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CUVINTE CHEIE: infectia HIV-SIDA, trendul epidemiei, impact socio-economic,
transmitere materno-fetala, grupuri populationale la risc, terapie antiretrovirald inalt
potenta (HAART)

Partea generald cuprinde cunostintele actuale din domeniul cercetat, grupate in
trei capitole: 1. Raspandirea epidemiei; 2. Aspecte socio-economice ; 3. Aspecte de
farmacologie si cercetare. Fiecare din aceste capitole reprezintd o sistematizare pe tema
enuntatd a capitolelor, a informatiei necomentata si neinterpretata. Fiind vorba de o trecere
in revistd cronologicd, prezentarea nu tine cont de pattern-urile si specificitdtile culturale,
socio-politice i economice ale diferitelor zone geografice, ci prezinta aparitia, evolutia si
extinderea, pe cele trei criterii prezentate, de la aparitie pana in prezent, fard prognoze sau
predictii a fenomenului HIV-SIDA

Analizand fenomene legate de raspandirea epidemiei, prezentarea acestora s-a
facut prin gruparea in trei subcapitole: perioada pre-tratament, perioada terapiilor pre-
HAART, perioada terapiilor HAART. Perioada pre-tratament a fost o perioada de tacere,
intrucat virusul HIV era necunoscut, iar transmiterea lui nu a fost acompaniata de semne
sau simptome suficient de zgomotoase. Studii seroarheologice au documentat ca pandemia

datorata virusului HIV a inceput in cea de-a doua jumatate a anilor 70.



In aceasta perioadd s-au dezvoltat diferite teorii despre posibilele cauze ale
infectiilor oportuniste si cancerelor aparute la anumite grupe populationale. Cea mai
neobisnuitd caracteristica a SIDA la africani a fost distributia egala a cazurilor intre
barbati si femei, precum si frecventa 1nalta a cazurilor printre practicantii de sex comercial
si clientii acestora, In contrast cu tarile industrializate, unde epidemia era Inraddcinata
printre barbatii homosexuali si utilizatorii de droguri i.v. In noiembrie 1983 s-a desfisurat
primul meeting de evaluare a situatiei privitoare la SIDA. Acest moment a reprezentat
debutul supravegherii globale de catre OMS. Perioada terapiilor pre-HAART incepe
practic Tn 1986 cand rezultatele timpurii ale testelor clinice, au aritat ca azidothymidina
(AZT), este capabila sa diminueze atacul HIV. Programul Global OMS despre SIDA a
dezvoltat Strategia globala anti SIDA, aprobatd de catre Consiliul OMS 1n mai 1987.
Strategia globald SIDA stabilea obiectivele si principiile locale, nationale si internationale
de actiune in vederea prevenirii si controlului infectiei HIV-SIDA, incluzand necesitatea ca
fiecare tard si aiba ,,un mediu social suportiv si non-discriminatoriu”. Tn decembrie 1987
erau raportate la OMS 71751 cazuri SIDA, cu cel mai mare numar de cazuri in SUA
(47022). OMS a estimat ca numarul total de cazuri SIDA a crescut in mod global, cu 60%
de la un numar estimativ de 2,5 milioane cazuri in iulie 1993, la 4 milioane cazuri in iulie
1994. De la 1 ianuarie 1996 a devenit operationald noua unitate a Natiunilor Unite cu
privire la SIDA, UNAIDS. Starea de sanatate a foarte multor pacienti s-a imbunatatit
enorm atunci cand s-a administrat terapia combinata HAART, incepind cu anul 1996, data
de la care intram in perioada terapiilor HAART. La inceputul lui 1997 s-a raportat ca
pentru prima oara de la inceputul epidemiei SIDA, vizibil in 1981, a scazut substantial
numarul deceselor prin SIDA pe teritoriul Statelor Unite. Dupa Raportul Anual de Sanatate
OMS, 1999, SIDA devenise al patrulea ucigas major pe plan mondial, dupa doar doudzeci
de ani de la inceputul epidemiei.

Discutarea aspectelor socio-economice cuprinde analiza implicarii autoritatilor si
a societatii civile, caracteristici economice si aspecte legate de stigma si discriminare.

Inca din zorii epidemiei, s-a ficut simtit rispunsul persoanelor capabile si se
implice in diferite moduri in lupta Impotriva acesteia. Au luat fiintd numeroase organizatii
neguvernamentale, cu scop declarat apararea drepturilor persoanelor seropozitive HIV,
sensibilizarea autoritatilor, impulsionarea cercetarilor, sau educarea si instruirea specifica,
la diferite grupuri de populatie. In 1982, in SUA au luat fiintd o serie de organizatii de

voluntariat, cu specific SIDA: San Francisco AIDS Foundation (SFAF), AIDS Project Los



Angeles (APLA), Gay Men’s health Crisis(tGMHC). Tn 1 aprilie 1986 presedintele Reagan
a sustinut primul sau discurs major despre SIDA, prilej cu care s-a adresat Colegiului
medicilor din Philadelphia. Reagan a pledat pentru o implicare federala modesta in
educatia contra SIDA. La 1 decembrie 1988 s-a desfasurat prima Zi internationald de lupta
contra SIDA, moment in care OMS solicita fiecaruia ,,sa se alature eforturilor mondiale”.
In timpul anului 1991, fundita rosie a devenit simbolul international al vigilentei contra
SIDA.

Sursele de finantare a luptei impotriva infectiei HIV-SIDA cuprind: guverne
nationale, organizatii multilaterale de finantare(Banca Mondiala, Fondul Global ), sectorul
privat(cuprinde fundatii, organizatii filantropice, corporatii, ONG internationale. Cel mai
mare finantator filantropic in arealul HIV/SIDA 1l reprezintd Fundatia Bill si Melinda
Gates.).

Organismele de implementare sunt fie parteneri PEPFAR(the President's Emergency Plan
For AIDS Relief), precum institutii academice, companii comerciale, organizatii religioase,
organizatii HIV-SIDA nonprofit, fie organizatii comunitare.

Sunt remarcabile proiectele majore internationale de lupta anti SIDA, precum : AIDSMark,
AIDSRelief, AIDSTAR, The CORE Initiative, The Partnership for Supply Chain
Management.

Urmarind problematica stigmei si a discrimindrii la care au fost si sunt supuse
persoanele seropozitive HIV, se remarci aspecte deosebit de complexe. Intelegerea
faptului ca in unele zone epidemiile locale au luat amploare mai mare decat in altele,
constd probabil tocmai in iIntelegerea interactiunii dintre factorii sociali §i cei biologici
locali. In timp ce rejectia sociald a anumitor grupuri (ex. ,homosexuali, utilizatori de
droguri injectabile, practicantii de sex comercial”) a precedat existentei HIV/SIDA, boala,
in multe cazuri a accentuat aceasta stigmatizare. Blamand anumite persoane sau grupuri,
societatea se poate scuza pe sine afisand responsabilitate si ingrijorare fatd de restul
populatiei. Existd anumiti factori care contribuie la relationarea stigma- infectia
HIV/SIDA. Si anume: HIV/SIDA este o boald cu tratament pe viatd; oamenii sunt
inspaimantati de posibilitatea de a contracta virusul.; boala este asociatda cu comportamente
(precum sexul intre barbati, injectarea de droguri) care sunt deja stigmatizate in multe
societati; persoanele infectate cu HIV, considera adeseori ca sunt responsabile de modul in
care au devenit seropozitive.; credintele religioase sau morale conduc la unele persoane

spre convingerea cd a avea HIV/SIDA este un rezultat al caderii morale (precum



promiscuitatea sau sexul deviant), care serveste drept pedeapsd. S-a raportat adesea
hartuirea persoanelor suspectate sau infectate cu HIV, sau apartinand unui grup particular.
Impactul HIV/SIDA asupra femeilor este Tn mod particular acut. in unele societiti,
femeile sunt percepute drept principala sursd de boli cu transmitere sexuald. Aceasta
convingere furnizeaza baza pentru o stigamizare in plus a femeilor in contextul infectiei
HIV/SIDA. Rejectia unor membri ai familiei este de asemenea comuni. in unele tari
africane, femeile ale cdaror soti au decedat prin SIDA, au fost invinovdtite de acest fapt.
Multe rapoarte au relevat faptul ca persoanele seropozitive HIV sunt stigmatizate si
discriminate de sistemele de acordare a ingrijirilor medicale. Multe studii au aratat
realitatea refuzului tratamentului, neacordarea ingrijirilor de catre personalul spitalelor,
testarea HIV fara acordul persoanei, lipsa confidentialitdtii, refuzul facilitatilor 1 a
medicamentelor. Ceea ce alimenteaza astfel de rdspunsuri sunt ignoranta si lipsa
cunostintelor despre transmiterea HIV.

Aspectele de farmacologie si cercetare a infectiei HIV-SIDA au fost urmarite
prin delimitarea a patru perioade caracterizate prin elemente care reprezinta fiecare salturi
calitative in abordarea acestei maladii. Astfel, decada 1981-1990 a fost perioada de debut a
cercetarilor atat in ce priveste agentul etiologic al bolii cat si compusii farmacologici cu
efect asupra virusului. Perioada 1991-1994 a coincis cu gasirea a numeroase molecule
terapeutice cu efect antiretroviral. Urmatorii cinci ani au declangat o ,,revolutie”, prin
gasirea unei clase noi de medicamente, care in asociere cu reprezentanti ai celorlalte clase
au facut posibild o potentare deosebitd a efectului antiretroviral.(terapiile HAART).
Perioada noului mileniu rdmane deschisd descoperirilor si inovatiilor cu impact asupra
virusului, respectiv actualei pandemii.

Partea practica se bazeaza pe o structurd de sinteza si prelucrare a materialelor
consultate originala, bazata pe pattern-ul de aparitie, dezvoltare si abordare a epidemiei
SIDA, respectiv ca prototip originar, Africa sub-Sahariana, iar ca model de raspandire si
abordare medicald si socio-politicad, SUA, comparand in final Roméania cu aceste doud
patternuri, in vederea incadrarii tarii noastre intr-un pattern existent sau specific si pe cat
posibil a elaborarii unor predictii privind viitorul pandemiei pe pattern-urile studiate. Au
fost mai intéi abordate aspecte ale cadrelor geopolitice ale arealelor teritoriale de interes,
Africa sub-Sahariana, SUA respectiv Romania in context european. S-au realizat prelucrari
statistice asupra datelor culese din aceste zone, pentru Africa sub-Sahariana au fost alese 5

tari din cea mai afectatd zond, Africa sudica.



Impactul infectiei HIV-SIDA asupra populatiei poate fi apreciat si prin afectarea sperantei
de viatd a respectivului grup populational. Pe langd discrepanta enormad intre speranta de
viata a unui american sau european comparativ cu cea a unui african sau cu valoarea medie
generald, in toate intervalele de timp analizate, se remarca pentru Africa sub-Sahariana o
tendintd opusa fatd de toate celelalte zone- care prezintd cresterea sperantei de viata odata
cu trecerea timpului- aceea de scadere chiar, de exemplu de la 49 de ani in anii 80, la 45,9
n intervalul 2000-2004. Pentru anul 2008, daca SUA si Uniunea Europeana au speranta de
viata spre 80 de ani, Roméania trece putin de 70 de ani, iar tarile Africii sudice luate in
studiu, au valori de sub 40 de ani. Probabilitatea la nastere de a atinge 65 de ani, atat pentru
barbati cat si pentru femei, este mare in Romania si SUA si mult scdzuta in tarile africane
luate Tn studiu.

Pentru Africa Sub-Sahariana, principalele 5 cauze de deces la adulti, in 2000 erau : HIV-
SIDA, malaria,infectiile respiratorii joase, BDA, conditii perinatale. Comparativ, in SUA si
Romania, SIDA nu se numara printre primele 10 cauze de deces.

Trendurile epidemiei, cu caracteristicile zonale, au fost analizate mai intai
separat pentru fiecare areal luat in cercetare, respectiv Africa sub-Sahariana, SUA si
Romaénia. La Africa sub-Saharina analiza s-a facut prin subimpartire in trei zone : Africa
sudicd, de est, centrald si de vest. Pentru SUA a fost analizatd separat situatia
afroamericanilor, a hispanicilor, respectiv a femeilor. In cercetarea aplicatdi Romaniei s-a
analizat situatia cumulativa, respectiv recentd a infectiei. Se constatd pentru Romania si
SUA mentinerea prevalentei la valori constante si mici (0,1 %, respectiv 0,6 %) pe toata
perioada de timp analizata, insa pentru fiecare in parte din tdrile africane, prevalenta a fost
in crestere cu maximuri in intervalul 1998-2003, de cand a inceput sa scada.

Tabel I. Prevalenta HIV 15-49 ani (%)(Romaéania, SUA si 5 tari ale Africii sudice)

90 91 92 93 99 00 01 02 03 04 05 06 07
Romania 0,1 01 |01 (01 |01 01 (01 |01 |01 0,1
SUA 05 |06 0,6 06 |06 |06 |06 06 (06 |06 |06 0,6
Botswana | 4,7 68 |95 12,6 26,1 | 265|265 | 26,2 | 259 | 254|249 |243 | 239
Africa de | 0,8 12 |19 29 -1145)159|169 | 176 | 179 |18,1|182 | 18,2 | 181
Sud
Swaziland | 0,9 16 |29 49 246 | 25,7 | 26,3 | 26,5 | 26,6 | 26,5 | 264 | 26,2 | 26,1
Zimbabwe | 14,2 | 17,3 | 204 | 23,2 283 (273|260 | 244 | 227|209 |19 17,2 | 153
Zambia 8,9 118 | 140 | 154 1571 155|159 | 152 | 152 | 151 | 15,0 | 150 | 152




In analiza anului 2005, cazurile de noi infectii atat la adulti cat si la copii au aparut in

proportie covarsitoare in Africa sub-Sahariana, la fel decesele datorate SIDA. Prevalenta la

grupa de varsta tanara, 15-24 de ani, este mare in Romania, explicabil prin existenta

persoanelor infectate in anii 1987-1990, care la data analizei apartineau acestei categorii de

varsta.

Tabel II. Noi infectii adulti si copii, decese SIDA, copii cu HIV, decese HIV-SIDA la

copii, prevalenta HIV la tineri (15-24 ani) in cursul anului 2005

Noi infectii Noi infectii Decese | Copii cu Decese HIV | Prevalenta pt.15-24 ani
adulti copii SIDA HIV - SIDA copii | Femei Barbati
GLOBAL 4.9 mil 700000 31mil | 2,3 mil 570000 0,2 0,2
ASS 3,2 mil 630000 24 mil | 2,1 mil 520000 03 0,7
AMERICA DE N. | 43000 500 18000 9000 100 0,6 04
ROMANIA 490 16 212 465 91 13,92 4,28

La nivelul anului 2007, la o prevalenti de 0,1 % a infectiilor HIV in Romania,

de remarcat ca acestea cunosc la grupele de varsta foarte tinere, un procent ceva mai ridicat

(0,2 %). In tarile Africii sudice analizate, prevalenta generali este foarte mare, peste 15 %,

chiar 26 %, cu o constanta prevalentd mai mare in randul femeilor tinere comparativ cu

barbatii tineri.

Tabel III. Prevalenta HIV (% ESTIMATIV) 2007 (Roméania, SUA, 5 tari dinAfrica

sudicd, comparativ cu situatia din Africa subsaharianad si cea globala)

Adulti 15-49 ani | Femei 15-24 ani | Barbati 15-24 ani
ROMANIA 0,1 0,2 0,2
BOTSWANA 23,9 15,3 5,1
SWAZILAND 26,1 22,6 58
AFRICA DE SUD 18,1 12,7 4,0
SUA 0,6 0,3 0,7
ZAMBIA 15,2 11,3 3,6
ZIMBABWE 15,3 7,7 2,9
GLOBAL 0,8 0,6 04
ASS 5 3,2 11

Sursa : UNAIDS 2008



Comparand numarul de femei peste 15 ani infectate HIV sau in stadiu de SIDA, din nou,

zona cea mai afectata, Africa sudica.

Tabel IV. Femei (15+) CU HIV-SIDA IN 2007 Roménia, SUA, 5 tari dinAfrica sudic,

comparativ cu situatia din Africa subsahariana si cea globald)

RO

SUA

BOTS

AFR.SUD

ZAMBIA

ZIMBAB

SWAZIL

ASS

GLOBAL

7000

230000

170000

3200000

560000

680000

100000

12000000

15500000

Sursa : Population Reference Bureau, UNAIDS

Studiul impactului socioeconomic, releva implicatii asupra serantei de viata, asupra

procentajului deceselor in functie de varsta, a mortalitatii sub 5 ani, educatiei scolare,

piatei muncii, alocarii de fonduri problematicii HIV-SIDA.

Terapia antiretrovirala inalt potentd, are influentd majora asupra duratei si calitatii vietii

pacientilor. Nu exista date pentru a realiza o statistica similara in cazul térilor sarace.

Tabel V. Speranta de viata a indivizilor sub TARYV in tari puternic dezvoltate

1990 - 1996 2003 - 2005
Rata bruta a mortalitatii 16,3 decese / 1000 ani-persoand | 10,0 decese = 140%
Ani potential pierduti din viata 366 189
Speranta de viatd la 20 de ani 36,1 49,14 = +13ani
Speranta de viata la 20 de ani pt. | 32,1 447
IDU
CD4 baseline < 100 324
CD4 baseline > 200 50,4

Asigurarea accesului la terapiei este inegala pentru diferitele zone ale lumii.

Tabel VI. Acoperirea cu TARV (Romania, SUA si 5 tari din Africa sudica)

2004 2006 2007
USA >75 %
RO 80 % 73%
BOTSWANA 42 % 76 % 80 %
AFRICA de SUD 4% 21% 28 %
SWAZILAND 13 % 35 % 42 %
ZIMBABWE 2% 11% 17 %
ZAMBIA 8 % 26 % 46 %




Concluzii:

1.

Pandemia HIV-SIDA prin inalta ratd a mortalitatii, in special in prima perioada a
evolutiei ei, a produs o semnificativa diminuare a sperantei de viatd a populatiilor
afectate. Romania, similar cu restul Europei si SUA, nu a prezentat o scadere a
sperantei de viata la nastere, aga cum s-a Intdmplat in Africa sub Sahariana.
Judecand dupa indicatori economico-sanitari, angajamentul si povara financiara
pentru prevenirea si combaterea bolii au fost diferite in diverse areale geografico-
culturale, nu intotdeauna pe mdsura extinderii si specificitatilor pandemiei.
Indicatorii de venit (GNI/ capita si GDP), respectiv cheltuielile pentru sanatate
(2007) din Roménia sunt mai aproape de valorile Africii sub Sahariene, decét ale
SUA.

In functie de nivelul educational al populatiei, traditii, percepte sociale si religioase,
modul de transmitere a bolii a avut particularititi legate de grupuri de varsta,
grupuri defavorizate sau cu comportamente particulare. Majoritatea cazurilor SIDA
la adulti a cunoscut in Romania o transmitere de tip heterosexual.

Fiind consideratd o boala cu transmitere predominant sexuald, prevalenta bolii este
strans corelatd cu grupa de varstd sexual activa. La aceastd categorie populationala,
prevalenta este in stransa conexiune cu mijloacele de protectie utilizate §i a
nivelulului de utilizare a medicatiei specifice. Din acest punct de vedere, la grupa
de varsta sexual activd (15-49 ani) prevalenta este mult redusa in Romania si SUA,
comparativ cu Africa sub Sahariana.

Analiza anului 2005 releva pentru Roméania prevalentd ridicata la grupa de varsta
15-24 de ani, aceste persoane fiind nascute in perioada 1987- 1990, cunoscand
transmitere de tip nosocomial.

In perioada mai recenta a epidemiei (incepand din anii 1990), patologia in studiu a
avut o pronuntatd alura de feminizare a cazurilor. Cu toate acestea, in Romania
numarul femeilor infectate HIV este apropiat de cel al barbatilor, SUA si Africa sub
Sahariana cunoscand o crestere a procentului de femei in cadrul noilor infectii.
Nivelul si calitatea evidentei pacientelor, eficienta sistemului de sanatate in special
in domeniul bolilor transmisibile, interventiile medico-sanitare specifice (terapia
ARV a parturientei, nasterea prin cezariana si interzicerea aldptarii), determind in

mare masura reducerea transmiterii perinatale. Transmiterea materno-fetalda

10



cunoaste un bun control in Romania, similar cu cel al SUA, spre deosebire de
Africa sub Sahariana..

8. Alte cai de transmitere in afard de cea heterosexuald si perinatala sunt in strinsa
conexiune cu comportamentele particulare influentate adesea de nivelul
socioeconomic si libertinismul social. Astfel grupele de risc -IDU, respectiv MSM,
reprezintd un procent redus in cazuistica HIV-SIDA din Romaénia si Africa sub

Sahariand, comparativ cu SUA.
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The General Part contains actual knowledge from the researched field, grouped in
three chapters: 1. Epidemic spreading; 2. Socio-economic aspects; 3. Pharmacology and
research aspects. Each chapter represents systematization on the enounced theme of the
chapters, of the uncommented information and without interpretation. Being a
chronological review, the presentation does not take into account the cultural, socio-politic,
economic patterns and specifics of different geographical areas, but presents the
appearance, evolution and increase, on those three criteria, from emergence until present,
without prognosis or predictions of the HIV-AIDS phenomenon.

Analyzing phenomenon related with the epidemic spreading, the presentation was
made by grouping them into three subchapters: the pre-treatment period, the pre-HAART
therapies period, the HAART therapies period. The pre-treatment period was a period of
silence, because the HIV virus was unknown, and its transmitting was not accompanied by
loud enough signs or symptoms. Serum-archeological studies have documented that the
HIV virus pandemic began in the second half of the 70s.
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During this period different theories have been developed about the possible causes
of the opportunistic infections and emerged cancers in certain population groups. The most
unusual characteristic of African AIDS was the equal distribution of cases between men
and women, and also the high frequency of cases among sex workers and their clients, in
contrast with the industrialized countries, where the epidemic was rooted among
homosexual men and 1V drugs. In November 1983, the first evaluation meeting regarding
the AIDS situation took place. This moment represented the beginning of the global
surveillance by the WHO. The pre-HAART therapies period actually begins in 1986 when
the early results of the clinical tests, had shown that azidothymidine (AZT), is capable to
diminish the HIV attack. The WHO Global Program about AIDS developed the Anti-AIDS
Global Strategy, approved by the WHO Council in May 1987. The Anti-AIDS Global
Strategy was establishing the local, national and international objectives and principles of
action in order to prevent and control the HIV-AIDS infection, including the necessity that
every country must have “a supportive and non-discriminatory social environment”. In
December 1987, 71751 AIDS cases were reported at the WHO, with the biggest number of
cases in the USA (47022). The WHO estimated that the total number of AIDS cases had
risen globally with 60%, from an estimated number of 2.5 million cases in July 1993, to 4
million cases in July 1994. From 1% of January 1996, UNAIDS, the new unit of the United
Nations regarding AIDS became operational. The health of many patients had improved
immensely when the combined HAART therapy was administered, beginning with 1996,
the date on which we enter the HAART therapies period. At the beginning of 1997, it was
reported that for the first time from the beginning of the AIDS epidemic, visible in 1981,
the number of AIDS deaths had decreased substantially on US territory. According with
the WHO Annual Health Report, 1999, AIDS became the fourth major killer worldwide,
only twenty years after the beginning of the epidemic.

The discussion of the socio-economic aspects includes the analysis of the
authorities and civil society involvement, economic characteristics and aspects related with
stigma and discrimination.

Even from the dawn of the epidemic, the answer of the people able to get involved
in different ways was felt in the fight against it. Numerous nongovernmental organizations
had emerged, with a declared purpose for protecting the rights of the HIV seropositive
people, authority awareness, research boosting, or education and specific instructions, for
different population groups. In 1982, in the USA a series of Anti-AIDS volunteering
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organizations had emerged: San Francisco AIDS Foundation (SFAF), AIDS Project Los
Angeles (APLA), Gay Men’s health Crisis (GMHC). In 1% of April 1986, President
Reagan carried his first major discourse on AIDS, occasion on which he addressed to the
College of Medics from Philadelphia. Reagan pleaded for a modest federal implication in
the education against AIDS. In 1% December 1988, the first International Day of fighting
against AIDS took place, a moment on which the WHO asked everybody “to join the
worldwide efforts”. During the year of 1991, the red ribbon became the international
symbol of vigilance against AIDS.

Finance sources for fighting against the HIV-AIDS infection include: national
governs, multilateral financing organizations (World Bank, Global Fund), private sector
(includes foundations, philanthropy organizations, corporations, international NGOs). The
biggest philanthropy financier in the HIV/AIDS area is represented by the Bill and
Melinda Gates Foundation.

Implementation organisms are either PEPFAR partners (the President's Emergency
Plan for AIDS Relief), like academic institutions, commercial companies, religious
organizations, nonprofit Anti HIV-AIDS organizations, either community organizations.

There are remarkable major international projects of fighting against AIDS, such
as: AIDSMark, AIDSRelief, AIDSTAR, The CORE Initiative and The Partnership for
Supply Chain Management.

Following the issue of stigma and discrimination to which HIV seropositive people
have been and are subjected to, we can observe very complex aspects. Understanding the
fact that in some areas local epidemics have increased more than in others, maybe consists
just from the understanding of the interaction between social and biological local factors.
While the social rejection of certain groups (ex. “homosexuals, 1V drug users, sex workers)
had preceded the HIV/AIDS existence, the disease, in many cases had increased this
stigmatization. Blaming certain people or groups, the society can apologize itself by
showing responsibility and worry to the rest of the population. There are certain factors
which contribute to the stigma-HIV/AIDS relation. Such as: HIV/AIDS is a disease with
lifelong treatment; people are frightened by the possibility of contracting the virus; the
disease is associated with behaviors (such as sex among men, drug injecting) which are
already stigmatized in many societies; people infected with HIV, often consider that they
are responsible for the way they became seropositive; religious or moral beliefs lead some
people to believe that having HIV/AIDS is a result of moral collapse (like promiscuity or
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deviant sex), which serves as punishment. It has been often reported the harassment of
people suspected or infected with HIV, or belonging to a particular group. The HIV/AIDS
impact over women is particularly acute. In some societies women are perceived as the
main source of sexual transmitted diseases. This belief provides the basis for another
stigmatization of women on the HIV/AIDS infection context. The rejection of some family
members is also common. In some African countries, the women whose husbhands have
died of AIDS were blamed for this. Many reports have shown the fact that HIV
seropositive people are stigmatized and discriminated by the health care systems. Many
studies showed the reality of treatment refusal, unattended care by the hospital staff, HIV
testing without the personal approval, lack of privacy, facility and drug refusal. What
fueled this kind of answers were ignorance and the lack of knowledge about HIV
transmission.

The pharmacology and research aspects of the HIV-AIDS infection were followed
by separating four periods characterized by elements which represent each quality leap in
dealing with this disease. Thus, the 1980-1990 decade was the beginning period of
research for both the etiologic agent of the disease and for the pharmacologic compounds
with effect on the virus. The 1991-1994 periods coincided with the finding of numerous
therapeutic molecules with antiretroviral effect. The next five years sparked a “revolution”,
by finding a new class of drugs, which together with representatives of other classes made
possible a great enhancement of the antiretroviral effect (HAART therapy). The new
millennium period remains opened to discoveries and innovations with an impact on the
virus, this current pandemic.

The practical part is based on an original synthesis and processing structure of the
consulted materials, based upon the appearance, development and approach pattern of the
AIDS epidemic, that of the originating prototype, Sub-Saharan Africa, and as a spreading
model and medical and socio-politic approach, USA, comparing at the end Romania with
these two patterns, in order to classify our country into an existing or specific pattern and if
possible to elaborate some predictions upon the studied patterns regarding the future of the
pandemic. First, there were discussed the aspects of geopolitical frames from the territorial
areas of interest, Sub-Saharan Africa, USA, that of Romania in a European context. There
had been statistical processing over the gathered data from these areas, for the Sub-Saharan
Africa were chosen 5 countries from the most affected area, southern Africa.
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The impact of the HIV-AIDS infection on the population can be appreciated also
by affecting the life expectancy of that population group. Besides the enormous
discrepancy between the life expectancy of an American or European compared with that
of an African or with the average value, in all analyzed time intervals, we notice for the
Sub-Saharan Africa an opposite trend to all the other areas—which represent the growth of
the life expectancy over time—that of even a lowering, for example from 49 years old in the
80s, to 45.9 in the 2000-2004 interval. If for the year of 2008 the USA and European
Union have the life expectancy toward 80 years old, Romania passes a little over 70 years
old, and the southern African countries studied here, have values under 40 years old. The
probability at birth to reach 65 years old, both for men and women, is higher in Romania
and the USA and is lower in the African countries studied here.

For the Sub-Saharan Africa, the 5 main death causes among adults, in 2000 were:
HIV-AIDS, malaria, low respiratory infections, ADD and perinatal conditions. Compared
with the USA and Romania, AIDS was not ranked in the top 10 death causes.

The epidemic trends, with area characteristics, have been analyzed first separately
for each researched area, that of the Sub-Saharan Africa, USA and Romania. The analysis
for the Sub-Saharan Africa was made by dividing into three areas: southern Africa, eastern,
central and western. In the USA the situation was analyzed separately for the Afro-
Americans, Hispanics, that of women. In the research applied on Romania there were
analyzed the cumulative situation and that of recent infection. We find that in Romania and
the USA the prevalence is maintained at constant and low values (0, 1 %, that of 0, 6 %)
throughout the analyzed time period, but for each African country, the prevalence was
increasing with maximums on the 1998-2003 interval, since it began to decrease.

Table I. 15-49 years old with HIV Prevalence (%)
(Romania, the USA and 5 southern African Countries)

90 91 |92 93 99 |00 |01 |02 03 |04 |05 |06 07
Romania 0,1 01 {01 |01 |01 01 |01 (01 |02 0,1
USA 05 |06 0,6 06 |06 |06 |06 |06 |06 |06 |06 |06
Botswana | 4,7 6,8 |95 12,6 26,1 | 265 | 265|262 | 259 (254|249 |243 |239
South 0,8 12 |19 29 -1145]159|169 | 176 | 179|18,1|182 | 18,2 | 181
Africa
Swaziland | 0,9 16 |29 49 246 | 25,7 | 26,3 | 26,5 | 26,6 | 26,5 | 26,4 | 26,2 | 26,1
Zimbabwe | 14,2 | 17,3 | 20,4 | 23,2 283 (273|260 | 244 |22,7|209 |19 17,2 | 153
Zambia 8,9 118|140 | 154 15,7 | 155|159 | 152 | 152 | 151 | 150 | 150 | 152
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In the analysis of the year 2005, cases of new infections both in adults and children
have appeared in an overwhelming proportion in the Sub-Saharan Africa, likewise the
deaths by AIDS. The prevalence at a young age group, 15-24 years old, is bigger in
Romania, explainable by the existence of infected people in the 1987-1990s, whom at the
analysis date belonged to this age group.

Table Il. New infections in adults and children, deaths by AIDS, children with HIV,
children deaths by HIVV-AIDS, HIV prevalence among youths (15-24 years old) in 2005

New New Deaths | children children Prevalence for 15-24

infections infections by with HIV | deaths by years old

in adults in children AIDS HIV-AIDS | Women Men
GLOBAL 4.9 mil 700000 31mil | 23 mil 570000 0,2 0,2
SSA 3,2 mil 630000 24mil | 2,1 mil 520000 03 0,7
N. AMERICA 43000 500 18000 9000 100 0,6 04
ROMANIA 490 16 212 465 91 13,92 4,28

For the year 2007, at a prevalence of 0.1 % in Romania for HIV infections, it is
remarkable that these have at younger age groups, a slightly higher percentage (0.2 %).
In the southern African countries studied here, the general prevalence is really high, over
15 %, even 26 %, with a constant prevalence higher among young women compared with
young men.
Table I1l. HIV Prevalence (% ESTIMATED) 2007 (Romania, the USA, 5 southern African

countries, compared with the global situation and Sub-Saharan African one)

Adults Women Men

15-49 years old 15-24 years old 15-24 years old
ROMANIA 0,1 0,2 0,2
BOTSWANA 23,9 15,3 51
SWAZILAND 26,1 22,6 58
SOUTH AFRICA 18,1 12,7 40
USA 0,6 0,3 0,7
ZAMBIA 15,2 11,3 3,6
ZIMBABWE 15,3 7,7 29
GLOBAL 0,8 0,6 0,4
SSA 5 32 11

Source: UNAIDS 2008
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Comparing the number of women over 15 years old infected with HIV or in the

AIDS stage, again, the most affected area is southern Africa.

Table IV. Women (15+) with HIV-AIDS in 2007, Romania, the USA, 5 southern

African countries, compared with the global situation and Sub-Saharan African one

RO | USA BOTSWANA

S. AFRICA

ZAMBIA

ZIMBABWE

SWAZILAND | SSA

GLOBAL

7000 | 230000 | 170000

3200000

560000

100000 12000000

15500000

Source: Population Reference Bureau, UNAIDS

The study of the socio-economic impact shows implications on the life expectancy,

the deaths percentage by age groups, the deaths under 5 years old, the school education, the

job market, the funds allocation for the HIV-AIDS issue.

The highly active antiretroviral therapy has major influence on the life expectancy

and quality of patients. There is no data in order to realize a similar statistic in the case of

poor countries.

Table V. The life expectancy of individuals under ART in highly developed countries

1990 — 1996 2003 - 2005
Gross mortality rate 16,3 deaths / 1000 people-years | 10,0 deaths = 140%
Lost years of potential life 366 189
The life expectancy at 20 36,1 49,14 = +13years
The life expectancy at 20 for IDU | 32,1 447
baseline CD4< 100 324
baseline CD4> 200 50,4

The providing of access to therapy is uneven for different parts of the world.

Table VI. The coverage with ART (Romania, the USA, 5 southern African countries)

2004 2006 2007
USA >75 %
ROMANIA 80 % 73%
BOTSWANA 42 % 76 % 80 %
SOUTH AFRICA 4% 21% 28 %
SWAZILAND 13 % 35 % 42 %
ZIMBABWE 2% 11% 17 %
ZAMBIA 8 % 26 % 46 %
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Conclusions:
1. The HIV-AIDS pandemic through the high mortality rate, especially in the first
period of its evolution, has produced a significant shortening of the life expectancy of
the affected populations. Romania, similarly with the rest of Europe and the USA, did
not present a lowering of the life expectancy at birth, as it happened in the Sub-Saharan
Africa.
2. Judging by the economic-sanitary indicators, the commitment and financial burden
for the prevention and fighting the disease were different in diverse geographic-cultural
areas, not always on the measure of the pandemic spreading and specifics. The income
indicators (GNI/ capita and GDP), that of the health expenditures (2007) from Romania
are closer to the values of Sub-Saharan Africa, rather than of the USA.
3. Depending on the education level of the population, traditions, social and religious
percepts, the transmission mode of the disease had particularities linked with age
groups, disadvantaged groups or with individual behaviors. The majority of AIDS
cases in adults had known in Romania a heterosexual transmission type.
4. Being considered a predominantly sexual transmitted disease, the prevalence of the
disease is closely correlated with the sexually active age group. To this population
category, the prevalence is closely connected with the used protection methods and the
utilization level of the specific medication. From this point of view, at the sexually
active age group (15-49 years old) the prevalence is more reduced in Romania and the
USA, compared with the Sub-Saharan Africa.
5. The analysis of the year 2005 shows in Romania a higher prevalence at the age
group of 15-24 years old, these people being born in the 1987-1990s period, knowing
nosocomial transmission type.
6. In the recent period of the epidemic (starting with the 1990s), the studied pathology
had a pronounced allure of case feminization. However, in Romania the number of
HIV infected women is closer to that of the men, the USA and the Sub-Saharan Africa
knowing within the new infections an increase in the women percentage.
7. The level and quality of patients’ recording, the efficiency of the health care system
especially in the field of transmittable diseases, the specific medical-sanitary
interventions (the AR therapy of the parturient, cesarean birth and forbidding
breastfeeding), determines largely the reduction of perinatal transmitting. The

22



maternal-fetal transmitting knows a good control in Romania, similarly with that of the
USA, unlike the Sub-Saharan Africa.

8. Other ways of transmitting besides the heterosexual and perinatal ones are closely
connected with individual behaviors often influenced by the socio-economic level and
social libertinism. Thus the risk groups— IDU, that of MSM represents a low
percentage in the HIV-AIDS casuistry from Romania and the Sub-Saharan Africa,
compared with the USA.
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