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Antiretroviral Therapy (ART) As related to HIV, 
treatment with antiretroviral drugs to suppress disease 
progression. Antiretroviral treatment can refer to 
HAART (and frequently does), but it can also include 
any treatment that involves antiretrovirals, such as 
single-dose nevirapine.

Antiretroviral Drugs (ARVs) A substance that kills 
or suppresses a retrovirus, such as HIV. Antiretrovirals 
inhibit the replication of HIV, delaying immune deterio-
ration and improving survival and quality of life.1

Correct and Consistent Use of Condoms The 
use of condoms from start to finish with each act 
of sexual intercourse. Correct condom use should 
include using a new condom for each act of inter-
course; putting on the condom as soon as erection 
occurs and before any sexual contact (vaginal, anal 
or oral); and withdrawing from the partner immedi-
ately after ejaculation.2 

Highly Active Anti-Retroviral Therapy (HAART) 
The term given to treatment regimens to aggressively 
suppress viral replication and slow the progress of 
HIV disease. The usual regimen includes at least three 
drugs from at least two different drug classes.3 

HIV Discordance Where one partner is HIV-positive 
and the other is HIV-negative. 

Nevirapine The antiretroviral drug used to reduce 
mother-to-child transmission of HIV. 

Prevention of Mother-to-Child Transmission 
(PMTCT) Programs designed to prevent the transmis-
sion of HIV from a mother to her infant during preg-
nancy, labor and delivery, or through breastfeeding.

Seroconversion The process by which a newly 
infected person develops antibodies to HIV, which are 
then detectable by an HIV test. Seroconversion may 
occur anywhere from days to weeks or months follow-
ing HIV infection.4

Serostatus As related to HIV infection, the presence 
or absence of antibodies in the blood.5

Voluntary Counseling and Testing (VCT) The 
process by which an individual undergoes counseling 
to enable him/her to make an informed choice about 
being tested for HIV infection. According to UNAIDS, 
voluntary counseling and testing should be conducted 
in an institutional environment which has adopted 
the ‘Three Cs’: confidentiality, informed consent, and 
counseling.6

Glossary
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Prevention is Critical 

Prevention must remain a top priority in the contin-
ued fight against HIV and AIDS and, as this report 
shows, both condoms and contraceptives count as 
key components of comprehensive HIV prevention. 
In 2007, new HIV infections out-numbered persons 
receiving treatment by nearly 3 to 1. More than 6,800 
people become infected with HIV every day. Because 
most HIV epidemics are fueled by sexual transmission 
of the virus, behavior change, including condom use, 
is critical to steming the number of new infections. At 
the same time, more than 120 million women say they 
would prefer to avoid a pregnancy, but are not using 
any form of contraception. High rates of unintended 
pregnancies, including among women living with HIV 
or AIDS, is an urgent health and rights crisis. Prevent-
ing unintended pregnancies among women living with 
HIV and AIDS and those at risk of infection is essential 
for preventing mother-to-child transmission of HIV. 

Expanding Access to and Use of  
Male and Female Condoms 

Male condoms are generally accepted as a cornerstone 
of comprehensive HIV prevention; yet expanded access 
to and use of this proven technology is still facing enor-
mous cultural and policy barriers. For female condoms, 
the barriers are even greater and much more needs to 
be done to increase their supply and use. Persistent 
variations in condom use across regions, countries and 
populations indicate that condom promotion should be 
targeted to address socio-cultural, political, economic 
and structural barriers faced by different groups (e.g. 
youth, married women and men, discordant couples, 
sex workers, men who have sex with men, and injecting 
drug users, among other groups). 

Successful interventions highlighted in Comprehensive 
HIV Prevention: Condoms and Contraceptives Count 
demonstrate that programs can increase correct and 
consistent condom use when they address the bar-
riers and concerns experienced by different people. 
Understanding the factors that affect individuals’ per-
ceptions of their risk and of acceptable risk-reduction 
strategies is an essential step towards curbing the 
spread of HIV. Addressing cultural, social and eco-
nomic barriers faced by various groups in accessing 
and using male and female condoms is also critical. 

Recognizing the Role of Contraceptives  
in HIV Prevention

Unlike condoms, the role of contraceptives and 
voluntary family planning services in HIV prevention 
is not sufficiently recognized, even though prevent-
ing unintended pregnancies is one of the four pillars 
of preventing mother to child transmission (PMTCT). 
Preventing unintended pregnancies is more cost-
effective than providing treatment to prevent perinatal 
transmission. Family planning services provide clients 
with critical information about the varying degrees of 
effectiveness of contraceptive methods for pregnancy 
prevention, the safety of pregnancy with HIV and 
contraceptive choices for women living with HIV or 
AIDS. Family planning services also educate clients 
on STI prevention and correct and consistent condom 
use. Many women living with HIV or AIDS want to have 
more children and are in need of family planning ser-
vices to provide counseling on reversible contracep-
tive methods and on how to prevent mother-to-child 
transmission of HIV, as well as possible transmission 
to their husband or sexual partner. At the same time, 
voluntary family planning services are needed for 
those women who want to prevent or delay pregnancy. 
It is estimated that current levels of contraceptive 

EXECUTIVE 
SUMMARY
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use in sub-Saharan Africa are already preventing 22 
percent of unintended HIV-positive births. Highlight-
ing successful interventions, this report shows that 
integrating family planning with other HIV services 
can increase contraceptive use and further reduce 
unintended pregnancies. 

Increased Funding for Condoms  
and Contraceptives is Key 

Condoms and contraceptives are inexpensive and 
cost-effective technologies, yet cost continues to be 
a barrier to their availability. This report highlights that 
the growing need for condoms and contraceptives 
worldwide has been met with long-term stagnant 
funding on the part of donors and only small increases 
in numbers of commodities. For female condoms in 
particular, greater support needs to be devoted to their 
strategic introduction, marketing and programming in 
countries. International donors and developing country 
governments need to give due regard to the indis-
pensable role of condoms and contraceptives in HIV 
prevention, and commit to providing the necessary 
resources to implement programs and services. Some 
promising mechanisms to coordinate and track com-
modity procurement and distribution are underway 
and should continue to be supported and expanded. 

Creating a Conducive Environment  
for Scaling Up HIV Prevention

There is no doubt that a comprehensive HIV preven-
tion agenda must include condoms and contracep-
tives, along with other proven prevention strategies. 
However, as discussed in this report, successful scale-
up of condoms and contraceptives for HIV prevention 
depends upon strong leadership and coordination—
for advocacy and policy dialogue, capacity building 

and resource mobilization. Scale-up also requires 
a supportive policy environment—one where poli-
cies are based on sound evidence that supports the 
efficacy of condoms and contraceptives in preventing 
the transmission of HIV. Likewise, the integration of 
contraceptives into HIV prevention programs must be 
supported at all policy levels.

Successful interventions that address barriers to the 
demand for condoms and promote marketing strate-
gies that are tailored to particular audiences can work. 
Programs must also be supported by strong man-
agement, links with other programs, monitoring and 
evaluation and high quality services. On the supply 
side, strong commodity management and logistics 
systems are a prerequisite for reliable availability of 
condoms and contraceptives. Distributing condoms 
and contraceptives across a range of networks can 
help to reduce costs of service delivery and promotion 
by maximizing the contribution of existing outlets and 
programs. By limiting subsidized or free condoms to 
low-income consumers, market segmentation maxi-
mizes government and donor investments, freeing up 
funds for other strategies. This report details suc-
cessful public health strategies and a programming 
framework that incorporates all of these elements and 
can be applied to address gaps in the provision and 
use of condoms and contraceptives. 
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 1
Use our 20+ years of research 
on HIV prevention 

There is no one magic bullet for HIV 
prevention: All prevention technolo-
gies and strategies are additive 
in the fight against HIV and AIDS. 
Condoms and contraceptives must 
be promoted as scientifically proven 
components of comprehensive 
HIV prevention, in tandem with 
other evidence-based interven-
tions such as partner reduction 
and male circumcision – along with 
continued investigation of microbi-
cides and a vaccine. There is more 
than 20 years of epidemiological, 
psychological, programming and 
marketing data on which to design 
programs and interventions. It is 
time to put this research to work on 
the ground and develop a com-
prehensive prevention strategy 
that supports national and local 
ownership and generates local 
solutions to affecting the social and 
gender norms that influence sexual 
behavior and use of condoms 
and contraceptives, among other 
prevention strategies.  

 2
Close the gap in funding 
between prevention and  
treatment

There is an immense disparity 
between what is being spent on 
HIV prevention versus treatment, 
and yet, tragically, new infections 
still out-number persons receiving 
treatment by nearly 3 to 1. Despite 
2.5 million new HIV infections last 
year, donor financing of condoms 
for HIV prevention has remained 
relatively stagnant. Donors and 
country governments must sup-
port the indispensable role of 
condom promotion and family 
planning services in HIV preven-
tion, and commit to providing the 
necessary resources. Improved 
donor coordination—including full 
accounting of condom procure-
ment by all donors—is necessary 
to make an accurate assess-
ment of global need and inform 
investments. Supply of condoms 
and contraceptives, inexpensive 
and cost-effective technologies, 
should no longer be a barrier to 
HIV prevention.

 3
Eliminate harmful  
government policies

Government policies must not 
restrict access to and education 
about the role contraceptives and 
condoms play in preventing HIV 
infection and unintended pregnan-
cies. The U.S. government’s “ABC” 
approach to prevention under 
the U.S. President’s Emergency 
Plan for AIDS Relief (PEPFAR) has 
emphasized abstinence until mar-
riage and faithfulness in marriage. 
This approach ignores the reality 
that many people face in prevent-
ing HIV infection. Instead, policies 
should be based on scientific 
evidence of the very high efficacy 
rates of condoms and contracep-
tives in preventing the spread of 
HIV and unintended pregnancies.

Key 
Recommendations
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 4
Scale-up and integrate  
condoms and contraceptives into 
other HIV prevention strategies

Based on the social marketing 
concept of supply, demand and 
support, and built on a foundation 
of leadership and coordination, the 
Comprehensive Condom Program-
ming (CCP) Framework [see Box 
10]– which includes ten steps 
designed to guide programming to 
identify and address gaps in provi-
sion and use of condoms for HIV 
prevention and promoting sexual 
health – can serve as a guide for 
ensuring the accessibility, accept-
ability and use of condoms—both 
male and female. The CCP Frame-
work can also guide the expansion 
of contraceptive provision as a 
part of HIV prevention. Stimulating 
demand for condoms and con-
traceptives through programming 
remains critical. These technolo-
gies will not prevent against HIV 
and AIDS and unintended preg-
nancies unless they are made 
available and used—consistently 
and correctly.    

 5
Logistics are critical to making 
sure condoms and contraceptives 
get where they are needed most

Strong systems are needed for the 
timely delivery and constant flow 
of condoms and contraceptives—
thereby preventing stock-outs 
and ensuring that a wide range 
of contraceptive methods—and 
condoms—are available in all 
settings. Condom forecasts must 
be made well in advance of when 
the condoms will actually be used. 
Mechanisms such as the RH 
Supplies Coalition, global logistics 
support projects and tools such as 
the RHInterchange [see Box 11] 
can help with commodity manage-
ment and should be expanded. 

 6
Put the Contraceptives in  
Comprehensive Prevention

As with all women and couples, 
women living with HIV or AIDS have 
the right to make informed decisions 
about their sexual and reproductive 
health and need access to contra-
ception. Many women living with HIV 
or AIDS want to have more children 
and are in need of family planning 
services to provide counseling on 
reversible contraceptive methods and 
on how to prevent mother-to-child 
transmission of HIV, as well as pos-
sible transmission to their husband 
or sexual partner. At the same time, 
there are high rates of unintended 
pregnancies among all women, 
including women living with HIV or 
AIDS in some settings. Given often 
low rates of HIV testing, many women 
who have unintended pregnan-
cies do not know their HIV status.  
Voluntary family planning services 
are needed for women who want to 
prevent or delay pregnancy. For all 
women and couples, integrating fam-
ily planning with other HIV services 
can increase contraceptive use and 
reduce unintended pregnancies. As 
HIV and AIDS prevention, treatment 
and care programs scale-up, they 
should be part of a continuum of care 
that includes strong family planning 
and other integral health services 
from the onset.



Introduction

The AIDS epidemic has now spanned nearly three 
decades. In 2007, 2.5 million people became newly 
infected with HIV, bringing the total number of people 
living with HIV or AIDS to 33 million. Recent evidence 
shows that national HIV prevalence is stabilizing or 
showing signs of decline in most of sub-Saharan Africa 
and in some Southeast Asian countries,7 yet AIDS 
remains the leading cause of death in sub-Saharan 
Africa, and generalized epidemicsi persist. Around the 
world, most HIV epidemics are fueled by unprotected 
sex between men and women. Outside of sub-Saharan 
Africa, a number of HIV epidemics are mostly concen-
trated among high-risk populations such as men who 
have sex with men (MSM), sex workers and their clients 
and injecting drug users (IDUs). Despite advances in 
treatment, nearly three individuals become infected 
with HIV for every one person who begins antiretroviral 
treatment.8 The global number of persons living with HIV 
and AIDS is increasing because new infections continue 
and, thanks to treatment, people living with HIV and 
AIDS are living longer and healthier lives. 

In addition to HIV and AIDS, many of the world’s poor-
est women, particularly in sub-Saharan Africa, con-
tinue to contend with another urgent health and rights 
crisis—high risk of unintended pregnancy. Data from 
53 countries show that one in seven married and one 
in 13 never-married women have an unmet need for 
contraception and are therefore at risk of unintended 
pregnancy. Unmet need is even higher in sub-Saharan 
Africa, the region most affected by HIV and AIDS, 
where one in four married women have an unmet need 
for contraception. This unmet need is lower, but still 
significant in the regions of Latin American and the 
Caribbean, North Africa, West and Central Asia, and 
South and Southeast Asia.9 

It is absolutely critical that, in addition to expanding 
life-saving treatment, programming and scale-up 
of HIV prevention programs become a top priority. 
The lessons of the past decades have taught us that 
there is no silver bullet to HIV prevention, although 
there is increasing evidence of what works, and 

8

1
i�UNAIDS defines a generalized epidemic as “high-level—where adult HIV prevalence among the general adult population is at least 1% and transmission is mostly heterosex-
ual”. A concentrated epidemic is defined as “low-level—where HIV is concentrated in groups with behaviours that expose them to a high risk of HIV infection” (UNAIDS. 2006.  
Q&A on HIV and AIDS Estimates. Accessed online at: http://data.unaids.org/pub/GlobalReport/2006/2006_Epi_backgrounder_on_methodology_en.pdf on April 25, 2008.)
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replicable models exist. Worldwide, almost half of 
the people living with HIV or AIDS are women, and in 
sub-Saharan Africa—where heterosexual transmis-
sion is highest—61 percent of those living with 
HIV or AIDS are women.10 Preventing unintended 
pregnancies among infected women and those at 
risk of infection is essential for preventing mother-
to-child transmission of HIV. In fact, all women and 
couples, irrespective of their HIV status, need access 
to voluntary family planning services. 

Male and female condoms remain the primary 
technologies currently available to protect individu-
als from sexual transmission of HIV. While male 
condoms are generally accepted as a cornerstone of 
comprehensive HIV prevention, expanded access and 
use of this proven technology is still facing enormous 
cultural and policy barriers, and much more needs 
to be done to increase the supply and use of female 
condoms. Despite 2.5 million new HIV infections 
occurring every year, overall donor support for 
condoms in developing countries has remained 

largely unchanged over the past few years. 
Similarly, despite a growing demand for modern 
contraception, including condoms, donor support 
for contraceptives has increased only minimally, 
and remains far below the projected need.

Effective comprehensive prevention strategies must 
include a range and mix of evidence-based interventions 
tailored to the needs of various people and their social 
contexts.11 With this report, Comprehensive HIV Preven-
tion: Condoms and Contraceptives Count, Population 
Action International (PAI) presents evidence that scaling-
up HIV prevention—which is critical to stem new HIV 
infections—will require much broader access to and use 
of these proven technologies—namely male and female 
condoms to prevent primary infection, and contraceptives 
to prevent mother-to-child transmission by preventing 
unintended pregnancies. 



Comprehensive 
Prevention 

Much has been written about the components of HIV 
prevention—with significant attention to the “alpha-
bet” of prevention approaches, including Abstinence, 
Be faithful and Condoms (ABC), ABC+, Condoms 
Needles and Negotiation (CNN), and A–Z.12 13 14 15 16 17 
However, the success of any approach—whether it be 
putting on a condom or taking a contraceptive pill—
depends on human behavior.18

The three primary behaviors that can prevent sexual 
transmission of HIV—abstaining from sex, having 
sex with only one uninfected partner at a time, and 
using condoms—are well-known as the components 
of the ABC approach. Originating from early sexu-
ally transmitted infection (STI) prevention efforts, the 
ABC approach has a long, established public health 
history.19 Although recent ideological interpretations 
of the approach remain contentious, the behaviors 
themselves are the indisputable building blocks of 
preventing sexual transmission of HIV. 

Evidence supports that delaying sexual debut can 
reduce the number of future partners and therefore, risk 
of HIV acquisition.20 21 However, a 2007 review of STD/
HIV prevention programs in the U.S. found that there is 
currently no strong evidence to confirm that abstinence-
only programs delay sexual initiation, hasten a return to 
abstinence, or reduce the number of sexual partners.22

Mounting research shows that partner reduction, or 
the “B” of “be faithful”, deserves greater attention in 

HIV prevention strategies.23 24 25 Concurrent sexual 
partnerships (those that overlap in time) can facili-
tate the spread of HIV significantly faster than serial 
partnerships (consecutive partnerships that do not 
overlap in time).26 Because HIV viral load—and thus 
HIV transmissibility—is much higher during the initial 
weeks or months of infection,27 when one person in the 
network becomes infected, everyone in that network of 
concurrent relationships is placed at risk of infection. 
Partner reduction and increasing monogamy by men 
has been credited with contributing to declines in HIV 
prevalence in several countries, including Cambodia, 
the Dominican Republic, Ethiopia, Thailand, Uganda 
and Zambia).28 29 Figure 1 provides an illustration of 
HIV transmission in two hypothetical populations—one 
in which long-term concurrency is the norm and one in 
which serial monogamy is the norm. 

However, prevention messages that encourage 
women to have one partner ignore the social reali-
ties facing many women. Research in Kenya and 
Zambia shows that marriage can actually increase risk 
of HIV among young women.30 Marriage increases 
the frequency of sex and hinders women’s ability to 
negotiate condom use or abstain from sex. For young 
women in particular, husbands tend to be older and 
tend to have higher HIV prevalence rates than those 
found among partners of unmarried girls.31 Promoting 
“be faithful” overlooks the possibility that partners in 
a relationship might unknowingly have different HIV 
serostatus.32 Moreover, for monogamy to work it must 
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Preventing Sexual Transmission
•	 �Behavior-change programs (to increase condom use, delay initiation of sexual 

behavior in young people, and reduce the number of partners)
•	 �Condom promotion
•	 �HIV testing
•	 �Diagnosis and treatment of sexually transmitted infections (STIs)
•	 �Adult male circumcision

Preventing Blood-Borne Transmission
•	 �Provision of clean injection equipment to injection drug users
•	 �Methadone or other substitution therapy for drug dependence
•	 �Blood safety (including routine screening of donated blood)
•	 �Infection control in health care settings (including injection safety, universal pre-

cautions, and antiretroviral prophylaxis following potential HIV exposure)

Preventing Mother-to-Child Transmission
•	 �Primary HIV prevention for women of childbearing age
•	 �Antiretroviral drugs
•	 �Prevention of unintended pregnancy in HIV positive women
•	 �Breast feeding alternatives
•	 �Caesarian delivery (in the case of high maternal viral load)

Social Strategies and Supportive Policies 
•	 �HIV awareness campaigns (including mass media)
•	 �Anti-stigma measures
•	 �Gender equity and women’s empowerment initiatives
•	 �Involvement of communities and HIV-infected individuals
•	 �Visible political leadership
•	 �Engagement of a broad range of sectors in HIV awareness and 

prevention measures
•	 �Legal reform to create an environment supportive of HIV prevention 

(such as laws decriminalizing needle possession)

Source: Global HIV Prevention Working Group. 2007. bringing hiv prevention to 
scale: an urgent global priority. Accessed online at www.globalhivprevention.org 

on february 11, 2008.

Box 1

Components of
Comprehensive 
Prevention
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Figure 1

Sexual Networking and HIV Transmission
Source: Stewart Parkinson, Population Services International. Cited in: Epstein H. 2007. The Invisible Cure: 

Africa, the West, and the Fight Against AIDS. New York: Farrar, Straus and Giroux.
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Note: Viremia refers to the presence of the virus in the blood. there is a “viremic window” early in 
infection when viral loads are high and transmission is particularly likely.

Serial Monogamy

 HIV Negative Male
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Three significant, experimental trials recently conducted in South Africa,33 
Kenya34 and Uganda35, have led the WHO and UNAIDS to affirm the efficacy 
of male circumcision in reducing female-to-male transmission of HIV “beyond 
reasonable doubt”.36 According to these experimental studies, when male 
circumcision is performed by well-trained medical professionals, men’s risk 
of acquiring HIV infection from an HIV-positive female partner is reduced by 
approximately 60 percent.37 Based on a reduced risk of 60 percent, it has been 
estimated that two million new HIV infections and 300,000 deaths could be 
averted over the next ten years.38 

Recent data suggests that there are not major ethnic or cultural barriers to 
male circumcision in most of sub-Saharan Africa. Thirteen acceptability studies 
conducted in nine sub-Saharan African countries show that 29 to 81 percent of 
uncircumcised men wish to be circumcised, 50 to 70 percent of women wanted 
their partners to be circumcised, and 50 to 90 percent of parents would circum-
cise their sons.39 Still, the expansion of male circumcision services must be 
considerate of ethical and legal issues, and of course respectful of men’s sexual 
and reproductive rights. Further research is needed to better understand percep-
tions of male circumcision and to develop appropriate education and counseling 
messages among different groups of people.40 

Ultimately, promotion of male circumcision should never serve as the sole 
method of prevention, but rather comprise one component of HIV prevention 
and reproductive health services. There is no guarantee that circumcision pre-
vents female-to-male transmission on every occasion. Secondly, early research 
findings demonstrate that circumcision of HIV-positive males does not directly 
contribute to reducing transmission to negative female partners.41 However, it is 
expected that women will benefit in the long-run, particularly those living in high 
HIV prevalence settings with low male circumcision rates, as an overall reduction 
of HIV-positive men in the population occurs, and thus a reduced risk of acquir-
ing the virus. Male circumcision will be most effective in preventing the spread 
of HIV when it is accompanied by HIV counseling and testing, diagnosis and 
treatment of STIs, condom promotion, behavioral change communication and 
promotion, as well as other prevention methods as they are proven effective,42 43 
including access to male and female condoms. 

be mutual, and women often have little control over 
their husbands extra-marital partnering. 

Other prevention approaches build on ABC. ABC+, 
for example, means that no opportunities should be 
missed to strengthen the skills and empowerment of 
individuals to practice the three preventive behaviors 
of abstinence, fidelity/partner reduction and condom 
use.44 “CNN,” which stands for Condoms, Needles 
and Negotiation, was proposed to broaden preven-
tion to address HIV transmission from use of unsterile 
injections, and to recognize that women often do not 

have the power to negotiate safer sexual practices, 
including condom use.45

In 2007, the Global HIV Prevention Working Group pro-
posed a “Comprehensive Prevention” approach [See 
Box 1: Components of Comprehensive Prevention], to 
address the range of interventions needed for people 
to practice the primary behaviors associated with HIV 
prevention. The interventions fall under four categories: 
Preventing sexual transmission, preventing blood-borne 
transmission, preventing mother-to-child transmis-
sion, and social strategies and supportive policies. For 
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Box 2

Male 
Circumcision 
for HIV 
Prevention 



example, prevention programs should utilize a wide 
array of interventions to address fear of stigma, violence 
and discrimination from both partners and providers, 
which make sero-disclosure and requests for condom 
use difficult and sometimes dangerous.50 

As this report details, family planning programs can 
help prevent unintended pregnancies, including among 
HIV-positive women, thereby contributing to the preven-
tion of mother-to-child transmission of the virus. Male 
circumcision has been proven to reduce the likelihood 
of HIV transmission, and needs to be appropriately 

incorporated into HIV prevention efforts51 [See Box 2: 
Male Circumcision for HIV Prevention]. 

Expanding voluntary counseling and testing services 
(VCT),52 53 54 and treating certain STIs may contribute 
to HIV prevention.55 In places where HIV is transmitted 
among IDUs, promoting safe injection practices is crit-
ical. And of course, continued commitment is needed 
to developing microbicides [See Box 3: Microbicides] 
and an effective AIDS vaccine, which will hopefully 
someday spearhead comprehensive HIV prevention. 
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There is great anticipation for the introduction of microbicides—an exciting 
female initiated technology that promises to broaden the scope of comprehen-
sive HIV prevention. While scientists are currently testing products, no safe and 
effective microbicide is currently available to the public and experts estimate that 
a microbicide that is at least 33 percent effective is still five years away.46 Given 
this forecast, improved programming and promotion of both male and female 
condoms must continue. 

The term “microbicides” is broad and refers to a variety of products that, when 
applied topically, will be designed to prevent the sexual transmission of HIV and 
certain other STIs.47 Some of these products may provide bi-directional protec-
tion, protecting women’s sexual partners by disabling HIV in both semen and 
vaginal secretions. Certain microbicides may also be protective for anal sex, and 
some products may prevent pregnancy, while others may offer women an HIV 
prevention option that can be used when trying to conceive. Even if not 100 per-
cent effective, microbicides could offer valuable back-up protection to couples 
who use them with condoms. Microbicides may take many forms, including gels, 
creams, suppositories, films, sponges or rings.

The potential of microbicides to provide women with a defense against HIV that 
they can initiate without the consent of their partners is a crucial innovation—one 
that does not currently exist. In parts of the world where the status of women 
makes it difficult for them to refuse sex or negotiate condom use, microbicides 
would greatly improve the range of protective options available to women. 

The total global investment in the research and development of microbicides 
has been steadily increasing over the past seven years, amounting to US $222 
million in 2006.48 Public agencies and institutions were the largest contributor, 
accounting for nearly 86 percent of this investment. This growth in funding can 
be attributed to increased confidence in the eventual success of these products, 
as well as increased awareness that there is no silver bullet to HIV prevention 
and expanding the range of available prevention options remains important.49 

Box 3

Microbicides



Condoms 
Count 
for HIV 
Prevention

Male and Female Condoms Can Prevent the 
Spread of STIs, Including HIV, and Prevent  
Unintended Pregnancies

Able to block the bodily fluids that carry the HIV virus, 
condoms are a highly effective method of prevent-
ing HIV. According to the WHO and the US National 
Institutes of Health, “intact condoms…are essentially 
impermeable to particles the size of sexually transmit-
ted disease pathogens, including the smallest sexually 
transmitted virus.”56 Studies show that condoms 
are a highly effective method of preventing HIV, with 
effectiveness rates ranging between 80 to 95 percent, 
largely depending on how correctly they are used.57 

58 59 60 While no studies have evaluated the specific 
HIV prevention effectiveness of the female condom, 
estimates derived from laboratory tests and data on 
effectiveness for pregnancy prevention indicate that 
the female condom provides at least the same level 
of protection as the male condom.61 [See Box 4: The 
Female Condom].

Condoms are an effective prevention method of many 
STIs other than HIV. Because some STI infections may 
increase a person’s risk of acquiring HIV, preventing 
STIs may be effective in reducing HIV incidence.62 This 
is particularly true where HIV prevalence is low, but 
that of other STIs is high.63 However, trials have shown 
mixed results in assessing the impact of STI treatment 
on preventing HIV.64 Male condoms are most effective 
in protecting against STIs spread by discharge, such 

as HIV, gonorrhea, and chlamydia, but also protect 
against STIs spread by skin-to-skin contact, such as 
herpes and human papillomavirus (HPV). Male con-
doms may also protect against conditions caused by 
STIs, including recurring pelvic inflammatory disease 
and chronic pelvic pain, cervical cancer and infertility.65 
The female condom is at least as effective as the male 
condom in reducing the risk of contracting sexually 
transmitted infections.66 

Condoms are also an important means of pregnancy 
prevention and are the mainstay of dual protection 
(taking measures to prevent both pregnancy and 
STIs). However, because condoms are less effective 
for pregnancy prevention than other contraceptive 
methods [see Section 4], dual method use should be 
promoted among contraceptive users. As commonly 
used, male condoms are about 85 percent effective 
for pregnancy prevention. If used consistently and cor-
rectly with every sex act, effectiveness for pregnancy 
prevention is higher—about 98 percent.67 As com-
monly used, the female condom is 79 percent effec-
tive for pregnancy prevention, whereas it is 95 percent 
effective with perfect use.68

High rates of incorrect use and condom slippage and 
breakage need to be addressed. The quality of well 
manufactured condoms is high and, if used properly, 
they are unlikely to break, however slippage rates can 
increase the risk of HIV transmission.69 Only consis-
tent and correct use of the condom offers effective 
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Condoms 
Count 
for HIV 
Prevention

Figure 2

HIV and Other STI Transmission and Pregnancy with Unprotected Sex 
and Protected by Condom Use Twice Weekly Sex 
Source: Cates W. 2002. “the condom forgiveness factor: the positive spin” [editorial]. sexually transmitted 
diseases 29(6): 350–352.

prevention against HIV, and only a small percentage of 
individuals and couples use condoms in this manner. 
However, consistent use by a small number of vulner-
able people may have a greater impact on reducing 
HIV transmission than a large number of people who 
use condoms inconsistently.70 Some studies show that 
because their behavior may be riskier in other ways, 
inconsistent condom users can actually be at higher 
risk of HIV transmission than those who never use 
condoms.71 72 73 74 75 Condom education and promotion 
should therefore be integrated with other HIV preven-
tion strategies to address a range of behaviors.

Programs should not only encourage condom use, 
but also help people to become effective users of the 
method.76 77 Evidence from Botswana, for example, 
found that a sample of college students needed infor-
mation on condom use, including timing and method 
of removal: male partners were not comfortable touch-

ing female fluids on the condom; female partners were 
not comfortable touching male genitalia and one male 
said he removed the condom before ejaculation.78 79 

Figure 2 provides an illustration of the pregnancy rates 
and transmission rates of STIs—including HIV—in one 
hypothetical year of unprotected sex, versus fifty years 
of sex using condoms consistently and correctly. 

Programs Must Address “Myths, Misperceptions 
and Fears”80 Surrounding Condoms and Other 
Barriers to Use

Although condoms—both male and female—are 
critical to safer sexual behavior, many factors inhibit 
peoples’ use of condoms. Evidence shows the poten-
tial to increase condom use, and the levels of use 
that can be achieved, are strongly influenced by the 
type of partnership and peoples’ perceptions of their 
HIV risk.81 Persistent variations in condom use across 
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In 2008, the Center for Health and Gender Equity (CHANGE) published a report on the 
female condom, titled Saving Lives Now, as part of the Prevention Now! Campaign. 
Citations in this box are taken from the CHANGE Report.82 

 
The female condom is currently the sole available HIV prevention technology 
that is designed to be initiated by the woman. Female condom promotion and 
use has been shown to increase the total number of protected sex acts.83 84 85

Studies show that some women view use of the female condom as a means of 
enhancing safe sex bargaining power.86 87 88 89 For some male and female users, 
the female condom has been reported to be more pleasurable than the male 
condom.90 However, acceptability has been varied and more operations research 
is needed to address barriers to uptake and consistent use in a variety of sexual 
relationships.91 Although the female condom is available in 108 countries, in many 
instances it is not readily accessible at shops and clinics.92 To generate demand 
and increase availability, greater support needs to be devoted to the strategic 
introduction, marketing and programming of female condoms in countries.

The only female condom currently approved for use by the U.S. Food and Drug 
Administration (FDA) is the polyurethane FC1, manufactured by the Female 
Health Company (FHC). The FHC has also developed a second generation 
nitrile female condom, FC2, which performs statistically the same as FC1, and 
has been designed to mitigate the “rustling” noise that some consumers have 
attributed to FC1. The nitrile material also allows for significant reductions in 
female condom pricing because it can be produced with a new manufacturing 
process that lowers cost as volume increases. The United Nations Population 
Fund (UNFPA) is now procuring FC2, while the U.S. Agency for International 
Development (USAID) is awaiting FDA approval. 

In countries such as Brazil, South Africa and Zimbabwe, where sustained uptake 
of female condoms has been achieved, both country governments and donors 
have been committed to their long-term supply and funding.93 Costing US$0.60 , 
female condoms are expensive compared to the US$0.03 cost of male condoms. 
However if FC2 were purchased in large volumes—equal to only about 3 
percent of the estimated male condom market—the cost per unit could be 
as little as US$0.22.94 Compared to the price of life-long anti-retroviral treatment 
(ART), use of female condoms for HIV prevention is highly cost effective.95

Box 4

The Female 
Condom
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regions, countries and populations indicate that con-
dom promotion should be targeted to address socio-
cultural, legal and policy, economic and financial 
and structural barriers faced by different groups (e.g. 
youth, married women and men, discordant couples, 
sex workers, MSM, IDUs, etc.)96 Successful interven-
tions highlighted in this report show that programs 
can bring about increases in condom use when they 
address the barriers and concerns experienced by 
different groups. 

For example, programs for youth can emphasize con-
dom use for both pregnancy prevention and protec-
tion against STIs including HIV, since sexually active 
youth tend to be primarily concerned with avoiding 
pregnancy. Public health campaigns can romanticize 
condom use as a sign of love and trust among mar-
ried or long-term partners97 and as a way of protecting 
children. Condoms can be promoted to sex workers 
as both safe and pleasurable. It is critical to promote 
condom use among various groups without stigma—
promoting safe sex can be done in a sex-positive way, 
rather than through fear-based messages.98 Programs 
must also address the misinformation surrounding 
condoms—including misinformation about effective-
ness rates—and design effective condom promotion 
interventions.99 Existing evidence, coupled with 
market research, can help determine the most 
appropriate condom promotion and distribution 
strategies for populations with varying needs.

Improving Condom Use among Young People, 
along with other Prevention Strategies, Is Critical

My namorado says he doesn’t want to use a 
condom with me because he trusts me, and he has 
never cheated on me. Whenever I suggest condoms 
he becomes very upset. He starts asking me what I 
have done, or if I am suspicious of him? I prefer not to 
suggest condoms because he will stop talking to me. 
The condom issue just spoils our day. 
Paula, age 18, Mozambique (Manuel, 2005: 297).100

An analysis of successive survey data in countries 
worldwide shows that condom use at last sex among 
young people is increasing,101 particularly in some 
sub-Saharan African and industrialized countries. 
However, young people’s use of condoms is generally 
inconsistent,102 and the proportion of sexually active 
adolescents who report condom use remains too low 
to control the transmission of STIs.103 

Where condom use is increasing among the young, 
the primary motivation is pregnancy prevention. 
Data from three population-based surveys in Zambia 
show that between 1995 and 2003, the percentage 

of young urban women who reported using condoms 
at last intercourse increased from 36 to 57 percent. 
However, there was limited success in reaching rural 
and less educated young people.104 An analysis of 
survey data from 18 African countries found that use 
of condoms for pregnancy prevention rose signifi-
cantly in 13 of 18 countries between 1993 and 2001. 
Condom use among young African women increased 
by an average annual rate of 1.4 percent, and more 
than half of the users (58.5 percent) reporting that they 
were motivated by a desire to prevent pregnancy.105 
The same shift has been found among young single 
women in Latin America.106 In South Africa, condoms 
have become the most commonly used contraceptive 
method among female students.107

Avoiding pregnancy has also been shown to be of 
greater concern to young men in steady relationships 
than disease prevention.108 For greater impact, con-
dom marketing strategies and family planning services 
should promote condoms as a youth-friendly technol-
ogy for contraception and disease prevention. The 
accessibility and affordability of condoms may make 
them particularly appealing to young people who have 
sex less frequently. 

The double standard for sexual behavior—where 
multiple partners are a sign of masculinity for boys 
and men and virginity is expected of girls and young 
women—complicates condom behavior.109 Social and 
gender norms and economic disparities can increase 
risky sexual behaviors among girls and young women, 
and compromise their ability to negotiate safer sexual 
practices.110 This is particularly true when sex is 
transactional, and in cross-generational relationships, 
in which there are often socioeconomic and power 
asymmetries between partners.111 In a study con-
ducted in four sub-Saharan African countries, young 
men whose partner was less than four years younger 
were two and half times more likely to use condoms 
consistently than in relationships where the age gap 
was larger.112 Young people who have experienced 
sexual violence are less likely to use condoms or other 
contraceptives in the future [see Box 5: Gender-based 
Violence is a Barrier to Condom Use].113 Research 
from sub-Saharan Africa suggests that young married 
women may be at a higher risk of contracting HIV than 
their unmarried sexually active counterparts, partly 
because they are more likely to want to become preg-
nant and therefore rarely use condoms.114 

Studies show that young people tend to assess the 
disease risk of a partner by association, appearance, 
or other unreliable indicators.115 116 117 118 119 This falsely 
low perception of risk hinders consistent condom 
use.120 In Ghana, condom use was found to be more 
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likely among young men who perceived themselves 
to be at high risk of HIV infection as opposed to those 
who did not perceive a risk.121 Among young people 
ages 15 to 24 in Mozambique, condom use at last sex 
for both males and females was more than twice as 
high among those who assessed their risk correctly 
(30 percent and 16 percent respectively) as among 
those who did not (14 percent and 6 percent).122 

Young people commonly cite concerns about the 
effectiveness and quality of condoms—particularly 
free condoms—as well as concerns that condom use 
signifies infidelity or having an STI and that con-
doms reduce pleasure.123 124 125 Aspects of masculine 
sexuality, pleasure, eroticism and emotion must be 
addressed if condoms are to be promoted effec-
tively.126 In a number of studies, trust in a partner is 
cited as a reason for non-use and young women may 
sacrifice condom use if it threatens the development 
of a relationship.127 

If a woman offers me a condom, I won’t take her 
seriously (i.e. marry her). I don’t think she would be  
a good model for my kids. 
Unmarried man, Mexico (Castaneda, Brindis and Camey, 2001, 
cited in Marston and King, 2006: 1583)128

Among adolescents in four sub-Saharan African coun-
tries, knowledge about correct use of condoms lags 
significantly behind awareness about the condom.129 
One study found that the strongest predictor of knowl-
edge of correct condom use among adolescents of 
both sexes is exposure to a condom use demonstra-
tion. Communication skills building and involvement 
of male partners have also been shown to increase 
condom use. A nationally representative survey of 
young South African women found that those who 
discussed condom use with their partners were more 
likely to use condoms for dual protection, and to use 
them consistently.130 

Research shows that school-based sexuality pro-
grams for young people do not encourage early 
sexual activity or increase the number of sexual part-
ners.131 132 In fact, a 2007 review of sexual education 
programs found that more than 60 percent of compre-
hensive programs—those that supported both absti-
nence and the use of condoms and contraceptives 
for sexually active adolescents—reduced unprotected 
sex, and some programs also delayed sexual initia-
tion.133 A systematic analysis of curriculum-based sex 
and HIV education programs in developing and devel-
oped countries found that of the 54 studies measuring 
program impact on condom use, almost half showed 
increased condom use; none found decreased use.134 
In countries with strong youth-friendly sexual and 

reproductive health services, including easily acces-
sible condoms, the incidence of teenage pregnancy, 
abortion and STIs are consistently much lower than 
in countries where these services are not available, 
according to a UNAIDS and WHO review.135

	
However, studies from Ethiopia136 137 and China138 have 
demonstrated that out-of-school status is strongly 
associated with riskier sexual behaviors and thus 
greater risk of HIV and unintended pregnancy. An 
evaluation of an African Youth Alliance (AYA) compre-
hensive adolescent sexual and reproductive health 
(ASRH) program in Ghana, Tanzania, and Uganda, 
which included some activities for out-of-school youth, 
found that condom and contraceptive use increased 
substantially for females living in areas where the 
AYA program was implemented for at least a year.139 
Improving condom use among young people is 
critical—data shows that if condom use is established 
during adolescence, it is more likely to be sustained in 
the long-term.140 141

Promoting Condom Use by Married People  
and Couples In Union Proves Challenging,  
but Not Impossible, Particularly Among  
Discordant Couples

Consistent condom use remains largely uncommon 
among married couples and regular partners. An anal-
ysis of 23 Demographic and Health Surveys (DHS) 
from low and middle income countries conducted 
between 1994 and 2000 found that in eight of the 23 
countries, fewer than five percent of women aged 15 
to 49 used condoms to prevent STIs.142 

There is a problem here, because he is your hus-
band and so you can’t tell him to use a condom every 
time he comes home. You will bore him and make him 
go out to other women. 
Woman, nonuser of contraceptives, Kabazi, Kenya (Bauni and Jarabi, 
2000: 73)143

Condom use within long-term relationships or mar-
riage is commonly perceived as a sign of infidelity, 
immorality and lack of trust.144 Among married couples 
in Nigeria, researchers found that the perceived 
association of condoms with promiscuity is so strong 
that women find it difficult, if not impossible, to negoti-
ate condom use.145 In this context, condom use was 
dependent on appealing to men’s sense of respon-
sibility to their families. In a study conducted among 
married and cohabitating couples in KwaZulu-Natal, 
South Africa, only 43 percent of men and 60 percent 
of women found it acceptable for a married woman 
to request that her husband use condoms.146 In a 
qualitative study conducted in Ethiopia, Tanzania and 
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Around the world, gender-based violence is the most widespread human rights 
violation, undermining women’s autonomy and safety. It is also closely related 
to condom behaviors and thus HIV risk. A qualitative study in 15 countries found 
that sexual coercion most often occurs within consensual unions, by husbands, 
boyfriends or family members.147 In a comprehensive review of the literature on 
intimate partner violence (IPV) and sexual health, IPV was consistently associ-
ated with inconsistent condom use, having an unplanned pregnancy or induced 
abortion, and having an STI, including HIV.148 

Among 272 South African women surveyed anonymously, 44 percent reported 
a history of sexual assault and were more likely to fear asking their partner to 
use condoms compared to women who were not sexually assaulted.149 Another 
study in South Africa found that women who experienced forced sex were nearly 
six times more likely to use condoms inconsistently and 1.6 times more likely to 
be infected with HIV than women who used condoms consistently.150 Qualita-
tive studies from Uganda151 and India152 indicate that women find it difficult to 
suggest or insist on condom use when threatened by violence. Studies in Brazil, 
Jamaica, Papua New Guinea and South Africa have all found that women avoid 
suggesting condom use for fear of triggering a violent response.153 154 155 

Young people are often more vulnerable to sexual violence. A 2001 survey of 
1,753 Kenyan males and females aged 10 to 24 found that 21 percent of females 
and 11 percent of males had experienced at least one act of sexual coercion.156 
A Tanzanian study found that women living with HIV reported significantly more 
sexual violence, a greater number of violent partners, and a greater number 
of violent episodes with their current partner than HIV-negative women.157 Sex 
workers are also disproportionately affected by violence. A study conducted 
among female sex workers in Southwestern China found that 49 percent of 
women surveyed had experienced sexual violence perpetuated by clients.158 
A qualitative study of 32 sex workers in Moscow, Russia, all respondents reported 
being arrested and forced to have sex with policemen.159 Likewise, transgender 
people, men who have sex with men (MSM) and feminized men are also victims of 
sexual violence in many societies.160 To increase condom use, particularly among 
these vulnerable groups, and to protect people’s overall health and rights, greater 
efforts to address this global crisis of sexual and gender-based violence must be 
made.

Box 5

Gender-based 
Violence is 
a Barrier to 
Condom Use



Zambia, respondents reported that the stigma of infi-
delity and infection associated with condoms inhibits 
them from using or suggesting use of condoms.161 In 
rural Malawi, initiating a discussion of condom use for 
preventing infection in marriage is compared to “bring-
ing an intruder into the domestic space.”162

I do not use a condom with my married partner… 
I trust her, so there is no need to use a condom  
with her. 
Rural male, South Africa (Maharaj and Cleland, 2004: 120)163

Condom use may be compromised if women cannot 
negotiate their use for pregnancy prevention. Further-
more, in some places, risky behaviors of male partners 
can place pregnant women at tremendous risk. A 
survey of 279 husbands of women who had recently 
delivered in south-eastern Nigeria found that 28 per-
cent of the men engaged in extra marital relationships 
while their wives were pregnant. A large percentage 
of the men reported that they believed sex during 
pregnancy causes miscarriage.164 Condom use is also 
particularly uncommon as a form of dual protection 
with sterilization. In a review of the literature, no studies 
regarding condom use among men with vasectomies 
were found.165 A study conducted in São Paulo, Brazil, 
showed that women who have undergone steriliza-
tion are less likely to use condoms than women using 
other methods of family planning, and that women 
who had previously used condoms for contraception 
stopped after sterilization.166 Sterilization counseling in 
settings where HIV is prevalent should include coun-
seling on condom use.167 

A man wouldn’t agree to use a condom if the 
woman is already using another family planning 
method. 
Female contraceptive user, Langalanga, Kenya (Bauni and 
Jarabi, 2000: 75)168

However, evidence has shown that condom uptake 
can be successfully increased among married 
couples. In a comprehensive review of condom inter-
ventions, 11 studies reported on use within regular 
partnerships, and nine of those studies reported sig-
nificant increases in condom use, although only two 
were among low-risk populations.169 In these two low-
risk studies—both conducted among married women 
in Thailand—one reported five percent consistent 
condom use at six month follow-up after clinic based-
counseling (an increase from two percent consistent 
use at baseline).170 The second study found that “more 
frequent” use of condoms with a spouse rose to 58 
percent.171 While these findings are promising, the 
level of consistent condom use reported in the first 

study is still quite low, and despite being a random-
ized controlled trial, the second study applied a weak 
measure of condom use. 

A qualitative study conducted among 39 married cou-
ples in Uganda who reported 100 percent condom use 
in the last three months provides insight into the nego-
tiation of consistent condom use within marriage.172 For 
22 of the 39 couples, condom use was proposed by 
the wife; in six cases, use was initiated by the husband 
and there was disagreement amongst the remaining 
couples as to which partner initiated discussions. The 
women reported that they were able to convince their 
partners to agree to consistent condom use by being 
insistent and persuasive, refusing sex, or proposing 
condom use for family planning or to safeguard their 
children from becoming orphans. Men reported agree-
ing to condom use to please their wives, to protect their 
wives and children, to protect themselves, and to be 
able to maintain other partnerships. Research from rural 
Malawi has shown that women talk to their husbands 
about the consequences for their children should both 
parents die of AIDS in order to encourage protective 
sexual behaviors.173 

Findings of a WHO-sponsored study conducted in 
six African countries suggest that the influence of 
husbands and wives on condom use is approximately 
equal in Kenya, Uganda and South Africa.174 Data 
from South Africa show that the wife’s fear of HIV 
infection was the most powerful predictor of condom 
use.175 These results demonstrate that couples are 
willing to use condoms at least sometimes if there is a 
perceived risk of HIV infection. While these results are 
promising for increasing the acceptability of condom 
use among married couples, use must be consistent 
to protect against HIV transmission. Furthermore, a 
review of 62 studies found that condom use ultimately 
depends on male cooperation.176 

The reason why we decided to use the condom is 
that when we sat and discussed it, we got scared of 
getting unwanted pregnancies on top of the children 
we already have. After that, we talked about the dis-
ease (HIV). My wife cautioned me about getting other 
women since I am a bodaboda rider (bicycle taxi 
driver) and spend some nights on the streets of Kam-
pala. She developed this feeling I would be tempted to 
get another woman, use that woman and then come 
back home then infect her. She then suggested we use 
the condom on the premise that our children would 
not be left alone if I were to die. I saw it as easy and 
continued using the condom. 
Ugandan husband, age 25 (Williamson, et al, 2006: 94)177
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Condom use within partnerships may be rising, but 
use is not necessarily consistent. In a study conducted 
among married and cohabitating couples in KwaZulu-
Natal, South Africa, about 20 percent of both men and 
women had tried condoms with their partners, and 
only around three percent are using condoms ‘always’ 
and 12 percent ‘occasionally.’ A WHO study in three 
African countries—Kenya, Uganda and South Africa—
found that occasional condom use among couples 
ranged between 10 and 21 percent.178 Because 
inconsistent use of condoms does not offer effec-
tive prevention, more needs to be done to promote 
consistent use among couples. Given persistently low 
rates of consistent condom use in marriage and other 
civil unions (other than among discordant couples), it 
may be more effective to target programmatic efforts 
toward promoting condom use in casual partnerships. 

Condom Promotion Works Among 
Discordant Couples

In countries where sex outside of marriage is common, 
sex without condoms within marriage is inherently 
risky. Data from around the world suggest that married 
women’s greatest risk of contracting HIV is through 
sexual intercourse with their husbands.179 HIV discor-
dance among married and cohabiting couples in sub-
Saharan Africa is high, ranging from three to 20 percent 
in the general population180 181 182 and 20 to 35 percent 
in couples where one partner seeks HIV services.183 184 

185 Because the majority of these couples are not aware 
of their discordance,186 promotion of monogamy within 
marriage without mention of HIV-testing or condom use 
may actually increase HIV transmission among discor-
dant couples. In mature epidemics, a high proportion 
of new HIV infections in the region is occurring within 
married discordant couples,187 188 but few interventions 
are currently targeting couples.189 

I didn’t understand how I, as a submissive woman, 
could be infected, having been faithful to the one man 
in my life. 
An HIV positive woman, Burkina Faso (ICW, 2004: 13)190

A qualitative study conducted among discordant 
couples in Uganda found condom use to be the 
most common and preferred method of HIV preven-
tion. Some couples transitioned to condom use after 
failing to abstain or reduce their frequency of sex.191 
Women living with HIV who want to become pregnant 
also need counseling on the safest times to forego 
using condoms (and other contraceptives), such as 
when they are on Highly Active Anti-Retroviral Therapy 
(HAART) and with low viral loads, as well as times 
when they are most likely to conceive [see Section 4]. 

Discordant couples who have received Voluntary 
Counseling and Testing (VCT) have lower seroconver-
sion rates.192 Reported use of condoms increased 
among men and women living with HIV who under-
went VCT in Mozambique.193 However, seroconversion 
within discordant couples who receive VCT remains 
high, ranging between three and eight percent annu-
ally, although the desire for children may partially 
explain persistent incidence.194 195 A cross-sectional 
and nationally representative study in Uganda found 
that only 21 percent of adults knew their HIV status 
and nine percent knew their partner’s. Of cohabit-
ing HIV-infected respondents, 40 percent had an 
HIV-negative spouse. Respondents who knew their 
status were three times more likely to use a condom 
at last sexual encounter, and those who knew their 
partner’s HIV status were 2.3 times more likely to 
use condoms.196 An increase in VCT coverage is 
urgently needed to make more couples aware of 
their HIV discordance and thus the greater need 
for condom use in stable partnerships. VCT also 
provides an important opportunity to combat percep-
tions that seroconversion is inevitable among discor-
dant couples. Box 6 shows that programs targeted to 
sero-discordant couples can successfully increase 
condom use. 

Condom Use Can be High Among People Living 
With HIV or AIDS (PLWHA) On Treatment

Treatment with HAART is not associated with higher 
sexual risk behavior. A comparative study of people 
living with HIV or AIDS on HAART and those receiving 
preventative therapy (PT)ii in Kenya found participants 
receiving HAART were more likely to report condom 
use at last sex and consistent condom use with 
regular partners than those receiving PT. The study 
also found fewer multiple and casual partners among 
PLWHA receiving HAART compared with those receiv-
ing PT, consistent with findings from Côte d’Ivoire.197 
However, more than 40 percent of all participants in 
the study did not know the HIV status of their regular 
partners. HIV care services need to emphasize partner 
testing and consistent condom use with all partners.198 

A 2007 review of evidence for the impact of ART on 
sexual behavior in developing countries yielded only 
three studies that met the inclusion criteria.199 All three 
studies were conducted in Africa—one in Côte d’Ivoire 
and two in Uganda. In each study, condom use at last 
sexual intercourse was significantly higher among ART 
patients compared to non-ART patients. In the Côte 
d’Ivoire study, condom use at last sex was 80 percent 
for ART patients versus 59 percent for non-patients, 
regardless of partnership type.200 Bateganya et al 
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ii��Preventive therapy (PT) is drug treatment to prevent opportunistic infections among people living with HIV or AIDS with weakened immune systems. In the case of this particu-
lar intervention, PT consisted of treatment with the antibiotics cotrimoxazole and isoniazid; the former is used to prevent a variety of bacterial infections and the latter is used to 
prevent and treat tuberculosis.



(2005) reported 71 percent condom use at last sex 
with a spouse for ART patients, versus 47 percent 
for non-patients.201 Among study participants receiv-
ing weekly home-based ART delivery and individual 
counseling in Uganda, Bunnell et al (2006) found 
that condom use at last sex increased from 59 to 82 
percent among participants with uninfected partners 
or with partners they did not previously know, and from 
58 to 74 percent among participants with HIV-positive 
partners.202 While the available evidence indicates that 
ART is associated with significant behavior changes, 
there are few rigorous studies and more evidence is 
needed to guide programs.203

Programs Should Pay Special Attention to  
Promoting Condom Use Among Sex Workers  
and their Clients

By the nature of their work, sex workers have mul-
tiple concurrent sexual partners. Furthermore, male 
clients who do not use condoms put sex workers 
and any other partners they might have at high risk 
of HIV. Therefore, condom use during commercial 
sex is critical. Condom promotion among sex work-
ers has proven successful in many contexts [See 
Box 7: Experience with 100% Condom Use Policies]. 
In a systematic review of evidence on the impact of 
condom interventions between 1998 and 2006, 15 
of the 19 studies on condom use in commercial sex 
reported statistically significant increases.204 In eight of 
these, condom use more than doubled and in seven 
studies—conducted in Côte d’Ivoire, Zimbabwe, India, 
China, Thailand (2 studies) and Singapore— levels of 

post-intervention condom use exceeded 70 percent 
by the measure utilized. Although results were signifi-
cant, post-intervention levels of condom use remained 
low in five of the studies (19 to 56 percent use in last 
sex or last five acts, 41 to 58 percent consistent use). 
All of these interventions involved some combination 
of health education (often peer-led), condom provi-
sion, and STI testing and treatment.

A qualitative study among sex workers in Mexico 
and the Dominican Republic found that participants 
considered condoms to be hygienic, offer disease 
protection, and provide a sense of security and peace 
of mind.205 A study conducted among 450 street sex 
workers in three settings in Ghana found that consis-
tent condom use was associated with younger age of 
sex workers (24 years old or younger).206 This study 
in Ghana, and other studies conducted among sex 
workers in Kenya, Tanzania207 and Trinidad208 show 
that higher levels of education are also positively 
associated with consistent use of condoms by sex 
workers. However, insufficient condom knowledge can 
be a barrier to correct use of the method. In Benin, 
high breakage rates are associated with incorrect 
use among sex workers.209 Widespread exposure to 
violence also undermines the ability of sex workers to 
negotiate condom use and ensure the correct use of 
condoms [see Box 5: Gender-based Violence is a Bar-
rier to Condom Use].

Generally, the more commercial the relationship, the 
easier it is for women to negotiate condom use, or the 
more willing men are to use condoms.210 However, for 
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An intervention among sero-discordant couples showed promising results in 
increasing condom use after an HIV diagnosis. The intervention was carried 
out in India, Thailand and Uganda, and through four group sessions, focused 
on communication, problem solving and safer sex negotiation skills among 
43 couples. Responses indicated an increase in the number of acts in which a 
condom was used to 100 percent at the different sites by first follow-up at one 
month, demonstrating the potential of the intervention to affect condom use 
across cultures and stages of epidemic. Information about correct condom use 
was considered vital, or as one participant stated, “It helps to know how to use a 
condom.”211 Another participant stated: “Now I don’t feel frightened within sexual 
relationship.”212 The intervention also significantly increased the proportion of 
those who felt they could refuse sex if their partner did not use a condom. 

Box 6

Condom Use 
Increases Among 
Sero-discordant 
Couples in 
India, Thailand 
and Uganda



many sex workers, the need for income outweighs the 
perceived consequences of risky sex. In a survey con-
ducted among 200 female sex workers in southwestern 
China, economic deprivation was most frequently cited 
by respondents as their reason for acceptance of sex 
without condoms.213 As studies have shown, clients are 
often willing to pay more for unprotected sex.214 

In some places, a lack of access to free condoms low-
ers the likelihood of use. Among 450 female street sex 
workers surveyed in Ghana, 50 percent reported using 
condoms consistently. However, fewer than 25 percent 
had access to condoms at no cost, and 69 percent 
said they would use condoms always if they had 
access to condoms free of charge.215 A study in Nica-
ragua found that making no-cost condoms available in 
motels resulted in increased condom use during both 
commercial and non-commercial sex.216 

Innovative projects that incorporate sex workers’ 
perspectives and their meaningful involvement 
can improve the lives of women, their children and 
communities. For example, the Sonagachi Project 
in Kolkatta, India217 has expanded over the past 15 
years from a health promotion project to teach about 
AIDS and promote condom use and STI treatment, to 
a “multifaceted community effort to empower women 
not only to protect themselves from HIV but to fulfill 
their broader needs and aspirations.”218 In South 
Africa, health-seeking behavior and condom use 
improved when services were made more accessible 
and “friendly”. The program provided a clinic for sex 
workers located in the same hotel where sex work took 
place, and providers were trained to be respectful and 
non-judgmental.219

They treat us as diseases, no? Coming here 
only to distribute condoms, they don’t even look 
at our faces. 
Brazilian sex worker (Cacham, Diniz, Maia, Galati and Mirim, 
2007: 115)220

Clients of sex workers expose their other sexual 
partners to risk of HIV transmission, particularly regular 
partners and wives, with whom they are less likely to 
have protected sex. Although clients are often difficult 
to reach, they are important to reach with interven-
tions, both to protect them and to prevent the spread 
of the disease in otherwise low-risk populations. A 
study conducted among clients of sex workers in 
Cambodia found that almost 40 percent of those 
interviewed reported having sex with women other 
than sex workers, but rarely used condoms with 
those partners.221 Recently, a number of studies have 
documented high vulnerability to HIV infection among 
migrant workers in Asian countries.222 A survey of 

3,426 male and female migrants in Thailand found 
that among sexually active men, 25 percent reported 
visiting a sex worker in the past year. Male migrants 
reported high condom use with sex workers (79 per-
cent reported always using condoms) but low condom 
use with regular partners (only 4 percent reported 
ever using condoms). Only three percent of women 
migrants reported ever using a condom with a regular 
partner. Despite their risky sexual practices, over 90 
percent of both male and female migrants did not 
consider themselves at risk of HIV.223 

Some interventions targeting male clients of sex work-
ers have successfully increased condom use. For 
example, in Benin, one program established a confi-
dential, free clinic specifically for men and male clients 
were targeted by male peer outreach workers at 
venues where sex work occurs.224 Condom use at last 
sex with a sex worker was 62 percent among men who 
were not exposed to the intervention, as opposed to 
74 percent among men who were exposed to the inter-
vention. During the period of the intervention, men’s 
consistent use of condoms with female sex workers 
increased from 55 percent to 86 percent and consis-
tent condom use with casual partners increased from 
25 percent to 65 percent, although these increases 
cannot be directly attributed to the intervention.225 

Introducing a peer-mediated education and condom 
distribution program for male clients of sex workers 
in Senegal increased consistent condom use among 
regular, nonmarital partners from 45 to 90 percent. 
Surveys conducted among sex workers showed that 
the number of clients who “always” agreed to condom 
use rose from 30 percent to 54 percent.226 In India, 
an intervention targeted male clients with counseling 
on monogamy and condom use and provided free 
condoms every three months over a three-year period. 
Compared to baseline, consistent condom use was 
2.8 times more likely at six months, and 3.6 times 
more likely at 18 months. By 24 months consistent 
condom use was 4.7 times more likely and monogamy 
increased from 61 percent at baseline to 84 percent.227 

 
Other Socially Marginalized Populations, Includ-
ing Men Who Have Sex with Men (MSM), Inject-
ing Drug Users (IDUs), Prisoners and Migrants, 
Need Access to Condoms and Confidential 
Services, Without Fear of Legal Repercussions 

Studies from the Americas, Asia and Africa indicate 
that men who have sex with men (MSM) are at greater 
risk of infection than the general population, due to 
both biological vulnerability (anal sex carries a higher 
risk of transmission than vaginal sex)228 and social 
marginalization. According to UNAIDS, “at least five 
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to10 percent of all HIV infections worldwide are due 
to sexual transmission between men” with varia-
tion among regions and within countries.229 In some 
places, including San Francisco in the United States, 
condom use quickly became the norm among MSM, 
dramatically cutting incidence of HIV and other STIs.230 

231 However, stigma and social marginalization of MSM 
continues to increase their vulnerability to HIV infection 
in many settings, for example in Jamaica as described 
by White and Carr (2005).232 These problems are 
exacerbated by inadequate epidemiological data on 
these populations in most developing countries. In 
Africa, MSM have received little attention in HIV/AIDS 
programming and service delivery because of wide-
spread denial and stigmatization of male homosexual 
behavior and the lack of data on these populations.233

While often underground, MSM communities are 
sizable in many countries. For example, in an Indian 
cross-sectional population-based survey in 2001, 774 
randomly selected residents of 30 slums in Chennai 
were interviewed for behavioral risk factors. Forty-six 
(5.9 percent) of them reported having sex with other 
men.234 Among these, MSM were eight times more 
likely to be seropositive for HIV and more than twice as 
likely to have a history of STIs. Similarly, a risk behavior 
assessment of 10,785 men attending three STI clinics 
in Pune, India between 1993 and 2002 indicated that 
708 (7 percent) were MSM.235

Recent studies also show high HIV prevalence and 
low consistent use of condoms among MSM popula-
tions in Thailand236 and China.237 Among 927 MSM in 
Thailand, HIV prevalence was 17 percent. Thirty-seven 
percent of respondents reported having unprotected 
sex with a male partner in the three-month period. 
Unprotected sex was more common in regular part-
nerships; however these partnerships were mostly 
non-monogamous. One in five of the men reported 
also having sex with a female in the past year. Thirty-
four percent of the men were “not at all concerned” 
about contracting HIV, and 57 percent responded 
that way about other STIs.238 In Beijing, China, three 
serial cross-sectional surveys of MSM revealed that 
HIV prevalence among MSM rose from less than one 
percent in 2004 to greater than five percent in 2006. 
Surveys found no increase in consistent condom use, 
with 40 percent of respondents reporting unprotected 
receptive anal sex and more than half reporting unpro-
tected insertive anal sex in the past six months.239 

UNAIDS’ best practice collection, HIV and Men who 
have Sex with Men in Asia and the Pacific, published in 
2006, highlights successful programs in Bangladesh, 
Hong Kong, India, Indonesia, New Zealand and the 
Philippines. Key components in these programs, 

together with condom promotion, include working with 
government and health authorities, working with the 
larger community to reduce stigma, increasing access 
to health services, conducting outreach activities, 
building and mobilizing communities, providing care 
and support, conducting programmatic research to 
improve programs, and promoting advocacy. As with 
all programming, attention to administrative and man-
agement issues is paramount.240

Interventions are also needed to target men who 
engage in bisexual behavior and their male and 
female partners. In many settings, stigma and social 
norms associated with homosexuality make it more 
common for MSM to also engage in heterosexual 
sex. Moreover, the term MSM itself has been criticized 
for over-simplifying the degree of variation in sexual 
behavior that exists among people.241 Among men 
surveyed in a study conducted in Dakar, Senegal, only 
23 percent of respondents reported using a condom 
for insertive anal sex and 14 percent for receptive anal 
sex. Condom use among MSM who also have sex with 
women was low—only 37 percent reported using a 
condom the last time they had sex with a woman.242 In 
St. Petersburg, Russia, among 434 MSM, 126 had had 
partners of each sex in the last month and 45 percent 
of men reported recent unprotected anal intercourse 
with male partners.243 

The sharing of needles for injecting drug use is one of 
the most direct transmission pathways, allowing HIV 
to explosively infect extremely marginalized communi-
ties. Interventions to encourage safer sexual practices, 
including condom use, are an important part of a com-
prehensive prevention package for injecting drug users 
(IDUs) and their partners, particularly in settings that 
lack safe needle exchange.244 A study in Iran found that 
half of IDUs are married and one-third reported having 
extra-marital sex.245 Another qualitative study conducted 
in Vietnam found that most wives of IDUs did not use 
condoms because their husbands objected.246 

Prison populations are also at high risk of HIV, yet 
around the world, most efforts to provide condoms in 
prisons have been met with resistance.247 Conserva-
tive views of homosexuality and the fear that providing 
condoms will promote same-sex intercourse are often 
a driving force in the opposition to distribution in pris-
ons.248 For example, in India, medical recommenda-
tions to distribute condoms in prisons are illegal based 
on India’s sodomy laws, which have been criticized 
for hindering HIV prevention efforts.249 In Jamaica, 
efforts to distribute condoms in prisons led to riots and 
strikes by prison wardens because of the perceived 
promotion of homosexual activity.250
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In response to increasing HIV and STI prevalence among female sex workers 
(FSWs) in Thailand, the government initiated the 100% Condom Use Program 
(CUP) in Ratchaburi province in 1989. The premise of the 100% CUP is to create 
an environment where condoms must be used in all sex establishments through-
out a large geographic area, for all sexual encounters, 100% of the time.254 The 
intention of the program is to empower sex workers to practice a policy of “No 
Condom—No Sex” in all commercial acts. Success of the program has depended 
upon garnering the support of owners of sex establishments, as well as members 
from the health, law enforcement and local administrative sectors.255

100% CUP was scaled-up nationwide in Thailand and has been credited with 
averting over five million HIV infections.256 Building on the Thai model, seven other 
Asian countries have adapted and implemented versions of the 100% CUP. Cam-
bodia initiated the program in 1998, and became the second country to scale-up 
nationwide in 2001, contributing to the near halving of HIV prevalence among 
brothel-based sex workers between 1998 and 2003.257 Following suit in 1999, the 
Philippines developed a 100% CUP program, reaching 17 sites by 2005, and is still 
expanding. In 2000, both China and Viet Nam began to implement 100% CUP. By 
2006, the 100% CUP had reached ten of China’s 31 provinces and 21 of Viet Nam’s 
64 provinces. Between 2001 and 2006 the 100% CUP was scaled-up in Myanmar to 
reach 152 of 324 townships. Data from the pilot sites show that condom use among 
sex workers increased from 61 percent in 2001 to 91 percent in 2002.258 Nationwide 
scale-up of 100% CUP is also currently underway in Mongolia and the Lao People’s 
Democratic Republic. The 100% CUP is also being adapted to settings outside of 
Asia, for example in Santo Domingo and Puerto Plata in the Dominican Republic. 

While sex work remains illegal in all countries in Asia, the 100% CUP program has 
succeeded in collaborating with authorities to promote condom use in commer-
cial sex as an important means of preventing the spread of HIV into the general 
population. Still, while advocates, including WHO and UNAIDS, tout the program’s 
ability to empower sex workers and improve their access to health care, some 
members of the sex worker community have criticized the program for being 
coercive to FSWs, rather than protective.259 Also, because programs target FSWs 
and not the male clients, the 100% CUP has not necessarily affected condom 
use in non-transactional partnerships. A 2005 study conducted among clients 
of sex workers in select brothels in Cambodia found that 58.3 percent of men 
surveyed reported having sex with multiple partners, including their wives. While 
they reported high condom use at last sex with a sex worker (97 percent), only 14 
percent reported always using condoms with their girlfriends or wives.260 

Box 7

Experiences 
with 100% 
Condom Use 
Programs

Other critics of distribution in correctional settings 
express concern that condoms will be used to make 
“weapons” in prisons, as mechanisms to transport 
drugs, and that the provision of condoms will lead 
to an increase in sexual assault among inmates. 
However, recent evaluations of condom distribution 
programs in correctional settings indicate that such 
security concerns are not well founded.251 With an 

appreciation for the health benefits of inmates and the 
general population, condom distribution is being car-
ried out in prisons in Australia, Brazil, Canada, Roma-
nia, Ukraine and Western Europe, as well as in a select 
number of U.S. cities.252 The need for condoms among 
prisoners has also been cited in UNGASS reports from 
Honduras and Romania.253 



Contraceptives
Count 
for HIV 
Prevention

Family Planning Can Make a Tremendous 
Contribution to HIV Prevention

As with all women and couples, women and men liv-
ing with HIV or AIDS have the right to make informed 
decisions about their sexual and reproductive health. 
Research shows that the reproductive patterns of 
women living with HIV or AIDS are similar to those of 
HIV-negative women.261 Many women living with HIV or 
AIDS want to have more children and need volun-
tary family planning services to provide counseling 
on reversible contraceptive methods and on how to 
prevent vertical transmission of HIV. If they are sero-
negative, women may also need information on how to 
reduce the likelihood of transmission to their husband 
or sexual partner. Family planning services are also 
needed for women living with HIV or AIDS who decide 
to prevent or delay pregnancy.

The contribution of family planning toward preventing 
mother-to-child transmission of HIV (PMTCT) cannot 
be ignored. A 2003 study found that by adding fam-
ily planning to PMTCT services in 14 high preva-
lence countries, more than 150,000 unintended 
pregnancies were averted, the number of child 
infections averted nearly doubled and the number 
of child deaths averted nearly quadrupled.262 For 
the same cost as treatment with antiretroviral drugs to 
prevent MTCT, contraceptive use can avert nearly 30 
percent more unintended HIV-positive births,263 as well 
as much human suffering. It is estimated that current 

levels of contraceptive use in sub-Saharan Africa are 
already preventing 22 percent of unintended HIV-
positive births.264 However, very high levels of unmet 
need for family planning persist in some of the 
countries that are most affected by HIV [see Table 
1: Countries with High HIV Prevalence and High Unmet 
Need for FP]. 

Family planning programs also play a critical role in 
preventing primary HIV infection. Comprehensive fam-
ily planning services educate women and men about 
STI transmission, and consistent and correct condom 
use. Research shows that lowering HIV infection 
rates among sexually active adults by one to five 
percent can in fact achieve the same reduction in 
infant HIV infections as nevirapine interventions.265 
In 2007, an estimated 420,000 children (under 15 
years) were newly infected with HIV, amounting to an 
estimated 2.5 million children living with HIV.266 The 
majority of these infections are occurring in sub-Saha-
ran Africa and were acquired from mothers during 
pregnancy, labor, delivery or breastfeeding. Recogniz-
ing the need to identify and strengthen the linkages 
between family planning and HIV prevention in women 
and children, United Nations agencies outlined a 
broad approach for PMTCT in the Glion Call to Action, 
issued in 2004.267 [see Box 8: The Glion Call to Action].
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Contraceptives
Count 
for HIV 
Prevention

Millions of Pregnancies Worldwide Are Unintended 

Worldwide, millions of women become pregnant unin-
tentionally each year. In Kenya, a Demographic and 
Health Survey found that over a five-year period, only 
51 percent of births were planned.268 During a three-
year period in Zambia, only 59 percent of births were 
planned.269 In South Africa, 84 percent of pregnan-
cies among antenatal care clinics were unplanned.270 
Among adolescents, the range of unplanned pregnan-
cies is highest in Latin America and the Caribbean, 
and in some sub-Saharan African countries where 
up to 50 percent of adolescent mothers reported that 
their pregnancies were unplanned. Notably, the United 
States has the highest adolescent fertility rate of all 
developed countries, and 73 percent of young women 
ages 15 to19 giving birth in the U.S. report that their 
pregnancies were unplanned.271 

There is emerging evidence that women living with HIV 
and AIDS also experience similarly high rates of unin-
tended pregnancies. A study in Côte d’Ivoire of 149 
postpartum women living with HIV found that over half 
of their pregnancies were unwanted and roughly one-
third were aborted.272 Another study of 288 Tanzanian 
women living with HIV found that more than 55 percent 
of pregnancies were unintended.273 

Family Planning Is an Urgent Priority

Today more than 120 million women say they would 
prefer to avoid a pregnancy, but are not using any 
form of contraception.274 If women who rely on tradi-
tional methods of family planning are included in the 
estimate of unmet need, the figure rises to 201 million 
women.275 Research shows that most women who are 
considered to have an unmet need for family planning 
say they intend to use contraception in the future.276 As 
the number of women in their reproductive years 
increases and desired family size decreases, the 
global demand for family planning will increase. 
At the same time, the continued threat of HIV and 
the increasing number of people living with HIV or 
AIDS—people who are living longer, healthier lives due 
to expanded access to treatment—is leading to an 
increased need for condoms and other contraceptives. 

Integrating Family Planning and HIV Services 
Can Help Reduce Unintended Pregnancies

For all women and couples, integrating family planning 
with other HIV services can increase contraceptive use 
and reduce unintended pregnancies.277 Furthermore, 
HIV-positive clients want to be able to access family 
planning services at sites offering HIV services.278 279 280 

281 At VCT sites in Haiti, 19 percent of clients present-
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  HIV 
Prevalence 
(%) 2005

Unmet 
Need for 
FP (%)

Botswana 24.1 44.7

Lesotho 23.2 30.9

Zimbabwe 20.1 12.8

Namibia 19.6 25.1

South Africa 18.8 15.0

Zambia 17.0 27.4

Mozambique 16.1 18.4

Malawi 14.1 27.6

Central African 
Republic

10.7 16.2

Gabon 7.9 28.0

Côte d’Ivoire 7.1 27.7

Uganda 6.7 40.6

Tanzania 6.5 21.8

Kenya 6.1 24.5

Cameroon 5.4 20.2

Congo 5.3 16.2

Nigeria 3.9 16.9

Haiti 3.8 37.5

Chad 3.5 23.3

Togo 3.2 32.3

Djibouti 3.1 26.3

Rwanda 3.1 37.9

Eritrea 2.4 27.0

Ghana 2.3 34.0

Burkina Faso 2.0 28.8

Benin 1.8 27.2

Mali 1.7 28.5

Sudan 1.6 26.0

Guinea 1.5 21.2

Ethiopia 1.4 33.3

Niger 1.1 15.8

Table 1

Countries with High HIV Prevalence 
and High Unmet Need for FP 
(ranked by HIV prevalence)

Sources:

UNAIDS. 2006. 2006 Report on the Global AIDS Epidemic. 
Geneva: UNAIDS.

United Nations Population Division. 2008. World 
Contraceptive Use 2007 Wallchart. New York: UN.

Note: Unmet need figures from most recent survey, 
ranging from 1992-2006.



ing for VCT became new users of a contraceptive 
method.282 In a study conducted among 700 women 
undergoing ART in Uganda, women were counseled 
on HIV prevention and family planning, but those who 
expressed interest in family planning services were 
referred to the nearest provider. While the vast major-
ity of the women (93 to 97 percent) did not wish to 
become pregnant, 17 percent did become pregnant 
over the course of the study. Investigators concluded 
that family planning services should be an integral 
component of ART provision.283 

However, family planning is often delivered sepa-
rately from HIV services. A review of programs in 11 
countries in Africa, Asia and Latin America and the 
Caribbean reported that family planning was not 
integrated into perinatal transmission programs, and 
was often not tailored to the needs of women living 
with HIV and AIDS, resulting in missed opportuni-
ties.284 As ART programs scale-up, they should be 
part of a continuum of care that includes strong 
family planning and other integral health services 
from the onset.285 286 Likewise, in some settings, 
family planning programs and maternal-child health 
services can be an efficient way of reaching poten-
tial ART users.287 Family planning should also be 
integrated into antenatal and postpartum care, 
and in abortion and postabortion care settings, 
emphasizing condom use for both contraception 
and HIV prevention. While not all services should be 
integrated in all instances,288 integrated approaches 

can expand access to and coverage of family plan-
ning, STI, and HIV and AIDS services. 

An analysis of VCT clients in Ethiopia suggests that 
different types of clients may be attracted to differ-
ent levels of HIV and FP service integration. Looking 
at three levels of integration—where HIV and FP 
services are offered in the same facility, in the same 
room, or by the same counselor—the study found 
that different integration settings attract different 
types of clients. Integrating VCT with family planning 
may be an effective strategy for expanding VCT ser-
vice delivery. Likewise, by attracting “atypical” family 
planning clients—including men—to VCT services, 
providers may be able to reach more clients with 
family planning messages.289 

In a review of field experience on the integration of 
family planning and PMTCT services, the Population 
Council found that family planning is a standard com-
ponent of PMTCT programs, but that many PMTCT 
sites still miss valuable opportunities for providing 
FP counseling to clients.290 Moreover, PMTCT pro-
grams themselves are only reaching an estimated 
five percent of people living with HIV and AIDS.291 In 
an evaluation of pilot PMTCT projects in 11 countries, 
although most sites offered FP services and con-
traceptive supplies, services were not found to be 
well-integrated, resulting in relatively little progress 
made toward addressing prevention of unintended 
pregnancy in HIV-infected women.292 For example, 
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To prevent HIV infection in women and children, the Glion Call to Action recom-
mends a four-pronged approach that includes: 

1	 preventing primary HIV infection in women;
2	 preventing unintended pregnancy among women with HIV infection;
3	 preventing transmission of HIV from infected pregnant women to their infants; and
4	 providing care, treatment and support to HIV infected women.

Family planning services are essential to the first, second and fourth approaches, 
and thus are a cornerstone of a comprehensive package for the prevention of 
mother-to-child HIV transmission (PMTCT).

Source: Glion call to action. Accessed online at http://who.int/reproductive-
health/stis/docs/glion_cal_to_action.pdf on may 13, 2008.

Box 8

The Glion 
Call to Action 
on Family 
Planning 
and HIV/AIDS 
in Women and 
Children



out of 48 family planning counseling sessions at a 
PMTCT site in Zambia, HIV transmission was only 
mentioned in 12 of the sessions, MTCT in eight of the 
sessions and HIV testing was only mentioned in nine 
sessions. Dual protection through use of condoms 
was only introduced in 16 sessions. Furthermore, two 
of the three PMTCT pilot sites surveyed in Rwanda 
were run by faith-based organizations that offered FP 
counseling, but did not provide contraceptives.293 Box 
9 illustrates a program to strengthen family planning 
within PMTCT in Ethiopia. 

A Wide Range of Contraceptive Methods 
Are Needed

All clients should be counseled on the varying degrees 
of effectiveness of contraceptive methods for preg-
nancy prevention (spacing or limiting births) [see Figure 
3: Comparing Effectiveness of FP Methods] and on the 
importance of protection against pregnancy and HIV 
and STIs. While no method of contraception other than 
male and female condoms has been proven to protect 
from STIs including HIV, clients should be aware that 
condoms are not the most effective method to prevent 
pregnancy. Sexually active women who do not wish 
to become pregnant and who are not in a mutually 
monogamous relationship with an HIV-negative partner 
should use condoms, either alone or in conjunction with 
other contraceptive methods. 

Still, a wide range of pregnancy prevention options 
are needed for those women who cannot negotiate 
the use of condoms – and for those who want to 
use the most effective and appropriate method of 
contraception, given their circumstances. Program 
staff should be aware, however, that while female and 
male sterilization are the most effective options to pre-
vent unwanted pregnancies, their use can complicate 
the ability of women to negotiate condom use.

More Research Is Needed to Better Meet the 
FP Needs of Women Living with HIV and AIDS

Most contraceptive methods can be used irrespec-
tive of HIV serostatus. Recent research has affirmed 
that hormonal contraceptives do not lead to increased 
risk of HIV acquisition or transmission.294 Still, because 
hormonal contraceptives do not protect against HIV 
transmission or acquisition, reducing the risk of HIV 
transmission requires reducing the number of sex part-
ners and using condoms correctly and consistently. The 
relationship between oral contraceptives and acquisi-
tion of STIs other than HIV are less certain and need 
further evaluation.295 Further research is also needed on 
the interactions between hormonal contraception and 
ARV therapy, as well as to determine if pregnancy may 
affect disease progression. To date, the evidence does 
not suggest such an effect, at least in the short term.296 
If pregnancy does increase the risk of HIV acquisition or 
the rate of disease progression, preventing unintended 
pregnancies will be even more urgent. 

31

In 2004, as part of its USAID Prevention of Mother-to-Child Transmission Project 
in Ethiopia, the NGO IntraHealth began to integrate FP services into PMTCT 
interventions. Through the Mothers Support Program, a component of the 
PMTCT intervention, IntraHealth conducted trainings for site coordinators and 
mother mentors on FP/PMTCT integration and distributed Information Educa-
tion and Communication (IEC) materials on FP/PMTCT. Just six months after 
initiation of the integration intervention, 47 percent of HIV-positive mothers were 
using modern contraceptive methods (80 out of 168). The program was then 
replicated in nine health centers in Tigray Regional State. Eighty percent (33 out 
of 41) of HIV-positive mothers in Tigray were using a modern method of contra-
ception after the first six months of the project.297 298 

Box 9

Integrating 
Family 
Planning into 
Prevention 
of Mother 
to Child 
Transmission 
Services in 
Ethiopia



32

Injectables:  
Get repeat injections on time

Lactational Amenorrhea Method (for 6 months):  
Breastfeed often, day and night

Pills: Take a pill each day

Patch, ring: Keep in place, change on time

Figure 3

Comparing Effectiveness of Family Planning Methods
Source: world health organization department of reproductive health and research (who/rhr) and 
johns hopkins bloomberg school of public health/center for communications programs (ccp), info 
project. 2007. family planning: a global handbook for providers. baltimore and geneva: ccp and who.

More effective
Less than 1 pregnancy 
per 100 women in one year

Less effective
About 30 pregnancies 
per 100 women in one year

Condoms, diaphragm:  
Use correctly every time you have sex

Fertility Awareness Methods:  
Abstain or use condoms on fertile days. Newest methods 
(Standard Days Method and Two Day Method) may be 
easier to use.

Withdrawal, spermicides:  
Use correctly every time you have sex

How to make your 
method more effective

Implants, IUD, female sterilization: 
After procedure, little or nothing to do or remember

Vasectomy:  
Use another method for first 3 months
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Expanding 
Access and 
ensuring 
availability 

In 2007, the number of new HIV infections was 
2.5 times higher than the increase in the number of 
people receiving antiretrovirals, underscoring the 
pressing need for a stronger commitment to HIV 
prevention. 
(United Nations, report of the Secretary General, 2008)299 

In the fight against HIV and AIDS, all aspects of com-
prehensive prevention are critical. Condoms – both 
male and female – and contraceptives are key tech-
nologies in the fight against HIV. According to a 2003 
assessment, only 42 percent of people worldwide 
who wanted to use a condom during sex could obtain 
one,300 and unmet need for contraceptives—including 
among HIV-positive women—remains high. Support-
ive policies, strong evidenced-based programs and 
adequate resources are needed to ensure access to 
and availability of condoms and contraceptives. 

The Comprehensive Condom Programming 
Framework can guide scale up of condom 
programs—and also applies to contraceptives

In 2007, a coalition of organizations produced a Com-
prehensive Condom Programming (CCP) framework 
that includes attention to 1) Leadership and coordina-
tion, 2) Demand, 3) Supply, and 4) Support [See Box 
10: Comprehensive Condom Programming Frame-
work].301 The framework provides 10 steps to guide 
programming in identification and redress of gaps in 
provision and use of condoms. The framework links 

barriers to demand for condoms with supply issues 
and targeted marketing strategies. The framework also 
stresses the need for strong program management, 
linkages and integration with other services, monitoring 
and evaluation, and the need for quality service delivery. 
UNFPA, WHO and PATH (2007) have produced an 
operations manual for condom programming for HIV 
prevention, which is endorsed by UNAIDS.302 

Leadership and coordination—for advocacy and 
policy dialogue, resource mobilization and capacity 
building—provides the foundation for the framework. 
Donors should support governments in setting and 
reaching national goals, while involvement of civil 
society is crucial to the development of effective local 
and national plans for condom and contraceptive 
programming. Governments and local authorities must 
implement their commitments to expanding condom 
and contraceptive access to their populations, includ-
ing young people. Strong coordination among govern-
ments, donors, and community stakeholders can help 
maximize the use of available resources and the impact 
of activities to promote condoms and contraceptives.

The same comprehensive programming framework 
can apply to the provision of contraceptives as a key 
aspect of preventing mother-to-child transmission of 
HIV. The same components are needed for strong 
programming—beginning with leadership and coordi-
nation to ensure strong policies that integrate con-
traceptives into HIV prevention, to provide adequate 
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resources for contraceptive provision, and to enhance 
capacity for policy and program implementation. 
Determining the demand and ensuring supply of con-
traceptives are vital, and programs must be supported 
by strong management, links with other programs, 
monitoring and evaluation and high quality services. 

Policies on condoms and contraceptives set 
the tone for prevention programs and should be 
evidence-based

Promotion of condoms has been hotly debated in 
recent years, particularly in the context of the U.S. 

government’s “ABC” approach to prevention, imple-
mented under the U.S. President’s Emergency Plan for 
AIDS Relief (PEPFAR). The greater emphasis has been 
placed on abstinence until marriage—an emphasis 
legislated through the abstinence earmark—and on 
faithfulness in marriage. Many public health experts 
claim that the U.S. government approach to preven-
tion ignores the reality of many vulnerable groups, as 
discussed in this report. Unfortunately, the controversy 
also obscures the fact that the U.S. government “has 
purchased more than one billion condoms in the past 
two years to help prevent HIV infections in the develop-
ing world, a significant increase from previous years.”303 
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Leadership and coordination (at global, regional, national and community levels)
•	  �advocacy and policy dialogue for political awareness, government ownership 

and commitment so as to reduce barriers to male and female condom access 
and use including ignorance and stigma 

•	  resource mobilization for adequate human, financial and technical resources
•	  �capacity building and institutional strengthening including national 

regulatory authorities

Demand
•	  �social, sexual, behavioral, operations and epidemiological research to develop 

a strong evidence base and to guide programme development including more 
effective policies and intervention design in BCC, IEC and health promotion

•	  �market research to understand consumer needs and wants for targeted condom 
promotion and distribution via public, private and NGO channels and client-cen-
tered traditional and non-traditional outlets

•	  �IEC including mass media campaigns and interpersonal approaches to raise 
awareness concerning HIV/AIDS and the importance of behavior change such as 
partner reduction

Supply
•	  �social marketing programs to create demand and expand access to attractive 

and affordable condoms via commercial channels and outlets
•	  �community-based distribution approaches to reach poor and hard-to-reach rural areas
•	  �strengthened public sector capacity to address the needs of individuals not 

served by private and social marketing approaches
•	  �logistics management (including product selection, quality procurement accord-

ing to ISO standards and the WHO/UNFPA specification, quality assurance during 
receipt, storage, distribution, LMIS and consumer feedback mechanisms)

Support
•	  �programme management including needs assessment, strategic planning, tech-

nical cooperation, sustainability, effective coordination mechanisms at all levels 
and training to strengthen human resources

•	  �links to or integration with other programme strategies including VCT, PMTCT, STI 
treatment, ARV treatment programmes and MCH and family planning to enhance 
breadth and depth of reach while improving sustainability

•	  �monitoring and evaluation as part of the Three Ones
•	  �service delivery and quality of care

Box 10

Comprehensive 
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Further obscuring the important role of the US in 
condom provision and promotion, PEPFAR’s program-
level tracking systems do not include indicators on 
condoms—instead condom promotion activities are 
subsumed under “other behavior change.”305 In spite of 
record condom shipments, PEPFAR has greatly inhib-
ited mass media communications around condoms 
and unnecessary and unfortunate misinformation about 
condom effectiveness, use, and more continues. 

To fully and effectively address HIV and AIDS, 
policies must be based on sound evidence, which 
supports the efficacy of condoms in prevention HIV 
transmission. Policies should reinforce that no condi-
tions should be attached to the promotion of con-
doms for HIV prevention, including provision of and 
use by vulnerable groups. Individuals should be able 
to decide for themselves if condom use is the right 
prevention method for them and to switch prevention 
methods as needed. 
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In 2001, an historic meeting in Istanbul on the issue marked a turning point for the 
global community by establishing a “Call to Action” to raise awareness, increase 
support and seek solutions to the crisis in supplies. The Call to Action included an 
extensive plan for tackling all of the major causes of the crisis as identified at Istan-
bul: advocacy, national capacity building, financing, and donor coordination.

A number of organizations, including PAI, have been working as advocates, 
facilitators and watchdogs at the international level for nearly a decade to identify 
and address the causes of, and solutions to, shortfalls in reproductive health 
supplies. These partners have capitalized on milestone events, high-level policy 
dialogues and contacts with decision-makers to bring the issue of supply short-
falls to the forefront of major bilateral and multilateral donor attention.

In recent years, evidence of the success of the resource mobilization and global 
awareness efforts includes: 

•	 �Establishment of a high-level coalition of supply donors and stakeholders, 
the Reproductive Health Supplies Coalition (www.rhsupplies.org), to focus on 
increasing resources, strengthening systems and effective partnerships; 

•	 �Launch of the RHInterchange (http://rhi.rhsupplies.org), a web-based portal 
for contraceptive procurement and shipping information that has improved the 
quality and timeliness of donor data; and

•	 �Increased prominence of RH supplies on the global donor agenda, as 
illustrated by a steady increase in media coverage of the RH supplies issue; 
improved participation and investment by key stakeholders and partners; 
increased numbers of donor governments contributing to RH supplies; and 
increased volume of funding, such as a contribution of $75 million from the 
European Union to UNFPA in 2004.

Although the global level dialogue on reproductive health supplies has made 
great strides in recent years, the need for supplies continually outstrips avail-
able funding. Awareness remains low at the country level and recipient country 
governments have yet to prioritize and gain ownership of causes and solutions 
to supply shortfalls. PAI and its partners continue to work towards achieving 
universal access to RH supplies by building civil society knowledge and engag-
ing and partnering with governments and multilateral institutions at the global, 
regional and country levels.

Box 11

Advocacy for 
Reproductive 
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The Global Fund to Fight AIDS, Tuberculosis and 
Malaria (GFATM), places no restrictions on promotion 
of condoms for HIV prevention and—recognizing the 
role of contraceptives in HIV prevention and care—in 
its most recent request for proposals (Round 8), has 
reiterated that grant funds can be used to procure 
contraceptives for relevant grant activities. Still, 
GFATM relies on countries to request funding for con-
doms and contraceptives in their country proposals.

Most countries have favorable supportive family plan-
ning policies, however in many instances, contra-
ceptive choice is limited by legislation governing the 
use of certain methods and by government efforts to 
promote certain methods.306 Ross et al. (2002) found 
that full choice of contraceptive methods is possible 
only in a few countries.307 Many countries still underes-
timate the contribution of family planning to PMTCT—
an analysis of the national strategic HIV/AIDS policies 
or plans of 14 African countries found that only half 
mentioned family planning.308 Choice is also limited 
by decreasing donor resources for contraceptives, 
and restrictions and confusion surrounding source of 
funding for contraceptives. For example, the reautho-
rization of the PEPFAR legislation in the U.S. is likely 
to prohibit procurement of contraceptives, even for 
PMTCT programs that have prevention of unintended 
pregnancy as a key pillar—and despite compelling 
evidence that contraceptives contribute significantly to 
preventing mother-to-child transmission of the virus. 

Strong commodity management and logistics 
systems are a prerequisite for reliable availability 
of condoms and contraceptives. 

Avoiding shortfalls and stock-outs of condoms and 
contraceptives is critical to the success of family 
planning and HIV prevention programs. An article in 
a Zambian newspaper reported month-long periods 
when Planned Parenthood clinics were stocked-out of 
both male and female condoms.309 Such stock-outs 
have important implications, as the most common rea-
sons given by married women for not using contracep-
tion is lack of access to supplies and services.310 As a 
response to funding declines, lack of donor coordina-
tion, and shortages of commodities, the international 
community has been working for the past decade to 
ensure availability of sufficient reproductive health 
supplies, including contraceptives and condoms [see 
Box 11: Advocacy for Reproductive Health Supplies]. 

The process of financing, procuring, shipping, stor-
age, and distribution of condoms is complex, with 
challenges facing each step. The time between 
placement of an order and delivery of commodities is 
approximately 12 months, even when the funds are 

readily available. Forecasting condom and contracep-
tive requirements must take place more than a year 
before the condoms and contraceptives will actually 
be used. Condoms logistics are complicated by the 
fact that exposure to heat and humidity contribute 
to more rapid deterioration of latex and reduce the 
shelf life of condoms. Donors, particularly the U.S. 
government, have worked with countries for years to 
strengthen commodity logistics systems, both through 
the USAID-funded DELIVER Project and the Supply 
Chain Management System (SCMS) Projectiii. This 
attention to national commodity management systems 
is critical to bring together “vertical” logistics systems 
that have been established for individual programs 
(e.g. separate logistics systems for family planning, 
HIV/AIDS, child immunization, etc.). 

Condoms don’t always need to be free: Segment-
ing the condom market—with the private sector 
selling condoms and social marketing programs 
reaching the poor with free condoms—is cost-
effective and can expand condom access 

By limiting subsidized or free condoms to low-income 
consumers, market segmentation maximizes govern-
ment and donor investments, freeing up funds for 
other strategies, such as programming to prevent 
commodity shortages. While some evidence shows 
that condoms freely distributed to the general public 
are less likely to be used than purchased condoms311 
research still suggests that free condoms are most 
effective for vulnerable and marginalized popula-
tions.312 However, other studies suggest that free 
condoms are welcome and free condoms are needed 
in STD clinics, HIV treatment facilities, sex worker 
outreach organizations, and NGOs.313 A study in 
South Africa that followed 384 male participants who 
received a total of 5,528 free condoms at 12 public 
health facilities found that, after five weeks, 44 percent 
of the condoms had been used, 22 percent had been 
given away, nine percent had been lost or discarded 
and 26 percent were still available for use. Wastage at 
five weeks was less than 10 percent.314 

Using a range of points of distribution can maxi-
mize the reach of prevention programs. 

A variety of distribution outlets, including pharmacies, 
supermarkets, bars, restrooms, primary health care 
clinics, family planning clinics, and mobile units can 
serve population groups with different needs and lev-
els of income. At the same time, distributing condoms 
and contraceptives across a range of networks can 
help to reduce costs of service delivery and promo-
tion by maximizing the contribution of existing outlets 
and programs. Prevention messages can come from 
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In Cameroon, the 100% Jeune program targets 14 to 24 year old youth using 
a combination of mass media and interpersonal communication channels to 
motivate them to either use condoms consistently or not have sex. The pro-
gram includes peer education sessions, a weekly radio call-in show, a monthly 
magazine, integrated television, radio and billboard campaigns, and a network 
of branded youth-friendly condom outlets. Surveys implemented at 18 month 
intervals between 2000 and 2003 found that condom use, including consistent 
use with regular partners among youth of both sexes, increased during the 
course of the program. Analysis of data on exposure to the program reveals the 
campaign was a significant determinant of these improved condom behaviors 
among young people.315 

Mass media campaigns have had similar successes in positively influencing 
condom norms among adolescent women in Brazil. In 2003, Brazil’s Ministry 
of Health launched a national campaign promoting the use of condoms among 
adolescents, called “The Carnival Campaign.” Survey data on the Carnival Cam-
paign indicated that higher exposure to campaign messages from billboards 
and television had a positive and significant effect on young women’s percep-
tions that it is acceptable for women to purchase condoms.316 

Box 12

Successful 
Media 
Campaigns 
Promoting 
Condom Use 

Figure 4

Increases in Condom Use Associated with the 100% Jeune Program
Source: Plautz A and D Meekers. 2007. “Evaluation of the reach and impact of the 100% Jeune youth social 
marketing program in Cameroon: findings from three cross-sectional surveys.” Reproductive Health 4(1). 
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a range of voices, not just health providers, teachers 
and peer educators, but also hair stylists, taxi drivers, 
and many others. Making condoms available through 
such non-traditional outlets is likely to encourage use, 
especially by young people who may feel uncomfort-
able obtaining them in traditional locations, such as 
local shops. Research suggests that social marketing 
campaigns that have improved availability of condoms 

through the commercial sector can take much of the 
credit for the rise in use among young African women.317

The USAID-funded AIDSMARK Project318 was success-
ful in marketing male and female condoms to different 
groups using innovative distribution and promotion 
strategies. In Nigeria, pharmacies are the most efficient 
distribution point for condoms and comprise 90 percent 
of annual condom sales. However, pharmacies are 
not open late at night and are typically not located 
near brothels and bars frequented by sex workers. 
In response, Population Services International (PSI) 
worked to include a variety of nontraditional retail out-
lets—including street hawkers and small shops—in the 
distribution network of Gold Circle condoms. Between 
2000 and 2004, sex workers reporting condom avail-
ability within 30 minutes of the brothel increased from 
68 to 98 percent. Meanwhile, sex workers reported 
increased consistent condom use rising from 79 to 89 
percent between 2002 and 2004.319 

In the Dominican Republic, PSI worked with sales 
teams from local NGOs to strengthen social market-
ing techniques for the Pante brand of male condoms. 
Alternative sales outlets were established in “hot 
zones” that stayed open late, including pay-by-the-
hour motels and small corner stores called “col-
mados,” both convenient sites for sex workers. As 
of 2006, 72 percent of sex workers in the country 
reported they were able to find condoms within 100 
meters of their workplace.320 

In Myanmar, teams of peer educators were trained to 
promote, demonstrate and sell female condoms at 
drop-in centers for sex workers. To counter stigma, 
the condoms were branded feel—a name shared 
with other local shampoo, soap and candy products. 
The project contributed to an increase in the number 
of sex workers who reported ever using the female 
condom—from 15.6 to 35.6 percent over a two-year 
period. A masculine brand of feel, was developed for 
the MSM community.321 In Zimbabwe, the vast majority 
of women frequent hair salons at least once a month. 
Knowing this, PSI trained female hair stylists from 
more than 500 salons in low-income neighborhoods 
to promote the care female condom as a method of 
dual-protection. Between 1997 and 2006, annual sales 
of the care condom rose from 120,720 to 1.36 million 
with more than half of sales made at hair salons.322 

Media campaigns can influence social norms and 
promote condom use

Media campaigns have been central to successful 
efforts to promote condom use. In Malawi, greater 
exposure to health and family planning radio pro-
grams is associated with a significantly higher likeli-

Figure 5

Map from South Africa Showing 
Condom Availability at Sites— 
Generated from PLACE 
Methodology.
Source: MEASURE Evaluation manual on place. part 5:
using results to improve programs. accessed 
online at http://www.cpc.unc.edu/measure/training/
mentor/population_research/place/part5.
html#4701 on may 23, 2008. 
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hood of ever using condoms among both men and 
women323 [see Box 12: Successful Media Campaigns 
Promoting Condom Use]. Among South African ado-
lescent girls, condom use was found to be positively 
correlated with mass media exposure.324

Expansion of prevention programs, including 
condom and contraceptive distribution, to rural 
areas is vital, as HIV has almost everywhere 
spread into even the most remote regions

Despite industrialization and migration to urban areas, 
many developing countries still have large rural popu-
lations. However, due to limited resources and political 
priorities, public health facilities tend to be concen-
trated in urban areas. Evidence from Kenya shows 
that HIV interventions targeting sex workers need to be 
expanded in rural areas in order to prevent further 

generalization of the epidemic.325 Likewise, research 
from Angola shows a need to reach the less educated, 
peri-urban and unemployed young people.326 
Identifying ‘Sexual Geographies’ can lead to 
improvements in programming

According to Hirsch, “Just as the first major anthropologi-
cal critique of HIV research called attention to risky acts, 
not risky people, here we are saying that it is time to go 
beyond an overly individualistic emphasis on prevent-
ing risky acts and consider the utility of working in risky 
spaces.”327 The premise of sexual geographies entails 
mapping risky spaces and planning spatially specific 
interventions to modify these risks. The MEASURE 
Evaluation Project developed the PLACE methodology 
for the purpose of identifying such places, such as bars, 
nightclubs, dance halls, etc.328 PLACE has been used in 
a number of countries, including, for example, Jamaica, 
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Today, condom production takes place on nearly every continent and in approxi-
mately 15 countries across the globe. Most condoms produced are latex, while 
condoms produced from synthetic rubber account for seven to eight percent of 
the world’s condom market. 329 Led by production efforts in China, India, Thai-
land and the United States,330 the world’s condom manufacturers are producing 
an estimated 10 to 12 billion pieces annually.331 Given the increase in the number 
of condom manufacturers in the 1990s,332 today there exists anywhere from 90 
to 110 manufacturing plants.333 The majority of these plants are in areas that can 
offer competitive labor rates and are home to natural rubber latex plantations, 
but production efforts have also cropped up in places like South Africa and Iran. 
Together, these manufacturers supply condoms to an array of private compa-
nies, government entities, international donors, and multilateral organizations, as 
well as producing their own retail brands. 

The growing capacity of some developing countries to produce condoms 
domestically and at low cost, particularly in Asia, plays an important role in 
meeting global demand. UNFPA has helped to facilitate this growth and improve 
quality and quantity of production, by providing assistance to condom manufac-
turing companies in developing countries. In China, Vietnam and India, UNFPA 
provides equipment to manufacturing companies, and supports condom testing 
and latex research.334 Today, some Asian condom producers are even supply-
ing to USAID—a scenario unheard of before 2004 when USAID exercised for the 
first time its authority to waive a “buy America” law requiring that only American-
made condoms could be distributed to its field programs, except under certain 
circumstances. When U.S. suppliers were unable to meet the demand of the 
USAID’s field programs, the donor agency began procuring additional condoms 
from companies in Thailand, China, and South Korea.335 

Box 13
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Figure 6

Distribution of Female Condoms by Region, 2000–2006
Source: UNFPA. 2006. Donor Support for Contraceptives and Condoms for STI/HIV Prevention 2006. New York: UNFPA. 
Note: Figures do not include condoms distributed by manufacturers other than the Female Health Company. 

Russia and Zimbabwe.336 Figure 5 shows an example 
of a program coverage map for condom availability in 
an area of South Africa. 

Social networks are powerful determinants of 
risk perceptions and protective behaviors 

Understanding the factors that affect individuals’ per-
ceptions of their risk and of acceptable risk-reduction 
strategies is an essential step towards curbing the 
spread of HIV. Social networks are powerful methods 
of transferring knowledge and information, and can 
have a major impact on how people perceive and 
respond to the threat of HIV. Longitudinal survey data 
from rural Kenya and Malawi shows that social net-
works have significant and substantial effects on risk 
perception and the adoption of new behaviors, even 
after controlling for unobserved factors.337 Analysis 
from Likoma Island, Malawi suggests that a substan-
tial proportion of the island’s young people are linked 
in a large and robust sexual network.338 Evidence from 
Malawi also shows that increases in condom use 
among non-marital partners coincides with increased 
social pressure to report condom use.339 This evi-
dence suggests that understanding the reach of social 
networks is important for fostering locally acceptable 
prevention strategies and for promoting condom use. 

International standards need to be maintained to 
ensure high quality condoms

Most condoms procured and distributed with donor 
support are manufactured according to international 
standards [see Box 13: Condom Production]. Agencies 

such as the International Organization for Standardization 
(ISO), the Comité Européen de Normalisation (CEN), and 
the American Society for Testing and Materials (ASTM) 
have established condom manufacturing standards 
for size, quality, and packaging and labeling.340 The 
WHO and UNAIDS also provide guidelines for condom 
procurement that include these international standards. 
UNFPA, USAID and other organizations that purchase 
condoms in large quantities require their suppliers to 
conform to international standards and test condoms for 
quality assurance.341 

Distribution of Female Condoms Needs 
to Increase Dramatically

Although the female condom is an effective tool 
for HIV prevention that is available today, this method 
is not readily accessible throughout the world due to 
cost, stigma and a lack of political will 
(Sippel, 2008: 3, cited in CHANGE 2008).342

The number of female condoms distributed has been 
rising steadily—in 2006, the Female Health Company 
sold roughly 19 million condoms, as shown in Figure 6. 
Distribution has increased most in Africa, whereas in Asia 
female condoms remain rare. Compared to the estimated 
10 to 12 billion male condoms produced annually, female 
condoms still only account for about 0.2 percent of the 
total global supply of condoms. Furthermore, although 
the female condom is available in 108 countries, in many 
instances it is not readily accessible.343 To generate 
demand and increase availability, greater support needs 
to be devoted to the strategic introduction, marketing and 
programming of female condoms in countries.
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Paying for 
Condoms and 
Contraceptives 

Although condoms and contraceptives are inexpen-
sive and cost-effective technologies, cost continues 
to be a barrier to their availability. International donors 
and developing country governments need to give 
due regard to the indispensable role of condoms 
and contraceptives in HIV prevention, and commit to 
providing the necessary resources to implement pro-
grams and services. The growing need for condoms 
and contraceptives worldwide has been met with long-
term stagnant funding on the part of donors and only 
small increases in numbers of commodities.

International Donors

Donor support for condoms and contraceptives is 
channeled bilaterally (directly from one government to 
another), multilaterally (through international organiza-
tions such as the United Nations or the World Bank) and 
through the Global Fund to Fight AIDS, Tuberculosis and 
Malaria. 

Overall, donor funding for contraceptive com-
modities has changed little in recent years. Total 
donor support for all commodities in 2007 is reported 
by UNFPA as nearly US$223 million. While this is a 5 
percent increase over support in 2006, it is still less 
than total support in 2001. In 2007, bilateral support 
accounted for 63 percent of total support, multilateral 
support comprised 29 percent and social marketers 
and NGOs provided 8 percentiv. While social market-
ing organizations do generate income through cost-

recovery activities, the majority of their funding originates 
from bilateral support. Although the number of donors 
funding contraceptive commodities has more than 
doubled over the past two decades, the vast majority of 
funding continues to be provided by USAID and UNFPA, 
who together provided over 68 percent of 2007 funding, 
as shown in Table 2. 

The donor support figures shown below reflect only the 
cost of the commodities themselves and their sampling 
and quality testing. Costs associated with improving 
access, logistics and distribution capacity, and raising 
awareness and promoting use of the commodities are 
not included. These costs are estimated to be four times 
the costs of the supplies,344 and may be even higher for 
condoms.345 

Like support for contraceptive commodities overall, 
there has been little increase in donor provision of 
condoms in response to the HIV/AIDS epidemic. 
Indeed, donor funding of these essential commodities 
has been both erratic and inadequate.346 Of the esti-
mated 18 billion condoms needed in 2006 (13.5 billion 
for HIV prevention and 4.4 billion for family planning)347 
donors provided just 2.3 billion.348 In the ten-year period 
between 1998 and 2007, donors have provided on aver-
age 2.9 billion male condoms per year, peaking at 3.3 
billion in 2007, as shown in Figure 7.349 During the period 
2000 to 2006, condoms accounted for approximately 
35 percent of total donor support for contraceptive com-
modities. Africa (47 percent) and Asia Pacific regions 
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(36.6 percent) received the largest shares of donor sup-
port for condoms in 2006.350 

As shown in Figure 7, annual support from USAID, the 
largest donor of condoms, averaged US $23.4 million 
annually over the ten-year period 1998 to 2007. The US 
is also currently the largest donor of female condoms, 
peaking at US $9.4 million in 2007, as shown in Figure 10. 
USAID has two funding streams for condoms—HIV/AIDS 
funding and population assistance. Population funds can 
be used to procure other contraceptives, while HIV/AIDS 
funds cannot. The trend has been for fewer condoms to 
be procured using population funds—in 2000 65 percent 
of US funding for condoms came from population assis-
tance, but by 2007 this percentage declined to only one 
percent.351 While USAID remains the largest donor of con-
traceptives and condoms, assistance for family planning 
and reproductive health overall has fallen dramatically 
compared to HIV/AIDS funding, as detailed in Box 14. 

 Support from UNFPA, the second largest donor of 
condoms, averaged US $12.6 million annually over the 
ten year period 1998 to 2007. While USAID surpassed 
UNFPA as the largest donor of female condoms in 
2006 and 2007, over the seven year period 2001 to 
2007, UNFPA has provided the most support for female 
condoms, totaling US $12 million. Since 1999, UNFPA 
has been responsible for procuring condoms for all 
UN agencies including the WHO. UNFPA funding also 
includes procurements on behalf of other donors, 
including the European Union, the Dutch Govern-
ment and CIDA (the Canadian Government). Because 
UNAIDS is a joint program and does not run programs 
on the ground, UNFPA is the lead agency within the 
United Nations for HIV/AIDS prevention activities and is 
responsible for all condom promotion and distribution 
for HIV/AIDS as well as family planning.352
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Donor 2000 2001 2002 2003 2004 2005 2006 2007 2000-2007

USAID 58.7M
38%

67.9M
30%

49.6M
28%

69.4M
34%

71.2M
35%

65.4M
32%

82.7M
39%

91.9M
41%

556.8M
35%

UNFPA 42.4M
27%

95.9M
43%

43.0M
24%

58.1M
28%

67.3M
33%

82.6M
40%

74.4M
35%

63.9M
29%

527.4M
33%

PSI 0.5M
0.3%

22.4M
10%

30.9M
17%

26.5M
13%

47.8M
23%

28.8M
14%

14.2M
7%

13.4M
6%

184.6M
11%

KfW 35.5M
23%

16.4M
7%

20.1M
11%

26.9M
13%

8.7M
4%

13.1M
6%

23.6M
11%

24.6M
11%

168.9M
11%

DFID 7.3M
5%

6.1M
3%

16.4M
9%

22.3M
11%

6.7M
3%

4.6M
2%

12.1M
6%

22.5M
10%

98.1M
6%

Others 10.4M
7%

15.2M
7%

17.7M
10%

2.9M
1%

3.3M
2%

9.6M
5%

5.1M
2%

6.4M
3%

70.6M
4%

Total 154.6M 223.9M 177.8M 206.2M 205.0M 204.2M 212.1M 222.7M 1606.4M

Table 2

Contraceptive Commodity Support by Donor/Agency 2000–2007 (in US$ (%))
Source: UNFPA. 2007. Donor Support for Contraceptives and Condoms for STI/HIV Prevention 2007.
New York: UNFPA.

Note: Others includes IPPF, DKT, MSI, Japan, Netherlands, GFATM, OCEAC, UNDP, CDC, Hewlett Foundation
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Figure 7

Donor Funding for Male Condoms, 1998–2007 (Leading Donors, Current US$)
Source: UNFPA. 2008. Database for Donor Support for Contraceptives and Condoms for STI/HIV Prevention. 
New York: UNFPA. 
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Total Donor Support for Male Condoms, 1998–2007 (Number of Condoms)
Source: UNFPA, 2008. Database for Donor Support for Contraceptives and Condoms for STI/HIV Prevention. 
New York: UNFPA. 
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The President’s 2008 funding request for HIV programs in the 15 PEPFAR focus 
countries increased 225 percent beyond the 2006 allocated level. Meanwhile, 
the funding request for family planning and reproductive health fell by 11 per-
cent. As shown in Figure 9, the sheer scale of HIV funding in the focus countries 
($3.6 billion requested for 2008), dwarfs FP/RH funding ($67.5 million requested 
for 2008, less than two percent the amount requested for HIV programming), 
despite the fact that nearly all focus countries have high unmet need for family 
planning—as high as 40.6 percent in Uganda. To enhance PEPFAR’s success 
and ensure its sustainability, greater recognition and financial support must be 
paid to international family planning and the critical issue of preventing unin-
tended pregnancies. 

Figure 9

U.S. FP/RH and HIV Funding for Focus Countries,  
Allocated 2003-2006, Requested 2007-2008
Source: Population Action International (PAI). 2008. U.S. HIV/AIDS and Family 
Planning/Reproductive Health Assistance: A Growing Disparity Within PEPFAR 
Focus Countries. Washington, DC: PAI. 
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BMZ/KfW (the German Government) and DFID (the 
United Kingdom) have also become major sources 
of male condoms, beginning in 1992.353 Over the 
ten-year period 1998 to 2007, BMZ/KfW and DFID 
provided an annual average of US $6.9 million and 
US $6.6 million, respectively. IPPF has also been a 
consistent donor of male condoms, giving a yearly 
average of US $0.5 million over the ten-year period 
1998 to 2007. The social marketing organization Popu-
lation Services International (PSI) is also a significant 
provider of condoms, but PSI is not a traditional donor 
in the sense that the majority of its funding originates 
from bilateral support. Where possible, UNFPA 
accounting attributes contributions from social market-
ing organizations such as PSI, DKT and MSI to the 
original bilateral donor. 

The Global Fund to Fight AIDS, Tuberculosis and 
Malaria (GFATM), is a funding mechanism intended to 
function apart from existing bilateral and multilateral 
donor funding. Since its establishment in 2001, the 
Global Fund has already become a significant con-
tributor to condom procurement, as shown in Figure 
10, financing about 10 percent of all donated male 
condoms and 14 percent of donated female condoms 
for 2005 and 2006.354 In 2007, US $0.6 million in Global 
Fund money was spent on male condoms.355

While 47 countries have procured male condoms 
using money from the Global Fund, the bulk of the 
procurement has been made by only a small number 
of countries. In fact, Tanzania (28 percent), Namibia 
(25 percent) and DR Congo (9 percent) are together 
responsible for 62 percent of the total. Two countries—
Namibia (64 percent) and Djibouti (27 percent)—are 
responsible for over 90 percent of female condoms 
purchased with Global Fund money.356 

Starting in the Round 8 request for proposals, GFATM 
has stated more explicitly that countries can include 
sexual and reproductive health as part of their propos-
als on AIDS, tuberculosis and malaria, as long as a 
justification is provided on the impact of sexual and 
reproductive health and rights (SRH) on reducing 
one of the three diseases. As such, countries can use 
GFATM money to procure contraceptives other than 
condoms. Advocacy efforts are underway by a coali-
tion of organizations, including Friends of the Global 
Fund/Africa, Global AIDS Alliance, Interact Worldwide, 
International AIDS Alliance, International Planned 
Parenthood Federation/Africa Regional Office and 
Population Action International, to work with countries 
to incorporate SRH into their HIV and AIDS proposals.
The World Bank seeks to make contraceptive com-
modities, including male and female condoms, more 
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Figure 10

Donor Funding for Female Condoms, 2001–2007 (Leading Donors, 
Current US$)
Source: Unfpa. 2008. database for donor support for contraceptives and condoms for sti/hiv prevention. 
New york: unfpa. 
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available and affordable through loans and grants, 
as depicted in Table 3. For countries with adequate 
capacity, the World Bank encourages countries to use 
Bank loan funds to procure condoms directly from 
manufacturers, whereas UNFPA does the procure-
ment for countries with less capacity.357 Because 
World Bank support consists mainly of loans as well 
as some grants, these contributions are reported apart 
from overall donor support as reported by UNFPA. 

Developing Country Governments
Some countries with adequate resources and political 
will are promoting condom use and funding con-
traceptive supplies with their own contributions. For 
example, in South Africa and Botswana—two of the 
wealthiest sub-Saharan Africa countries and two of 
the countries most affected by HIV and AIDS—the 
national governments provide the majority of con-
doms, distributing them through the public sector and 
social marketing.358 

The Indian government, like several other Asian 
nations, has long promoted condom use for family 
planning. The government is a major manufacturer 
and exporter of male condoms, mostly through 
Hindustan Latex Limited, one of largest producers 
of condoms worldwide.359 China, too, is essentially 
not reliant on donor support for contraceptive com-
modities.360 In 2005, the government purchased 305 
million condoms from the country’s largest condom 
producer, Gaobang Latex Products Manufactory,  

and distributed the condoms to hotels and public  
entertainment places through local Centers of  
Disease Control.361 

Some developing country governments are even 
becoming donors of condoms themselves. In 2006, 
Thailand’s Foreign and Health ministries donated 
50,000 condoms to fight AIDS in Africa. The condoms 
were shipped to Burkina Faso, Gabon, Ghana, Kenya, 
Mali, Nigeria and Uganda.362

Still, there is enormous variation in levels of public 
sector support for condoms and contraceptives 
between countries. Some developing country govern-
ments have consistently failed to prioritize condom 
purchase in their budgets.363 Apart from the financial 
costs, social and political barriers and a lack of pro-
grammatic expertise often inhibit governments from 
promoting condoms and contraceptives.364 

The Private Commercial Sector
Encouraging commercial products and services 
for people who can afford them is one strategy for 
improving services for those who cannot pay.365 With 
a strong private sector, public resources can be spent 
more effectively on lower-income clients. Where there 
may be substantial demand for certain family planning 
services and products, the private sector may be the 
most fit provider and may be the preferred provider 
among certain clients. Qualitative research conducted 
among adolescents in Jamaica and urban Cameroon 
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Figure 11

Global Fund Support for Male and Female Condoms, 2005–2007
Source: USAID/DELIVER PROJECT. 2008. “Global Fund Financing of Condoms and Contraceptive Security.” 
Policy Brief. Washington DC: USAID/DELIVER PROJECT.
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suggests a key strength of the private sector is that 
people perceive it to offer high-quality products.366 The 
private commercial sector can ensure that clients who 
are not eligible for subsidized services in the public 
sector have affordable, quality alternatives. 

The for-profit sector has its strongest presence among 
countries in Asia and Latin America—in particular, 
in Brazil, Indonesia, Malaysia, the Philippines, South 
Korea and Thailand.367 Because there is less opportu-
nity for profit, the commercial sector plays only a mini-
mal role in condom provision in sub-Saharan Africa, 
but it is expanding in some countries. For example, 
in Tanzania public-private partnerships involve the 
growing commercial sector in serving the low-income 
market with affordable and quality condoms and con-
traceptives. T-Marc Company Ltd (Tanzania Marketing 
and Communications), an independent Tanzanian-led 
and controlled company is partnering with USAID and 
Shelys Pharmaceuticals and its sister company Beta 
Healthcare in marketing subsidized products: Dume 
brand male condoms, Lady Pepeta brand female con-
doms, and Flexi P brand oral contraceptives. In 2006, 
Shelys co-invested over $100,000 in in-kind support 
for marketing subsidized condoms and pills. The com-
pany intends to take ownership of USAID commodity 
brands as they graduate from USAID support, while 
also developing markets for its own brands.368 

In many countries, non-profit organizations and social 
marketers collaborate with private wholesalers and 
retailers to expand condom access. In some cases, 
social marketing organizations use the distribution 
networks of private companies. For example, in the 
Dominican Republic, NGOs sell USAID supported 

condoms to Sterling Products International, a private 
pharmaceutical firm that then distributes the con-
doms nationally.369 The private commercial sector is 
also increasingly collaborating with NGOs to support 
programs and interventions that encourage behavior 
change. For example, SSL International (makers of 
Durex condoms) is supporting interventions in Brazil 
and India to promote gender equitable norms and HIV 
risk-reduction behaviors among young men370

Because the private sector is diverse there is no “one 
size fits all” approach to expanding private sector 
provision of contraceptives and condoms, which will 
no doubt be a long-term venture.371 However, given the 
gap between the need for condoms and contraceptives 
and considering the relatively stagnant funding trends 
from donors, there is potential for greater commercial 
sector involvement.372 Governments are also key to 
encouraging private sector involvement by ensuring 
that tariffs, regulations and competition with public 
sector programs do not hinder involvement.373 Better 
coordination among donors, country governments and 
the private sector is needed to improve the supply and 
distribution of condoms and contraceptives. 

48

Table 3

Table 3: World Bank Funding for Contraceptive Commodities, 2000–2006
Source: The World Bank 2007. Cited in UNFPA. 2007. Donor Support for Contraceptives and Condoms 2006. 
New York: UNFPA. 

Expenditure by Contraceptive Method 2000-2006 using World bank financing (in million US$ and percent of total)

2000 2001 2002 2003 2004 2005 2006

Million 
USD

% of 
Total 

Million 
USD

% of 
Total 

Million 
USD

% of 
Total 

Million 
USD

% of 
Total 

Million 
USD

% of 
Total 

Million 
USD

% of 
Total 

Million 
USD

% of 
Total 

Oral Pills $4.8 34% $3 6% $1.0 4% $3.7 26% $1.5 7% $0.0 0% $12.8 28%

Male/Female 
Condom

$3.2 23% $15 31% $23.8 94% $2.9 20% $13.1 65% $4.6 64% $10.7 24%

Injectable $3.9 28% $23 48% $0.0 0% $0.5 3% $1.3 6% $1.2 17% $21.2 47%

All other $2.2 16% $7 15% $0.4 2% $7.3 51% $4.4 22% $1.4 19% $0.4 1%

Total $14.1 $48 $25.2 $14.4 $20.3 $7.2 $45.1
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Brazil is one of the few developing countries that is fully committed to ensuring 
the availability of condoms and contraceptives, and pays for these commodities 
entirely from national resources. The government’s support of condoms and 
contraceptives is reflective of its overall response to HIV and AIDS, which has 
garnered strong support from the highest level of government. Although HIV 
prevalence in Brazil is relatively low at 0.5 percent, because of its large popula-
tion size, Brazil is home to more than one-third of people living with HIV in Latin 
America.374 

Brazil’s National AIDS Program procures and promotes both male and female 
condoms. In 2008, UNAIDS projects that through its National AIDS Program, the 
Government of Brazil will spend a total of US $32.2 million on condoms. This 
will support the procurement of 1.2 billion male condoms, along with 7 million 
female condoms.375 Some of these condoms will be distributed freely at govern-
ment-run pharmacies, as well as at national events such as Carnival. 

While most condoms are imported, the share of condoms produced domesti-
cally in Brazil is growing. This year, in an effort to reduce costs and keep up with 
condom demand, the Xapuri condom factory was opened in north-western Brazil 
as the first and only national condom manufacturer. Construction of the US $10.6 
million manufacturing site was spearheaded by the Acre state government and 
the factory is currently operated by a private company.376 In 2008, the factory is 
expected to produce 11.7 million pieces, and then greatly expand the following 
year to produce 100 million condoms annually.377 

Box 15

Supportive 
Country 
Governments: 
The Brazilian 
Example
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7 
Use our 20+ years of research 
on HIV prevention 

There is no one magic bullet for HIV 
prevention: All prevention technolo-
gies and strategies are additive 
in the fight against HIV and AIDS. 
Condoms and contraceptives must 
be promoted as scientifically proven 
components of comprehensive 
HIV prevention, in tandem with 
other evidence-based interven-
tions such as partner reduction 
and male circumcision – along with 
continued investigation of microbi-
cides and a vaccine. There is more 
than 20 years of epidemiological, 
psychological, programming and 
marketing data on which to design 
programs and interventions. It is 
time to put this research to work on 
the ground and develop a com-
prehensive prevention strategy 
that supports national and local 
ownership and generates local 
solutions to affecting the social and 
gender norms that influence sexual 
behavior and use of condoms 
and contraceptives, among other 
prevention strategies.  

 
Close the gap in funding 
between prevention and  
treatment

There is an immense disparity 
between what is being spent on 
HIV prevention versus treatment, 
and yet, tragically, new infections 
still out-number persons receiving 
treatment by nearly 3 to 1. Despite 
2.5 million new HIV infections last 
year, donor financing of condoms 
for HIV prevention has remained 
relatively stagnant. Donors and 
country governments must sup-
port the indispensable role of 
condom promotion and family 
planning services in HIV preven-
tion, and commit to providing the 
necessary resources. Improved 
donor coordination—including full 
accounting of condom procure-
ment by all donors—is necessary 
to make an accurate assess-
ment of global need and inform 
investments. Supply of condoms 
and contraceptives, inexpensive 
and cost-effective technologies, 
should no longer be a barrier to 
HIV prevention.

 
Eliminate harmful  
government policies

Government policies must not 
restrict access to and education 
about the role contraceptives and 
condoms play in preventing HIV 
infection and unintended pregnan-
cies. The U.S. government’s “ABC” 
approach to prevention under 
the U.S. President’s Emergency 
Plan for AIDS Relief (PEPFAR) has 
emphasized abstinence until mar-
riage and faithfulness in marriage. 
This approach ignores the reality 
that many people face in prevent-
ing HIV infection. Instead, policies 
should be based on scientific 
evidence of the very high efficacy 
rates of condoms and contracep-
tives in preventing the spread of 
HIV and unintended pregnancies.

1 2 3
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Scale-up and integrate  
condoms and contraceptives into 
other HIV prevention strategies

Based on the social marketing 
concept of supply, demand and 
support, and built on a foundation 
of leadership and coordination, the 
Comprehensive Condom Program-
ming (CCP) Framework [see Box 
10]– which includes ten steps 
designed to guide programming to 
identify and address gaps in provi-
sion and use of condoms for HIV 
prevention and promoting sexual 
health – can serve as a guide for 
ensuring the accessibility, accept-
ability and use of condoms—both 
male and female. The CCP Frame-
work can also guide the expansion 
of contraceptive provision as a 
part of HIV prevention. Stimulating 
demand for condoms and con-
traceptives through programming 
remains critical. These technolo-
gies will not prevent against HIV 
and AIDS and unintended preg-
nancies unless they are made 
available and used—consistently 
and correctly.    

 
Logistics are critical to making 
sure condoms and contraceptives 
get where they are needed most

Strong systems are needed for the 
timely delivery and constant flow 
of condoms and contraceptives—
thereby preventing stock-outs 
and ensuring that a wide range 
of contraceptive methods—and 
condoms—are available in all 
settings. Condom forecasts must 
be made well in advance of when 
the condoms will actually be used. 
Mechanisms such as the RH 
Supplies Coalition, global logistics 
support projects and tools such as 
the RHInterchange [see Box 11] 
can help with commodity manage-
ment and should be expanded. 

 
Put the Contraceptives in  
Comprehensive Prevention

As with all women and couples, 
women living with HIV or AIDS have 
the right to make informed decisions 
about their sexual and reproductive 
health and need access to contra-
ception. Many women living with HIV 
or AIDS want to have more children 
and are in need of family planning 
services to provide counseling on 
reversible contraceptive methods and 
on how to prevent mother-to-child 
transmission of HIV, as well as pos-
sible transmission to their husband 
or sexual partner. At the same time, 
there are high rates of unintended 
pregnancies among all women, 
including women living with HIV or 
AIDS in some settings. Given often 
low rates of HIV testing, many women 
who have unintended pregnan-
cies do not know their HIV status.  
Voluntary family planning services 
are needed for women who want to 
prevent or delay pregnancy. For all 
women and couples, integrating fam-
ily planning with other HIV services 
can increase contraceptive use and 
reduce unintended pregnancies. As 
HIV and AIDS prevention, treatment 
and care programs scale-up, they 
should be part of a continuum of care 
that includes strong family planning 
and other integral health services 
from the onset.

5 64
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Appendix: Indicators of Vulnerability to 
HIV/AIDS					  
					   
				  

A   Appendix 1

Indicators of
Vulnerability 
to HIV/AIDS		

Adults (15-49) 
living with 
HIV/AIDS

Adults (15+) 
living with  
HIV/AIDS

(Estimate, 2005)
Total population

(in thousands, 2005)

Life expectancy 
at birth

(2000-2005)

Total fertility 
(children per woman 

2000-2005)

Currently married 
women or women 

in a union using 
any method of 
contraception

(%, most 
recent year)

Currently married 
women or women 

in a union using 
modern method of 

contraception
(%, most 

recent year)

Currently married 
women or women 

in a union using 
condoms

(%, most 
recent year)

Need for 
family planning

(% with unmet 
need, most  

recent year)

Gross national 
income per capita 

(PPP, 2006)

Health 
expenditures 

per capita
(US$, 2005)

Annual average 
donor support 

for male condoms
(number of 
condoms, 

1998-2007)

Average number 
of male condoms 

donated per  
male aged 15-49 

(2007)

Eastern Africa

Burundi 3.3 130,000 7,859 47.4 6.8 19.7 8.5 0.5 29.4 320 3 4,528,859 No Support

Comoros <0.1 <500 798 63.0 4.9 25.7 19.3 0.7 34.6 1,140 No Data 764,429  3.9 

Djibouti 3.1 14,000 804 53.4 4.5 17.8 17.6 0.2 26.3 2,180 No Data 578,967  3.3 

Eritrea 2.4 53,000 4,527 55.2 5.5 8.0 5.1 0.6 27.0 680 8 5,658,995  0.0 

Ethiopia 1.4 10,540 78,986 50.7 5.8 14.7 13.9 0.2 33.8 630 6 115,543,479  0.8 

Kenya 6.1 1,200,000 35,599 51.0 5.0 39.3 31.5 1.2 24.5 1,470 24 85,879,874  9.4 

Madagascar 0.5 47,000 18,643 57.3 5.3 27.1 18.3 1.0 23.6 870 9 17,459,566  2.7 

Malawi 14.1 850,000 13,226 45.0 6.0 41.7 38.9 1.6 27.6 690 19 44,993,734  21.9 

Mauritius 0.6 4,100 1,241 72.0 1.9 75.9 40.7 9.1 3.3 10,640 218 1,180,077  0.3 

Mozambique 16.1 1,600,000 20,533 44.0 5.5 16.5 11.8 1.1 18.4 660 14 38,756,456  15.3 

Rwanda 3.1 160,000 9,234 43.4 6.0 17.4 10.3 0.9 37.9 730 19 28,454,520  22.7 

Somalia 0.9 40,000 8,196 45.9 6.4 7.9 1.0 0.0 No Data No Data No Data 297,140 No Support

Tanzania 6.5 1,300,000 38,478 49.7 5.7 26.4 20.0 2.0 21.8 980 17 90,060,630  13.9 

Uganda 6.7 900,000 28,947 47.8 6.7 23.7 17.9 1.7 40.6 880 22 74,363,729  10.3 

Zambia 17.0 1,000,000 11,478 39.2 5.6 34.2 22.6 3.8 27.4 1,140 36 47,076,127  35.8 

Zimbabwe 20.1 1,500,000 13,120 40.0 3.6 60.2 58.4 1.4 12.8 170 21 137,026,459  81.7 

Middle Africa

Angola 3.7 280,000 16,095 41.0 6.8 6.2 4.5 0.3 No Data 3,890 36 18,829,319  15.8 

Cameroon 5.4 470,000 17,795 49.9 4.9 26.0 12.5 7.6 20.2 2,060 49 40,772,037  14.0 

Central African 
Republic

10.7 230,000 4,191 43.3 5.0 27.9 6.9 0.9 16.2 690 13 7,191,759  7.3 

Chad 3.5 160,000 10,146 50.5 6.5 2.8 1.7 0.4 23.3 1,170 22 4,652,507  5.0 

Congo 5.3 100,000 3,610 53.0 4.8 44.3 12.7 8.9 16.2 2,420 31 20,377,011  31.7 

Dem. Rep. of 
the Congo

3.2 890,000 58,741 45.0 6.7 31.4 4.4 2.3 No Data 270 5 40,726,626  1.7 

Equatorial 
Guinea

3.2 8,000 484 49.3 5.6 No Data No Data No Data No Data 16,620 No Data 232,027 No Support

Gabon 7.9 56,000 1,291 56.8 3.4 32.7 11.8 5.1 28.0 11,180 276 828,375  14.4 

Sao Tome and 
Principe

No Data No Data 153 64.3 4.34 29.3 27.4 0.1 No Data 1,490 No Data 568,282  14.1 
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Note: This table includes countries in Africa, Asia (except Japan and Israel), Latin America and the 
Caribbean, Oceania (except Australia and New Zealand), and European countries in economic transition 
for which data is available for 7 or more indicators.

Note: Since the 2006 publication, UNAIDS has revised the global estimate of the number of people living 
with HIV downward by 6.3 million people. The country-level figures presented in this annex are from the 
2006 Report on the Global AIDS Epidemic and as such are not representative of the downward revision. 
UNAIDS explains the downward revision as “largely due to improved and expanded surveillance, data 
collection and methodologies... Roughly 70 percent of the difference is explained by reductions in HIV 
prevalence in India (which alone accounts for approximately half the revision) and several sub-Saharan 
African countries, including Nigeria, Mozambique, Zimbabwe, Kenya and Angola. The remaining 30 percent 
of revisions mostly occurred in a number of sub-Saharan African countries. A decrease in incidence (the 
number of new HIV infections) may also be a factor, but is currently difficult to quantify. Information 
from population-based surveys has been used to inform the adjustments in all countries, However, in 
Some countries, notably Zimbabwe, Côte D Ivoire and Kenya, the reduction in HIV prevalence is mostly due 
to actual declines, rather than statistical corrections.” (UNAIDS. 2007. “Q&A: 2007 AIDS epidemic update.” 
Accessed online at: http://data.unaids.org/pub/EPISlides/2007/071118_qa_final_en.pdf on June 5, 2008.)

Note: Average number of male condoms donated per male aged 15-49 is only computed for those 
countries that received donor funding for condoms in 2007.

Adults (15-49) 
living with 
HIV/AIDS

Adults (15+) 
living with  
HIV/AIDS

(Estimate, 2005)
Total population

(in thousands, 2005)

Life expectancy 
at birth

(2000-2005)

Total fertility 
(children per woman 

2000-2005)

Currently married 
women or women 

in a union using 
any method of 
contraception

(%, most 
recent year)

Currently married 
women or women 

in a union using 
modern method of 

contraception
(%, most 

recent year)

Currently married 
women or women 

in a union using 
condoms

(%, most 
recent year)

Need for 
family planning

(% with unmet 
need, most  

recent year)

Gross national 
income per capita 

(PPP, 2006)

Health 
expenditures 

per capita
(US$, 2005)

Annual average 
donor support 

for male condoms
(number of 
condoms, 

1998-2007)

Average number 
of male condoms 

donated per  
male aged 15-49 

(2007)

Eastern Africa

Burundi 3.3 130,000 7,859 47.4 6.8 19.7 8.5 0.5 29.4 320 3 4,528,859 No Support

Comoros <0.1 <500 798 63.0 4.9 25.7 19.3 0.7 34.6 1,140 No Data 764,429  3.9 

Djibouti 3.1 14,000 804 53.4 4.5 17.8 17.6 0.2 26.3 2,180 No Data 578,967  3.3 

Eritrea 2.4 53,000 4,527 55.2 5.5 8.0 5.1 0.6 27.0 680 8 5,658,995  0.0 

Ethiopia 1.4 10,540 78,986 50.7 5.8 14.7 13.9 0.2 33.8 630 6 115,543,479  0.8 

Kenya 6.1 1,200,000 35,599 51.0 5.0 39.3 31.5 1.2 24.5 1,470 24 85,879,874  9.4 

Madagascar 0.5 47,000 18,643 57.3 5.3 27.1 18.3 1.0 23.6 870 9 17,459,566  2.7 

Malawi 14.1 850,000 13,226 45.0 6.0 41.7 38.9 1.6 27.6 690 19 44,993,734  21.9 

Mauritius 0.6 4,100 1,241 72.0 1.9 75.9 40.7 9.1 3.3 10,640 218 1,180,077  0.3 

Mozambique 16.1 1,600,000 20,533 44.0 5.5 16.5 11.8 1.1 18.4 660 14 38,756,456  15.3 

Rwanda 3.1 160,000 9,234 43.4 6.0 17.4 10.3 0.9 37.9 730 19 28,454,520  22.7 

Somalia 0.9 40,000 8,196 45.9 6.4 7.9 1.0 0.0 No Data No Data No Data 297,140 No Support

Tanzania 6.5 1,300,000 38,478 49.7 5.7 26.4 20.0 2.0 21.8 980 17 90,060,630  13.9 

Uganda 6.7 900,000 28,947 47.8 6.7 23.7 17.9 1.7 40.6 880 22 74,363,729  10.3 

Zambia 17.0 1,000,000 11,478 39.2 5.6 34.2 22.6 3.8 27.4 1,140 36 47,076,127  35.8 

Zimbabwe 20.1 1,500,000 13,120 40.0 3.6 60.2 58.4 1.4 12.8 170 21 137,026,459  81.7 

Middle Africa

Angola 3.7 280,000 16,095 41.0 6.8 6.2 4.5 0.3 No Data 3,890 36 18,829,319  15.8 

Cameroon 5.4 470,000 17,795 49.9 4.9 26.0 12.5 7.6 20.2 2,060 49 40,772,037  14.0 

Central African 
Republic

10.7 230,000 4,191 43.3 5.0 27.9 6.9 0.9 16.2 690 13 7,191,759  7.3 

Chad 3.5 160,000 10,146 50.5 6.5 2.8 1.7 0.4 23.3 1,170 22 4,652,507  5.0 

Congo 5.3 100,000 3,610 53.0 4.8 44.3 12.7 8.9 16.2 2,420 31 20,377,011  31.7 

Dem. Rep. of 
the Congo

3.2 890,000 58,741 45.0 6.7 31.4 4.4 2.3 No Data 270 5 40,726,626  1.7 

Equatorial 
Guinea

3.2 8,000 484 49.3 5.6 No Data No Data No Data No Data 16,620 No Data 232,027 No Support

Gabon 7.9 56,000 1,291 56.8 3.4 32.7 11.8 5.1 28.0 11,180 276 828,375  14.4 

Sao Tome and 
Principe

No Data No Data 153 64.3 4.34 29.3 27.4 0.1 No Data 1,490 No Data 568,282  14.1 
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Adults (15-49) 
living with 
HIV/AIDS

Adults (15+) 
living with  
HIV/AIDS

(Estimate, 2005)
Total population

(in thousands, 2005)

Life expectancy 
at birth

(2000-2005)

Total fertility 
(children per woman 

2000-2005)

Currently married 
women or women 

in a union using 
any method of 
contraception

(%, most 
recent year)

Currently married 
women or women 

in a union using 
modern method of 

contraception
(%, most 

recent year)

Currently married 
women or women 

in a union using 
condoms

(%, most 
recent year)

Need for 
family planning

(% with unmet 
need, most  

recent year)

Gross national 
income per capita 

(PPP, 2006)

Health 
expenditures 

per capita
(US$, 2005)

Annual average 
donor support 

for male condoms
(number of 
condoms, 

1998-2007)

Average number 
of male condoms 

donated per  
male aged 15-49 

(2007)

Northern Africa

Algeria 0.1 19,000 32,854 71.0 2.5 61.4 52.0 2.3 24.6 5,940 108 2,475,034 No Support

Egypt <0.1 5,200 72,850 69.8 3.2 59.2 56.5 1.0 10.3 4,940 78 16,315,459 No Support

Libya No Data No Data 5,918 72.7 3.0 45.1 25.6 No Data No Data 11,630 223 No Support No Support

Morocco 0.1 19,000 30,495 69.6 2.5 63.0 54.8 1.5 10.0 3,860 89 7,613,448 No Support

Sudan 1.6 320,000 36,900 56.4 4.8 7.6 5.7 0.3 26.0 1,780 29 4,887,101  1.0 

Tunisia 0.1 8,600 10,105 73.0 2.0 62.6 53.1 1.6 12.1 6,490 158 2,540,830 No Support

Western Africa

Benin 1.8 77,000 8,490 54.4 5.9 18.6 7.2 1.3 27.2 1,250 28 20,951,889  7.8 

Burkina Faso 2.0 140,000 13,933 50.7 6.4 13.8 8.6 2.1 28.8 1,130 27 36,756,113  33.2 

Cape Verde No Data No Data 507 70.2 3.8 52.9 46.0 3.0 14.2 2,590 No Data 2,890,564  29.7 

Côte d’Ivoire 7.1 680,000 18,585 46.8 5.1 15.0 7.3 1.8 27.7 1,580 34 61,874,173  0.8 

Gambia 2.4 19,000 1,617 58.0 5.2 9.6 8.9 0.1 No Data 1,110 15 2,041,078  0.1 

Ghana 2.3 300,000 22,535 58.5 4.4 25.2 18.7 3.1 34.0 1,240 30 42,507,593  5.5 

Guinea 1.5 78,000 9,003 53.7 5.8 9.1 5.7 1.1 21.2 1,130 21 12,896,255  0.3 

Guinea-Bissau 3.8 29,000 1,597 45.5 7.1 7.6 3.6 0.1 No Data 460 10 1,764,999  1.7 

Liberia No Data No Data 3,442 43.8 6.8 6.4 5.5 0.0 38.6 260 10 6,616,217  9.8 

Mali 1.7 110,000 11,611 51.8 6.7 8.1 5.7 0.3 28.5 1,000 28 15,419,092  10.3 

Mauritania 0.7 11,000 2,963 62.2 4.8 8.0 5.1 0.8 31.6 1,970 17 1,402,582  1.8 

Niger 1.1 71,000 13,264 54.5 7.4 11.2 5.0 0.0 15.8 630 9 6,164,034 No Support

Nigeria 3.9 2,600,000 141,356 46.6 5.8 12.6 8.2 1.9 16.9 1,410 27 256,275,424  16.3 

Senegal 0.9 56,000 11,770 61.6 5.2 11.8 10.3 1.5 31.6 1,560 38 16,176,086  12.7 

Sierra Leone 1.6 43,000 5,586 41.0 6.5 5.3 4.3 0.1 No Data 610 8 5,378,250  2.2 

Togo 3.2 100,000 6,239 57.6 5.4 25.7 9.3 1.6 32.3 770 18 15,355,230  9.9 

Southern Africa

Botswana 24.1 260,000 1,836 46.6 3.2 44.4 42.1 15.5 44.7 11,730 362 1,813,897  13.0 

Lesotho 23.2 250,000 1,981 44.6 3.8 37.3 35.2 4.8 30.9 1,810 69 7,091,073  16.2 

Namibia 19.6 210,000 2,020 51.5 3.6 43.7 42.6 5.2 25.1 4,770 165 7,610,656 No Support

South Africa 18.8 5,300,000 47,939 53.4 2.8 60.3 60.3 4.7 15.0 8,900 437 35,275,934  7.1 

Swaziland 33.4 210,000 1,125 43.9 3.9 46.0 46.0 15.0 No Data 4,700 146 6,760,076  28.7 

East Asia

China 0.1 650,000 1,312,979 72.0 1.7 90.2 90.0 5.2 No Data 4,660 81 8,465,026  0.0 

Dem. Rep. of 
Korea

No Data No Data 23,616 66.7 1.9 68.6 58.4 5.8 No Data No Data <0.5 1,657,080  No Support 

Mongolia <0.1 <500 2,581 65.0 2.1 69.0 58.4 5.4 4.6 2,810 35 5,862,236  8.4 

Republic of 
Korea

<0.1 13,000 47,870 77.0 1.2 80.5 66.9 15.1 No Data 22,990 973 7,596,408 No Support

South Central Asia

Afghanistan <0.1 <1000 25,067 42.1 7.5 10.3 8.5 0.6 No Data No Data No Data 4,274,104  2.5 

Bangladesh <0.1 11,000 153,281 62.0 3.2 58.1 47.3 4.2 11.3 1,230 12 285,249,743  0.5 

Bhutan <0.1 <500 637 63.5 2.9 30.7 30.7 1.2 No Data 4,000 No Data 2,899,137  33.7 

India 0.9 5,600,000 1,134,403 62.9 3.1 56.3 48.5 5.2 12.8 2,460 36 146,551,936 No Support

Iran 0.2 66,000 69,421 69.5 2.1 73.8 55.9 5.6 No Data 9,800 212 13,788,300  0.0 

Kazakhstan 0.1 12,000 15,211 64.9 2.0 66.1 52.7 4.5 8.7 8,700 204 3,919,673  0.9 

Kyrgyzstan 0.1 4,000 5,204 65.3 2.5 59.5 48.9 5.7 11.6 1,790 29 3,524,301  1.0 

Maldives No Data No Data 295 65.6 2.8 39.0 34.0 9.0 37.0 4,740 No Data 410,160  2.5 

Nepal 0.5 74,000 27,094 61.3 3.7 48.0 44.2 4.8 24.6 1,010 16 60,458,963  1.7 

Pakistan 0.1 84,000 158,081 63.6 4.0 27.6 20.2 5.5 37.5 2,410 15 303,159,597  8.9 

Sri Lanka <0.1 5,000 19,121 70.8 2.0 70.0 49.6 3.7 8.0 3,730 51 14,176,377  0.8 

Tajikistan 0.1 4,900 6,550 65.9 3.8 37.9 33.1 1.4 No Data 1,560 18 3,279,919  5.9 

Turkmenistan <0.1 <500 4,833 62.4 2.8 61.8 53.1 2.0 10.1 3,990 156 1,353,909  1.4 

Uzbekistan 0.2 31,000 26,593 66.5 2.7 64.9 59.3 2.1 13.7 2,190 26 5,212,368  0.5 
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Adults (15-49) 
living with 
HIV/AIDS

Adults (15+) 
living with  
HIV/AIDS

(Estimate, 2005)
Total population

(in thousands, 2005)

Life expectancy 
at birth

(2000-2005)

Total fertility 
(children per woman 

2000-2005)

Currently married 
women or women 

in a union using 
any method of 
contraception

(%, most 
recent year)

Currently married 
women or women 

in a union using 
modern method of 

contraception
(%, most 

recent year)

Currently married 
women or women 

in a union using 
condoms

(%, most 
recent year)

Need for 
family planning

(% with unmet 
need, most  

recent year)

Gross national 
income per capita 

(PPP, 2006)

Health 
expenditures 

per capita
(US$, 2005)

Annual average 
donor support 

for male condoms
(number of 
condoms, 

1998-2007)

Average number 
of male condoms 

donated per  
male aged 15-49 

(2007)

Northern Africa

Algeria 0.1 19,000 32,854 71.0 2.5 61.4 52.0 2.3 24.6 5,940 108 2,475,034 No Support

Egypt <0.1 5,200 72,850 69.8 3.2 59.2 56.5 1.0 10.3 4,940 78 16,315,459 No Support

Libya No Data No Data 5,918 72.7 3.0 45.1 25.6 No Data No Data 11,630 223 No Support No Support

Morocco 0.1 19,000 30,495 69.6 2.5 63.0 54.8 1.5 10.0 3,860 89 7,613,448 No Support

Sudan 1.6 320,000 36,900 56.4 4.8 7.6 5.7 0.3 26.0 1,780 29 4,887,101  1.0 

Tunisia 0.1 8,600 10,105 73.0 2.0 62.6 53.1 1.6 12.1 6,490 158 2,540,830 No Support

Western Africa

Benin 1.8 77,000 8,490 54.4 5.9 18.6 7.2 1.3 27.2 1,250 28 20,951,889  7.8 

Burkina Faso 2.0 140,000 13,933 50.7 6.4 13.8 8.6 2.1 28.8 1,130 27 36,756,113  33.2 

Cape Verde No Data No Data 507 70.2 3.8 52.9 46.0 3.0 14.2 2,590 No Data 2,890,564  29.7 

Côte d’Ivoire 7.1 680,000 18,585 46.8 5.1 15.0 7.3 1.8 27.7 1,580 34 61,874,173  0.8 

Gambia 2.4 19,000 1,617 58.0 5.2 9.6 8.9 0.1 No Data 1,110 15 2,041,078  0.1 

Ghana 2.3 300,000 22,535 58.5 4.4 25.2 18.7 3.1 34.0 1,240 30 42,507,593  5.5 

Guinea 1.5 78,000 9,003 53.7 5.8 9.1 5.7 1.1 21.2 1,130 21 12,896,255  0.3 

Guinea-Bissau 3.8 29,000 1,597 45.5 7.1 7.6 3.6 0.1 No Data 460 10 1,764,999  1.7 

Liberia No Data No Data 3,442 43.8 6.8 6.4 5.5 0.0 38.6 260 10 6,616,217  9.8 

Mali 1.7 110,000 11,611 51.8 6.7 8.1 5.7 0.3 28.5 1,000 28 15,419,092  10.3 

Mauritania 0.7 11,000 2,963 62.2 4.8 8.0 5.1 0.8 31.6 1,970 17 1,402,582  1.8 

Niger 1.1 71,000 13,264 54.5 7.4 11.2 5.0 0.0 15.8 630 9 6,164,034 No Support

Nigeria 3.9 2,600,000 141,356 46.6 5.8 12.6 8.2 1.9 16.9 1,410 27 256,275,424  16.3 

Senegal 0.9 56,000 11,770 61.6 5.2 11.8 10.3 1.5 31.6 1,560 38 16,176,086  12.7 

Sierra Leone 1.6 43,000 5,586 41.0 6.5 5.3 4.3 0.1 No Data 610 8 5,378,250  2.2 

Togo 3.2 100,000 6,239 57.6 5.4 25.7 9.3 1.6 32.3 770 18 15,355,230  9.9 

Southern Africa

Botswana 24.1 260,000 1,836 46.6 3.2 44.4 42.1 15.5 44.7 11,730 362 1,813,897  13.0 

Lesotho 23.2 250,000 1,981 44.6 3.8 37.3 35.2 4.8 30.9 1,810 69 7,091,073  16.2 

Namibia 19.6 210,000 2,020 51.5 3.6 43.7 42.6 5.2 25.1 4,770 165 7,610,656 No Support

South Africa 18.8 5,300,000 47,939 53.4 2.8 60.3 60.3 4.7 15.0 8,900 437 35,275,934  7.1 

Swaziland 33.4 210,000 1,125 43.9 3.9 46.0 46.0 15.0 No Data 4,700 146 6,760,076  28.7 

East Asia

China 0.1 650,000 1,312,979 72.0 1.7 90.2 90.0 5.2 No Data 4,660 81 8,465,026  0.0 

Dem. Rep. of 
Korea

No Data No Data 23,616 66.7 1.9 68.6 58.4 5.8 No Data No Data <0.5 1,657,080  No Support 

Mongolia <0.1 <500 2,581 65.0 2.1 69.0 58.4 5.4 4.6 2,810 35 5,862,236  8.4 

Republic of 
Korea

<0.1 13,000 47,870 77.0 1.2 80.5 66.9 15.1 No Data 22,990 973 7,596,408 No Support

South Central Asia

Afghanistan <0.1 <1000 25,067 42.1 7.5 10.3 8.5 0.6 No Data No Data No Data 4,274,104  2.5 

Bangladesh <0.1 11,000 153,281 62.0 3.2 58.1 47.3 4.2 11.3 1,230 12 285,249,743  0.5 

Bhutan <0.1 <500 637 63.5 2.9 30.7 30.7 1.2 No Data 4,000 No Data 2,899,137  33.7 

India 0.9 5,600,000 1,134,403 62.9 3.1 56.3 48.5 5.2 12.8 2,460 36 146,551,936 No Support

Iran 0.2 66,000 69,421 69.5 2.1 73.8 55.9 5.6 No Data 9,800 212 13,788,300  0.0 

Kazakhstan 0.1 12,000 15,211 64.9 2.0 66.1 52.7 4.5 8.7 8,700 204 3,919,673  0.9 

Kyrgyzstan 0.1 4,000 5,204 65.3 2.5 59.5 48.9 5.7 11.6 1,790 29 3,524,301  1.0 

Maldives No Data No Data 295 65.6 2.8 39.0 34.0 9.0 37.0 4,740 No Data 410,160  2.5 

Nepal 0.5 74,000 27,094 61.3 3.7 48.0 44.2 4.8 24.6 1,010 16 60,458,963  1.7 

Pakistan 0.1 84,000 158,081 63.6 4.0 27.6 20.2 5.5 37.5 2,410 15 303,159,597  8.9 

Sri Lanka <0.1 5,000 19,121 70.8 2.0 70.0 49.6 3.7 8.0 3,730 51 14,176,377  0.8 

Tajikistan 0.1 4,900 6,550 65.9 3.8 37.9 33.1 1.4 No Data 1,560 18 3,279,919  5.9 

Turkmenistan <0.1 <500 4,833 62.4 2.8 61.8 53.1 2.0 10.1 3,990 156 1,353,909  1.4 

Uzbekistan 0.2 31,000 26,593 66.5 2.7 64.9 59.3 2.1 13.7 2,190 26 5,212,368  0.5 
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for male condoms
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Average number 
of male condoms 

donated per  
male aged 15-49 

(2007)

South East Asia

Cambodia 1.6 130,000 13,956 56.8 3.6 40.0 27.2 2.9 25.1 1,550 29 34,453,983  5.6 

Indonesia 0.1 170,000 226,063 68.6 2.4 60.3 56.7 0.9 8.6 3,310 26 29,461,528 No Support

Laos 0.1 3,600 5,664 61.9 3.6 32.2 28.9 0.5 39.5 1,740 18 33,430,055  20.1 

Malaysia 0.5 67,000 25,653 73.0 2.9 54.5 29.8 5.3 No Data 12,160 222 2,914,043  0.0 

Myanmar 1.3 350,000 47,967 59.9 2.2 37.0 32.8 0.3 19.1 No Data 4 38,768,105  6.8 

Philippines <0.1 12,000 84,566 70.3 3.5 48.9 33.4 1.9 17.3 3,430 37 45,674,333  0.0 

Singapore 0.3 5,500 4,327 78.8 1.4 62.0 53.0 22.0 No Data 43,300 944 2,031 No Support

Thailand 1.4 560,000 63,003 68.6 1.8 71.5 70.1 1.4 23.0 7,440 98 3,563,550  0.0 

Timor-Leste No Data No Data 1,067 58.3 7.0 10.0 8.6 0.0 3.8 5,100 45 145,368  2.2 

Viet Nam 0.5 250,000 85,029 73.0 2.3 78.5 56.7 5.8 4.8 2,310 37 56,287,586  2.2 

Western Asia 

Armenia 0.1 2,900 3,018 71.4 1.3 53.1 19.5 8.1 13.3 4,950 88 639,553 No Support

Azerbaijan 0.1 5,400 8,352 66.8 1.7 55.4 11.9 3.2 11.5 5,430 62 529,800  0.4 

Bahrain No Data No Data 725 74.8 2.5 61.8 30.6 9.6 No Data 19,350 No Data 1,454 No Support

Georgia 0.2 5,600 4,473 70.5 1.5 47.3 26.6 8.7 16.4 3,880 123 1,523,903  1.3 

Iraq No Data No Data 27,996 57.0 4.9 49.8 32.9 1.1 No Data No Data No Data 651,573 No Support

Jordan No Data No Data 5,544 71.3 3.5 55.8 41.2 3.4 11.0 4,820 241 3,688,415  0.1 

Kuwait No Data No Data 2,700 76.9 2.3 52.0 39.3 2.9 No Data 48,310 687 No Support No Support

Lebanon 0.1 2,900 4,011 71.0 2.3 61.0 37.0 0.0 No Data 9,600 460 566,141  1.5 

Occupied 
Palestinian 
Territory

No Data No Data 3,762 72.4 5.6 50.2 38.9 No Data No Data No Data No Data 141,821  0.0 

Oman No Data No Data 2,507 74.2 3.7 23.7 18.2 1.5 No Data 19,740 312 212,352 No Support

Saudi Arabia No Data No Data 23,612 71.6 3.8 31.8 28.5 0.9 No Data 22,300 448 No Support No Support

Syria No Data No Data 18,894 73.1 3.5 58.3 42.6 1.6 30.6 4,110 61 4,759,594  1.6 

Turkey No Data No Data 72,970 70.8 2.2 71.0 42.5 10.8 6.0 8,410 383 17,524,735 No Support

United Arab 
Emirates

No Data No Data 4,104 77.8 2.5 27.5 23.6 2.0 No Data 31,190 833 No Support No Support

Yemen No Data No Data 21,096 60.3 6.0 23.1 13.4 0.4 50.9 2,090 39 2,189,817  0.7 

Caribbean

Bahamas 3.3 6,500 323 71.1 2.1 61.7 60.1 2.3 No Data No Data No Data 285,274  1.7 

Barbados 1.5 2,700 292 76.0 1.5 55.0 53.2 7.2 No Data 15,150 No Data 66,408  0.4 

Cuba 0.1 4,700 11,260 77.2 1.6 73.3 72.1 5.0 No Data No Data 310 12,081,591  6.7 

Dominican 
Republic

1.1 62,000 9,470 70.8 3.0 69.8 65.8 1.3 10.9 5,550 197 15,464,982  1.6 

Grenada No Data No Data 105 67.7 2.4 54.3 No Data 21.9 No Data 8,770 No Data 105,233  0.1 

Haiti 3.8 180,000 9,296 58.1 4.0 32.0 24.8 5.3 37.5 1,070 28 41,635,401  23.0 

Jamaica 1.5 25,000 2,682 72.0 2.6 69.0 66.0 24.0 14.2 7,050 170 5,091,884  2.7 

Puerto Rico No Data No Data 3,947 77.8 1.8 77.7 67.7 6.4 No Data No Data No Data 430,517  No Support 

Saint Lucia No Data No Data 161 72.5 2.2 47.3 46.1 5.8 No Data 8,500 No Data 119,477  No Support 

Saint Vincent 
and the 
Grenadines

No Data No Data 119 70.6 2.3 58.3 54.6 7.4 No Data 6,220 No Data 36,144  No Support 

Trinidad and 
Tobago

2.6 26,000 1,324 69.0 1.6 38.2 33.2 11.7 32.5 16,800 513 1,829,916  1.9 
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Adults (15-49) 
living with 
HIV/AIDS

Adults (15+) 
living with  
HIV/AIDS

(Estimate, 2005)
Total population

(in thousands, 2005)

Life expectancy 
at birth

(2000-2005)

Total fertility 
(children per woman 

2000-2005)

Currently married 
women or women 

in a union using 
any method of 
contraception

(%, most 
recent year)

Currently married 
women or women 

in a union using 
modern method of 

contraception
(%, most 

recent year)

Currently married 
women or women 

in a union using 
condoms

(%, most 
recent year)

Need for 
family planning

(% with unmet 
need, most  

recent year)

Gross national 
income per capita 

(PPP, 2006)

Health 
expenditures 

per capita
(US$, 2005)

Annual average 
donor support 

for male condoms
(number of 
condoms, 

1998-2007)

Average number 
of male condoms 

donated per  
male aged 15-49 

(2007)

South East Asia

Cambodia 1.6 130,000 13,956 56.8 3.6 40.0 27.2 2.9 25.1 1,550 29 34,453,983  5.6 

Indonesia 0.1 170,000 226,063 68.6 2.4 60.3 56.7 0.9 8.6 3,310 26 29,461,528 No Support

Laos 0.1 3,600 5,664 61.9 3.6 32.2 28.9 0.5 39.5 1,740 18 33,430,055  20.1 

Malaysia 0.5 67,000 25,653 73.0 2.9 54.5 29.8 5.3 No Data 12,160 222 2,914,043  0.0 

Myanmar 1.3 350,000 47,967 59.9 2.2 37.0 32.8 0.3 19.1 No Data 4 38,768,105  6.8 

Philippines <0.1 12,000 84,566 70.3 3.5 48.9 33.4 1.9 17.3 3,430 37 45,674,333  0.0 

Singapore 0.3 5,500 4,327 78.8 1.4 62.0 53.0 22.0 No Data 43,300 944 2,031 No Support

Thailand 1.4 560,000 63,003 68.6 1.8 71.5 70.1 1.4 23.0 7,440 98 3,563,550  0.0 

Timor-Leste No Data No Data 1,067 58.3 7.0 10.0 8.6 0.0 3.8 5,100 45 145,368  2.2 

Viet Nam 0.5 250,000 85,029 73.0 2.3 78.5 56.7 5.8 4.8 2,310 37 56,287,586  2.2 

Western Asia 

Armenia 0.1 2,900 3,018 71.4 1.3 53.1 19.5 8.1 13.3 4,950 88 639,553 No Support

Azerbaijan 0.1 5,400 8,352 66.8 1.7 55.4 11.9 3.2 11.5 5,430 62 529,800  0.4 

Bahrain No Data No Data 725 74.8 2.5 61.8 30.6 9.6 No Data 19,350 No Data 1,454 No Support

Georgia 0.2 5,600 4,473 70.5 1.5 47.3 26.6 8.7 16.4 3,880 123 1,523,903  1.3 

Iraq No Data No Data 27,996 57.0 4.9 49.8 32.9 1.1 No Data No Data No Data 651,573 No Support

Jordan No Data No Data 5,544 71.3 3.5 55.8 41.2 3.4 11.0 4,820 241 3,688,415  0.1 

Kuwait No Data No Data 2,700 76.9 2.3 52.0 39.3 2.9 No Data 48,310 687 No Support No Support

Lebanon 0.1 2,900 4,011 71.0 2.3 61.0 37.0 0.0 No Data 9,600 460 566,141  1.5 

Occupied 
Palestinian 
Territory

No Data No Data 3,762 72.4 5.6 50.2 38.9 No Data No Data No Data No Data 141,821  0.0 

Oman No Data No Data 2,507 74.2 3.7 23.7 18.2 1.5 No Data 19,740 312 212,352 No Support

Saudi Arabia No Data No Data 23,612 71.6 3.8 31.8 28.5 0.9 No Data 22,300 448 No Support No Support

Syria No Data No Data 18,894 73.1 3.5 58.3 42.6 1.6 30.6 4,110 61 4,759,594  1.6 

Turkey No Data No Data 72,970 70.8 2.2 71.0 42.5 10.8 6.0 8,410 383 17,524,735 No Support

United Arab 
Emirates

No Data No Data 4,104 77.8 2.5 27.5 23.6 2.0 No Data 31,190 833 No Support No Support

Yemen No Data No Data 21,096 60.3 6.0 23.1 13.4 0.4 50.9 2,090 39 2,189,817  0.7 

Caribbean

Bahamas 3.3 6,500 323 71.1 2.1 61.7 60.1 2.3 No Data No Data No Data 285,274  1.7 

Barbados 1.5 2,700 292 76.0 1.5 55.0 53.2 7.2 No Data 15,150 No Data 66,408  0.4 

Cuba 0.1 4,700 11,260 77.2 1.6 73.3 72.1 5.0 No Data No Data 310 12,081,591  6.7 

Dominican 
Republic

1.1 62,000 9,470 70.8 3.0 69.8 65.8 1.3 10.9 5,550 197 15,464,982  1.6 

Grenada No Data No Data 105 67.7 2.4 54.3 No Data 21.9 No Data 8,770 No Data 105,233  0.1 

Haiti 3.8 180,000 9,296 58.1 4.0 32.0 24.8 5.3 37.5 1,070 28 41,635,401  23.0 

Jamaica 1.5 25,000 2,682 72.0 2.6 69.0 66.0 24.0 14.2 7,050 170 5,091,884  2.7 

Puerto Rico No Data No Data 3,947 77.8 1.8 77.7 67.7 6.4 No Data No Data No Data 430,517  No Support 

Saint Lucia No Data No Data 161 72.5 2.2 47.3 46.1 5.8 No Data 8,500 No Data 119,477  No Support 

Saint Vincent 
and the 
Grenadines

No Data No Data 119 70.6 2.3 58.3 54.6 7.4 No Data 6,220 No Data 36,144  No Support 

Trinidad and 
Tobago

2.6 26,000 1,324 69.0 1.6 38.2 33.2 11.7 32.5 16,800 513 1,829,916  1.9 
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Central America

Belize 2.5 3,600 276 75.6 3.4 56.1 52.6 6.6 20.8 7,080 No Data 309,141  4.1 

Costa Rica 0.3 7,300 4,327 78.1 2.3 80.0 70.7 10.9 No Data 9,220 327 3,552,549 No Support

El Salvador 0.9 35,000 6,668 70.7 2.9 67.3 61.0 2.9 8.9 5,610 220 10,329,791  6.8 

Guatemala 0.9 59,000 12,710 69.0 4.6 43.3 34.4 2.3 23.1 5,120 132 15,755,792  1.5 

Honduras 1.5 61,000 6,834 68.6 3.7 65.2 56.4 2.9 16.9 3,420 91 11,404,313  0.7 

Mexico 0.3 180,000 104,266 74.9 2.4 70.9 66.5 6.4 19.5 11,990 474 31,712,269  0.9 

Nicaragua 0.2 7,200 5,463 70.8 3.0 68.6 66.1 3.3 14.6 2,720 75 7,263,065  0.1 

Panama 0.9 17,000 3,232 74.7 2.7 No Data No Data No Data No Data 8,690 351 1,140,317  1.5 

South America

Argentina 0.6 130,000 38,747 74.3 2.4 65.3 No Data 22.3 No Data 11,670 484 474,676 No Support

Bolivia 0.1 6,800 9,182 63.9 4.0 58.4 34.9 3.9 22.7 3,810 71 9,718,962  2.0 

Brazil 0.5 610,000 186,831 71.0 2.3 76.7 70.3 4.4 7.3 8,700 371 57,682,390  0.2 

Chile 0.3 28,000 16,295 77.9 2.0 60.7 57.9 6.5 No Data 11,300 397 1,441,095  0.1 

Colombia 0.6 160,000 44,946 71.7 2.5 78.2 68.2 7.1 5.8 6,130 201 5,195,681  0.3 

Ecuador 0.3 22,000 13,061 74.2 2.8 72.7 58.0 4.3 5.0 6,810 147 5,174,840  1.0 

Guyana 2.4 11,000 739 63.6 2.4 34.6 33.6 6.1 No Data 3,410 No Data 1,437,186  5.1 

Paraguay 0.4 13,000 5,904 70.8 3.5 72.8 60.5 11.9 6.6 4,040 92 4,293,262  3.0 

Peru 0.6 91,000 27,274 69.9 2.7 71.3 47.6 8.4 8.1 6,490 125 28,896,684  0.0 

Suriname 1.9 5,100 452 69.1 2.6 42.1 40.6 2.5 No Data 7,720 No Data 707,222 No Support

Uruguay 0.5 9,500 3,326 75.3 2.2 77.0 75.0 31.3 No Data 9,940 404 1,748,  2.8 

Venezuela 0.7 110,000 26,726 72.8 2.7 70.3 61.7 3.4 18.9 10,970 247 1,587,437  0.5 

Melanesia

Fiji 0.1 <1000 828 67.8 3.0 No Data No Data No Data No Data 4,450 No Data 1,813,198  19.0 

Papua New 
Guinea

1.8 57,000 6,070 56.7 4.3 25.9 19.6 0.5 No Data 1,630 34 549,406  0.3 

Eastern Europe

Belarus 0.3 20,000 9,795 68.4 1.2 50.4 42.1 4.8 No Data 9,700 204 828,552  2.0 

Bulgaria <0.1 No Data 7,745 72.4 1.3 41.5 25.6 10.9 No Data 10,270 272 1,798,462 No Support

Czech Republic 0.1 1,500 10,192 75.4 1.2 72.0 62.6 12.7 8.0 20,920 868 34,565 No Support

Hungary 0.1 3,200 10,086 72.4 1.3 77.4 68.4 7.8 4.2 16,970 855 176,400 No Support

Poland 0.1 25,000 38,196 74.6 1.3 49.4 19.0 9.1 No Data 14,250 495 156,960 No Support

Republic of 
Moldova

1.1 28,000 3,877 67.9 1.5 67.8 43.8 7.4 6.7 2,660 58 1,062,259  2.7 

Romania <0.1 No Data 21,628 71.3 1.3 70.0 38.0 12.0 11.9 10,150 250 9,277,718  1.6 

Russian 
Federation

1.1 940,000 143,953 64.8 1.3 65.3 47.1 No Data No Data 12,740 277 3,334,201  0.1 

Slovakia <0.1 <500 5,387 73.8 1.2 74.0 41.0 21.0 No Data 17,060 626 4,565  0.0 

Ukraine 1.4 410,000 46,918 67.6 1.2 67.5 37.6 13.5 14.9 6,110 128 2,925,859  1.6 

Southern Europe

Albania No Data No Data 3,154 75.7 2.3 75.1 8.0 2.1 1.2 6,000 169 8,000,119  1.0 

Bosnia and 
Herzegovina

<0.1 No Data 3,915 74.1 1.3 47.5 15.7 3.1 No Data 6,780 243 347,545  1.2 

Slovenia <0.1 <500 1,999 76.8 1.2 73.8 59.1 7.6 No Data 23,970 1,495 No Support No Support

TFYR 
Macedonia

<0.1 <500 2,034 73.4 1.6 13.5 9.8 4.5 No Data 7,850 224 No Support No Support

Northern Europe

Estonia 1.3 10,000 1,344 70.9 1.4 70.3 56.4 16.1 No Data 18,090 516 105,682 No Support

Latvia 0.8 10,000 2,302 71.3 1.2 48.0 39.3 9.6 10.6 14,840 443 211,018 No Support

Lithuania 0.2 3,300 3,425 72.1 1.3 46.6 30.5 13.1 12.1 14,550 448 189,605 No Support
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Central America

Belize 2.5 3,600 276 75.6 3.4 56.1 52.6 6.6 20.8 7,080 No Data 309,141  4.1 

Costa Rica 0.3 7,300 4,327 78.1 2.3 80.0 70.7 10.9 No Data 9,220 327 3,552,549 No Support

El Salvador 0.9 35,000 6,668 70.7 2.9 67.3 61.0 2.9 8.9 5,610 220 10,329,791  6.8 

Guatemala 0.9 59,000 12,710 69.0 4.6 43.3 34.4 2.3 23.1 5,120 132 15,755,792  1.5 

Honduras 1.5 61,000 6,834 68.6 3.7 65.2 56.4 2.9 16.9 3,420 91 11,404,313  0.7 

Mexico 0.3 180,000 104,266 74.9 2.4 70.9 66.5 6.4 19.5 11,990 474 31,712,269  0.9 

Nicaragua 0.2 7,200 5,463 70.8 3.0 68.6 66.1 3.3 14.6 2,720 75 7,263,065  0.1 

Panama 0.9 17,000 3,232 74.7 2.7 No Data No Data No Data No Data 8,690 351 1,140,317  1.5 

South America

Argentina 0.6 130,000 38,747 74.3 2.4 65.3 No Data 22.3 No Data 11,670 484 474,676 No Support

Bolivia 0.1 6,800 9,182 63.9 4.0 58.4 34.9 3.9 22.7 3,810 71 9,718,962  2.0 

Brazil 0.5 610,000 186,831 71.0 2.3 76.7 70.3 4.4 7.3 8,700 371 57,682,390  0.2 

Chile 0.3 28,000 16,295 77.9 2.0 60.7 57.9 6.5 No Data 11,300 397 1,441,095  0.1 

Colombia 0.6 160,000 44,946 71.7 2.5 78.2 68.2 7.1 5.8 6,130 201 5,195,681  0.3 

Ecuador 0.3 22,000 13,061 74.2 2.8 72.7 58.0 4.3 5.0 6,810 147 5,174,840  1.0 

Guyana 2.4 11,000 739 63.6 2.4 34.6 33.6 6.1 No Data 3,410 No Data 1,437,186  5.1 

Paraguay 0.4 13,000 5,904 70.8 3.5 72.8 60.5 11.9 6.6 4,040 92 4,293,262  3.0 

Peru 0.6 91,000 27,274 69.9 2.7 71.3 47.6 8.4 8.1 6,490 125 28,896,684  0.0 

Suriname 1.9 5,100 452 69.1 2.6 42.1 40.6 2.5 No Data 7,720 No Data 707,222 No Support

Uruguay 0.5 9,500 3,326 75.3 2.2 77.0 75.0 31.3 No Data 9,940 404 1,748,  2.8 

Venezuela 0.7 110,000 26,726 72.8 2.7 70.3 61.7 3.4 18.9 10,970 247 1,587,437  0.5 

Melanesia

Fiji 0.1 <1000 828 67.8 3.0 No Data No Data No Data No Data 4,450 No Data 1,813,198  19.0 

Papua New 
Guinea

1.8 57,000 6,070 56.7 4.3 25.9 19.6 0.5 No Data 1,630 34 549,406  0.3 

Eastern Europe

Belarus 0.3 20,000 9,795 68.4 1.2 50.4 42.1 4.8 No Data 9,700 204 828,552  2.0 

Bulgaria <0.1 No Data 7,745 72.4 1.3 41.5 25.6 10.9 No Data 10,270 272 1,798,462 No Support

Czech Republic 0.1 1,500 10,192 75.4 1.2 72.0 62.6 12.7 8.0 20,920 868 34,565 No Support

Hungary 0.1 3,200 10,086 72.4 1.3 77.4 68.4 7.8 4.2 16,970 855 176,400 No Support

Poland 0.1 25,000 38,196 74.6 1.3 49.4 19.0 9.1 No Data 14,250 495 156,960 No Support

Republic of 
Moldova

1.1 28,000 3,877 67.9 1.5 67.8 43.8 7.4 6.7 2,660 58 1,062,259  2.7 

Romania <0.1 No Data 21,628 71.3 1.3 70.0 38.0 12.0 11.9 10,150 250 9,277,718  1.6 

Russian 
Federation

1.1 940,000 143,953 64.8 1.3 65.3 47.1 No Data No Data 12,740 277 3,334,201  0.1 

Slovakia <0.1 <500 5,387 73.8 1.2 74.0 41.0 21.0 No Data 17,060 626 4,565  0.0 

Ukraine 1.4 410,000 46,918 67.6 1.2 67.5 37.6 13.5 14.9 6,110 128 2,925,859  1.6 

Southern Europe

Albania No Data No Data 3,154 75.7 2.3 75.1 8.0 2.1 1.2 6,000 169 8,000,119  1.0 

Bosnia and 
Herzegovina

<0.1 No Data 3,915 74.1 1.3 47.5 15.7 3.1 No Data 6,780 243 347,545  1.2 

Slovenia <0.1 <500 1,999 76.8 1.2 73.8 59.1 7.6 No Data 23,970 1,495 No Support No Support

TFYR 
Macedonia

<0.1 <500 2,034 73.4 1.6 13.5 9.8 4.5 No Data 7,850 224 No Support No Support

Northern Europe

Estonia 1.3 10,000 1,344 70.9 1.4 70.3 56.4 16.1 No Data 18,090 516 105,682 No Support

Latvia 0.8 10,000 2,302 71.3 1.2 48.0 39.3 9.6 10.6 14,840 443 211,018 No Support

Lithuania 0.2 3,300 3,425 72.1 1.3 46.6 30.5 13.1 12.1 14,550 448 189,605 No Support
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