each region.

Ethnicity and race, intersected with social status, is in many regions a determent of vulnerability to HIV/AIDS, and needs to be considered in a country’s AIDS policy.
 However, it is hard to measure the relationship between HIV/AIDS, ethnicity and race. Disaggregated data in terms of gender, age and other dimensions of difference are today seen as an important tool for the development of prevention programmes. The segregation of statistical data into racial categories is difficult due to a definition problem of the categories, and tricky because it could also lead to a further perpetuation of stigma against certain groups.

Furthermore, research on anti-viral medication still concentrates on the type and sub-type of HIV that is prevailing in the West. In Asia and some parts of Africa, however, another sub-type is dominating, but knowledge about its characteristics remain to date largely unknown.
 

Western science has also contributed to the wide-spread myth that the virus originated in Africa before it spread to the outside world, based on pseudo-scientific reports of the existence of symptoms associated with HIV/AIDS prior to the discovery of the first AIDS-cases in the Western world.
 The myth of origin has led to a view holding Africa responsible for the disease and enforced the picture of Africa as the dark and diseased continent. 

The devastating extent of the pandemic in sub-Saharan Africa has led to another reproduction of an old racist prejudice against black people. Instead of paying attention to the complex socio-economic factors underlying an increased vulnerability, the extent of the pandemic is explained by referring to Africans as promiscuous, wild and in lack of control of their sexual drives.
 Prejudices of this sort can easily be drawn back to the legacy of colonialism, a time when Africans where portrayed as savage, animalistic and uncultivated. It is alarming that we find the same reasoning in today’s scientific and popular writings.

The media play an important role in preventing or perpetuating the stigmatisation of Africa. Africa is often depicted as the ‘dark continent’, poverty-struck and diseased. Pictures about helpless African AIDS orphans in care of the Western (white) aid worker dominate the media landscape, and success stories about African initiatives are rare. The Western media picture of the African continent could lead to a totally different discussion, but in the light of the AIDS pandemic, it is important to point out some possible consequences of the Western view on AIDS in Africa. Firstly, Africa is often presented as one homogeneous unit. The pattern and extend of the AIDS pandemic in one part of Africa is therefore often projected on the whole continent, which leads to stigmatisation of all Africans. Secondly, Africans with AIDS are often shown as helpless and dependent on the Western world, which could lead to a new interpretation of the ‘white man’s burden’, where Africa is seen as a troublesome and unwanted load to carry. Thirdly, highlighting the negative might lead to the belief that the situation is hopeless anyway and trigger a reluctance to act. 

Portraying the AIDS pandemic as an African disease and an African problem helps to perpetuate global racism, re-enforces the myth of Western superiority and creates a handy scapegoat for a global bad. I wonder whether the Western levity towards AIDS in Africa really is a matter of scarce resources, or is it a lack of interest, or, even worse, does it serve an interest to let the virus thrive in this part of the world? 

7. Conclusion

“AIDS is no longer a health issue alone, but a development issue.”
 To mitigate the causes and effects of the pandemic, a holistic approach is needed, integrating all factors leading to vulnerability, stigmatisation of the victims and thus leading to the destabilisation of society.

It is essential that the awareness of the complex problems and challenges the disease poses on human rights is mainstreamed into the existing human rights bodies and instruments, political agendas and development programmes. 

A rising awareness of HIV/AIDS as a human rights problem can be retraced within different UN bodies throughout the last decade. The Committee on the Right of the Child and the Committee on the Elimination of All Forms of Discrimination Against Women have frequently referred to human rights issues relating to HIV/AIDS.
 CEDAW has issued a General Comment on Women’s Health, pointing at the connection between sexual/reproductive health and HIV/AIDS.
 The Declaration of Commitment on HIV/AIDS, and the HIV/AIDS and Human Rights International Guidelines are important steps to place the pandemic on the agenda of international human rights activism. However, the actions taken so far indicate a hierarchy of the commitment to different aspects explored in this essay, and reflect the incapability of the human rights regime to address certain problems. 

Firstly, global inequality and accessibility of anti-viral drugs to all people, although issue of many discussion, appears to be an issue impossible to be solved with the mechanisms of international human rights law. Secondly, women and children are often only mentioned along with “other vulnerable groups”
, the complexity of the underlying causes and consequences are not sufficiently addressed. Furthermore, the international community remains silent about violations of sexual and reproductive rights, to my mind one of the most essential root causes of the further spread of the virus. And thirdly, most appeals to action appear in a vague and imprecise language, leaving effort and action up to the interpretation of the individual state. 

All human rights are ”indivisible, interdependent and  integral”
, and the example of HIV/AIDS from a human rights perspective illustrates how all aspects of human rights are connected, and how important it is to integrate a human rights perspective on all levels. As long as medical research does not provide us with an effective drug against HIV/AIDS, achievable for all, human rights are the most powerful tool we posses in the battle against HIV/AIDS.“As long as there is widespread poverty, ignorance, marginalisation of risk groups and denial of women’s rights, the fundamental transformation of individuals and societies which is required to ultimately control AIDS will not occur.”
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