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Executive summary

By 2005, HIV prevalence in the 60 countries of the world
most affected by the epidemic ranged from under 1 per
cent to well over 30 per cent. African countries con-
tinue to bear the brunt of the epidemic: their average
HIV prevalence was estimated at 6.4 per cent in adults
aged 15 to 49 years, well above the global average of
1.4 per cent. The regional averages for the two other
most affected developing regions – Latin America and
the Caribbean, and Asia – are below 1 per cent.

UNAIDS estimated that by the end of 2005, there
were 38.6 million persons living with HIV globally, of
whom the vast majority – 36.3 million – were 15 years
and over and thus of working age. On the basis of the
most recent population data from the United Nations
Population Division and the ILO’s own latest estimates
of labour force participation, the ILO assessed the
current impact of the epidemic on the global labour
force, and possible future impact on the labour force as
well as on the global population of working age.

According to the ILO assessment, 24,560,000
labour force participants aged 15 to 64 years were living
with HIV or with AIDS worldwide in 2005. The vast
majority – nearly 67 per cent – lived in Africa. There were
more than 1 million workers living with HIV/AIDS in five
countries: Mozambique (1.4 million), Nigeria (1.8 mil-
lion), South Africa (3.7 million), the United Republic of
Tanzania (1.2 million) and Zimbabwe (1.1 million). In
contrast, more than a million labour force participants are
estimated to be living with HIV/AIDS in only one country
outside Africa, in Asia where India has an estimated
3.9 million persons living with HIV/AIDS. Globally,
41 per cent of the labour force participants living with
HIV are women, and in Africa, the proportion is even
higher, at 43 per cent.

Furthermore, assuming that all adults and most youth
are economically active to an extent and work in resource-
poor settings – in particular in Africa – even if the sus-
tenance they provide is not easily assessed in conven-
tional economic terms, the total number of productive
persons living with HIV/AIDS is greater than the number
of labour force participants, and likely to be closer to the
total number of working-age persons affected. Given that
adults contribute in other ways to the economy, for
example by raising children who will be the future labour
force, it is important to take account of the impact of HIV
on the entire adult population, especially in the case of
women.

On this basis, the global estimate of 36.3 million
working-age persons living with HIV represents more
fully the impact of the epidemic on the world of work.
Accordingly, over and above the estimated 24.6 million
labour force participants who are living with HIV/AIDS,
there are nearly 12 million more persons who are
engaged in one or another form of productive activity,
who are therefore economically productive to some
degree, and who are living with HIV/AIDS.

The effects of the HIV epidemic on the labour force
and on all persons of working age are measurable in their
overall impact on economic growth and on employment
growth. The ILO demonstrated in 2004, and again with
more recent data in 2006, that the rate of economic
growth in countries heavily affected by HIV/AIDS has
been reduced by the epidemic’s effects on labour supply,
productivity and investment over the last decade or
more. The ILO found in 2006 that 43 countries lost on
average 0.5 percentage points of their economic growth rate every
year between 1992 and 2004, and, among them, the
31 countries in Sub-Saharan Africa lost 0.7 percentage points of
their average annual rate of economic growth. In this
report, also, the ILO applied a model to estimate the
impact on employment growth and found that the same
43 countries lost on average 0.3 percentage points in their rate of
growth of employment annually over the same period
due to the loss in economic growth. This amounts to an
employment loss of 1.3 million every year. The 31 coun-
tries in Sub-Saharan Africa lost 0.5 percentage points of their aver-
age annual rate of employment growth, equivalent to an
employment loss of 1.1 million per year for Africa alone.

But enterprises, households, families, communities
and economies can benefit if workers with AIDS have
access to effective antiretroviral drug therapy (ARVs).
The ILO model in this report shows, for example, that a
worker with AIDS given treatment in 2004 could have
worked for 34 of the next 54 months on average
worldwide, contributing as a result more than 7 times
the global per capita income to the global economy for
each 12 months the worker survived. Moreover, the
benefit of ARVs would be greater for Africa: the average
worker with AIDS could have survived 36 of the next
54 months, contributing 8 times the per capita income
of Sub-Saharan Africa to the African economy for every
12 months the worker survived.

In reality, even at the current and anticipated rates
of increase in access to ARVs, which are now included
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in population projection models, the HIV epidemic con-
tinues to have a very damaging impact on the labour
force. In 2005, more than 3 million labour force
participants worldwide were partially or fully unable to
work because of illness due to AIDS, and three-quarters
of them lived in Sub-Saharan Africa. Moreover, the
global number of labour force participants unable to
work is expected to stabilize between now and 2020,
and not yet decline, whereas it is expected to continue
to increase in Africa, where slower growth of access to
ARVs is projected.

Access to ARVs is woefully delayed in resource-poor
settings, although there has been some progress in
broadening access just in the last year, 2005. Projections
of labour force participants who will become ill and die
illustrate the expected demand for ARVs that will be
newly arising, as well as allowing the calculation of the
global cumulative demand for ARVs. Even if some of this
demand is met by expanded access to ARVs, the figures
underscore the urgent need to raise access to the very
highest levels to avert the labour force losses otherwise
projected.

For the time being, cumulative mortality losses to the
global labour force are expected to continue to increase
as a result of the impact of the HIV epidemic, from
28 million estimated for 2005 to 45 million projected by
2010, over 64 million projected for 2015, and nearly
86 million anticipated by 2020, despite projected
increases in access to ARVs. Taking account of the global
impact of the epidemic on all persons of working age,
whereas 3.4 million working-age youth and adults died
annually by 2005, the toll is expected to rise to 4.1 million
by 2010, 4.4 million by 2015, and to reach 4.5 million by
2020, even with anticipated increases in access to ARVs.
In developing regions, fewer deaths are expected to
occur in Latin America and the Caribbean, but more
deaths are projected in Asia and Sub-Saharan Africa.

As a result of HIV/AIDS, also, the economic bur-
den to labour force participants and the social burden
to adult household members are expected to continue
to rise due to the combined impact of the illness and
death of workers, especially in Sub-Saharan Africa.
The economic burden on each labour force par-
ticipant is expected to increase globally from 0.5 per
cent to 1.7 per cent between 2005 and 2020, and
from 4 per cent to 7.2 per cent in Sub-Saharan Africa
over the same period. The social burden on each
person of working age will increase similarly, reach-
ing over 1 per cent globally in 2020, and 5.3 per cent
in Sub-Saharan Africa.

The impact of the HIV epidemic is especially flagrant
if one looks at the plight of children and youth, whose
lives, hopes and future are blighted. Directly or indirectly,
HIV/AIDS has life-threatening consequences for children
if they are themselves born with HIV, lose one or both
parents as a result of AIDS, or are exposed to the risk of
HIV in the pursuit of survival, through engagement in the
worst forms of child labour.

The future of the labour force is imperilled by the
epidemic in the worst-affected countries as a result of
these effects on children. This epidemic undermines the
process of human capital formation. Deaths of children
deprive families and societies of their potential con-
tributions, drain their resources, and sap morale. Such
deaths are brutal and de-humanizing. Generations of
surviving orphans do not have the support, guidance
and education they need to gain skills, pursue oppor-
tunities for decent work, and contribute to their
societies and their economies. When children become
orphans, they have already been exposed to the trauma-
tizing experience of watching their parents become
severely debilitated and die. The fact that there are
children engaged in child labour, and children who are
exposed to the risk of HIV in its worst forms in the battle
for survival, contravenes every fundamental principle of
social justice, flagrantly violates the rights of children,
and demeans the human lot.

The sum of the impact of HIV/AIDS on children is
reckoned in bleak statistics: the number of deaths of
children, the number of orphans, the number of children
engaged in child labour, and the number of children not
in school. Nearly 2.3 million children now live with AIDS
worldwide at any time, of whom more than 600,000 die
each year. There are an estimated 15 million orphans in
the world as a result of the death of one or both parents
due to AIDS. In Sub-Saharan Africa alone, there are 12 mil-
lion orphans, and their number is expected to rise to
20 million by 2010. The ILO has estimated that 191 mil-
lion children were working worldwide in 2004, of whom
166 were in child labour, and 74 million performing
hazardous work, without taking account of a further
unknown number who were exploited in the worst
forms of child labour – slavery, trafficking, exploitation in
armed conflict, forced labour, prostitution, pornography,
and illicit activities – that harm the health, safety or morals
of children. Moreover, an estimated 115 million children
were not in school in 2001-2002, and more than a third of
primary school children fail to reach the last grade in
more than 40 countries, which is a basic cause of illiter-
acy, whereas literacy skills are the basic tools to escape
poverty.

But it is youth who as a group are at greatest risk
from the HIV epidemic, for three reasons: young men
and women are entering their working lives and as a
group of workers have the least training and experi-
ence; young people are 2 to 3 times more likely than
older adults to be unemployed; and at the same time,
youth are starting off their adult sexual lives. Further-
more, many youth live in poverty. It is estimated that
200 million young people, or 18 per cent of all youth,
live on less than US$1 per day, and 515 million on less
than US$2 per day.

Youth represent only one quarter of the world’s
working-age population but account for nearly half of its
unemployed. Young people also work in large numbers
in the informal economy, which means they do not
know decent work, are underemployed, work under
precarious conditions and benefit from little or no social
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protection and benefits. Youth experience among the
worst conditions in the world of work. Studies often
show that the majority of men and women who resorted
to the sex industry for their livelihood began sex work in
their teens or early 20s, and that in many parts of
the world the large majority of sex workers are under
25 years of age.

These factors interact with the result that, according
to the most recent data, young people account for half of
all new HIV infections. An estimated 5,000 to 6,000
young persons acquire HIV each day. Moreover, the
majority of young persons who are living with HIV do
not know that they carry the virus, especially in resource-
poor settings. The risks are greater for young women
than for young men, as are the consequences. Surveys
show that the knowledge level about HIV/AIDS is almost
always higher in young men than in young women.

Poverty and HIV/AIDS have jointly significant con-
sequences for their education, skills and employability,
as youth living in households affected by HIV/AIDS
work to support themselves and sick relatives and
siblings, and school attendance becomes much more
difficult. Without access to the education and training
they need, the chances of finding work, especially
decent work, are diminished when youth become
adults. Young people living in AIDS-affected house-
holds often find out only later that decent jobs are
unavailable or beyond their reach because of their
earlier lack of education and training.

Inadequate skills and mismatched skills reduce em-
ployability, which increases the risk of marginalization
and social exclusion for under-educated and under-
trained youth, while it also undermines enterprise
competitiveness. Yet one of the best solutions to social
exclusion and the best forms of prevention against HIV
is decent work, and the best way to access decent work
is through education with the appropriate training and
skills. The challenge is to find alternatives when formal
education and training systems do not reach margin-
alized and disadvantaged youth, including youth who
have dropped out of school, and who may be affected by
HIV/AIDS. Out-of-school training is a very important
means to help youth qualify for jobs, giving oppor-
tunities for education, skills training and micro-credit,
among other interventions. Importantly, out-of-school
structures also make it possible to convey HIV pre-
vention messages and information for youth who are at
high risk, but who are hard to reach. The high risk of HIV
to which disadvantaged youth are exposed calls for
tailored responses from the world of work.

Addressing the impact of child labour on youth un-
employment is crucial to elaborate long-term strategies
both for the elimination of child labour and for the
preparation for entry into the labour market of youth at
the appropriate age, and to elaborate national policies to
reduce youth unemployment. In principle, the removal
of children from child labour requires fostering alter-
native means to encourage the creation of jobs, increase
labour productivity and raise wages for young people, as

well as provision of alternative assistance to the current
generation of children, enabling them to strengthen their
work skills in the long run. Unemployed youth cannot
replace child labour in many cases, but the potential to
re-orient the demand for labour away from children and
towards youth is a compelling priority that cries for
attention and deserves thorough examination.

The objectives of the response from governments to
the impact of HIV/AIDS on children and youth is to
strengthen understanding of all the human rights of
children in the context of HIV/AIDS; to promote the
realization of the human rights of children, in the con-
text of HIV/AIDS, as guaranteed under the Convention
on the Rights of the Child; and to contribute to the
formulation and promotion of child-oriented plans of
action, laws, and policies to combat the transmission
and mitigate the impact of HIV/AIDS at the national and
international levels.

Accordingly the current framework to protect chil-
dren’s rights is comprised of legal instruments that
regulate their lawful entry into the world of work, their
access to education, and their fundamental rights.
Notable are the ILO Convention No. 138 (1973) that
regulates the minimum age for admission to work or
employment, and the ILO Convention No. 182 (1999)
that prohibits and seeks to eliminate the worst forms of
child labour.

Consequently, there is an array of legal protection
that has yet to be forcefully implemented to relieve
children and youth of the extraordinary harm befalling
them due to HIV/AIDS. Whereas efforts are con-
centrated on controlling the epidemic through intense
and comprehensive programmes, including universal
access to treatment, far greater attention must be paid to
protecting and building the human capital of children
and youth which is the foundation for a world with – or
without – AIDS.

These projections for 2006 continue to argue loudly
for comprehensive workplace action against HIV/AIDS,
especially in the developing regions of Africa and Asia.
The ILO upholds the principle and contributes to the
UNAIDS strategy of universal access to antiretroviral
medication (ARVs). Workers will continue to become ill
in large numbers for many years to come, and increasing
numbers of workers will require access to treatment as
those who start treatment survive in larger numbers.
Access to ARVs in the workplace must rise substantially
not only to achieve the increased survival of workers
anticipated by the projections, but to reach beyond
those objectives to achieve truly universal treatment for
all the workers who need it.

To document the benefits to the world of work from
a more vigorous response to HIV/AIDS, notably in
stepped-up efforts to expand access to ARVs, the ILO
presents two new projections in this 2006 report. First,
recognizing the growing will to implement universal
access, the ILO has also projected the potential survival
of labour force participants were they to have universal
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access to ARVs, taking account of different levels of treat-
ment continuation rates. Second, the ILO has projected
the benefits that would accrue from a totally effective
and universally available HIV vaccine.

The ILO projections of access to treatment suggest
that survival of labour force participants will increase
substantially with access to ARVs, and even more so if
their adherence to treatment is high. Assuming that
treatment is initiated in 2006 for all workers with
advanced AIDS and each year new workers are added to
the treatment pool, 2.5 million workers would be alive
globally at the end of 2010 who would otherwise have
died, if 80 per cent of workers continue the treatment
each year, and 3.7 million workers would be alive
globally by the end of 2010 who would otherwise have
died, if 93 per cent of workers continue the treatment
each year. The largest share of benefit from access of
workers to ARVs would accrue to Africa, where 1.8 mil-
lion workers would have survived in 2010 at 80 per cent
adherence, and 2.6 million at 93 per cent adherence.

Similarly, the advent of a vaccine would save many
lives of labour force participants who are not yet HIV-
positive. If universal and fully effective vaccination were
initiated in 2006, 3 per cent of workers’ lives would be
saved after 4 years, by 2010; over 11 per cent of workers’
lives would be saved after 9 years, by 2015; and over
28 per cent of workers’ lives would be saved after
14 years, by 2020. A greater proportion of lives would
be saved in the regions where the epidemic matured (or
is expected to mature) later. In Sub-Saharan Africa,
where many workers are already HIV-positive, the gain
by 2020 will be over 24 per cent of workers who would
otherwise die. In Asia, where the path of the epidemic
implies a later peak, the gain by 2020 will be over 41 per
cent, because it is still possible to prevent the trans-
mission of HIV to a large proportion of the labour force
currently projected to become HIV-positive.

The projections suggest that an intervention such as
instantaneous, universal and effective vaccination would
contribute substantially to stemming losses to the
global labour force that are projected to occur because
of the path of the epidemic. The intervention would
especially benefit the regions with later epidemics, and
women where much of the growth in heterosexual
transmission still lies ahead. Nevertheless, the inter-
vention cannot have an effect on stemming the inevit-
able losses to the labour force that are the inherent
result of HIV transmission that has already occurred.
The negative momentum of the epidemic is now so
great that even with effective intervention over 70 per
cent of the labour force losses currently projected may
come about globally by 2020, notwithstanding in-
creased access to ARVs. To save those lives, a more un-
compromising and deliberate path to universal access to
ARVs must be forged without delay and without reserve.

In sum, the vaccination scenario comprises one crit-
ical part of the most optimistic scenario for the labour
force. The other critical parts of the optimistic scenario
are intensification of prevention to control the number
of workers becoming HIV-positive worldwide – most
particularly in regions where much of the epidemic and
HIV transmission lie ahead – and fundamental, rapid
expansion of access to treatment for the millions already
living with HIV.

These new analyses show clearly that both preven-
tion and treatment can bring significant benefits to the
global labour force and the world of work, even if
prevention is too late for millions of persons already
living with HIV. At least there is hope for the future for
persons already living with HIV. Each labour force life
preserved represents a potential productive gain for
enterprises, the public sector – in particular health, edu-
cation, and public services more generally – the house-
hold and the family, especially children, as well as
recognition of the fundamental rights of each and every
working man and woman.
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Introduction

This report provides estimates by the ILO of the impact
of HIV and AIDS on the labour force, men and women
of working-age, youth and children in a set of tabu-
lations presented at the end in Main tables 1 to 11. The
estimates and projections in these tables are based on
three types of data. The most readily available data are
the population base by age and sex from the United
Nations Population Division; HIV prevalence estimates
from UNAIDS and WHO; and regular updates of global
estimates of labour force participation from the ILO.
Second, the new measures developed to illustrate the
impact of HIV/AIDS on the world of work and first
utilized in HIV/AIDS and work: global estimates,
impact and response 2004, were applied to the new
2006 data. Finally, measures were elaborated on the
basis of new dimensions of the HIV epidemic – notably
access to antiretroviral therapy, and hypothetical advent
of an HIV vaccination – to illustrate their potential
benefits in the world of work.

This report is designed to offer a full update of glo-
bal estimates of the impact of the HIV epidemic on the
world or work. In addition, the report focuses on
the critical plight of children and young people caught
in the epidemic who seek to survive in dignity and hope
with dying parents, and to cope with orphanhood,
inadequate schooling, child labour and youth unem-
ployment in the midst of relentless poverty.

The opening chapter provides an overview of the
information conveyed in the Main tables, covering
the impact of HIV/AIDS on the labour force, the
working-age population, and on youth and children in
reference to the world of work, and offering a summary
of key observations (Chapter 1). Next, the report ex-
plores two important economic issues: the damaging
impact that HIV/AIDS has had on employment growth,
flaunting efforts to address poverty eradication through
job creation and access to decent work, and the potential
benefits of antiretroviral therapy for workers living with
HIV and AIDS (Chapter 2). In Chapter 3, the report
provides an overview of the consequences of HIV/AIDS
for children in the world of work: the epidemic propels
them into labour too early, and robs them of the time and
skills to prepare for a life of decent work. The harmful
effects of the epidemic on youth are reviewed in
Chapter 4, highlighting the extraordinary risk of ex-
posure to HIV of large numbers of unemployed youth in
resource-poor settings. Finally, Chapter 5 presents the
array of legal protection that has yet to be forcefully
implemented to relieve children and youth of the
extraordinary harm befalling them due to HIV/AIDS.
Whereas all efforts are concentrated on controlling the
epidemic through intense and comprehensive pro-
grammes, including universal access to treatment,
attention must be paid to protecting and building this
human capital which is the foundation for a world with
or without AIDS.
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A note on HIV prevalence estimates

Since the publication of HIV/AIDS and work: global estimates, impact and response 2004, UNAIDS and WHO
updated procedures for the estimation of HIV prevalence and published new estimates, and the United Nations
published new population estimates and projections that take account of AIDS mortality and the benefits of
antiretroviral treatment.

The most recent HIV prevalence estimates appear in the 2006 Report on the global AIDS epidemic (UNAIDS,
2006b). In several countries, the estimates show a decline in HIV prevalence relative to the levels reported in 2005.
In most cases, the decline is apparent, being largely due to the revised methodology and estimates. In a few cases,
however, genuine decline is the more likely explanation (for example, Kenya, Burkina Faso and Zimbabwe in
Africa).

As a result, the HIV prevalence levels implicit in the population projections of the United Nations for
populations with AIDS utilized in the Main tables of this report may show discrepancies with the 2006 UNAIDS
estimates, because they were prepared in the interim (United Nations, 2005a). In a few cases – for example,
Botswana, Burkina Faso, and Benin – the prevalence estimates may be substantially different. These differences
will be observed at the level of the data for the individual countries, but are imperceptible at the regional and
global levels, because of low population weight overall.

Similarly, the mortality impact on working-age persons estimated by the ILO on the basis of the United
Nations’ projections (3.4 million) appears slightly higher than the most recent UNAIDS/WHO estimate of deaths
in 2005 that appeared in 2006 (range of estimates 2.4-3.3 million). The difference in mortality is partly due to the
reduction in HIV prevalence in some countries and is indicative of the opportunities that lie ahead, and of
the benefits that will accrue and become more visible as prevalence rates decline further.

The HIV prevalence estimates provided in HIV/AIDS and work: global estimates, impact and response
2004, should not be directly compared with the HIV prevalence estimates provided in this report, for example,
to draw conclusions about trends over time. This report for 2006 should be read as a stand-alone overview of the
current impact of HIV/AIDS in the world of work.
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Chapter 1. Global estimates: overview of Main tables

By 2005, HIV prevalence in the 60 countries of the world
most affected by the epidemic is estimated to have
ranged from under 1 per cent to well over 30 per cent.
The majority of countries affected are still for the most
part in Africa, which has a regional average HIV
prevalence of 6.4 per cent in adults 15 to 49 years, well
above the global average of 1.4 per cent. The regional
averages for the two other most affected developing
regions – Latin America and the Caribbean, and Asia –
are below 1 per cent.

The estimated HIV prevalence in the adult popu-
lation in the 60 countries affected is presented for each
country in alphabetical order by region in each Main
table, and all other data in the Main tables are provided
in that order.1 Main tables 1 to 11 address HIV in relation
to a number of issues central to the world of work. For
each Main table, a summary table presents the regional
average HIV prevalence weighted by population for the
regions of Sub-Saharan Africa, Asia, Latin America and
the Caribbean, and for countries from the more
developed regions, as well as a summary by region of
the other information in the Main table, wherever
appropriate. The sources for the estimates, projections
and other data in the Main tables and their summaries
are provided in the section technical notes at the end of
the report. The range of consequences of HIV/AIDS is
explored and discussed in Chapters 2, 3, and 4.

Main table 1: Basic data on HIV/AIDS, the labour force, 
population, age groups and dependency

Main table 1 sets out estimates of basic aspects of the
population and the labour force in relation to HIV/AIDS.
The table is included to provide background demo-
graphic information on all the countries, such as basic
data on the dependency ratio for each country that is
utilized for the estimation of the added economic and
social burden due to the illness and deaths caused by
HIV/AIDS (see Main tables 8A, 8B, and 8C).2

In addition, the table presents the ILO’s estimates of
the labour force of men and women aged 15 to 64 years
living with HIV/AIDS. The labour force refers to the sum
of persons who are economically active – which en-
compasses all persons in paid employment, gainful self-
employment, or unpaid family work – and who are avail-
able and seeking work. The labour force is quantified
by summing the products of labour force participation

rates estimated by the ILO for each age and sex group
and the population weights of those groups.

According to the estimates shown, between 24 and
25 million labour force participants aged between 15
and 64 years were living with HIV or with AIDS world-
wide in 2005 (24,560,000 workers). The vast majority –
nearly 67 per cent – lived in Africa, and the proportion
would be higher if labour force participation rates were
greater in Africa. Globally, 41 per cent of the labour force
participants living with HIV are women, and in Africa an
even higher proportion – 43 per cent – are women.

There are more than 1 million labour force par-
ticipants aged 15 to 64 years living with HIV/AIDS in five
countries: Mozambique (1.4 million), Nigeria (1.8 mil-
lion), South Africa (3.7 million), the United Republic of
Tanzania (1.2 million) and Zimbabwe (1.1 million). In
contrast, more than a million labour force participants
are estimated to be living with HIV/AIDS in only one
country outside Africa, in Asia (India has an estimated
3.9 million persons living with HIV/AIDS).

To the extent that labour force participation is more
difficult to measure in countries that have large informal
economies, which is the case for many countries
affected by HIV/AIDS, there are no clear boundaries
between persons defined as economically active and
those who are not. It can be assumed in most such
settings that all adults and most youth work; they are
economically active and contribute in some measure,
even if the sustenance or livelihood they provide cannot
be easily characterized or measured in conventional
economic terms. This is especially true in the case of
women.

Based on this approach, new estimates made by
UNAIDS and WHO of all adults 15 years and over living
with HIV provide a ready global estimate of 36.3 million
working-age persons living with HIV. This implies that
over and above the estimated 24.6 million labour force
participants who are living with HIV/AIDS, there are
nearly 12 million more persons who are engaged in one
form or another of productive activity, who are
therefore economically productive to some degree and
are living with HIV/AIDS.3

... over and above the estimated 24.6 mil-
lion labour force participants who are living
with HIV/AIDS, there are nearly 12 million more
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persons ... engaged in one form or another of
productive activity ... and living with HIV/AIDS.

These two estimates – 24.6 million labour force par-
ticipants and 36.3 million working-age persons living
with HIV/AIDS – are the basis for the ILO’s sustained
concern for the issue of HIV/AIDS in the world of work.
The ILO’s attention to HIV/AIDS is directed to all the age
groups of the labour force and to the population of
working age of both sexes. This means that young men
and women of 15 to 24 years are encompassed by its
concern, and these are the population groups which
globally have among the highest rates of new HIV
acquisition, yet they represent the immediate future of
the world’s labour force aged between 25 and 64 years.

Immediately behind youth, the global population of
children is growing up and needs unfettered access to
education to create the next waves of the labour force.
Yet that population is already affected by HIV/AIDS –
either directly through transmission at birth, or in-
directly because they are living with the consequences
of the illness and death of their parents and guardians.
The children under 15 years living in the 60 countries
most affected by HIV/AIDS number over 1 billion, and a
one third of them – over 300 million children – live in
the most affected countries in Sub-Saharan Africa. The
consequences for youth and for children of the HIV/
AIDS epidemic are discussed in Chapters 3 and 4.

Main table 2: Estimated economic impact of HIV/AIDS: 
economic growth lost and employment growth forfeited, 
and estimated labour productivity gains attributable
to antiretroviral therapy

In 2004, the ILO presented estimates of the impact of
HIV/AIDS on economic growth – notably on the rate of
growth of GDP and GDP per capita in per cent and in
$US terms that was forfeited due to the epidemic – in 47
countries that were among the most highly affected and
for which there were data at the time.

In the first part of Main table 2, the ILO provides an
update of that economic analysis, coupled with new
findings that underscore the impact of the epidemic on
employment. The annual loss in the rate of growth of
GDP that was attributable to HIV/AIDS for the period
1992-2004 was used to estimate the average annual rate
of growth of employment forfeited that was attributable
to the epidemic over the same period. The employment
forfeited is central to the ILO’s concerns, and to the
important role of access to decent work in poverty
eradication. The table furthermore presents estimates of
the forfeited employment in absolute numbers. The
table is further explained and discussed in Chapter 2.

The table indicates that the employment growth
forfeited in Sub-Saharan Africa is likely to have been on
the scale of 1 million jobs 4 on average per year over the
period studied, as a result of losing economic growth to
HIV/AIDS. The losses in Sub-Saharan Africa are by far the
most damaging, not only because it is the region hardest
hit by HIV/AIDS, but also because employment in Africa

is highly elastic in its response to changes in economic
growth, and losses in the rate of economic growth of
even small magnitude make a large difference.

Accordingly, the contribution of Africa’s loss to the
global loss in employment is the largest, accounting for
over 80 per cent of employment growth forfeited
worldwide. Asia accounts for 8 per cent of lost growth
in employment, and Latin America and the Caribbean
for 7 per cent.

The loss in employment is a critical hardship for the
entire labour force, but it is especially damaging to
children and youth in a world with HIV/AIDS, because
both employers and households resort to child labour,
as a substitute for providing decent work and when
household resources are tight as a result of the epi-
demic. This harms children because its worst forms
include the sexual exploitation and prostitution of chil-
dren that directly exposes them to HIV. It harms youth
who need to find decent work when they are ready to
enter into their working lives; in the absence of employ-
ment opportunities, they are compelled by need to
accept work that may be degrading, dangerous or dirty,
including the worst forms of labour and exposing
themselves to sexual exploitation and the risk of HIV.
These issues are addressed in Chapters 3 and 4.

The second part of Main table 2 shows the bene-
ficial economic effects of access to treatment with
antiretroviral drugs (ARVs) according to three scenarios,
which are also explained and discussed in Chapter 2.
The overall outcome was found to be positive and
encouraging. Even if the average worker manages to
work only half as much as she or he did earlier once on
ARV treatment (see least favourable scenario), there are
measurable gains in months per worker, and in the
productivity of the worker in dollar terms due to his or
her survival thanks to treatment. If the worker is able to
fully regain his or her ability to work, the gains can be
counted in years, and largely exceed the national
income per capita in dollar terms because members of
the labour force make the largest contribution to
national income in each economy, and antiretroviral
therapy safeguards that contribution.

The survival of labour force participants is critical to
preserving economic growth and achieving sustainable
development, but it is also fundamental to the wellbeing
and healthy development of their children, who rely on
them for guidance, education and material support. The
estimated productivity gained due to ARV treatment
represents an enormous collective income for house-
holds with children as well as a contribution to the econ-
omy. In the absence of that income, a commensurate
number of children will become impoverished, lose
access to school, and have to seek work to survive,
thereby facing the risk of child labour. Similarly, youth in
affected households otherwise face the risks of early
school-leaving, precociously taking on adult responsibil-
ities, and falling on default choices that expose them to
HIV transmission, including sexual exploitation, and
labour associated with abuse and violence. These issues
are further addressed in Chapters 3 and 4.
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Main table 3: Children: projected mortality,
latest school enrolment, experience of HIV/AIDS
and labour of children, and HIV/AIDS prevalence
of the parental/guardian generation

Main table 3 displays a range of relevant information on
children under 15 years, including their mortality, school
enrolment, direct and indirect exposure to HIV/AIDS,
and exposure to child labour. The toll of HIV/AIDS on
children has several dimensions: the numbers of chil-
dren living with HIV, the numbers of children who are
dying, and the numbers of children who are orphaned or
caring for dying parents. A widely shared concern for
these childhood destinies is clearly central to the analysis
presented in this report. The situation of children is also
viewed, however, against the backdrop of their access to
education and their exposure to the world of work,
which are specific concerns of the ILO. The impact of
the HIV epidemic is manifest as a restraining influence
on children’s access to school and a driving influence on
children’s premature entry into work, particularly in Sub-
Saharan Africa. These issues are discussed in Chapter 3.

UNAIDS estimates that about 2.3 million children
were living with HIV/AIDS worldwide in 2005, and the
table shows that the country estimates of numbers of
children living with HIV/AIDS for the 60 worst-affected
countries included in this report total over 2.1 million,
representing the bulk of the global problem. Children do
not survive AIDS very long without treatment, and the
annual death toll for children is staggering, having
reached 600,000 in 2005. Among the total deaths esti-
mated for all children under 15 years, half are deaths of
children under 5 years. It is thus estimated that nearly one
third of children living with AIDS are dying every year at
present, 80 per cent of them in Sub-Saharan Africa.

Children have nevertheless benefited to some de-
gree from access to antiretroviral treatment in the last
few years. The most recent reports of ARV coverage
indicate that about 810,000 persons were receiving
ARVs by December 2005 in Sub-Saharan Africa, of whom
about 7 per cent were children.5 Accordingly, 57,000
children were receiving treatment in 2005, which is
equivalent to about 3 per cent of the total 1.9 million
children living with AIDS in Sub-Saharan Africa.6 If the
number of children treated is compared to the numbers
of children estimated to have died of AIDS in Africa in
2005 – about 487,000 children – the equivalent pro-
portion treated approaches 12 per cent. This would
indicate that with current treatment levels, the death toll
may still exceed 400,000 children in 2006, unless very
vigorous expansion of access to ARVs takes place, and
there are determined efforts to include children.

HIV/AIDS is also life-threatening to children because
millions of parents die as a result of AIDS each year. The
number of orphans is estimated to be 12 million in Sub-
Saharan Africa alone. The damage that parental loss
inflicts in the short and the longer term is explored in
Chapters 3 and 4. Of particular concern to the ILO
constituents are the wide-ranging harmful effects of
orphanhood on the growth of human capital and
expansion of access to decent work, because orphans

lose access to education and to schooling, become under-
skilled and underemployed workers, and can be ex-
ploited in child labour.

Accordingly, Main table 3 presents estimated pro-
portions of children working for all the countries in
which the ILO’s International Programme for the
Elimination of Child Labour (IPEC) and its Statistical
Information and Monitoring Programme on Child
Labour (SIMPOC) has conducted surveys and assess-
ments. In addition, data are presented for the countries
under study where other surveys have produced similar
data, after having been adjusted for comparability.7 Also
presented are the estimated proportions of working
children who work only, and those who both work and
attend school.

Large proportions of children under 15 years are
working worldwide. Furthermore, the data in Main
table 3 indicate that whereas the proportion of children
who work and only work (without access to school) is
high globally, a large proportion of children who are
working are also enrolled in school. Many working
children combine school and work: in 10 of the
38 countries, 80 per cent and more working children
attend school, and in 20 countries 50 per cent or
more attend school. Generally, the proportion of
children attending school is greater where the overall
proportion of children working is lower. For example,
in only 4 of the 10 countries with the largest proportions
of children working and attending school – Cambodia,
Guyana, South Africa and Togo – are there high
proportions of children working overall (range 23 to
52 per cent), whereas the proportions of working
children in the 6 remaining countries with high pro-
portions at school have a far lower range (2 to 14 per
cent). On the other hand, in 11 of the 13 countries
where 40 per cent or more children work, a minority of
working children attend school (the exceptions are
Cambodia in Asia and Togo in Africa).

Consequently, even if many children who are work-
ing also apparently have access to school, there are
nevertheless 40 per cent or more children working and
only working in 60 per cent of the countries affected by
the HIV/AIDS epidemic; they comprise 23 of the
38 countries affected by the epidemic and 21 of them
are in Sub-Saharan Africa (the other two are India and
Honduras). The African region not only has among the
highest proportions of children working, but it is also
the region where working children who also attend
school are more often in a minority when compared to
other regions, even where the overall proportion of
children working is at similar levels.

It is also possible to delineate the sectors in which
children work on the basis of some of the surveys
available, although the data are unadjusted and are not
displayed in the Main table. Table 1 below shows that in
15 of the 16 countries for which there are data, most
children work in agriculture. The distribution of work-
ing children by sector varies, however, according to
their sex. In Brazil, Ghana, Guatemala and Honduras, for
example, the proportion of working girls in agriculture
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is smaller than that of working boys, whereas the pro-
portion of girls working in manufacturing is greater than
of boys. In most countries, the proportion of working
girls in manufacturing is greater than the proportion of
boys, with the notable exception of Kenya. Similarly, in
most countries the proportion of working girls in ser-
vices is the same as, or greater than the proportion of
working boys, with the notable exception of India.

Estimates of the numbers of children working in the
60 countries under study were derived from the pro-
portions of working children given in Main table 3 and
are presented in Chapter 3. Furthermore, the nature
and extent of children’s work and its implications for
future human capital, access to decent work, and
prospects for sustainable development are discussed in
Chapters 3 and 4.

Main table 4: Youth: estimated impact of HIV/AIDS, 
demographic aspects, legal ages, labour force 
participation, and education and training

Main table 4 complements Main table 3 for children and
provides a range of information on youth that is relevant
to their place in the world of work in the context of
HIV/AIDS. The table first presents the newly available
UNAIDS estimates of HIV prevalence rates in young men
and young women in Sub-Saharan Africa, as well as the
rates in young pregnant women in capital cities where
available. The rates for young men and women aged 15

to 24 years show clearly the higher prevalence rates
estimated for young women, which are in many cases
several times greater than the rates in young men. The
prevalence rate for young women is more than twice
that for young men across the region, with the one
exception of Madagascar, where the prevalence in
young men is twice the prevalence in young women,
and the United Republic of Tanzania, where prevalence
in young women is less than one and a half times the
prevalence in young men. At the extreme, in Ghana and
Kenya, the prevalence rate in young women is esti-
mated to be more than 5 times the rate in young men.

The table then provides basic demographic inform-
-ation on youth, including their numbers in 2005, and a
measure of the average age at marriage of young women
(singulate mean age at first marriage, or SMAM) for the
latest available year, which ranges widely, from 1986 to
2001, according to country, and is therefore provided as
background only.

Next, the table presents the legal ages at status
changes in the 60 countries that are most affected by
HIV/AIDS. These include the age at the end of com-
pulsory schooling, the age of sexual consent where
available, the minimum age at marriage, and the legal
minimum age in order to work. These data display the
legal framework that defines the transition from child-
hood to adulthood in the areas of schooling, marriage
and work, which generally takes place in late ado-
lescence. The age at majority is not shown, because in--

Table 1. Working children by sector, selected countries in Sub-Saharan Africa, Asia, and Latin America
and the Caribbean, various years

Country
(in alphabetical 

order)

Year Distribution of working children aged 7 to 14 years by sector*

Agriculture Manufacturing Services

Boys Girls Boys Girls Boys Girls

Angola 1995   5.7   7.9   6.2   8.4 82.4 79.9

Brazil 2003 64.3 49.8   6.5   9.1 26.8 40.9

Burkina Faso 1998 98.0 98.2   0.6   0.5   1.3   1.2

Cambodia 2001 78.5 73.6   4.7   5.4 15.7 20.4

Cameroon 2001 90.4 86.3   1.9   2.3   5.1   8.8

Ethiopia 2001 96.5 88.7   0.5   2.8   2.5   6.2

Ghana 2000 81.0 59.1   4.5   7.6 13.8 32.0

Guatemala 2000 74.5 39.8   5.9 20.1 14.7 40.0

Honduras 2002 73.6 19.8   5.9 24.4 18.6 55.7

India 2000 70.5 76.7 10.0 15.4 15.9   6.5

Kenya 1999 87.3 74.4   2.5   0.3   8.8 25.3

Madagascar 2001 94.1 93.9   0.6   1.4   2.0   2.9

Namibia 1999 91.5 91.7   0.4   0.4   8.1   8.0

Tanzania 2001 83.5 73.1   0.1   0.2 16.3 26.7

Uganda 2002 94.3 92.3   1.5   1.3   3.2   6.0

Zambia 1999 92.7 88.1   0.3   0.8   6.6 11.0

*May not total 100 per cent for either or both sexes, as residual proportions are in other sectors of work (not shown).
Source: UCW, 2006.
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creasingly there is little variation between countries
around the 18-year mark.

Clearly the legal framework is only one backdrop to
the conduct of daily life, and actual behaviour is
influenced by a range of economic, social and cultural
considerations. Nevertheless, to the extent that the legal
framework is an expression of societal norms and serves
as one guide to behaviour, some interesting observ-
ations can be drawn. For example, for young women in
the 21 countries where both an age of sexual consent
and a minimum age at marriage are provided, in
13 countries the age of sexual consent precedes the
minimum age at marriage; in 6 countries, the ages are
the same; and in two countries, surprisingly, the
minimum age at marriage is lower than the age of
consent. To the extent that such ages are defined by
different legal instruments and arose at different epochs,
such discrepancies are understandable. It may be useful
to countries, nevertheless, to examine these types of
questions, which can give rise to valuable discussions
regarding the norms and values of the society with
respect to the transition of young persons into adult-
hood. Such discussions can serve to build the foun-
dation to achieve national stakeholder consensus with
respect to policies to address HIV/AIDS in youth.

Similarly, among the 34 countries with data on age
at the end of compulsory schooling and minimum age at
marriage, young women can legally marry between 1
and 8 years after compulsory schooling in 25 countries,
most frequently 2, 3 and 4 years afterward, and can
legally marry at the same age as the end of schooling in
a further 5 countries. In an ideal situation, later marriage
would mean that the young women are able to prolong
their education beyond the compulsory school years. In
resource-poor settings, however, few such educational
opportunities are available or pursued, and logically
young women enter the world of work in largest
numbers at that point, if they have not already done so.
A glance at the singulate mean age at marriage, although
not a reflection of the most recent trends in the age at
marriage, suggests that marriage is still being pursued as
an option at a young age (it is also likely that in many
countries, measurable proportions of young women are
marrying under the legal minimum age). Finally, in as
many as 4 of the 34 countries, the minimum legal age at
marriage is lower than the legal school-leaving age by 1,
2 or 3 years, and in these cases, it is likely that a dis-
cussion on the discrepancy and alignment of minimum
ages, in particular for young women, could serve a
useful normative purpose.

Data available for 40 countries make it possible to
look at the transition from school-leaving to work, by
comparing the age at the end of compulsory schooling
and the minimum age at work, and this comparison also
yields a range of situations. In one third of countries
(14 countries) the legal minimum age to work is 1 to
4 years older than the end of compulsory schooling.
This implies that children are expected in principle to
continue in school or training beyond the school-leaving
age before they can legally enter the world of work as
young men and women, or that they are subjected to an

enforced period of idleness. Yet many of these countries
are resource-poor, which points to the probability that
many children are in reality entering the world of
work prematurely. In another one third of countries
(13 countries), the school-leaving age and legal age at
work are aligned, more often at 14 (5 countries) or at 15
(5 countries) than at 16 (3 countries) years. In the final
one third of countries (13 countries), the legal minimum
age in order to work precedes the legal school-leaving
age by 1 or 2 years. This observation lends support to
assessments that in many resource-poor settings chil-
dren are in reality at work full time when they should be
at school, and underscores the urgent need to address
the global issue of child labour, explored in detail in
Chapter 3 and underlined in Chapter 5 below. Although
the problem of child labour derives in small measure
from such discrepancies in national legal frameworks,
they are nonetheless standard-setting, and it may be
useful for stakeholder discussions to take place on how
they arose, their implications for addressing underage
work in the context of HIV/AIDS, and the potential to
revise them.

The remaining columns of Main table 4 display the
labour force activity rates for youth against the back-
drop of their levels of literacy and school enrolment.
The data in the table point to the high levels of labour
force participation in many countries – even for 15 to 19
year-olds, and the great variability in access to upper
secondary education, which ranges in Africa alone from
under 20 per cent in 15 countries to better than 50 per
cent in 2 countries. These columns also show the range
in estimated literacy levels, which are most often lower
for young women, in particular where literacy rates are
low overall.

These observations and the range of issues concern-
ing the high risk of exposure to HIV/AIDS of youth are
explored in Chapter 4, and the legal and policy frame-
work is reviewed in Chapter 5.

Main tables 5A and 5B: Estimated and projected impact 
of HIV/AIDS on the labour force due to Stages III and IV 
of AIDS

Main tables 5A and 5B show the impact of HIV/AIDS on
the labour force at four points: in 2005, 2010, 2015 and
2020. The tables illustrate the impact of the loss of
capacity to work due to the physical (and mental)
deterioration that AIDS causes prior to death. In the
absence of treatment, persons living with HIV become
unable to work at some point after the onset of AIDS
symptoms. The inability is at first intermittent and then
increases until persons living with AIDS are entirely
unable to work.8 In most settings, persons living with
HIV/AIDS cease to be economically active, drop out of
the labour force as a result, and eventually lose all
capacity for productive activity, including in the in-
formal economy and in the home.

In HIV/AIDS and work: global estimates, impact
and response 2004, the ILO had presented the impact
of AIDS according to three durations for partial and full
inability to work. As the analysis was being carried out
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and presented for the first time, the intention was to
fully document the phenomenon taking account of the
variability in survival after onset of AIDS cited in
the literature available in the early 2000s. At the
outcome of the exercise, it became clear that
the differences were not great overall. The shortest
duration was closest to the consensus emerging from
successive meta-analyses of the data available on
survival after onset of AIDS, prior to the advent of
effective antiretroviral therapy. Accordingly, a single
duration of 12 months was selected to illustrate the
impact as clearly and succinctly as possible.

The selected duration of 12 months of survival from
diagnosis of AIDS comprises a 9-month period for
clinical Stage III of HIV and AIDS, with consequent
partial inability to work, and a 3-month period for
clinical Stage IV entailing complete inability to work.9

This approach results in a survival duration in the
absence of treatment that is, moreover, consistent with
the mortality assumptions underlying the United
Nations’ most recent revision of world population
prospects. In their projections, the United Nations
assumes that mean survival after progression to AIDS is
1 year in the absence of treatment.

A second major feature of the labour force pro-
jections in Main tables 5A and 5B is that increased
survival due to access to antiretroviral medication
(ARVs) is incorporated into the mortality projections
that underlie them. Access to ARVs is expected to rise to
a national coverage rate ranging between 40 and 85 per
cent, depending on the coverage estimated by WHO at
the end of 2004 in each case.

Access to ARVs is woefully delayed in resource-poor
settings, although there has been some progress in
broadening access, especially in 2005. The most recent
reports of coverage indicate that about 810,000 persons
were receiving ARVs by December 2005 in Sub-Saharan
Africa, the region with by far the greatest demand for
treatment. This amounted to 1 in every 6 persons who
needed treatment receiving the medication. The
average proportion of all persons receiving ARVs who
are children was estimated to be about 7 per cent (range
3 to 11 per cent in 14 Sub-Saharan countries). This
indicates that about 750,000 persons of working age
were receiving ARVs in the region, somewhat fewer
than 1 in 6 of all persons in need of treatment (1 per
6.5 persons).

This number of working-age persons with access to
ARVs is actually greater than the number of labour force
participants estimated by the ILO to have become fully
unable to work in Sub-Saharan Africa in 2005 (about
592,000 in Main table 5A Summary).10 The labour force
is, however, only a portion of the total adult population
in the region (under 69 per cent in 2005 and 2006).
Also, it cannot be assumed that eligibility criteria are
perfectly met in access to ARVs and that consequently
the sickest workers are receiving treatment. Moreover,
an unknown proportion of persons who are partially
unable to work are eligible and should already have
access to ARVs.

Indeed, just as the mortality of workers has been
beneficially influenced by the advent of ARVs, it can be
assumed that a number of workers who are in Stages III
and IV and have become partially or totally unable to
work will also benefit from treatment. In many cases
they will regain their ability to work, even if as yet little
is known about the return to physical activity and work
of persons treated with ARVs, particularly in the African
context.

Consequently, the projected number of labour force
participants who are partially and fully unable to work
represents the projected demand for ARVs from
workers that will arise up to the horizon of 2020. If the
numbers of workers entering Stages III and IV were
calculated by year and cumulated over the entire
projection period, the total would provide an estimate
of the total cumulated demand for treatment from
labour force participants by 2020. Calculating such a
hypothetical number of workers – which would exceed
55 million according to current projections – would
entail a series of difficult assumptions. They include that
all workers from now on have access to ARVs and show
high compliance with and adherence to the treatment
regimen, that mortality due to other causes as well as to
AIDS itself will gradually improve throughout the period
(at neither slower nor faster rates than those projected
by the United Nations in 2005 for the moment), and that
the path of the epidemic will follow current expecta-
tions (in particular with respect to levels of prevention,
and feedback effects on future HIV transmission of wide-
spread access to treatment).

In view of the weakness of such projections, it is in-
appropriate to extrapolate long-term cumulated
demand from the labour force for ARVs. Nevertheless, it
remains that Main tables 5A and 5B show the levels of
demand for ARVs newly arising between now and
2020. Some proportion of that demand will un-
doubtedly be met by the expansion of access to ARVs,
and it is urgent that access should rise to the highest
levels possible in order to avert the labour force losses
that are projected at the currently anticipated rate of
increase in ARV access (see Main table 6 below).
Furthermore, even if long-term projections of cumu-
lated labour force demand for ARVs are not now
feasible, Main tables 9A and 9B below display pro-
jections of the 5-year survival of labour force
participants in Stage IV of AIDS. They are designed to
illustrate the potential gains from widespread access
to treatment in the world of work over a manageable,
short-term horizon.

Against this background, Main table 5A shows that
by 2005, over 800,000 labour force participants
worldwide were at any time fully unable to work, most
of them in Africa. Altogether, 3.2 million labour force
participants were already either partially or fully unable
to work in the 60 countries of the world most affected
by the HIV epidemic, and they represent the large
majority in need of ARV therapy.

Taking account of increased survival and projected
increases in ARV coverage, the number of labour force
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participants who become either partially or fully unable
to work and who will require ARV treatment is ex-
pected to rise to about 3.9 million in 2010 and thereafter
to stabilize at about 4.1 million in 2015 and 2020 (Main
tables 5A and 5B).

Owing to differences in their HIV epidemics and
projected ARV coverage, there are substantial dif-
ferences by region. In Sub-Saharan Africa, the number of
labour force participants newly unable to work is
expected to increase, albeit at a slowing rate, until 2020.
This projection is based on a combination of four
factors: the path of the HIV/AIDS epidemic; population
growth; anticipated changes in labour force par-
ticipation rates; and slow growth in access to ARVs. In
Asia, similarly, the number of labour force participants
unable to work is expected to increase, but substantially
less rapidly between 2015 and 2020. In Latin America
and the Caribbean, the number of labour force
participants who become partially or fully unable to
work is expected to drop by 14 per cent between 2005
and 2020, notwithstanding a rise between 2010 and
2015 due to the path of the epidemic, especially in the
Caribbean countries. Similarly, even though there will
be increases in the countries of developed regions –
notably in the Russian Federation and Ukraine where
increases would persist from 2005 to 2015 due to the
anticipated path of their epidemics – they are expected
to see an overall decline of about 10 per cent between
2015 and 2020 in the number of labour force
participants becoming either partially or fully unable to
work.

These projections continue to argue loudly for com-
prehensive workplace action against HIV/AIDS, espe-
cially in the developing regions of Africa and Asia. The
ILO upholds the principle and contributes to the
UNAIDS strategy of universal access to antiretroviral
medication (ARVs). Workers will continue to become ill
in large numbers for many years to come, and increasing
numbers of workers will require access to treatment as
those who start treatment survive in larger numbers.
Access to ARVs in the workplace must rise substantially
not only to achieve the increased survival of workers
anticipated by the projections, but to reach beyond
those objectives to achieve truly universal treatment for
all the workers who need it.

Workers will continue to become ill in large num-
bers for many years to come, and increasing
numbers of workers will require access to
treatment as those who start treatment survive in
larger numbers. Access to ARVs in the workplace
must rise substantially not only to achieve the
increased survival of workers anticipated by
the projections, but to reach beyond those ob-
jectives to achieve truly universal treatment of all
the workers who need it.

The benefits to labour productivity of access to ARVs
in each country affected by HIV/AIDS are estimated and
discussed in Chapter 2.

Main table 6: Estimated and projected cumulative 
mortality losses to the labour force as a result of HIV/
AIDS, and equivalent proportion of the labour force

Main table 6 shows the progressive labour force losses
of men and women due to HIV/AIDS mortality between
2005 and 2020. The effects of mortality on the labour
force are direct when workers die as a result of HIV/
AIDS. Mortality has indirect effects that also cause losses
to the labour force, and the data in the table include lost
labour force participants who were never born because
their possible parents died prematurely of AIDS.

Another feature of the table is that, as is the case for
Main tables 5A and 5B, the labour force projections
incorporate increased survival due to access to ARVs,
with coverage rising to between 40 and 85 per cent,
depending on the coverage estimated by WHO at the
end of 2004 for each country.

As successive generations of persons living with
HIV become ill with AIDS and die, the total death toll
relentlessly cumulates. By 2005, nearly 28 million
economically active men and women had died since the
onset of the HIV epidemic, among whom it is estimated
there were 17 men for every 10 women, and 19 persons
from Sub-Saharan Africa for every 8 persons living
elsewhere in the world. The toll in Africa was already
exceptionally large by 2005: the Central African
Republic, Namibia, South Africa and Uganda had lost
about 10 per cent of their labour forces; Lesotho,
Malawi and Zambia had lost between 12 and 16 per
cent; and Botswana, Swaziland, and Zimbabwe had lost
about 20 per cent. These losses are estimates of the
actual situation, given that these deaths have already
occurred.

Moreover, even with increased survival due to
increasing coverage of ARVs, the total number of labour
force losses is projected to reach 45 million by 2010 –
fewer than four years from now – and 31 economically
active men and women will be lost to Africa for every 14
lost to all the other regions. At that point, unless access
to ARVs has increased more rapidly than now
anticipated, Botswana and Swaziland will have lost more
than 30 per cent of their labour force; Lesotho and
Zimbabwe about 25 per cent; the Central African
Republic, Malawi, Mozambique, Namibia, South Africa,
Uganda, the United Republic of Tanzania, and Zambia
between 11 and 19 per cent; and Congo, Côte d’Ivoire,
Kenya, and Rwanda will have lost 9 to 10 per cent.
Outside Africa, Haiti alone is also projected to lose
between 9 and 10 per cent of its labour force by 2010.

Without more rapidly or widely increasing coverage
of ARVs, over 64 million labour force participants will
have been lost worldwide by 2015, among whom 44
will be lost to Africa for every 20 lost to all other regions.
By then, fully half of all countries of Sub-Saharan Africa
– 20 countries – will have experienced a 9 per cent fall
in their labour force: Burundi, Cameroon, Central African
Republic, Congo, Côte d’Ivoire, Equatorial Guinea,
Gabon, Kenya, Mozambique, Rwanda, Uganda, and
the United Republic of Tanzania will have lost between
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1 and 2 workers in every 10; Malawi, Namibia, South
Africa and Zambia more than 2 in every 10; and Bot-
swana, Lesotho, Swaziland and Zimbabwe more than 3
in 10 workers. Outside Africa, Haiti also will have lost
fully 1 in every 10 labour force participants.

Similarly, by 2020, projections suggest that the glo-
bal labour force will have nearly 86 million fewer
workers, a loss equivalent to the 2005 population of
Germany in Europe (about 83 million), or Vietnam
(84 million) in Asia, or two countries half their size, such
as South Africa (47 million) in Africa and Spain (43 mil-
lion) in Europe.

By 2020, 23 countries in Sub-Saharan Africa will
have lost more than 9 per cent of their labour forces.
Losses are anticipated to reach 4 in every 10 workers in
Botswana, Lesotho, Swaziland, and Zimbabwe by that
point. In addition to the increasing cumulative toll in the
16 other countries with the greatest losses in 2015,
Burkina Faso, Liberia and Nigeria will by then have lost
9 to 10 per cent and joined the group of the worst-
affected countries in the region. By then, Haiti also may
have lost over 12 per cent of its labour force.

The consequences of these losses are discussed in
relation to the economic costs to countries in Chapter 2,
along with the potential gains according to alternative
scenarios for ARV coverage. The human losses are
discussed in Chapters 3 and 4, where the price paid by
children and youth in a world with AIDS is explored
with respect to both its direct and indirect aspects, and
its short and long-term consequences.

Main table 7: Estimated and projected direct mortality 
impact of HIV/AIDS on working-age persons

In many settings, particularly the resource-poor settings
of developing countries, the informal economy
accounts for more economic activity than the formal
sectors, yet not all forms of informal activity can be
gauged. In these settings, most adults work, as do the
majority of older youth, and there is little formal
retirement. There are few optional sources of income or
livelihood other than one’s own labour, and many
people live on a day-to-day and hand-to-mouth basis. In
these circumstances, virtually all persons aged 15 and
over are contributing something to the economy,
whether in formal employment or the informal econ-
omy as conventionally defined, or in other forms of
productive activities inside or outside the household. To
any economy, therefore, not only labour force losses
count, but it is the losses accruing to all working-age
persons that can often allow the more accurate charac-
terization of the impact of HIV/AIDS due to mortality.

Moreover, labour force participants do not repre-
sent the totality of parents of minor children. Labour
force participation in Sub-Saharan Africa, for example, is
estimated to be about 86 per cent for men, 63 per cent
for women and 74 per cent overall for adults aged
15 years and over in 2006. Many parents, particularly

mothers, are not economically active as conventionally
defined and measured. Accordingly, it is the greater
number of persons of working age who more exactly
represent the totality of adults who have underage
dependants. Their survival is essential for the parental
love, educational guidance and material support that
children need to grow up.

From the point of view of children, adolescents and
underage youth, another way to look at the impact of
the epidemic is to quantify the proportion of families
affected by the epidemic, and notably the proportions
of families in which an adult has died or is ill due to
symptomatic AIDS, regardless of labour force status.
Table 2 shows the estimated proportions of affected
families in 33 Sub-Saharan countries in 2003. The
proportions range widely, following the variations in
HIV prevalence. Overall, however, the toll on families
and consequently on children and youth is grim, with
one in twenty families affected across Africa. Given that
completed family size currently averages between 3 and
6 children per woman for the regions of Southern,
Eastern, Western and Middle Africa, the numbers of
children affected would be multiples of the numbers
of families.

Accordingly, Main table 7 outlines the annual mor-
tality due to AIDS of all men and women of working age
in the countries affected by the epidemic at four points:
2005, 2010, 2015, and 2020. As is the case for Main
tables 5A, 5B and 6, the projections of working-age
persons incorporate assumptions regarding their
increased survival due to access to antiretroviral medi-
cation (ARVs). Access rises to a coverage level of
between 40 and 85 per cent, depending on the baseline
coverage estimated by WHO at the end of 2004 for each
country. According to this approach, the ILO estimates
that over 3 million persons 15 years and over died due to
AIDS in 2005, the large majority of them – 69 per cent –
in Sub-Saharan Africa.

In this way also, the ILO projects that over 4 million
persons of working age – over 2 million men and nearly
2 million women – will die in a single year by 2010 as a
result of AIDS, 4.4 million yearly by 2015, and 4.5
million yearly by 2020. At the same time, the proportion
of total deaths projected to occur in Sub-Saharan Africa
will decline from 69 per cent to 67, then 63 and 62 per
cent, even though ARV coverage is expected to rise least
and most slowly in the African region compared to other
regions. This is because of the steady increase in deaths
in Asia projected as a result of the anticipated path of the
Asian epidemics. It can be noted furthermore that these
trends are expected to occur even though deaths in
Latin America and the Caribbean and countries in the
developed regions would decline by 2020.

Another feature of the projected trends in deaths of
persons of working age is the steady increase in the
overall proportion of women – from 46 per cent in 2005
to 47 per cent in 2010 and about 48 per cent in 2015 and
2020. This tendency is essentially driven by the ex-
pected trends in Sub-Saharan Africa, where 6 women
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are estimated to have died for every 5 men already
in 2005 (the ratio is 122 women for each 100 men).
Thereafter, 4 women are projected to die each year in
Sub-Saharan Africa for every 3 men (132 women for
every 100 men in 2010, 135 women in 2015 and 134 in
2020).

In Sub-Saharan Africa, it is estimated that, al-
ready in 2005, 6 women died for every 5 men.

Thereafter, until 2020, 4 women are projected to
die each year in Sub-Saharan Africa for every
3 men. From 2010 to 2020, up to 135 women will
die for every 100 men.

The projections in the table make it clear that ac-
cess to ARVs must increase rapidly to truly make a
difference. At the increasing levels of coverage that are
currently anticipated for the future, there will not be

Table 2. AIDS-affected families: Numbers of families in which a parent has died of AIDS, numbers of families
in which an adult has symptomatic AIDS, and proportion of AIDS-affected families
among all families, 33 countries of Sub-Saharan Africa, 2003

Country AIDS-affected families AIDS-affected families
as a proportion

of all families (per cent)
Number of families in which a parent 

has died of AIDS
Number of families in which an adult 

has symptomatic AIDS

Angola 34 300 15 200   2

Benin 9 100 4 500   1

Botswana 33 300 29 700 22

Burkina Faso 63 200 21 400   5

Burundi 67 200 18 300   7

Cameroon 67 800 41 000   4

Central African Republic 33 200 18 800   9

Chad 26 800 13 900   3

Côte d’Ivoire 76 100 40 000   5

Democratic Republic of Congo 220 500 72 300   4

Eritrea 14 800 5 200   2

Ethiopia 253 500 92 900   3

Gabon 3 000 2 600   3

Gambia 0 500 0 500   1

Ghana 43 400 26 300   2

Guinea 9 600 6 900   1

Kenya 189 500 141 900   6

Lesotho 35 600 26 100 19

Madagascar 10 500 5 200   < 0.5

Malawi 175 700 65 500 10

Mali 20 600 8 800   1

Mozambique 160 800 90 800   7

Namibia 17 200 12 900   9

Niger 6 400 3 100   1

Nigeria 526 100 250 300   4

Rwanda 56 200 17 000   5

South Africa 483 000 358 700 10

Swaziland 13 000 13 700 21

Togo 13 900 8 100   3

Uganda 254 500 57 300   7

United Republic of Tanzania 297 800 134 200   7

Zambia 194 900 71 000 14

Zimbabwe 303 200 157 400 20

Total/Overall proportion 3 715 200 1 831 900   5

Source: adapted from Belsey, 2005: 155 (Annex table 1).
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enough benefit or impact to stem the losses or mitigate
the consequences. The deaths of women, in particu-
lar, are expected to be staggering in a region where
they are essential to the wellbeing of every household
and the survival of every child.

Main tables 8A, 8B, 8C and 8D: Estimated and projected 
increase in economic burden and social burden due
to deaths and due to illness related to duration
of Stages III and IV of HIV/AIDS

Main tables 8A, 8B, 8C and 8D seek to illustrate the
increased burden due to the combined impact of HIV/
AIDS-related deaths and illness in the economically-
active population (economic burden), and in the
working-age population as a whole (social burden) at
four points in time: 2005, 2010, 2015 and 2020.11

The economic burden results from two impacts:
AIDS-related deaths of labour force participants, and
economic dependency due to illness. The measure
therefore takes into account first the numbers of deaths
and then the numbers of persons economically
dependent for reasons of age (children under 15 and
adults over 64 years) as well as persons who have
become economically dependent due to illness and
inability to work, relative to the numbers of econ-
omically active persons who are still alive and fit to
work. As in the case of Main tables 5A and 5B, a single
model for the duration of illness – 9 months in Stage III,
and 3 months in Stage IV – was applied.12

As is the case for Main tables 5A, 5B, 6 and 7, these
estimates and projections of the economic burden to
the labour force and the social burden to the working-
age population incorporate mortality assumptions of
increased survival due to access to antiretroviral medi-
cation (ARVs) that rises to a coverage level of between
40 and 85 per cent, depending on the baseline coverage
estimated by WHO at the end of 2004 for each country.
Beyond this built-in effect, there will also be benefits to
workers and working-age persons who are ill, when
they regain normal levels of physical activity and are
once more able to work. Accordingly, the impact due to
illness in the projections presented will be somewhat
mitigated by access to ARVs by workers in Stages III and
IV of HIV/AIDS, even if the benefit cannot yet be
specified in the projections. It is well to note however,
that the impact due to deaths is a much larger com-
ponent of the economic and social burdens than the
impact due to illness, so the effect due to illness
mitigation would consequently be small.

For most countries, the total economic burden was
increased by a few percentage points by 2005, but in 17
of the 60 countries, the burden was increased by about
5 per cent or more, which is a considerable impact.
Most of the countries already affected are in Sub-
Saharan Africa, where 6 countries had extraordinary
increases in the economic burden by 2005: Botswana
(29 per cent), Swaziland (26 per cent), Lesotho (20 per
cent), Zimbabwe (18 per cent), Namibia (13 per cent),

and South Africa (11 per cent). Nevertheless, both the
Bahamas and Haiti had also experienced significantly
large impacts of nearly 5 per cent by then.

Owing to the small population weight of Africa, and
the large population weight of the biggest countries
affected by HIV/AIDS where the economic burden by
2005 was still small (in particular in Asia), the overall
global effect was only half of 1 per cent (see Main Table
8A Summary).

By 2010, even with increasing coverage of ARVs,
20 countries will have an increase in their economic
burden of about 5 per cent or more. Again, the majority
will be in Africa, where the increase will reach 40 per
cent in Botswana. Also by then, 3 countries in the Latin
America and Caribbean region will approach or exceed
a 5 per cent impact. At global level, Africa will continue
to be the region most affected (over 5 per cent for the
region), but the overall effect will still be below 1 per
cent.

By 2015 however, the global increase in the econ-
omic burden will exceed 1 per cent, and the impact will
reach or exceed 5 per cent in 24 countries, 4 of which
are in Latin America and the Caribbean region. The
economic burden is likely to increase to over 6 per cent
for Africa as a whole.

By 2020, the economic burden is expected to ap-
proach 2 per cent at the global level, and to exceed
7 per cent in the region of Sub-Saharan Africa. By then
Asia will have cumulated a greater than 1 per cent in-
crease in the economic burden, and the burden will
have increased by nearly 1 per cent in Latin America and
the Caribbean.

The increase in the social burden to all people of
working age can similarly be traced across the pro-
jection period. The social burden will nevertheless be
less, principally because there are more persons of
working age than labour force participants. It is
nevertheless this source of strength to the countries
highly affected by the epidemic that will ultimately bear
the brunt of the impact – in terms of care for the
terminally ill and the growth in dependants that will
ensue. In many cases, particularly in Africa, older
persons who would have typically relied on their
children for support will face not only the loss of that
support, but the additional responsibility of raising
children once more. For this, they will need to stretch
their physical capability and resources rather than being
able to slow their activities, and millions of orphans will
rely on them to absorb the burden of support that they
will necessarily impose.

This means of capturing the impact of HIV/AIDS on
the labour force and on working-age persons serves to
illustrate and clarify the macroeconomic impact of the
epidemic (discussed in Chapter 2) as well as to explain
its impact on children, on youth, and on the household,
especially in Africa (see Chapters 3 and 4).
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Main tables 9A and 9B: Annual survival of labour force 
participants in Stage IV of HIV/AIDS with access
to antiretroviral treatment, low and high adherence 
scenarios

In recognition of the growing will to implement uni-
versal access and the accompanying mobilization, the
ILO has projected the potential survival of labour force
participants with access to ARVs. This serves to
illustrate the potential gains that would be owed
to widespread access to treatment in the world of work
(see Main tables 9A and 9B discussed below). This was
done by applying the assumptions regarding survival of
persons treated with ARVs that underlie the United
Nations projections to ILO projections of labour force
participants in the 60 countries most affected by the
epidemic.

The time period of these projections is quite short
compared to the horizon of the projections presented
so far. This is because survival after onset of AIDS is
counted in years rather than decades, whether or not
there is treatment with ARVs. Moreover, this is
especially true in resource-poor settings, where access
to ARVs is likely to occur later rather than earlier in the
course of the disease, and where other factors – such as
malnutrition – make recovery less likely. A fraction of
any group that initiates treatment will die because
treatment began too late for them. For workers entering
treatment and surviving, side-effects and intolerance
reduce their likelihood of survival, and deaths occur due
to other causes, so attrition of the original pool under
treatment inexorably proceeds. For these reasons, the
United Nations’ projections assume that 50 per cent of
persons receiving treatment survive 4.5 years after the
onset of AIDS. On average, they would live 3.1 years,
compared to an average survival of 1 year without
treatment. This survival time is the result of an annual
survival probability of up to 80 per cent. Accordingly,
the projections presented in Main tables 9A and 9B
cover the 5-year period, 2006 to 2010 inclusive.

Additional factors to consider are the degree of
compliance with ARV therapy (regularity of adminis-
tration), and continuity or perseverance (adherence to
treatment over time), which cause further variability in
a worker’s chances of survival once treated with ARVs.
Studies show that adherence to therapy, which is easier
to observe and relies on compliance, can vary depend-
ing on a number of factors, and that adherence of
groups can range widely, for example from better than
90 per cent adherence after three years of treatment to
50 per cent attrition after 1 year of therapy – a rare
extreme. To address this issue and take account of the
most likely variation, the ILO has projected two
scenarios founded on alternative continuation pro-
babilities that depend on adherence. The first – the low
adherence scenario – assumes a continuation pro-
bability of 80 per cent per year, and the second – the
high adherence scenario – assumes a continuation
probability of 93 per cent per year.

For the purposes of these projections, the ILO has
assumed that ARVs are given only in Stage IV of HIV/

AIDS and all labour force participants who have reached
this stage will begin ARV therapy. It is assumed that no
worker starts ARVs before reaching Stage IV, and
no worker entering Stage IV remains untreated. Each
year, the pool of workers treated grows as a result of
new entrants into Stage IV. It is assumed that all the
treatment is initiated in 2006.

As can be seen in Main table 9A, increasing numbers
of workers survive from 2006 to 2010, as workers under
treatment survive, and each year workers reaching Stage
IV enter treatment. Globally the number of workers
treated grows from about 669,000 who survive the first
year of treatment to over 1.2 million surviving the
second year, more than 1.7 million the third year, over
2.1 million the fourth year, and nearly 2.5 million
surviving through the fifth year.

This means that of the 17.3 million losses to the
labour force expected to occur between 2005 and 2010
(see Main table 6 Summary) at global level, over 14 per
cent would be averted by universal access to ARVs, even
with low adherence and cumulatively poor continua-
tion rates (after 5 years, only 33 per cent of an original
pool of treated workers would still be in treatment). It
should be noted that the effect would be more
beneficial in Africa (over 15 per cent of losses averted)
than in Asia (over 12 per cent losses averted). This is
because the assumptions regarding increased coverage
of ARVs already built into the background projections
are more favourable in Asia than Africa, and for Africa
there is more room for improvement.

The number of workers who survive through the
5 years of treatment is much greater for the higher
adherence rate of 93 per cent because of the difference
in multiplicative effects of the adherence rate by the end
of the period. Accordingly, the number of workers
treated grows from about 778,000 who survive the first
year of treatment to over 1.5 million surviving the
second year, 2.2 million the third year, nearly 3 million
the fourth year, and nearly 3.7 million the fifth year.

This means that of the 17.3 million losses to the
labour force expected to occur between 2005 and 2010
(see Main table 6 Summary) at global level over 21 per
cent would be averted by universal access to ARVs with
high adherence, despite cumulatively worsening con-
tinuation rates (after 5 years, 70 per cent of an original
pool of treated workers would still be in treatment).
Again, the effect would be more beneficial in Africa
(23 per cent of losses averted) than in Asia (18 per cent
losses averted) because of background assumptions
regarding the regional progression of ARV access.

These projections suggest that much can be gained
from forceful expansion of access to ARVs, even when
and where adherence is low. The prospect of averting
between one fifth and one quarter of potential new
losses to the labour force should serve as a powerful
incentive to target the workplace as a major entry point
to achieve universal access to ARVs. Furthermore, the
importance of adherence to the survival of persons
under treatment lends weight to arguments regarding
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the benefits of integrating the administration and moni-
toring of treatment in the workplace. Stable structures
can be designed in the workplace to ensure steady drug
regimens and follow-up, with full respect for con-
fidentiality and privacy. Such an approach would also
argue for early treatment, when workers are still able to
work, which shows long-term survival benefits. Chapter
2 develops many aspects of the benefits of ARVs to the
labour force and the world of work.

Main table 10: Projected cumulative mortality losses
to the labour force as a result of HIV/AIDS and equivalent 
proportion of the labour force, vaccination scenario

Main table 10 introduces the new potential effects of
effective vaccination against HIV. Based on the United
Nations’ projections, the scenario presents the impact
of three optimistic assumptions with regard to quality,
space and time: that a vaccine against HIV that is 100 per
cent effective would become “universally and instant-
aneously available” beginning in 2006. Consequently,
the projections of the labour force presented here
would be limited to the future illness and mortality of
persons already living with HIV prior to 2006, given that
it is assumed not a single additional transmission would
occur after that time.

The table shows the progressive labour force losses
of men and women due to HIV/AIDS mortality up to
2010, 2015 and 2020 when mitigated by the sudden
disappearance of new cases after 2006. As is the case of
Main table 6, Main table 10 incorporates both the direct
effects of mortality on the labour force due to worker
deaths, and the indirect effects due to the loss of labour
force participants who were never born because their
possible parents died prematurely of AIDS.

As is the case in Main tables 5A, 5B, 6 and 7, the
labour force projections incorporate assumptions
regarding increased survival due to access to ARVs that
rises to a coverage level of between 40 and 85 per cent
depending on the baseline coverage estimated by WHO
at the end of 2004 for each country.

Comparing the losses due to the HIV/AIDS epi-
demic and the losses after introduction of a vaccine, the
number of labour force losses would be diminished by
over 1.2 million by 2010, by nearly 6.5 million by 2015
and by 19 million by 2020 (see Main table 6 Summary
and Main table 10 Summary). Compared to the 17.3
million deaths that are projected to occur after 2005
(nearly 28 million labour force losses had already
occurred by 2005 and cannot be affected), the
vaccination scenario would imply that fully 7 per cent
would be averted in the 4 years 2006-2009. Similarly by
2015, compared to the projected losses of the labour
force, nearly 18 per cent would be averted by
vaccination in the 9 years since its inception, and
by 2020 nearly 33 per cent of losses would have been
averted in a 14-year vaccination campaign between
2006 and 2019.

These levels show remarkable gains and should serve
to encourage governments, workers and employers’ or-

ganizations to each contribute in whatever ways they
may to global efforts to develop and prepare for an HIV
vaccine.

Against the remarkable difference that vaccination
could introduce, it is sobering nevertheless to note the
relentless increase in labour force losses that is still
expected across the period of the projection due to the
enormous in-built momentum of the HIV epidemic. As a
result of the long period between HIV acquisition and
the onset of AIDS, the millions of workers estimated to
be already living with HIV will inevitably become ill and,
without truly universal access to treatment, the workers
lost will still number in the millions. HIV has been
transmitted far and wide and has deeply penetrated the
most affected societies, with the result that an epidemic
of deaths will inexorably follow. In this way, nearly
44 million losses would still be cumulated globally by
2010, 58 million by 2015, and 67 million by 2020. In
Sub-Saharan Africa, the region that cumulated 70 per
cent of the world’s labour force losses due to HIV/AIDS
by 2005, the losses are anticipated to cumulate to over
30 million by 2010, over 40 million by 2015, and reach
47 million by 2020. Asia will cumulate nearly 10 million
losses by 2010, 13 million by 2015, and 15 million by
2020.

These observations once again underscore the crit-
ical importance of multiple and vigorous action against
HIV/AIDS in the world of work. A vaccination that can
be effective and universal will have dramatic benefits
and an extraordinary impact on the path of the
epidemic. But there is no substitute to providing ARVs
to workers who are already living with HIV/AIDS, as the
vast majority of impending deaths could be averted
through treatment in the shorter term, and to intensi-
fication of preventive behaviours – coupled with access
to treatment – in the longer term.

In sum, the vaccination scenario comprises one crit-
ical part of the most optimistic scenario for the labour
force. The other critical parts of the optimistic scenario
are intensification of prevention to control the number
of workers becoming HIV-positive worldwide – but
most particularly in regions where much of the epi-
demic and HIV transmission lie ahead – and funda-
mental, rapid expansion of access to treatment for the
millions already living with HIV.

Main table 11: Projected cumulative mortality losses
to the labour force as a result of HIV/AIDS, and equivalent 
proportion of the labour force, difference between 
vaccination and no vaccination scenarios

Main table 11 serves to illustrate the benefits of the
vaccine intervention in a global vaccination campaign
scenario. In the discussion of Main table 10 above, a
comparison was drawn between the lives saved by
vaccination and the losses due to HIV/AIDS projected to
occur after 2005. Here the labour force lives saved by
vaccination are presented as a proportion of all labour
force losses that would still occur under the vaccination
scenario, demonstrating the impact of vaccination on
the future course of the epidemic.13
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Gains to the global labour force rise rapidly across
the period of the projection, from less than 3 per cent
lives saved after the first 4 years (2006-2009), to over
11 per cent after the first 9 years (2006-2014) and to
more than 28 per cent after 14 years of the vaccination
campaign (2006-2019). Therefore notwithstanding the
force of the HIV epidemic, an intervention such as
vaccination that causes the sudden cessation of HIV
transmission could avert between a quarter and one
third of the anticipated labour force losses in fewer than
15 years, over and above the benefits of increasing
access to ARVs.

... an intervention such as vaccination that
causes the sudden cessation of HIV transmission
could avert between a quarter and one third of
the anticipated labour force losses in fewer than
15 years, over and above the benefits of increas-
ing access to ARVs.

The gains from the intervention would differ by
region. The benefit to Asia would be greater pro-
portionately than to Africa throughout the projected
period – rising from over 9 per cent in 2010 to over
20 per cent in 2015 and 41 per cent in 2020 (compared
to 1, 8 and 24 per cent in Africa) – this is because the
path of the epidemic is later than in Africa. Many deaths
are still hypothetical in Asia, and as a result more
deaths can be averted by intervention now. For the
same reason, the three developed countries also stand
to gain proportionately more. Latin America and the
Caribbean, on the other hand, stand to gain less because
their epidemics also had an earlier path. Owing to the
timing of the epidemic, women initially stand to gain
the most in Asia and in the developed countries. This is
because much of the growth in heterosexual trans-
mission of HIV to women which is already underway is
still in the realm of projections, and could be averted
theoretically with effective cessation of HIV transmission.

In sum, an intervention such as instantaneous, uni-
versal and effective vaccination would contribute
substantially to stemming losses to the global labour
force that are projected to occur because of the path of
the epidemic. Accordingly, the intervention would
especially benefit the regions with later epidemics, and
women where much of the growth in heterosexual
transmission still lies ahead. It should be noted however,
that the intervention cannot have an effect on stemming

the inevitable losses to the labour force that are the
inherent result of HIV transmission that has already
occurred. This exercise has demonstrated that the
negative momentum of the epidemic is now so great
that even with effective intervention over 70 per cent of
the labour force losses currently projected will come
about globally, notwithstanding increased access to
ARVs. To save those lives, a more uncompromising and
deliberate path to universal access to ARVs must be
forged without delay and without reserve.14

... the intervention cannot have an effect on
stemming the losses to the labour force that are
inevitable because they are the inherent result
of HIV transmission that has already occurred
... the negative momentum of the epidemic is so
great that even with an intervention that causes
the sudden cessation of HIV transmission, over
70 per cent of the labour force losses currently
projected will come about globally, notwith-
standing increased access to ARVs. To save
those lives, a more uncompromising and delib-
erate path to universal access to ARVs must be
forged without delay and without reserve.

The new analyses illustrated in Main tables 9A, 9B,
10 and 11 show clearly that both prevention and treat-
ment can bring significant benefits to the global labour
force and the world of work, even if prevention is too
late for millions of persons already living with HIV. At
least there is hope for the future for persons already
living with HIV. Each labour force life preserved
represents a potential productive gain for enterprises,
the public sector – in particular health, education, and
public services more generally – the household and the
family, especially children, as well as recognition of
the fundamental rights of each and every working man
and woman.

... both prevention and treatment can bring
significant benefits to the global labour force
and the world of work, even if prevention is too
late for millions of persons already living with
HIV. At least there is hope for the future for
persons already living with HIV. Each labour
force life preserved represents a gain ... as well as
recognition of the fundamental rights of each
and every working man and woman.
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Chapter 2. HIV/AIDS and employment: the benefits
of antiretroviral treatment on labour supply
and productivity

The impact of HIV/AIDS ultimately threatens
the fulfilment of the goal of decent work for all,
because the loss of workers also leads to a loss of
jobs.

(ILO, 2004c)

The impact of HIV/AIDS on employment: Employment 
forfeited

The ILO has long advocated that productive employ-
ment and decent work are fundamental to the global
struggle against poverty and to the achievement of
internationally-agreed development goals. Accordingly,
the ILO has held high the principle of placing em-
ployment at the heart of economic and social policies,
and the organization has developed a coherent and
coordinated international strategy, the Global Employ-
ment Agenda. Within the framework of decent work for
men and women everywhere and consistent with the
Millennium Development Goals (MDGs), the Agenda
seeks to improve the lives of the hundreds of millions of
people who are either unemployed, or whose remuner-
ation from work is inadequate to allow them and their
families to escape poverty through the creation of pro-
ductive employment, among other means.

Unemployment is probably the biggest security
risk many countries are confronting.

Juan Somavia, ILO Director-General

In developing economies, poverty remains the most
persistent and severe economic and social problem
facing the majority of the population. It aggravates all
other human problems and is an important root cause of
conflict and of diseases, including malaria, HIV and
tuberculosis. At the same time, HIV/AIDS is an obstacle
to poverty reduction in most resource-poor settings as it
ultimately impoverishes households through slowed
economic growth and loss of jobs as well as by directly
depriving households of their main providers. Con-
sequently, the final impact of HIV/AIDS is to squarely
threaten achievement of the goals of decent work,
poverty reduction, and sustainable development.

To date the global workforce has lost 28 million eco-
nomically active persons as a result of HIV/AIDS. Even at

the anticipated pace of increase in access to ARVs, the
global loss is expected to more than double in
the decade 2005-2015 (see Main table 6). Far more
concrete and coordinated actions need to be taken if the
global community wants to cease compromising efforts
to reduce poverty and realize the MDGs. Furthermore,
youth – who are the human capital of the future – face
unemployment rates that are 2 to 4 times greater than
those faced by adults and at the same time they are
becoming HIV-positive at a faster rate than the general
population.

Furthermore, youth – who are the human cap-
ital of the future – face unemployment rates that
are 2 to 4 times greater than do adults and at the
same time are becoming HIV-positive at a faster
rate than the general population.

Because of its role in poverty reduction, action for
employment is an essential component in the devel-
opment and implementation of poverty reduction
strategies, especially in countries highly affected by
HIV/AIDS where the epidemic is a disease heavily linked
to poverty. Yet the rate of economic growth has been
reduced by the epidemic’s effects on labour supply,
productivity and investment. Consequently, less em-
ployment has been created in the most highly affected
economies that are also likely to be the poorest. As a
result, also, any efforts made by these countries to
achieve the goal of poverty alleviation are severely
undermined by the epidemic.

Moreover, for workers already living with HIV/AIDS,
employment is a crucial lifeline. Without income and
the dignity of decent work, essential subsistence is
threatened when a worker becomes ill, and access to
ARV treatment and care become close to impossible.
Essentially, to a worker living with HIV/AIDS, remaining
employed is the foundation for treatment and a major
therapeutic component as well as the only safeguard
against impoverishment.

Essentially, to a worker living with HIV/AIDS,
remaining employed is the foundation for
treatment and a major therapeutic com-
ponent as well as the only safeguard against
impoverishment.
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The cycle must be broken through vigorous action
on all fronts. Efforts to check the HIV epidemic move
apace, but the rate of increase in access to ARVs by
workers in resource-poor settings is still highly deficient
relative to both the demand and to the level required to
mitigate the impact of HIVAIDS on households in the
macroeconomic as well as microeconomic spheres. At
the same time, employment strategies should focus on
special areas of need in relation to HIV/AIDS, notably
youth, women, and mobile populations. Such strategies
must rest, however, on an evidence base that demon-
strates both the losses due to HIV/AIDS and the
potential gains due to ARV treatment.

In earlier work, the ILO had developed a model to
measure the impact of HIV/AIDS on economic growth.
Results implied that the epidemic had indeed reduced
the annual rate of growth of the gross domestic product
(GDP) of the countries studied and lowered the rate of
increase of GDP per capita. In view of the fact that
employment is central to the ILO’s mandate and core
strategic objectives, the model was further developed to
measure the employment implications of the loss in
economic growth, and highlight the employment
forfeited and opportunities wasted because of insuf-
ficient or lagging response to the unrelenting HIV
epidemic.15 The model relies on the basic relationship
between economic growth and employment.16

Although the model serves to highlight a shortfall – the
employment that would have been gained if HIV/AIDS
was not a threat to the economy – its main purpose is to
demonstrate to the ILO’s constituents, partners and
other stakeholders that to meet the core element of the
ILO’s Global Employment Agenda, and for workers to
benefit from employment creation and access to
decent work, the HIV/AIDS epidemic must be squarely
addressed.

On the basis of more recent work to estimate the
impact of the HIV epidemic, the ILO has found that HIV/
AIDS reduced the rate of GDP growth by an average
0.5 percentage points annually in the 43 countries
where the economic impact of HIV/AIDS was measur-
able over the 13-year period 1992 to 2004 (see Main
table 2). This is equivalent to an average annual loss of
nearly $US13 billion for the 43 countries as group, and
over $US6 billion for the 31 countries of Sub-Saharan
Africa.

Also as result of losing economic growth due to HIV/
AIDS, employment growth is reduced by 0.3 percentage
points a year on average, implying that 0.3 percentage points of
employment growth was forfeited each year by this
group of countries as a result of HIV/AIDS. Although
derived from the restricted relationship between econ-
omic growth and employment (the employment
elasticity to GDP), these results imply that the macro-
economic impact of HIV/AIDS should be addressed
and that it remains a key issue in the response to the
epidemic.

In absolute terms, this shortage in employment
growth represents an annual forfeit of 1.3 million in em-
ployment worldwide. It is a shortfall that adds further

pressure where there is so much already: on the decent
work deficit of hundreds of millions of labour force par-
ticipants.  It adds yet another limitation on the potential
of economies to respond to the inadequate supply of
jobs.  Furthermore, to the extent that employment data
do not take fully into account adults of working age –
particularly women – who are not working, but who
are performing unpaid household work, employment
forfeited is underestimated. For example, the pro-
portion of the entire adult population aged 15 years and
over in employment in 2005 in the 31 countries of Sub-
Saharan Africa listed in Main table 2 was estimated to be
55 per cent only, which implies that an unknown
proportion of the remaining 45 per cent of the working-
age population might seek employment should jobs be
available.  Accordingly, many more jobs are lost due to
the epidemic, mostly in Africa but also in Asia, that
could not be captured by the model.  Far more study of
employment is required to shed light on how the epi-
demic has adversely affected jobs and labour at the base
of African society.

With respect to the employment forfeited that is
measurable, as was found in the 2004 impact study, Sub-
Saharan African countries are again the hardest hit
because of their high average HIV prevalence rate. The
rate of economic growth in this region was reduced by
0.7 percentage points a year, leading to a reduction in employ-
ment growth of 0.5 percentage points per annum on average. In
the countries of Sub-Saharan Africa that are among the
most highly affected by HIV/AIDS in the world, where
unemployment reaches among the highest levels in the
world, and that can least afford employment losses,
growth in employment would have been greater by
0.5 percentage points every year, on average, between 1992 and
2004, had there not been an HIV epidemic. This repre-
sents an employment gap exceeding 1,000,000 annually
for Africa.

In Sub-Saharan Africa ... growth in employ-
ment would have been greater by 0.5 percentage points
every year, on average, between 1992 and
2004, had there not been an HIV epidemic. This
represents an employment gap exceeding
1,000,000 annually ...

The other regions similarly experienced a loss in
economic growth and consequently a loss in em-
ployment growth, but of lesser magnitude than in
Africa. The estimated shortfall in the average annual
growth rate of employment ranges from below 0.05 percentage
points for countries in developed regions to 0.2 percentage
points in Latin America and the Caribbean and 0.3 percentage
points in Asian countries (see Main table 2). The annual shortfall
in total employment growth in absolute numbers is
estimated to reach 101,000 in Asia and nearly 86,000 in
Latin America and the Caribbean, but to be less than
25,000 in countries of developed regions.

Furthermore, the findings point overall to the extra-
ordinary potential for adverse economic effects of a
major disease epidemic, in this case the damage to econ-
omic growth and employment resulting from HIV/AIDS.
The inextricable link between poverty and disease means
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that these potential effects of slowed job growth have
dire implications for poverty eradication and conse-
quently the realization of internationally agreed goals
such as the MDGs.

We need much greater cooperation among inter-
national organizations...to put in place the
policies conducive to generating full and pro-
ductive employment and decent work for all.

Juan Somavia, ILO Director-General

The benefits of antiretroviral treatment on labour supply 
and productivity

In resource-poor settings in Africa, Asia, and Latin
America and the Caribbean, which account for 90 per
cent of people living with HIV/AIDS, a minority to date
have had access to ARVs for a number of reasons, among
them the relatively high cost of drugs and the lack of
infrastructure capability to deliver and monitor therapy.
As the price of ARVs has significantly fallen and
availability of generic drugs has increased, however,
there has been an increase in access, especially recently.
Nevertheless, still only a fraction of people needing
treatment receive it, and scaling up treatment pro-
grammes poses a major challenge in many countries.
Accordingly, some observers are still questioning invest-
ment in ARVs in view of the fact that most low-income

countries have limited resources and a plethora of com-
peting demands on those resources. In particular, the
potential cost and benefits of programmes to access
ARVs at enterprise as well as national level in the
countries worst affected by the AIDS pandemic are still
widely debated. When the issue of access to ARVs is
raised in developing countries, the response of some
policymakers has been until recently that ARVs are
themselves too expensive, or that the purchase of other
drugs should take priority. Even within developed
countries that presumably have greater resources, some
have questioned the wisdom of offering ARVs to the
poorest members of society.

Numerous studies have now shown that ARVs quite
dramatically reduce morbidity and mortality in persons
living with HIV, in developing as well as in industrialized
countries, where remarkable improvements in health
status and life expectancy have been reported.17

Increasingly, the benefits are being demonstrated
especially when treatment is provided early, before the
onset of AIDS. At the same time, the negative impact of
ill-health due to HIV/AIDS on productivity has been
amply shown. Yet the extent to which treatment can
reverse demonstrated declines in labour productivity
due to HIV/AIDS is only now being determined.18 In this
respect, it is already clear that health benefits more
generally have the potential to significantly improve
economic well-being, as suggested by growing evidence
of linkages between health and income in developing

HIV, AIDS and ARVs

The human immunodeficiency virus (HIV) causes acquired immune deficiency syndrome (AIDS) by destroying
lymphocytes or white blood cells essential to the immune system (helper T-cells with the CD4 protein, often
shortened to CD4+ cells). In Sub-Saharan Africa, most HIV transmission between adults occurs through
heterosexual sex. After transmission, the newly HIV-positive individual enters clinical latency for a period of years
during which health status declines gradually and few symptoms are experienced. Median time from
seroconversion to AIDS in Africa is estimated to be about 10 years, which is similar to the duration in developed
countries.20 During this latency period, most HIV-positive individuals are unaware of their status (unless they have
access to and request a diagnostic test) and are physically capable of performing their normal day-to-day activities.

Over time, HIV-positive individuals experience a weakening of the immune system that will progress to AIDS.
This later stage is associated with substantial weight loss (wasting) and opportunistic infections (such as
pneumocystis carinii pneumonia, Kaposi’s sarcoma, and tuberculosis). In the absence of ARVs, in the resource-
poor settings of Africa, death ensues on average a year after progression to AIDS. In most settings, younger age is
associated with longer survival, but sex is not associated with survival: confusion may arise only because women
are infected at younger ages. Opportunistic infections are the immediate cause of death in many cases where AIDS
is the underlying cause, and the death has occurred as a result of AIDS.

Where treatment is available, individuals are considered eligible after they progress to a certain level of AIDS
that is measured in CD4+ counts, or in terms of clinical symptoms. Highly active antiretroviral therapy (HAART)
has been demonstrated since 1996 to reduce the likelihood of opportunistic infections and prolong the life of HIV-
positive individuals who progress to AIDS, and drug regimens have been systematically improved in the interim.
After several months of treatment, which is monitored where possible in CD4+ counts per cubic millimetre of
blood, patients can become asymptomatic and have improved functional capacity. Numerous studies in various
countries and patient populations have reported positive results. In Haiti, for example, patients had weight gain
and improved functional capacity within a year after initiation of ARVs. In Brazil, also, median survival time rose
to 58 months with ARVs.21
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countries, including studies of the economic impact of
nutritional status and morbidity.19

Benefits of universal access to antiretroviral drugs 
(ARVs)

At present, access to ARVs is being expanded in accord-
ance with the global policy for universal access of
UNAIDS, founded on long-term health and human rights
principles. In the world of work, such principles
neutralize arguments that resources allocated to ARVs
deprive vital development sectors of resources, if
ARVs can save the lives of workers who are the human
capital of development and would otherwise be lost.
Even observers who have expressed the fear that ARVs
in resource-limited settings may divert resources and
human efforts from more effective interventions such as
HIV prevention acknowledge that the benefits of ARVs
at individual level are irrefutable.

Moreover, treatment confers benefits beyond the
individual which accrue to societies. When treatment is
provided to persons who would otherwise die and they
are seen to recover, the morale and attitude of the
community are altered. Treatment and visible recovery
serve also to reduce the social stigma and discrimination
that undermine HIV prevention efforts. Additional
benefits to society include the increased longevity and
stability of families, expected reductions in HIV
incidence due to lower viral loads, and diminished
health care and hospitalization costs, as well as the
enormous potential for increased productivity of the
labour force that would benefit the world of work and
therefore all of society.

Effects of ARVs on labour supply and productivity

Labour is the central productive asset of the poor in
most developing countries. Consequently, labour sup-
ply and related outcomes such as income have been the
focus of many studies to examine the economic impact
of nutrition, morbidity, and AIDS-related mortality.
Changes in the labour supply of adult AIDS patients can
be so great as to generate intra-household spillover
effects on time allocation patterns, and to influence
other measures of household welfare.22

Several measures of labour productivity and of the
standard of living are affected by improvements in
the health of the labour force:

• At the individual level, health can directly increase
• general output through enhanced physical en-

ergy and mental acuity
• yearly output through reduced sickness absence
• career output through decreased morbidity or

increased longevity, resulting in a longer career
• standard of living and income

• At the aggregate level, these individual increases in
output can translate into increases in labour pro-
ductivity, specifically:
• output per hour worked
• output per worker

• standard of living, or GDP per capita, by in--
creasing the size of the active labour force
relative to the population

In developing countries, where the majority of per-
sons living with HIV are 20 to 45 years old, improved
health and life expectancy is likely to add years of labour
productivity, which for enterprises translates into de-
creased absenteeism, and fewer recruitment and retrain-
ing needs, among other benefits. Yet although clinical
trials are run to address how ARVs affect morbidity and
mortality, little research has been initiated to date on
how access to ARVs affect the productivity of workers.
It is not enough to know that ARVs remarkably improve
the health of individuals, because there are important
stakeholders who are willing to purchase ARVs once
they can see that there are clear and demonstrable econ-
omic returns.

One such study recently carried out on 769 house-
holds in Kenya 23 found that the provision of ARV
therapy leads to a large and significant increase in the
labour supply of AIDS patients (see Figures 1 and 2). The
increase occurs soon after initiation of ARV admin-
istration, and within 6 months there is a 20 per cent
increase in the likelihood of participating in the labour
force and a 35 per cent increase in hours worked in the
preceding week.

Persons treated with ARVs eventually return to pro-
ductive life and autonomy which is seen in their gradual
return to physical, mental and productive activities.
ARVs decrease the HIV viral load and increase the CD4+
count. When ARVs are supplemented with nutritional
support proponents argue that they more effectively
and rapidly improve quality of life because of faster and
ultimately greater weight gain, which is an important
indicator of recovered health.

A recent study of 904 adults and youth in Haiti, for
example, showed that at 6 months after initiation of
ARVs, 84 per cent of surviving patients had gained a
median of 4 kilogrammes (kgs) and only 16 per cent
had stayed at the same weight, or lost weight. After
12 months, 85 per cent of the remaining patients had
gained a median of 5.5 kgs and only 15 per cent
had stayed at the same weight, or lost weight.24

In the face of the remarkable positive results from
ARV treatment to date, it is unthinkable that the vast
majority of persons living with HIV in developing coun-
tries do not yet have access to ARVs.

An ILO model of productivity returns to ARVs

Accordingly, the ILO developed a model to examine the
effects of ARVs, in particular the estimated productivity
gained from ARVs, and other potential benefits. It is
based on three relationships (see box on page 22). The
60 countries defined by the United Nations as the
countries most affected by HIV/AIDS were included in
the model. Six countries were omitted because of lack
of data availability and/or data reliability (Bahamas,
Barbados, Haiti, Liberia, Myanmar and Suriname; see
footnote to Main table 2).
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The economic model required that certain data be
identified and incorporated to properly estimate pro--
ductivity gained from ARVs. A spreadsheet model was
developed that incorporated data on the efficacy of
ARVs (survival time with ARVs relative to survival with
no treatment), on average wages – in this case average
incomes, and on labour force participation rates. To test
the sensitivity of this model, more and less optimistic
scenarios were developed for the gains in productivity
as measured in time (months), and in US dollars. Both
input and output indicators are measured with ARVs
present and absent, and the scenario without ARVs is
the baseline. Different scenarios of the model were
developed on the basis of the time from the onset of
AIDS to death with and without treatment i.e. 3.1 years
and 1 year on average. The most favourable and least
favourable cases for survival with and without treatment
are assumed to be 4.5 years and 1.5 years following the
literature on natural history and mortality of individuals
living with HIV with and without ARVs. In the most
favourable scenario, the labour force participation rates
were assumed to be the current participation rates, as
the activity rates of workers who were treated were not
expected to exceed those of the general population. In
the least favourable scenario, participation rates were
assumed to be half the current rates, and in the inter-
mediate scenario, participation was assumed to be at
the average level for the two others. The least favour-
able case is consistent with the 2006 study in Kenya in

which participation rates sharply decreased to 60 per
cent before initiation of treatment.

The results show that ARVs have a positive effect on
productivity (see Main table 2). For example, in the
United Republic of Tanzania, a worker living with AIDS
who is able to regain three-quarters of the current level
of activity of the labour force would gain about
18 months of productive life with ARV treatment (see
Table 3; Intermediate scenario). In the United Republic
of Tanzania, this is equivalent to about $US 1,000 of
monthly productivity gained, which is 20 times the
average income. If the average worker living with HIV/
AIDS who is treated is able to regain full activity at
current levels, he or she would virtually double their
productive contribution in monthly terms, and in $US
terms (see Table 3; Most favourable scenario).

Given this effect on workers’ labour supply and pro-
ductivity, ARV treatment can have spillover benefits as
it maintains the household income and allows other
members to work less, and youth and children –
especially young women and girls – to remain at school.
This suggests that ARV therapy has a larger impact when
viewed in terms of its effects not only on workers but
also on the workers’ family welfare and time allocation.
Furthermore, the worker enterprise benefits from the
treatment because labour costs – including absentee-
ism, training, and hiring new staff – are saved. Based on

0.9

Figure 1.    Labour force participation rates worked prior to and after ARV therapy after ARV therapy
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the fact that treatment cost has fallen dramatically in
resource-poor settings, results show that worker pro-
ductivity would be much greater than the unit labour
cost, which allows the firm to maintain or increase its
profitability.

Moreover, by assuming that a worker would be un-
able to work and would die as a result of AIDS without

access to treatment, the productivity estimates presented
here are underestimated, as the gain is relative to a zero
productivity baseline. In fact, the impact of the epi-
demic is more likely to be negative productivity in the
situation where the enterprise is bearing or contributing
to the AIDS-related costs of workers who become
unable to work. The costs include not only the AIDS-
related expenditures, but also the labour turnover costs

Figure 2.    Weekly hours prior to and after ARV therapy
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An ILO model of productivity returns to ARVs

The model rests on the 3 relationships:
• Life years gained are equal to survival with treatment less survival with no treatment (in years)
• Productivity gained (in months) is the product of life years gained (expressed in months) and labour force

participation, or activity rates
• Productivity gained (in $US) is the product of productivity gained (in months) and the gross national income

(GNI) per capita (expressed in $US/month)

The model assumes that workers have access to ARVs when they have symptomatic AIDS (i.e. they are in
Stages III or IV; see general endnote 9) and/or their CD4+ counts have fallen to the index level of WHO guidelines
for treatment (200 CD4+ cells per mm3). The model also rests on the same assumption as that underlying the
United Nations’ projections of average survival of 3.1 years with ARVs, and 1 year without ARVs. The model does
not include the cost of treatment per patient because of the limitations of these types of data by country. Also,
because average wage data are not available for most countries included in the model, average income per capita
(GNI/ca) was used as a proxy. This indicator appears to reflect better the average wage level than does gross
domestic product per capita (GDP/ca).
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incurred (for example, temporarily substituting, and then
hiring, training, and replacing workers). The productiv-
ity of the co-worker who must cover for the absent
worker, of the trainee and the new worker are in most
instances lower than the productivity of the worker him
or herself. Furthermore, the morale of all his or her co-
workers can be deeply affected, which contributes to
the overall loss in productivity.

Such estimates are a first step in evaluating the econ-
omic impacts of ARV treatment, which is critical to the

evidence-based assessment of treatment programmes and
efficient, rational allocation of resources. Many other
factors also need to be considered. For example, ARV
treatment diminishes the burden of care on both other
income-earners and children, and postpones the onset of
orphanhood for underage children. If ARV treatment
of parents living with AIDS increases the likelihood that
their children will stay in school and extend their years of
schooling, then such impacts belong in any future cost-
benefit analysis of this type.

Table 3. The ILO model applied to the United Republic of Tanzania

Least favourable Intermediate Most favourable

ARV efficacy (years)

Survival with no treatment       0.5     0.7        1.0

Survival with treatment       1.5     3.1        4.5

Survival gain (years)

With no treatment       0.0     0.0        0.0

With treatment       1.0     2.4        3.5

Labour force participation rates (%)

With no treatment       0.0     0.0        0.0

With treatment     42.1   63.1      84.2

Productivity gain (months)

With no treatment     0.0     0.0        0.0

With treatment     5.1   17.8      35.4

Productivity gain ($US)

With no treatment     0.0     0.0        0.0

With treatment 282.9 996.5 1 980.4

GNI per capita ($US/month)   56.0   56.0      56.0

Source: see text.
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Chapter 3. The consequences of HIV/AIDS for children

Directly or indirectly, HIV/AIDS has life-threatening con-
sequences for children when they are themselves born
with HIV, when they lose one or both parents as a result
of the epidemic, and when they themselves are exposed
to the risk of HIV, whether in the pursuit of survival, or
through engagement in the worst forms of child labour.

The sum of the impact of HIV/AIDS on children is
reckoned in bleak statistics: the number of deaths of
children, the number of orphans, the number of children
engaged in child labour, and the number of children not
in school. Main table 3 presents these figures dryly, but
they speak loudly of the underlying damage to minors,
whose rights to protection, support and guidance are
violated by the threat to life itself. The ephemeral nature
of a child’s life in the resource-poor settings affected by
the epidemic makes those rights seem luxuries.

The future of the labour force is imperilled by the
epidemic in the worst-affected countries as a result of
these effects on children. This impact of the epidemic
undermines the process of human capital formation.
Deaths of children deprive families and societies of their
potential contributions, drain their resources, and sap
morale. Such deaths are brutal and de-humanizing.
Generations of surviving orphans do not have the
support, guidance and education they need to gain skills,
pursue opportunities for decent work, and contribute to
their societies and their economies. When children
become orphans, they have already been exposed to the
traumatizing experience of watching their parents
become severely debilitated and die. The fact that there
are children engaged in child labour, and children who
are exposed to the risk of HIV in its worst forms in the
battle for survival, contravenes every fundamental
principle of social justice, flagrantly violates the rights of
children, and demeans the human lot.

Child deaths

The most tragic destiny for children is for them to be
living with the disease themselves. UNAIDS estimates
that 2.3 million children were living with HIV at the end
of 2005, worldwide. The ILO has estimated that over
1.9 million children under 15 years were living with HIV
in the 60 countries studied (see Main table 3). Among
these children, 600,000 died as a result of AIDS in 2005 –
for the most part because they were born to mothers who
were living with HIV. These mothers could not protect
their infants from the risk of transmission because they

did not know they were HIV-positive, they had no access
to ARVs to prevent transmission, because their treat-
ment failed, or because they had no alternatives to breast-
feeding.

AIDS takes an especially heavy toll on children in
the resource-poor settings of the worst-affected
countries in Sub-Saharan Africa. As many as 100 and
more children are dying each and every day of AIDS in
the Democratic Republic of the Congo, in Ethiopia, in
Kenya, and in South Africa, and more than 200 every day
in Nigeria. But it also takes a heavy toll in Asia, where
more than 200 children die of AIDS each day in India.

The ILO and its constituents have an unexploited
but important role in averting child deaths due to AIDS,
through intensifying prevention and expanding access
to ARVs in the workplace. Education of both men and
women who are already parents or engaging in family-
building is a potentially crucial aspect of prevention.
Efforts to expand the reach of workplace policies and
programmes to the informal economy, where most
young women find their first – or only – form of
employment are critical in this regard. Even if the ILO
and its constituents may initially perceive that
prevention of child deaths is the role of health-care
delivery systems, the workplace can be essential to the
prevention and treatment programmes needed to
reduce the number of children who become HIV-
positive at or after birth, in the same way as it is already
acknowledged to be an ideal entry point for prevention
and access to treatment for adults.

The majority of children who died of AIDS would
have become orphans had they survived. Their brothers
and sisters born before their mothers became HIV-
positive, and their siblings born afterward who survived
thanks to ARV prevention, became orphans in extra-
ordinary numbers, especially in resource-poor settings.
UNAIDS estimates that in 2005 there were 12 million
orphans in Sub-Saharan Africa alone as a result of AIDS.

Orphans

One of the most extensive and measurable impacts of the
HIV epidemic is the growing number of children
who become orphans as a result.25 The situation of
orphans has become a crisis and one of the greatest
challenges to development. The worst-affected countries
are those with high HIV prevalence, but the problem is
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compounded in countries that have also recently known
armed conflict.

In the very short period 2003 to 2005, the global
number of orphans due to AIDS increased from 12.6 mil-
lion to 15.2 million. The vast majority – 12 million in
2005 – live in Sub-Saharan Africa where the number of
orphans swelled by 1 million each year (10.2 million in
2003 to 12 million in 2005) as a result of AIDS.26 The
number of children orphaned by AIDS is now in-
creasing at an unprecedented rate as increasing
numbers of parents progress from being HIV-positive to
symptomatic AIDS, advanced illness and death. It is
estimated that the number of children orphaned by
AIDS will continue to rise or remain high for at least the
next ten years as a reflection of the duration of the early
stages of HIV and AIDS.27

In this way, UNAIDS estimates that 20 million African
children will have lost either one or both parents by 2010.
These estimates for Africa indicate that 1 in 6 children in
Zimbabwe, 1 in 8 or 9 children in Botswana, Lesotho,
Swaziland and Zambia, and between 1 in 12 and 1 in
20 children in the Central Africa Republic, Congo, Côte
d’Ivoire, Kenya, Malawi, Namibia and South Africa was an
orphan as a result of AIDS by 2005. In 2003 alone, 15 per
cent or more of all orphans were accounted for by
5 countries in Southern Africa (Botswana, Lesotho,
Namibia, South Africa and Swaziland). By comparison,
the number of children orphaned by AIDS in Sub-Saharan
Africa amounted to fewer than 1 million in 1990. Figure 3
traces the growth in the estimated and projected number
of double orphans (children who lose both parents) in
Sub-Saharan Africa from 1990 to 2010.28 The trends are
driven by AIDS, which is responsible for most orphan-
hood since about 2000.

Orphanhood as a result of AIDS is a process that can
affect a child for a substantial proportion of her or his
life. Children begin to be affected by HIV/AIDS long
before they are orphaned, early in a parent’s illness, and
its impact continues and grows through the course of
the illness until the death of the first parent, and then, in
the case of double orphans, of the second parent. The
death of one or both parents then has an enduring
impact on the child throughout his or her development
that lasts for years, and well beyond parental death.

The destructive impact of HIV/AIDS on children
begins when one parent becomes ill. Often, they are
already living in a poor household. When the parent
becomes ill, children are expected to shoulder new
responsibilities, and their ages and capabilities may be
ignored when they are pushed before they are ready to
take over household responsibilities. Their tasks can
include domestic chores that they would take on
eventually anyway, such as fetching water or firewood,
preparing food or cooking, as well as childcare for
younger siblings; but they may have to take on this work
when younger than usual. Their tasks also include care-
giving activities for sick relatives and income-earning
activities at a time when young children are develop-
mentally and educationally ill-prepared for either of
these responsibilities.

When a parent becomes so ill that she or he is fully
unable to work inside or outside the home, the income
of the household diminishes. Another adult may be able
to assist at this time, including grandparents. Often
there are no options however, and children then need
to work in agricultural or other income-generating
activities that enable the household to pay medical
expenses and to provide subsistence. In settings where
school fees are required, children may work at first only
to pay school fees. School attendance becomes more
difficult however, as the time dedicated to work
increases, and children in households living with HIV/
AIDS often ultimately drop out.

And so these children find themselves prematurely
out of school, shouldering demands to work inside and
outside the home that they are far too young and ill-
prepared to meet, and facing the loss of one or both
parents. For children who lose one parent to AIDS, there
is a high probability that the other parent will also die.
Eventually, therefore, the children become fully de-
prived of the support, guidance and protection of their
parents or caregivers. Surveys show that double
orphans are more disadvantaged than single orphans. In
the United Republic of Tanzania for example, school
attendance for children whose parents are alive and
who live with at least one parent reaches 71 per cent,
whereas it falls to 52 per cent in the case of double
orphans. Traumatized by parental loss and under-
prepared for the responsibility of surviving on their own,
orphans are likely to suffer developmental problems
and be subjected to health risks including malnutrition,
as well as to suffer from psychosocial distress.29

Moreover, many children in Africa live in foster fam-
ilies, and the impact of the loss of a relative on a fostered
child can be as great as the loss of a biological parent. To
date, no methodology is available for estimating the
number of all these other children made vulnerable by
AIDS. Although children living in foster families affected
by HIV/AIDS are therefore unreported in most research
on the topic, they face the same serious social, devel-
opmental and health problems as biological orphans, as
well as similar economic hardships due to orphanhood.

Little is known about the arrangements that parents
might make for the care of their children in the event of
their death. In an early study in Kenya, in Nyanza
Province in 1997, only 3.7 per cent of sick parents had
made arrangements before they died for their children
to live with friends or relatives. Furthermore, caregivers
are rarely left any money or assets by the parents for
child support because the parents have often exhausted
whatever assets they had to pay for subsistence and any
medical expenses. By tradition, most caregivers become
so by virtue of being next of kin or the closest relative in
the home, whether the charge is welcome or not.
Accordingly, studies show that following parental death,
grandparents, aunts and uncles, and adult siblings as-
sume responsibility for the vast majority of orphaned
children. Household surveys confirm that in Southern
Africa, for example, 20 per cent of all households with
children care for one or more orphans. But even when
taken in, they may experience discrimination and stig-
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matization, and can fall prey to abuse and exploitation.
Moreover, the suffering that the child endures as a result
of the illness and death of parents is often compounded
by separation from siblings.

They are often exposed to harsh conditions even in
the homes of their extended family. Studies in several
countries have shown that orphans have generally
fewer opportunities for schooling and education, are
more exposed to sexual exploitation and the risk of
sexually transmitted infections (STIs) and HIV, whether
in the workplace, in the households where they live, or
directly in prostitution itself. Orphanhood puts a child at
high risk of economic exploitation including child
labour, and studies show that orphans are twice as likely
to work as children who are not orphans, especially in
Africa. Orphans may be forced to migrate in search of
work opportunities, and may end up working in the
worst forms of child labour such as prostitution and
other illicit activities. One study in Uganda found that
60 per cent of children affected by HIV/AIDS were
themselves migrants.30

The communities and families that take in orphans
may also suffer discrimination and be subjected to other
forms of stress that have an impact on the children.
Children are more negatively affected in situations
where their close or extended family, their community

and more broadly the institutions that are created for
children – in particular the education and social service
sectors – are all also heavily strained by the conse-
quences of the HIV/AIDS epidemic. In these situations,
the adult population of care-givers – family members,
foster parents, educators and public service workers – is
being severely depleted at the same time that children
need them more. Although fostering orphans is a
common practice, especially in African societies, the
rapid rise in the number of orphans may overwhelm
the traditional support system of the extended family.
Many of the households that are taking in orphans are
poor, and taking in orphaned children represents a
significant burden. In some countries severely affected
by HIV, the increase in the number of parental deaths is
so rapid that the increasing burden of care for orphaned
children is becoming impossible for relatives and
communities to fulfil. If there are choices to be made,
girl orphans may be favoured, because they are more
easily absorbed into new homes as household help, are
more likely to move away when married, and may even
bring in a traditional brideprice to their adoptive families
upon marriage.

Child-headed households

Although many children whose lives and development
are disrupted by AIDS eventually live with other relatives

Figure 3.    AIDS double orphans in Sub-Saharan Africa, 1990-2010
N

um
be

r 
in

 m
ill

io
ns

Source: UNICEF et al., 2004.

8

6

4

2

0

1990 1995 2001 2005 2010

AIDS

Non-AIDS



28 ILO, 2006    HIV/AIDS and work: global estimates, impact on children and youth, and response 2006

– and there is a chance that the change provides them
with better living conditions – orphaned children are
being left in increasing numbers without a guardian as
the epidemic matures and its impact deepens. As a result,
the number of child and adolescent-headed households
is increasing, and tolerance for child-headed households
now represents the inevitable adjustment of commu-
nities in coping with the impact of AIDS.

If orphans as a group face unusual hardship
emotionally, materially, and educationally,
children who are raised by other children, or
who themselves raise children, are exceptionally
disadvantaged. Every orphan is harmed indivi-
dually by the trauma and deprivation of his or
her personal experience. Together they comprise
entire generations of children who experience
the worst that life has to offer. The future of
nations is ineluctably harmed by the stunting of
their development and the growth in human
capital that is needed for societies and econ-
omies to progress.

Children running or living in child-headed house-
holds must generally fend for themselves and manage
their own activities without the supervision of an adult.
In some cases children receive regular visits and support
from relatives, but research shows that in communities
severely stressed by AIDS, a large proportion of child-
headed households known to have living relatives do
not receive material support from them. There have
been reports that an answerable adult who is close by
might take responsibility for orphans when there are
anticipated rewards. An earlier micro-study in Zim-
babwe looking into the circumstances leading to child-
headed households found that in about a third of cases
there had been no known relative to care for the
orphans, and in most other cases, relatives were
reported to be simply unwilling to take them in. In a
minority of cases, the orphans did not want to live with
the relative.

There is little information on the proportion of
orphans involved, the duration of such situations or
how the children fare over periods of several years.
Earlier small-scale studies of child-headed households in
a few Sub-Saharan countries suggest that the prevalence
was 3 per cent of all households in a heavily affected
district of Uganda (Rakai), about 0.5 per cent of
households in Zimbabwe and 0.3 per cent in Tanzania.
The proportions are likely to be underestimated, as
these households may not be visible: for example, very
early studies found that of Ugandan households that had
experienced a death in the prior 10 years, about 1 per
cent were headed by children under 18 years already in
1992, and in Kenya (Nyanza Province), 5.2 per cent of
households comprised 2.6 minors on average and had
no living-in guardian.

If orphans as a group face unusual hardship emo-
tionally, materially, and educationally, children who are
raised by other children, or who themselves raise chil-
dren, are exceptionally disadvantaged. Every orphan is
harmed individually by the trauma and deprivation of

his or her personal experience. Together they comprise
entire generations of children who experience the worst
that life has to offer. The future of nations is ineluctably
harmed by the stunting of their development and the
growth in human capital that is needed for societies and
economies to progress.

School enrolment

One of the first forms of damage inflicted by the HIV
epidemic on children comes from the household’s need
to withdraw children from school. Children drop out of
school because their labour is needed in the household
– to meet the increased burden of care for the sick and
dying, care for younger siblings, or take over household
chores; because their labour is needed to supplement or
provide the essential part of household income; because
the household can no longer afford school fees and
other school expenses (shoes, clothing or uniforms,
transportation, and so on); or to meet expenses that
compete with school fees, notably medical expenses
due by AIDS. Even if children are not entirely withdrawn
from school, they may be called on to shoulder
additional responsibilities that deeply affect their ability
to study, because their time and attention are diverted
by the demands and events in the home. A study of
AIDS-affected households in 3 South African provinces
found that over 40 per cent of primary caregivers took
time off work or school to care for a family member ill
with AIDS.

In this way, AIDS seriously aggravates the existing
difficulties in the building of human capital in develop-
ing countries. At least 100 million children in devel-
oping countries are still not yet enrolled in primary
school. More than a third of primary school children fail
to reach the last grade in more than 40 countries, which
is a basic cause of illiteracy. Nearly 800 million people
who are 15 years and over live without literacy skills
which are the basic tools to escape poverty.32 In many
countries, even without the impact of AIDS, school fees
and materials are unaffordable to families, depriving
millions of children of a decent education. But the HIV
epidemic gravely compounds these problems, by
creating orphans and by worsening gender inequalities.
In addition, the shortage of teachers is growing around
the world, and the epidemic is increasing this shortage,
particularly in countries severely affected by HIV/AIDS,
where the entire educational sector is being depleted
and weakened.

School fees

School fees pose a significant problem for AIDS-affected
households and comprise the primary reason why
children are withdrawn from school, as families who are
already impoverished by the illness in multiple ways
cease to be able to afford them. Since 2000, several of
the countries affected by the epidemic are known to
have reduced or eliminated primary school fees, notably
Guatemala, Kenya, the United Republic of Tanzania,
Uganda and Zambia, although in some cases there may
still be related charges. A more recent global survey indi-
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cates that there are now (in 2006) at least 5 countries
affected by HIV/AIDS where primary education is com-
pletely provided by the government, namely in Cam-
bodia, Guatemala, the United Republic of Tanzania,
Gambia, and Zambia.

The charging of any fees remains a major barrier to
progress towards universal primary education. Policies
to facilitate or fund children from AIDS-affected house-
holds and communities to go to school should be
encouraged wherever possible to enable children to
stay in school. Yet despite recognition of the gains that
result from eliminating fees at the primary level, an in-
formal survey carried out around 2005 found that 38 of
the countries affected by HIV/AIDS charged some type
of fee in primary education, that was legal in some cases
and illegal in others (see Table 4).33 Moreover, other
indirect cost items may remain high, such as registration
(including photographs for identity cards), learning and
personal hygiene materials, uniforms, sports equip-
ment, transportation and food.

Gender effects

The sex of the parent who dies and the sex of the child
in a household living with HIV/AIDS are two factors that
have a strong influence on a child’s school attendance.34

The consequences following the death of a mother may
be especially far-reaching, because of the traditional role
of women as main caregivers. If the father is ill, children
may be less likely to stop their schooling. A study in
Zimbabwe found that the proportion of children
attending school fell after the death of a mother, from 98
to 80 per cent in urban areas, and from 100 to 93 per
cent in rural areas. Similarly, a study in the United
Republic of Tanzania found that children’s enrolment
was lower when a household had experienced the
death of a woman between 15 and 50 years in the
preceding 12 months, whereas there was no association
between school enrolment and the death of a man aged
15 to 50 years. If the mother is ill with HIV, girls are
needed more particularly for household duties. Girls
in AIDS-affected households more often stay at home to

Orphans and school attendance

Orphans are more likely than other children to be removed from school, although the degree of poverty of the
household, the age of the orphan, the child’s stage of development, and the orphan’s relationship to the guardian
all influence school attendance. It can also be profoundly influenced by culture and the cultural demand for
children’s work. For example, absenteeism of school children is very low in Botswana, and orphans in fact have
better attendance records than non-orphans in primary schools. Botswana has a strong schooling culture and
household demand for children’s work is low. In Uganda and Malawi, on the other hand, absenteeism is higher
among orphans than non-orphans.

Studies show school attendance rates for orphans with neither parent to be lower than for children with both
parents alive and children living with one parent, and the educational disadvantage tends to be greater where
overall school attendance is already low (for example, for 10 to 14 year-olds, the enrolment rates across
40 countries are 60 per cent for children who lost both parents compared with 71 per cent for children with both
parents or living with one parent). Similarly, research in the United Republic of Tanzania found school attendance
of orphans who had lost one parent to be 71 per cent, whereas the proportion of children who had lost both
parents and were in school was only 52 per cent. In Burundi, also, becoming a single orphan reduces full-time
school attendance by 11 per cent, and the loss of both parents has an even greater negative effect on school
attendance.

Research indicates that orphans’ living arrangements can also play a critical role in determining their well-
being, school attendance and safety, which can depend on the degree of relatedness between orphans and their
adult caregivers. A study of 10 Sub-Saharan African countries found that children living in a household headed by
non-relatives were at an enormous disadvantage in terms of school enrolment, having an enrolment which was
46 per cent lower than that of children whose parent was the head of household.31 Household poverty itself led
to substantially lower enrolment for all children, but orphanhood resulted in an educational disadvantage over and
above that arising from poverty. In situations such as these, orphans are at real risk of falling out of family care as
well as school, and of becoming street children, exposed to abuse or exploitation of various forms.

Table 4. Legal, illegal and mixed school fees from informal surveys, 38 countries, around 2005 

Legal fees Benin; Burundi; Cameroon; Chad; Côte d’Ivoire; Dominican Republic; Eritrea; Guinea; Guinea-Bissau; Guyana;
Haiti; India; Madagascar; Niger; Russian Federation; Rwanda; South Africa; Swaziland; Thailand; Togo; Trinidad
and Tobago

Illegal fees Brazil; Ethiopia; Ghana; Honduras; Lesotho; Liberia; Mozambique; Namibia; Nigeria; Uganda; Ukraine 

Both types of fees Burkina Faso; China; Democratic Republic of Congo; Djibouti; Ecuador; Kenya; Mali

Source: Bentaouett-Kattan (2005); UNESCO, 2006a. 
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care for sick relatives. Upon the death of a woman, the
children tend to replace her domestic roles in the
short run and to drop out of school in order to do so. In
3 South African Provinces, nearly 10 per cent of house-
holds had removed a girl from school whereas only
5 per cent had removed boys. School absenteeism in
AIDS-affected households was already found to be
significantly higher for girls than boys in southern
Uganda in 1997. The study found that the proportion of
girls in the households affected by AIDS who missed
more than 14 days in the two years prior to the survey
was significantly higher than that of boys (73 versus
59 per cent) when compared to households not affected
by AIDS and to the situation of boys in both types of
households.

Through these different effects, AIDS worsens gen-
der inequalities and household poverty which both
already underlie the HIV epidemic and are among its
important root causes. Girls are already less likely to be
enrolled in school than boys, and 55 per cent of all
children not enrolled in schools in developing coun-
tries are girls.

School drop-out can compromise children’s psycho-
social development and future prospects. It is par-
ticularly damaging for children living in families with
AIDS and facing parental loss because it denies them a
sense of continuity and security in the short term when
they need a stable source of support. In the long term, it
deprives them of the opportunity to acquire knowledge
and skills needed for adult life. Furthermore, research
shows that education in both form and content can
provide children with the information, negotiating skills
and self-esteem that protect them as children, prevent
HIV transmission in young people, and offer succeeding
generations better chances to escape poverty and its
associated risks. An early study in 32 countries found
that literate women were 4 times more likely than
illiterate women to know the main ways to prevent
transmission of HIV. Schools can play an active role in
mitigating the spread of the disease by providing reliable
information and counselling, and taking measures to pro-
long girls’ education.

Children’s work and school attendance

School is not a priority when parents are sick or
dying and their child has to earn money.

UNAIDS, 2003

Some research on children who both work and attend
school has suggested that the only negative impact of
work is when it prevents children from regular attend-
ance, because children in school who work perform at
the same level as children in school who don’t work.
They encounter the major problem, however, that if and
when they attend irregularly, they can be dismissed
from the school system. Other research shows, how-
ever, that work slows the pace of progression through
school and the quality of school attainment through
attendance. A recent study in Uganda, for example, found
that even when  working children stay in school, their

attendance is irregular, averaging 3 to 4 times a week for
fewer than 6 hours a day.36

In sum, children’s work may have an adverse effect
on learning and good performance while in school, even
when it does not have a large effect on enrolment. There-
fore although school and work may not be mutually
exclusive, working children will complete fewer years of
schooling than children who do not work.

Consequently, children who work as well as attend
school are disadvantaged relative to children who don’t
work, and relative to their own potential. In the long
run, children who work and attend school will be short-
changed with respect to educational opportunities and
their earning power as adult workers. At the extreme,
children who work are hobbled in their attempts to
escape poverty, and are more likely to stay in poverty,
thereby remaining exposed to all the inherent risks of
HIV that are poverty-driven.

To conclude, children living in a world with HIV/
AIDS are at substantial educational disadvantage as they
often have to work or take care of sick relatives or
siblings. Staying in school offers these children the best
chance to benefit from HIV school health prevention
programmes in the short run, and to work their way out
of poverty and its associated risks in the longer run.
Education is in every sense one of the best HIV vaccines
or means of prevention for children.

Education can be viewed as a “social vaccine”
against the HIV/AIDS pandemic.

UNAIDS, 2004b

Policies and programmes that can optimize school
enrolment and the school performance of children
affected by HIV/AIDS should be paramount concerns to
the world of work to ensure the long-term well-being
and quality of the labour force. They should include
measures to keep children in school such as the estab-
lishment of free primary and secondary schooling and
targeted support for orphans, as well as measures to
ensure economic support and alternative labour safety
nets in households living with HIV/AIDS.

Importantly and crucially, children who drop out of
school prematurely and are deprived of parental
guidance and protection are at great risk of exploitation
in the form of child labour. The link between the
abolition of child labour and Education for All (EFA) has
been acknowledged, notably through the establishment
of a Global Task Group at the Beijing EFA High Level
Meeting in November 2005 (comprising the ILO,
UNESCO, UNICEF, the World Bank, and the Global
March Against Child Labour). As the ILO has underlined
in its most recent report on child labour, mass education
is an important prerequisite in tackling child labour in
tandem with poverty reduction.37

HIV/AIDS and child labour

Studies of the linkages between HIV/AIDS and the
occurrence of child labour increasingly confirm their
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interrelation.38 HIV/AIDS raises the exposure of chil-
dren, especially children from poor households and
orphans, to the risk of child labour as the epidemic
exerts growing economic pressure on households.
When a household affected by HIV/AIDS faces im-
poverishment, one strategic response is for a non-
working family member to become an income-earner.
When the illness of one or both parents leaves them
unable to work, children may be sent out to work.
Following the death of one or both parents, orphans

often have little choice than to work when they lose the
social and economic protection of their parents.

Poverty is a determinant of both child labour
and of the risk of contracting HIV. Moreover, the
links between poverty and child labour increase
the risk of exposure to HIV, through the abuse
and sexual exploitation of children. These inter-
actions lead to a vicious cycle as poverty
and exploitation arising from HIV affect the next

School health programmes: promoting HIV prevention in schools

According to 2005 information from 58 low and middle-income countries, 74 per cent of primary schools and
81 per cent of secondary schools provide HIV/AIDS education overall. The proportion of schools providing an HIV
life-skills based educational curriculum varies substantially, however: in Malawi and Swaziland, 90 per cent of
schools are covered, whereas Côte d’Ivoire, Honduras, Nigeria, and Togo reported only about 1 in 5 schools
covered. Research in 2003 showed that differences occurred by level of prevalence (high prevalence countries
tend to provide better educational coverage), and level of education (secondary schools generally have better
coverage than primary schools and more often have curricula that address HIV/AIDS). Both materials’
development and teacher training were reported higher at the extremes of prevalence (the lowest HIV and highest
HIV prevalence countries) than in medium prevalence countries that were reaching their objectives more slowly.

Various initiatives have been established that can assist stakeholders to elaborate training, teaching and learn-
ing materials on HIV/AIDS.35 The following list provides some examples:

• The International Clearinghouse on Curriculum for HIV/AIDS Education collects, analyses and disseminates
information on education for the prevention and mitigation of HIV/AIDS at the school level (primary,
secondary and teacher education): International Clearinghouse on Curriculum for HIV/AIDS Prevention,
UNESCO IBE: Global Content Bank.

• UNICEF developed various training materials for teachers such as: (i) HIV/AIDS Prevention Education:
Teacher’s Guide (China), a guide intended as a Life Skills education manual for teachers of junior and high
school (UNICEF, 2001); (ii) Learning about HIV/AIDS in Primary School consists of over 60 life skills-based
lessons to teach primary schoolchildren about HIV/AIDS, caring for people living with HIV/AIDS, and
stopping stigma and discrimination (UNICEF, 2002). (iii) UNICEF elaborated with the Government of
Myanmar various SHAPE teachers manuals on School-Based Healthy Living and HIV/AIDS Prevention
Education (UNICEF, 2002).

• Education International and WHO produced a Training and Resource Manual on School Health and HIV/
AIDS Prevention designed to strengthen teaching and advocacy skills of teachers and trade union leaders (EI/
WHO, 2001). The Regional Office for the Western Pacific of WHO also prepared a briefing kit for Teachers
on Sexually Transmitted Infections (WHO, 2001). Education International, WHO, and Education Develop-
ment Center, Inc. (EDC) also worked in partnership with UNESCO, UNICEF, the World Bank and others on
school health and HIV prevention, elaborating the EI/WHO/EDC teacher training programme to prevent HIV
infection and related discrimination through schools.

• UNESCO elaborated the Characteristics of Successful Health Education Programmes to Prevent HIV/AIDS,
(UNESCO, 2004). UNESCO Bangkok also elaborated various teaching and learning materials for HIV/
AIDS prevention and adolescent reproductive/sexual health between 1998 and 2001

• USAID prepared a practical guide for planning, implementing, or strengthening life skills curricula for young
people in Sub-Saharan Africa: Tips for Developing Life Skills Curricula for HIV Prevention Among African
Youth: A Synthesis of Emerging Lessons (USAID, 2002).

• WHO/UNESCO/UNAIDS prepared a resource package to assist curriculum planners to design HIV/AIDS/STD
education programmes for their own school systems, for students aged between 12 and 16 years (WHO/
UNESCO/UNAIDS, 1999).

• The International Federation of Red Cross and Red Crescent Societies developed a resource package of edu-
cational activities with young people, designed to help young people working with peers to set up an effect-
ive HIV/AIDS health promotion programme (IFRC, 2000).

• Numerous other academic institutions, and NGOs such as Family Care International and the Peace Corps, have
prepared educational documents on HIV/AIDS.
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generation of adults living with HIV who marry
and raise children ...

HIV/AIDS is neither the only nor the principal cause
of child labour. Poverty is the primary cause of child
labour, and it is probably the impoverishment caused by
AIDS that has intensified the need for girls and boys to
work. Due to the growing convergence of poverty and
HIV, many working children are living in households
affected by HIV, or are orphans due to AIDS. Analysis of
the Zambia Child Labour Survey of 1999 found that
children orphaned by AIDS were twice as likely to work
as other children; 39 a rapid assessment study in Zambia
in 2002 estimated that HIV/AIDS increased the child
labour force by between 23 and 30 per cent.40 A survey
in Uganda in 2004 found that over 95 per cent of
children living in AIDS-affected households were
engaged in some type of work: 88 per cent were
involved in domestic chores, and 81 per cent of them
worked for more than 16 hours per day – 49 percent for
in-kind payments, and 41 per cent for cash. Sixteen per
cent of the children working – mostly girls – worked
both day and night.41

Rapid assessments and thematic studies of working
children carried out between 2002 and 2004 by the ILO
in Cameroon, Malawi, South Africa, the United Republic
of Tanzania, Uganda, Zambia, and Zimbabwe have
confirmed the strong impact of HIV/AIDS on child
labour, in particular following the loss of one or both

parents as a result of AIDS.42 In Cameroon, 47 per cent
of working children started to work after the death of a
parent or a foster-parent, in most cases due to AIDS. The
2004 survey in Uganda found that 58 per cent of the
children affected by HIV/AIDS who were working were
already orphans and their purpose was to support
themselves. These studies have generally revealed that
children in AIDS-affected families are more likely than
other children to be engaged in child labour in com-
mercial agriculture, domestic service, prostitution and
street vending in return for cash, in-kind remuneration,
or food.

Although most studies on HIV/AIDS and child labour
have been carried out in Sub-Saharan Africa, similar
findings come from research in Asia: a study in Cambodia
found that a fifth of children in AIDS-affected families had
started work in the preceding 6 months to support his or
her family.43

For many families impoverished by AIDS, children’s
work comes to represent a significant source of
household income. The result, however, is that working
children are much more likely to drop out of school
earlier than non-working children. This situation can
give rise to two potentially damaging outcomes. First,
children engage in a variety of work to contribute to
household earnings, and some forms lead directly
to child labour. When children are desperate to find
work, the likelihood increases that they find work that

The impact of HIV/AIDS on school performance and the quality of education: the role of the ILO

HIV/AIDS and children’s work affect the educational attainment of orphans and children living in AIDS-affected
families with respect to enrolment, attendance and performance. Ensuring access to education of all orphaned
children and children living in households affected by HIV/AIDS is critical because the destiny of the children
affects a country’s long-term recovery from the epidemic. Although the enrolment of children in school is a crucial
step in avoiding their eventual involvement in child labour and thereby being exposed to HIV, however, ultimately
the benefits of education depend on the performance of children in school. Their performance is an outcome of
the quality of schooling as well as the attendance and diligence of children.

There is a global and long-recognized shortage of quality teachers to meet growing enrolment needs, even before
the HIV epidemic is taken into account. But HIV/AIDS is aggravating the shortage, particularly in heavily affected
countries which face shortfalls in the sheer numbers of teachers required. It has been estimated that in 1999 alone,
860,000 children in Sub-Saharan Africa lost their teachers to AIDS.

The shortage in quality teachers constitutes a fundamental obstacle to working children being able to benefit from
the education and training they need to access decent work. Education and teachers play an important role in the
prevention and elimination of child labour. The ILO supports the 2006 Education for All campaign Every Child
Needs A Teacher. Since 2004, the ILO has worked with more than 20 countries through an action programme –
Teachers for the future: Meeting teacher shortages to achieve Education for All – to address the information gaps,
assess needs for teachers and develop and apply policy solutions. The ILO has also helped its tripartite constituents
to develop specific workplace-based policies on HIV and AIDS for all types of educational institutions. The policies
are guided by the ILO code of practice on HIV/AIDS in the world of work (ILO, 2001).

The ILO has collaborated with UNESCO to develop guidelines for a workplace policy on HIV/AIDS for the edu-
cation sector in the Caribbean and in Southern Africa. These guidelines seek to make schools safe, healthy and
supportive places of work for staff and pupils, and promote the inclusion of HIV in curricula at all levels as well as
in non-formal education for families of pupils and the local community (ILO and UNESCO, 2006a, 2006b).
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engages them in the worst forms of child labour, in-
cluding prostitution and domestic work where there is
a high risk of abuse and of direct exposure to HIV.
Second, leaving school makes it more likely that
children will remain uneducated and grow up to know
poverty as adults, which raises their general level of
exposure to the risk of HIV. Lack of schooling means
they will in turn face more difficulties in accessing
decent work when when they become adult. In this way
poverty, lack of schooling and children’s exposure to
exploitation – including the worst forms of child labour
– all lower the probability of access to HIV prevention
while raising the probability of exposure to HIV in the
short or the long term.

In this way also, poverty puts many children directly
in harm’s way because it is a root cause of child labour.
The involvement of children in income-generating
activities on the street exposes them to HIV and to the
other risky behaviours of peers or adults who buy
merchandise from them. In an ILO study in Malawi,
common risky behaviours reported for children
included smoking tobacco, abuse of various types of
drugs, sexual promiscuity, beer drinking and violence.
In addition, the children faced abuse by peers and older
people, including being forced into early marriage for
money.

As damaging as these direct risks are, children are
also traumatized by the loss of the protection and
guidance of parents, which deprives those living in a
high-HIV environment of the learning and values they
need to become socially knowledgeable and econ-
omically productive adults.

Domestic work

The HIV epidemic has greatly increased the social cost
of caring for sick people and orphaned children for
households and communities. In many HIV/AIDS-
affected families in developing countries, some orphans
and children carry out household chores in other
people’s homes – domestic work – such as cooking or
laundry, nursing sick parents, caring for younger
children and older persons, home construction and
agricultural tasks in addition to any income-generating
activities. A study in Uganda revealed that care for sick
family members meant the children had their sleep
interrupted when called to provide services. Domestic
chores can be excessive or exploitative and may
constitute a form of child abuse. In some countries,
hazardous domestic work, such as working as domestic
servants, has been accepted as one of the worst forms of
child labour.

Gender aspects of child labour

Rapid assessments conducted by the ILO confirm the
greater involvement of girls in household chores,
including care for sick relatives. Societal norms often
influence the time allocation of girls and boys as well as
the nature of the tasks girls and boys perform. It often
results in women and girls having a much heavier share
of care-giving tasks than men or boys. Accordingly, girls

are far more often involved in domestic work and are
exposed to a different level of HIV risk compared to
boys (see box above).

There are no internationally accepted measures of
child labour at present that include household chores.
Efforts at addressing child labour challenges and the
rehabilitation of working children should take into
account the working children, especially girls, who
engage in unpaid domestic labour in the home.

The UN Commission on the Status of Women has
drafted a resolution Women, the Girl Child and HIV/
AIDS that takes into account the specific problems
faced by women and girls affected by HIV/AIDS, and
which is tabled for discussion by the UN General
Assembly in the fourth quarter of 2006 (see box overleaf).

Child work and child labour

According to the ILO’s 2006 report, it is estimated that
191 million children aged 5 to 14 years were at work
globally in 2004, which means that nearly 16 per cent of
the world population of children under 15 years – or 1
in every 6 children – was working. The total number of
working children 5 to 17 years was estimated at just
over 317 million in 2004, indicating that about 126
million youth aged 15, 16, and 17 worked in 2004. More
boys than girls under 18 were working (54 and 46 per
cent of all working children).

Not all children’s work is characterized as child
labour, even if many forms of child work are not
sanctioned by international conventions.44 According
to IPEC global estimates, however, a very great majority
of children working should be considered as exploited
in child labour and the great majority of the children

Gender aspects of HIV/AIDS
and child labour

HIV risks

• Girls are generally at higher risk of being sexu-
ally abused and of becoming HIV-positive
through their work than boys.

• Girls are at higher risk of becoming HIV-
positive through prostitution and sexual
exploitation or through sexual abuse from
employers.

Child labour risks

• Girls are more likely than boys to stay at home
and look after ill parents or younger siblings,
thereby foregoing their education. Boys are
kept in school longer

• Boys are more likely to find themselves in
hazardous labour in the fields, plantations and
in mines. As paternal orphans, they may be
expected to replace the father as the principal
provider in the family.
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being exploited are performing hazardous work, with-
out counting children who are engaged in the remaining
worst forms of child labour 45 (see Table 5).

Of all children working under 18, 69 per cent were
exploited in child labour in 2004, more than 58 per cent

of them performing hazardous work. Of children under
15 years, 87 per cent were child labourers, with 45 per
cent of them engaged in hazardous work. More than
76 per cent of all child labourers were under 15 years.
Of child labourers 5 to 14, there were more boys (51.3
per cent), but of child labourers aged 5 to 11 years more
than half (50.7 per cent) were girls.

Although global estimates of child labour have been
determined, reliable data are not available for each
country in the world on the proportions of children
working, according to the nature of their work. As a
result, there are data for only 38 of the 60 countries most
affected by HIV and AIDS (63 per cent of countries). The
data available include total proportions of children
working, proportions of children who work only, and
proportions who both work and attend school, for
children under 15 years, by sex and for boys and girls
combined (see Main table 3). Table 6 below presents the
estimated numbers of working children for the same
38 countries, based on the proportions given in Main
table 3 and the United Nations’ population estimates for
children in 2000.46 It should be noted that the starting
age to measure child work varied between 5, 7, and 10
years according to country.

Table 6 shows that for the 38 countries with data
among the most affected by HIV/AIDS, it is estimated
there were over 46 million working children in 2000, in-
cluding all forms of work. Applying the same proportions
of the 191 million children under 15 years working
worldwide who were estimated in 2004 to be children
exploited in child labour (87 per cent) and among them,
children performing hazardous work (45 per cent), the
data in the table suggest that 40 million children were
exploited in child labour, and 18 million children
were performing hazardous work in these 38 countries.

In Africa alone, 31 million children are estimated to
have been working in 2000, of whom 27 million could
be characterized as child labourers, and among whom
12 million children are estimated to have been per-
forming hazardous work. Furthermore, on the basis of a
rough estimate of the numbers of working children in
the remaining countries of Sub-Saharan Africa (about
22 million children in 12 countries), it can be reasoned
that for the 40 countries of Sub-Saharan Africa as a
whole, about 53 million children were working, of
whom 46 million were in engaged in child labour and
20 million were performing hazardous work.47

Resolution on Women, the Girl Child
and HIV/AIDS

On March 10, 2006, the UN Commission on the
Status of Women adopted at its 50th session a
significant resolution on Women, the Girl Child
and HIV/AIDS. The resolution places women and
girls at the centre of the response to HIV/AIDS
and stresses that “women have the right to control
over and decide freely and responsibly on matters
related to their sexuality, including sexual and
reproductive health, free of coercion, discrimin-
ation, and violence.” The Commission on the Status
of Women is “[c]oncerned that the vulnerability of
women, girls and adolescents to HIV/AIDS is in-
creased by their unequal legal, economic and social
status as well as other cultural and physiological
factors, violence against women and girls and
adolescents, early marriage, forced marriage, pre-
mature and early sexual relations, commercial
sexual exploitation and female genital mutilation.”
The Commission was also “concerned that HIV in-
fection rates are at least twice as high among young
people, especially young and married women, who
do not finish primary school as among those
who do.”

Among other things, the Commission on the
Status of Women:

“3. Expresses its concern that the HIV/AIDS
pandemic reinforces gender inequalities, that
women and girls bear a disproportionate share of
the burden imposed by the HIV/AIDS crisis, that
they are more easily infected, that they bear the
disproportionate burden to care for and support
those infected and affected by the disease and that
they become more vulnerable to poverty as a
result of the HIV/AIDS crisis; (...)

7. Urges Governments and other relevant
stakeholders to address the challenges faced by
older women caring for people living with or
affected by HIV/AIDS, including orphaned grand-
children; (...)

28. Stresses the importance of ensuring that
young men and women have access to inform-
ation and education, including peer education,
and youth-specific HIV education, sexual edu-
cation and services necessary for behavioural
change, to develop the life skills required to re-
duce their vulnerability to HIV infection and
reproductive ill health, in full partnership with
young persons, parents, families, educators and
health-care providers; (...).”

Source: United Nations, 2006.Source: United Nations, 2006.

Table 5. Numbers of working children, child labourers,
and children performing hazardous work aged
5 to 14 and 5 to 17 years, global estimates, 2004

Numbers of children by age group 
(millions)

Level of work 5 to 14 years 5 to 17 years

Working children 191 317

Child labour 166 218

Hazardous work   74 126

Source: ILO/IPEC, 2006a.
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Table 6. Estimated proportions and numbers of working children, children who only work, and children who
work and attend school, boys and girls, 38 countries, 2000

Total 
estimated 
proportion
of working 

children aged 
7* to 14 years 

(per cent)

Estimated 
numbers

of working 
children aged 
7* to 14 years

Total 
proportion

of all working 
children who 

work only
(per cent)

Estimated 
numbers of all 

working 
children who 
worked only

Total proportion
of all working

children who both
work and attend

school
(per cent)

Estimated 
numbers

of children who 
both worked 
and attended 

school 

Sub-Saharan Africa (35.0) 30 780 500 (60.8) 18 708 300 (39.2) 12 072 400

Angola   5.8 175 400   86.5 151 800   13.5 23 600

Burkina Faso2 69.0 1 764 800   97.8 1 726 000     2.2 38 800

Burundi 39.6 611 100   63.5 387 800   36.5 223 400

Cameroon2 17.5 333 700   67.2 224 300 32.8 109 500

Central African Republic 69.5 547 800   69.4 379 900 30.6 167 900

Chad 72.2 1 270 100   59.9 760 600 40.1 509 400

Congo 42.5 314 900   50.8 159 900 49.2 155 000

Côte d’Ivoire 43.5 1 568 800   61.7 967 800 38.3 601 100

Ethiopia 59.8 8 831 900   76.3 6 741 700 23.7 2 090 200

Gambia 27.5 71 000   57.0 40 500 43.0 30 600

Ghana 28.5 1 183 400   36.4 430 300 63.6 753 100

Guinea 51.1 886 300   99.2 879 600 0.8 6 700

Guinea-Bissau 69.9 199 800   76.5 152 900 23.5 46 900

Kenya   6.7 457 500   44.8 205 000 55.2 252 500

Lesotho 33.3 131 700   28.3 37 300 71.7 94 400

Madagascar 27.9 939 800   91.4 858 900 8.6 80 900

Malawi1 23.3 726 300   20.1 146 000 79.9 580 300

Mali  27.5 704 600   80.3 565 800 19.7 138 800 

Namibia 15.4 63 400     9.5 6 000 90.5 57 400

Rwanda 35.7 693 700   41.3 286 600 58.7 407 000

Sierra Leone 76.1 679 500   68.4 464 700 31.6 214 900

South Africa 27.7 2 202 900     5.1 112 300 94.9 2 090 600

Sudan 20.9 1 358 800   70.2 954 100 29.8 404 700

Swaziland 12.3 29 800   23.2 6 900 76.8 22 800

Togo 74.7 858 700   42.4 364 400 57.6 494 300

Uganda 14.5 804 200   29.3 236 000 70.7 568 300

United Republic
of Tanzania 

40.4 3 024 200   40.0 1 208 900 60.0 1 815 200

Zambia 14.4 346 400   72.8 252 300 27.2 94 100

Asia 11 887 900 10 071 100 1 816 900

Cambodia 52.3 1 455 800   16.5 240 200 83.5 1 215 600

India   5.8 10 432 100   94.2 9 830 900 5.8 601 300

Latin America 
and the Caribbean

3 264 500 493 800 2 770 600

Belize1   5.6 3 500   18.2 600 81.8 2 800

Brazil1   6.8 2 318 400     8.9 206 300 91.1 2 112 000

Dominican Republic 13.8 264 900   12.6 33 400 87.4 231 500

Guatemala 20.1 478 300   38.5 184 400 61.5 293 900

Guyana 32.0 37 500     7.9 3 000 92.1 34 600

Honduras 11.4 153 400   41.9 64 300 58.1 89 100

Trinidad and Tobago   4.3 8 500   21.5 1 800 87.2 6 700

Countries in developed 
regions

160 100 2 900 157 200

Ukraine1   2.4 160 100     1.8 2 900 98.2 157 200

Total (38 countries) (14.5) 46 093 000   (63.5) 29 276 100 (36.5) 16 817 100

* For some countries, ages are 5 to 14 years, or 10 to 14 years, as indicated.
1 Children aged 5 to 14 years 2 Children aged 10 to 14 years
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The worst forms of child labour

There is a subset of forms of child labour that is im-
mediately and urgently targeted for elimination (see
Figure 4). The worst forms of child labour as defined in
ILO Convention No. 182 constitute serious violations of
children’s rights that require urgent action for abolition.
The worst forms of child labour comprise hazardous
work, as well as child slavery, child commercial sexual
exploitation, trafficking – and the use, procuring or
offering of a child for prostitution, pornography or illicit
activities.48

Despite a serious lack of reliable data on the worst
forms of child labour that are referred to in paragraphs
(a) to (c) of Article 3 of ILO Convention No. 182,49

estimates are available from the ILO’s International
Programme on the Elimination of Child Labour for 2000.
According to these estimates, over and above the
number of children in hazardous work, there were
about 8.4 million children involved in the other worst
forms of child labour. Among these children, about
1.2 million were victims of trafficking; 5.7 million were

The ILO International Programme on the Elimination of Child Labour (IPEC): mandate and objectives

IPEC’s aim is the progressive elimination of child labour worldwide by strengthening national capacities to address
child labour problems, and creating a worldwide movement to combat it. While the goal of IPEC remains the
prevention and elimination of all forms of child labour, an urgent priority for IPEC’s action is the eradication of
the worst forms of child labour, which are defined in ILO Convention No. 182 as:

• all forms of slavery or practices similar to slavery, such as the sale and trafficking of children;

• debt bondage and serfdom and forced or compulsory labour, including forced or compulsory recruitment of
children for use in armed conflict;

• the use, procuring or offering of a child for prostitution, for the production of pornography or for porno-
graphic performances;

• the use, procuring or offering of a child for illicit activities, in particular for the production and trafficking of
drugs as defined in the relevant international treaties;

• work which, by its nature or the circumstances in which it is carried out, is likely to harm the health, safety
or morals of children

IPEC’s work is being achieved through several means: through country-based programmes which promote
policy reform, build institutional capacity and put in place concrete measures to end child labour; and through
awareness raising and mobilization intended to change social attitudes and promote ratification and effective
implementation of the ILO Conventions. These efforts have resulted in hundreds of thousands of children being
withdrawn from work and rehabilitated or prevented from entering the workforce. Complementary to this direct
action throughout has been substantial in-depth statistical and qualitative research, policy and legal analysis,
programme evaluation and child labour monitoring.

IPEC’s work on child labour is an important facet of the ILO’s Decent Work Agenda because child labour
perpetuates the vicious cycle of poverty by preventing children from acquiring the skills and education they need
for a better future thereby depriving them of decent work as adults. IPEC’s experience shows that to be effective,
poverty alleviation programmes must address child labour issues through prevention, withdrawal, and the
strengthening of national capacity, especially in the education system.

Action against HIV/AIDS-related child labour fits well into the IPEC Time-Bound Programme approach, which
emphasizes the need to address the root causes of child labour by linking action against child labour to the national
development effort and emphasizing economic and social policies to combat poverty. This approach is founded
on total commitment and active participation of governments, the social partners and other stakeholders. It can
also address the combined problem of HIV/AIDS and child labour in policy and programme development,
implementation and monitoring through enhanced inter-agency collaboration.

Working children

Child labour

Worst forms
of child labour

Figure 4.    Working children, child labour and
                  worst forms of child labour
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victims of forced and bonded labour; 0.3 million were
exploited in armed conflict; 1.8 million were victims of
the use, offering or procuring of a child for prostitution,
for the production of pornography or for porno-
graphic performances; 50 and 0.6 million were ex-
ploited through the use, offering or procuring of a child
for illicit activities.

The nature of children’s work and the level of HIV risk

All children who work are at some level of risk of HIV,
fundamentally because work draws them into the adult
world, whereas they belong in the world of children, at
school or at play. Furthermore, being outside school
robs them of the personal growth and access to
information that help them to protect themselves as
children and adults, and denies them access to the skills
that would enable them to climb out of poverty and
protect themselves as adults.

All children who work are at some level of risk of
HIV, fundamentally because work draws them
into the adult world, whereas they belong in the
world of children, at school or at play.

The nature of children’s work can also sharply in-
crease the risk of exposure to HIV. Children performing
light work, but still attending school have lower risks
than children who are considered to be engaged in child
labour. Children performing hazardous work are at
greater risk than all children exploited in child labour,
both directly and indirectly. Direct risk occurs when
their work exposes them to beatings and other violence,
verbal and sexual abuse, and sexual exploitation; and
indirect risk arises when the hazardous work is being
performed in conditions of poverty, where knowledge
is lacking and the general risk of HIV exposure is high.
Children engaged in the worst forms of child labour –
other than hazardous work – are at the very greatest
direct risk because these forms comprise the most
inhuman abuses of children, in trafficking, forced or
bonded labour, forced conscription, prostitution, por-
nography and drug peddling.

The sexual exploitation of children

When children are impoverished by the illness of one or
both parents, they may get involved in sexual ex-
ploitation even at very young ages as a first or last resort
to obtain immediate cash earnings, food and sub-
sistence, or the company and protection of adults who
disguise their abuse as a form of assistance, and offer
guarantees of support in exchange for sex. Children
who are co-opted into sexual exploitation often need
not only to support themselves, but also siblings and,
occasionally, their own children. Among the numerous
hazards these children are exposed to, the exposure to
STIs is one of the most damaging and to HIV infection
the most life-threatening. But the profound harm caused
by the closing of life options to learn skills and become
independent adults is incalculable: an ILO rapid assess-
ment of girls in prostitution in Ecuador, Ghana and the
Philippines found that at least 70 per cent of the re-
spondents no longer attended school, whereas nearly
two-thirds of them expressed the hope they could go
back to school.

The commercial sexual exploitation of children is
the sexual abuse of an individual under 18 years for
economic or material gain, or against payment in cash or
in kind. The sexual exploitation of children is an
outright violation of fundamental human rights and
amounts to one of the worst forms of child labour. It is
reported to be increasing in some countries affected by
HIV/AIDS, and is probably arising opportunistically in
areas where there are many orphans. A rapid assessment
in Zambia in 2002 found that nearly three-quarters of
children in prostitution were orphans, half having lost
both parents (47 per cent) and one quarter (24 per cent)
one parent. Across the world, also, there is a lowering of
the ages at which children get ensnared into prostitu-
tion. This may also be driven by the HIV epidemic,
where the false belief prevails that younger children do
not carry HIV or that sex with a young child may prevent
HIV – or worse – cure AIDS.

Poverty, lack of schooling, orphanhood and lack of
marketable skills create the conditions that favour the
sexual exploitation of children. Other conditions that
may contribute to this exploitation include cultural fac-
tors, such as the low status of girls and women; the weak
enforcement of laws; and social unrest, upheaval and
conflict that lead to economic hardship, displacement
and migration.

Early marriage

In parts of the world, parents encourage the mar-
riage of their daughters while they are still chil-
dren in hopes that the marriage will benefit them
both financially and socially. However, child mar-
riage is a violation of human rights, compromising
the development of girls and often resulting in
early pregnancy and social isolation, with little
access to education and poor vocational training.

People may also believe that child marriage
will protect them from HIV, so parents seek to
marry off their girls to protect their health, and
men may seek younger wives as a means to avoid
HIV.

Research shows, however, that a majority of
persons who are living with HIV/AIDS are married
in some settings. Furthermore, the demand for
children, and the stigma associated with safer-sex
practices are important factors leading to very
low condom use by married couples worldwide.
Heterosexual married women who report monog-
amous sexual relationships with their husbands
are increasingly becoming a high-risk group for
HIV because marriage does not protect them from
HIV transmission from their husbands.

When a girl marries, she may be expected to
bear a child soon after marriage, and so is denied
access to contraception, including condoms, and
lacks the power to negotiate safer-sex practices, so
marriage puts her at risk of acquiring STIs and HIV.

Sources: Bhattacharya, 2004; UNICEF, 2005a.Sources: Bhattacharya, 2004; UNICEF, 2005a.
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Although many countries have successfully reduced
the proportion of the population living in poverty, the
sex industry remains significant in many countries. Pros-
titution involving exploitation of children often caters
foremost to local and national demand, with tourism
demand building on and strengthening the pre-existing
situation.51

Estimates of the sexual exploitation of children

Sexual exploitation of children is deliberately hidden
from view and often linked to organized crime and
trafficking in children. Most sexual exploitation of
children never comes to the attention of government
authorities. In many countries, it is not yet recognized as
a problem, or if recognized, is not yet seen as a priority.
Its estimation is made more difficult, furthermore,
because definitions of child sex work and sexual
exploitation vary. Some estimates include street children
who sell sex in response to a solicitation; others include
only children in brothels or massage parlours, where
many are kept in a state indistinguishable from slavery.

Taking account of these limitations, existing reports
point to a serious problem. UNICEF estimates that about
1 million children, for the most part girls, enter prostitu-
tion each year. Given that boys and girls no longer count
as children once they reach 18, it is estimated that
2 million children, the majority girls, are being sexually
exploited in the lucrative sex industry at any time.
Table 7 summarizes information from 15 countries or

geographical locations on the nature and extent of the
problem.

In addition to the potentially greater risk of HIV
transmission to children,52 children in prostitution are
unlikely to have the skills needed to insist on condom
use, or even to have information – or access to inform-
ation – on risks of infection, or sources of condoms.
IPEC rapid assessments of the sexual exploitation of
children in Costa Rica, Ecuador, El Salvador, Ghana,
Jamaica, Lao People’s Democratic Republic, Mada-
gascar, Myanmar, Nepal, Philippines, Sri Lanka,
Thailand, the United Republic of Tanzania, and Vietnam
between 2001 and 2003 found that even when HIV
prevention information was available to most children
aged 13 to 17 years who were surveyed, very few of
them were able to act on information to protect them-
selves. A UNAIDS study of young people found that
already as many as 30 per cent of children and youth in
prostitution aged 13 to 19 years were HIV-positive
in selected countries in Asia in 2003.

Street children

The risk of exploitation in commercial sex, unwanted
pregnancies, coerced sex and transmission of STIs – as
well as the risk of HIV – is greater for children who are
orphaned and for street children, who may cope with
psychosocial and economic distress in turning to high
risk behaviours. Moreover, their risk of HIV is excep-
tionally high in settings where HIV prevalence is high,

Table 7. Reports of children in prostitution and prevalence of HIV in sex workers, 15 countries or geographical 
locations, various years

Country (alphabetical order) Reports of children in prostitution HIV prevalence in female sex 
workers (per cent)

Albania 30,000 mostly adolescent Albanian girls working abroad 
in prostitution (2001)

…

Brazil 500,000 children in prostitution (1994) 2.9 (2001)

Cambodia In Phnom Penh, 31% of persons in prostitution
are children 26.3 (2000)

China 200,000 to 500,000 children (1994) 0.5 (2005)

Dominican Republic 25,000 children in prostitution 3.6 (2004)

India Between 400,000 and 500,000 children in prostitution 9.4 (2000)

Mexico About 16,000 children reported in prostitution …

Moldova 30% of trafficking victims for sexual exploitation
are adolescent girls 8.5 (2005)

Lithuania 20 to 50 % of persons in prostitution are minors 1.4 (2000)

Philippines 60,000 to 100,000 children in prostitution (1998) 0.03% in sentinel sites (2003)

Sri Lanka 20,000 to 30,000 children in prostitution 0.0 (2000)

Thailand About 20% of children in prostitution began at 13
to15 years (2003) 8.5 (2000); 4.3 (2004)

United States About 325,000 children at risk of sexual exploitation 
(2000)

Vietnam 7 to 11% of persons in prostitution are children 10.0 (2000)

West Africa 35,000 children in prostitution ...

Mekong sub-region 30 to 35% of all persons in prostitution are children …

Sources: Lim, 1998; Chantavanich et al., 2000; ECPAT, 2003; Government of the Philippines, 2003; Save the Children, 2001; UNAIDS, 2006a; UNDP, 2004; and
UNICEF, 2001b.
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which are precisely the settings where they are most
likely to find themselves. The HIV epidemic has lead not
only to a rise in the numbers of orphans, but also to a rise
in the number of children who end up living on the
street.

The number of street children is growing in many
cities in Sub-Saharan Africa. In Uganda, it is estimated
that over 20,000 children and youth, mostly boys
(70 per cent) are living on the street, and about 80 per
cent of them have lost parents or guardians as a result of
HIV/AIDS. In many cases, orphans brought to urban
areas to work as domestic servants have ended up
trapped in other forms of exploitation, including child
labour and prostitution, or they eventually experience
homelessness, delinquency and drug abuse. In a study of
children in prostitution in Uganda in 2003, 48 per cent
were found to be orphans who had migrated from
villages to fend for themselves. Street children are at
high risk of HIV not only because they have no care and
guidance, but because they lack basic shelter and food,
and may resort to drugs, including injecting drug use.
Children on the street are exploitable, and most are in
child labour, many are victims of sexual exploitation or
resort to prostitution or crime to survive. These prob-
lems are frequently compounded by harassment and
abuse by law enforcement officers and from within the
law enforcement system itself, which is not only
dehumanizing, but robs the children of any hope of
recourse, or of accessing help.

In the long term, the exposure of girls and boys to
sexual exploitation must be addressed through access
to education and to decent and productive work.
Ensuring that children at risk have access to education,
life skills training, health services and – eventually – jobs

is critical to reduce the risks of HIV infection and pro-
vide the necessary information, education and services
to help children to protect themselves. Discussions in
the UN system 53 are currently reviewing issues related
to prostitution in the current context of universal access
to prevention, care and treatment, and seeking the
means to develop actions that can acknowledge and
address HIV/AIDS and prostitution – including children
in prostitution – within a comprehensive rights-based
framework.

An enormous gap remains, however, between what
has been done to date and what remains to be done to
protect the rights and address the needs of the
15 million AIDS orphans worldwide, of whom 12 mil-
lion are living in the poorest and most affected
countries. Orphans lag behind non-orphans in school
attendance and are much more likely to work and to fall
prey to child labour and its associated risks. Moreover,
there are millions of other children who are being
harmed by HIV/AIDS, because they are caring for sick
and dying parents who are still alive But there are few
studies of the hardship facing these children at this
critical stage, because survival after symptomatic AIDS is
so short and so much else needs to be done. Although
most heavily-affected countries in Sub-Saharan Africa
have a national policy for orphans and children made
vulnerable by AIDS, according to UNAIDS, fewer than 1
in 10 children were reached by basic support services in
2005.

As HIV harms children in many different ways,
multisectoral policies should be elaborated to tackle
their various needs, and programmes should target
communities where HIV is making children especially
vulnerable.
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Chapter 4. The consequences of HIV/AIDS for youth

As a group, youth are at greatest risk with respect to the
HIV epidemic for three related reasons.54 Young men
and women are entering their working lives and as a
category of workers who may have little training and
experience, they are at high risk of unemployment. At
the same time, they are starting off their adult sexual
lives. Finally, many youth live in poverty. It is estimated
that 200 million young people, or 18 per cent of all
youth, live on less than US$1 per day, and 515 million on
less than US$2 per day.55 These three factors interact
with the result that, according to the most recent data,
young people account for half of all new HIV infections.

Young men and women are 2 to 3 times more likely
than older adults to be unemployed: youth unemploy-
ment is consistently higher than adult unemployment in
a wide range of countries. Youth represents only a
quarter of the world’s working-age population but
accounts for nearly half of its unemployed. Young
people also work in large numbers in the informal
economy, which means that they do not know decent
work, are usually underemployed,56 work under pre-
carious conditions and benefit from little or no social
protection and benefits (such as protection from
accidents, occupational health risks, or job loss). Along
with women and migrant workers, youth experience
among the worst conditions in the world of work. It is
not unexpected to find that the majority of men and
women who have resorted to the sex industry for their
livelihood began sex work in their teens or early 20s,
and that in many parts of the world the vast majority of
sex workers are under 25 years.

At the same time, an estimated 5,000 to 6,000 young
persons acquire HIV each day. The majority of
young people in most countries surveyed do not yet use
condoms when having sex with a non-regular partner,57

and detailed enquiry often reveals that most non-users
do not feel they are at risk. According to UNICEF, at least
30 per cent of young people in 22 countries surveyed in
2004 had not heard of AIDS and how HIV is transmitted,
and as many as 87 per cent of groups of 15 to 19 year
olds did not believe themselves at risk. Denial is
widespread even with knowledge of AIDS, and many
young people who are sexually active and know the
modes of transmission of the virus report that they face
little or no risk of becoming HIV-positive themselves.
Moreover, the majority of young persons who are living
with HIV do not know that they carry the virus,
especially in resource-poor settings.

Lack of information plays a fundamental role, and
attempts to increase awareness and understanding are
still well below the 2005 targets set by the Declaration
of Commitment on HIV/AIDS of the United Nations
General Assembly Special Session on HIV/AIDS in 2001.
According to recent reports, countries face difficulties
in introducing HIV education into the primary and
secondary curricula, actually providing HIV instruction,
and reporting on HIV education coverage. All of this is
needed to ensure that by the time they are 15 to 24 years
old, youth have had access to and have acquired
comprehensive HIV-related knowledge. Explanations
for this include the fact that unmarried youth may not be
acknowledged as sexually active by adults in a number
of cultures, and that in some countries, sexual health
education is not culturally and/or legally tolerated in
schools. Yet studies show that when exposed to
appropriate information about sex, young people tend
to postpone sexual activity and/or to use condoms.

Outside early marriage or other precociously stable
relationships, young people as a group are more likely
than other age groups to take risks with respect to
sexual behaviour. This is because sexual initiation is
frequently unpredictable and unprepared, and early
sexual experiences often take place with non-regular
and non-cohabiting partners. Also, with access to
partners, young persons may have a higher frequency of
sex than other age groups, which is an important
component factor in disease transmission. Age at sexual
debut is another important factor, as an earlier debut
can mean a longer exposure to the risk of HIV, and can
be associated with a larger number of sexual partners,
which is also a risk factor for HIV. Surveys show that age
at sexual debut is highly variable, for a number of
cultural, economic and social reasons. In Africa, for
example, over 30 per cent of young men reported
having sex before 15 years in Kenya, as did young
women in Chad, Guinea, Mozambique and Mali,
whereas under 10 per cent of young women in South
Africa, Namibia, Zimbabwe and Rwanda reported they
had sex before 15 (see Figure 5 for surveys of young
women).

In many cases, the age at which youth – in particular
young women – have their first sexual encounter is
related to the age at which they marry. In the same
surveys, for example, 39, 45 and 50 per cent of young
women now aged 20 to 24 years in parts of Mali, Nigeria
and Ethiopia report that they had been married before
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age 15 years, and 83, 73 and 80 per cent report being
married before age 18 years. To the extent that marriage
is a major determinant of entry into sexual life, raising
the legal minimum age at marriage contributes to
lowering the risk of HIV for young women. It is note-
worthy in this regard that repeat surveys in Africa are
now showing increases in the reported ages at first sex.

Other contributing factors include alcohol and drug
use, which lower inhibition and increase the risk of
exposure to HIV through sexual and other high risk
behaviours. Studies show that individuals are less likely
to practise safer sex when experiencing the effects of
alcohol and drugs. According to the UN World Youth
report, the emergent use of synthetic drugs worldwide
is unprecedented, and takes place essentially in re-
creational settings. The demand for illicit substances by
youth in developing countries has increased to levels
typically found in industrialized countries.

All these sources of risk are aggravated in the case of
orphaned youth who are underage. These young men
and women have lost the protection and guidance of

one or both parents. At the same time, they are at
greater risk of poverty and are more likely to lack access
to education and knowledge, to have to resort to
prostitution, and to be subjected to sexual predators.
For these reasons, the likelihood of exposure to the risk
of HIV is common to a number of specific groups of
young people: those who are refugees, youth who are
drug users, and youth living in households with HIV/
AIDS,58 as well as orphans as a result of AIDS, and youth
living on the street.

Moreover, the risks are greater for young women
than for young men, as are the consequences. Surveys
show that the knowledge level about HIV/AIDS is
almost always higher in young men than in young
women. Although young men tend to report higher
levels of sexual activity than young women, they also
report higher levels of condom use.

The outcome is displayed in Main table 4, where it
can be seen, that in the particular case of the region with
the highest HIV prevalence in young people – Sub-
Saharan Africa – the regional prevalence for 2005 was

Figure 5.    Proportion of women aged 25 to 29 years whose first sexual encounter occurred by age 15 years,
                  26 Sub-Saharan African countries, 1992-2002
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estimated to be 1.5 per cent in young men, but 3 times
that level – 4.3 per cent – in young women. It is notable
that the estimated prevalence in young women exceeds
10 percent in 7 countries: Botswana, Lesotho, Mozam-
bique, Namibia, South Africa, Zambia and Zimbabwe,
whereas in no country in the region is the HIV
prevalence of young men estimated to reach 8 per cent
(7.7 per cent in Swaziland). Outside Africa, the second
worst-affected region is the Caribbean, where HIV
prevalence is estimated to be 0.7 in young men and 1.6
in young women.

The grave consequence ultimately is the premature
death of both men and women as a result of AIDS. In
Africa, in particular, the effect of the epidemic on the
mortality of young adults is striking. Given that sympto-
matic AIDS develops within 10 years on average after
exposure to HIV and assuming that there is little or no
access to ARVs, the death rate of the 15 to 24 year-old
generation would peak at around 30 years. Mortality
trends confirm that the proportion of all deaths that
occurred in adults aged 20 to 29 years and 30 to 39 years
in the populations most affected by the epidemic in Sub-
Saharan Africa increased over 300 per cent between the
late 1980s and the early 21st century. Whereas deaths
are typically high in early childhood and in old age in

developing countries, in regions heavily affected by
AIDS – in this case Southern Africa – deaths have risen
to such a high level between 20 and 39 years that the
proportion of deaths in young adulthood dwarfs
the level of deaths in early childhood and in old age (see
Figure 6).

Orphaned youth and youth heads of households
The mortality of adults leaves children as orphans,
but the death of providers leaves orphans desti-
tute. When parents die, their children are
orphans whether they are infants or 17 years
old. When suddenly bereft of parental guidance,
few youth can care for themselves adequately let
alone easily replace parents in caring for younger
siblings, even if many 15, 16 and 17 year-olds
already work.

ILO, 2004c

One of the most direct impacts of HIV/AIDS on
underage youth is the loss of one or both parents.
UNICEF estimates that in 2004, 55 per cent of all orphans
were adolescents between 12 and 17 years. Many
children directly affected by HIV/AIDS or orphaned as a

Figure 6.    Total deaths by five-year age groups in Southern Africa, 2000-2005
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result of HIV/AIDS in this age range are already sup-
porting their families or begin to do so at the death of
their parent(s). In the absence of adequate social
protection, and in situations where extended families are
facing similar problems or cannot take in young relatives,
many young people themselves become heads of
households and providers for siblings or a sick parent.
Often, young heads of household take on this role in an
effort to avert splitting their sibling group.

A study in Rwanda in 2004 revealed that 70 per cent
of a sample of youth 15 to 24 years and adolescents 12
to 14 years who headed households had lost both
parents, and 80 per cent of them cared for younger
siblings.59 The younger heads faced more difficulties –
few still of school age attended school (28 per cent) –
but tended to have more support. At the time of the
survey, 65 per cent of the heads of households had been
in that role for 4 or more years, and 55 per cent reported
having gone without food to ensure enough for their
siblings.

The general health status of the young people was
poor. Half of them reported being currently ill or having
a disability. Moreover, they reported feelings of being
unworthy, sad, desperate, anxious, angry, or depressed.
They felt isolated and marginalized, and over half re-
ported maltreatment in the form of exploitation and
theft; 25 per cent had known beatings and physical
abuse. One in 10 adolescent girls and young women had
been sexually abused or raped, and several youth
had consented to unwanted sex to obtain support for
their families and themselves. They are more likely to
feel depression, anxiety and anger as a result.60

The experience of the young women and men
differed in important ways. The young women tended
to care for a larger number of children in the home, and
had less support from neighbours and the community,
as well as experiencing more sexual coercion. The
young men reported more delinquent behaviour, sub-
stance and alcohol use, and were more often exposed to
physical abuse and to exploitation for their labour.

Adolescence is a critical stage of transition and the
event of orphanhood can lead to depression, hope-
lessness, risk behaviour and withdrawal. Orphaned
adolescents become exposed to many risks when they
experiment with sexual initiation, alcohol or tobacco
use, and sometimes experience violence and drug use.
The consequences of their risk taking behaviours can be
grave, including STIs and HIV, as well as unwanted
pregnancy.

As orphaned adolescents mature several issues
grow in importance, such as prevention of sexual abuse
and exploitation, and attainment of life skills, including
skills for HIV prevention. Orphaned adolescents require
different types of assistance because they have specific
developmental needs. The more particular needs of
orphaned adolescents include access to secondary edu-
cation, livelihood and vocational training, sexual and
reproductive health education and services, psycho-
social and social support for transition to adulthood, and

access to adult mentors as role models. Researchers
have pointed out that older orphans may struggle with
identity loss in ways that are not yet relevant to younger
children facing the same experiences.61 Because of
their experience, they may also face stigma and dis-
crimination in attempting to access work or training
opportunities.

In this respect, youth require different kinds of as-
sistance from programmes working with orphaned
children and such programmes should take into account
the specific needs of youth orphaned by HIV/AIDS. In
view of the important role that school and/or the
workplace play by the time of late adolescence and
young adulthood, it is essential that both school
and workplace policies and programmes take account
of their special circumstances, and that they seek to
address not only their schooling and training needs, but
also their individual psychosocial needs and the
discrimination and stigma that they experience as a
group. Finally, orphaned older adolescents and youth
require that their needs to protect themselves sexually
be openly and fully addressed, both in schools and at the
workplace.

Coerced sex is more frequent when young people
fend for themselves, and the consequences can include
HIV transmission. Sexual coercion applies to forced
viewing of pornography and attempted rape as much as
to trafficking, prostitution, and sex obtained through
intimidation, pressure or force. Money, gifts or other
economic incentives transacted for sex are also coercive
in the context of poverty.

Access to education and youth employability
in the context of HIV/AIDS

The impact of the HIV/AIDS epidemic to date has
already been amply observed in its immediate effects on
orphaned youth, as well as orphaned children. The long-
term impact can only now be discerned and already
appears ominous. Youth in HIV/AIDS affected house-
holds are now being widely reported to be dropping out
of school and starting to work when too young, too
unskilled and too inexperienced. With poor education
and training, these young people are less likely to have
access to decent work and are facing a high lifetime risk
of underemployment and unemployment.62 In this way,
HIV/AIDS lessens the likelihood that youth will secure
decent jobs, and this lack of access to decent work itself
increases their risk of exposure to HIV.

Poverty and HIV/AIDS have a jointly significant im-
pact on education, skills and employability, because
when orphaned youth living in households affected by
HIV/AIDS work to support themselves, sick relatives
and siblings, school attendance becomes much more
difficult. The loss of parental guidance and encourage-
ment alone increases the risk of withdrawal from
school. A study in Benin found that adolescents whose
parents were both alive were 3 times more likely to be
still attending school than adolescents who had lost
both parents (50 per cent as compared with 17 per
cent). As HIV/AIDS impoverishes households, the econ-
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omic impact of HIV/AIDS further jeopardizes the chances
of many youth to stay in school, not only by making
school attendance unaffordable, but by forcing them to
find ways to address the household’s worsening income
situation and care needs. Economic hardship due to
poverty and HIV/AIDS linked to poverty deprive them
not only of years of schooling, but of education into
social and civic life as family responsibilities become in-
compatible with access to recreation and participation
in community activities.

At global level, there are many reasons for school
attendance to decline with age as adolescents and youth
chose alternative paths at different decision points of
their lives, particularly when they reach the age when
they can legally work, and employers can legally hire
them. In many countries and resource-poor settings,
however, youth simply have significantly less access to
schools than younger children because of lack of
institutional infrastructure,63 inadequate personal re-
sources, and demands made on them to address the
income and care needs of their families and households
(see Main tables 3 and 4). Poverty erodes access to
education and to the benefits that would accrue, and
this happens early on and has a profound and lasting
impact. According to UNESCO, even if the current
generation of youth is the best-educated to date, 130
million youth were still illiterate in 2000, and, behind
them, 115 million children were still not in school in
2001-2002.

HIV/AIDS is directly destroying the productive
potential of youth themselves and lessening the
likelihood of youth to secure decent jobs.

ILO, 2004a

Without access to the education and training they
need, the chances of finding work, especially decent
work, are diminished when youth become adults. Young
people living in AIDS-affected households often find out
only later that decent jobs are unavailable or beyond
their reach because of their earlier lack of education and
training. In South Africa, for example, nearly two-thirds
of unemployed young people do not hold a secondary-
level certificate. In Ethiopia, 33 per cent of unemployed
youth have only a primary level education, and 45 per
cent are illiterate. The same holds for Latin America and
the Caribbean region, where the higher the educational
level of youth, the lower their relative level of unem-
ployment. They also often encounter discrimination and
experience stigmatization, not only because of their
direct experience of AIDS, but because of their low
status. The intolerant attitude of employers to young
people perceived as being HIV-positive or affected by
AIDS can lower their chances of employment or deter-
mine poorer conditions of employment.

Youth who lose their parents and start to work
prematurely not only have less education, but also have
fewer professional skills of the type generally passed on
by older workers. Furthermore they lose access to
essential practical skills that their parents would have
transmitted to them in the fullness of time, among them

parenting skills: many men and women will not learn
from their own parents how to care for their own babies
and young children, and their children will not know
grandparents.

Working life skills

Worker know-how has an impact on productivity and
quality, and is transmissible from older to younger
workers. Youth who enter work early are more likely to
enter child labour and be at increased risk of exposure
to occupational hazards, where they will rarely find
mentors. They do not learn skills such as bargaining for
decent wages or better working conditions. In some
settings, the HIV epidemic has severely depleted the
human capital of teachers, school managers and
administrators, as well as educational policymakers, as
well as having eroded the public revenue base for
investment in education. This state of affairs not only
undermines schooling, but leaves few role models and
mentors in the school system for youth who need to
learn life skills. At the same time, youth who leave
school find similarly that there are fewer older workers
in their communities who can transfer such skills.

Traditional skills

The death of one or both parents reduces the time-
honoured transfer of skills and knowledge from parents
to children, which may result in an overall loss of
essential traditional skills – especially in the informal
economy – and practical skills that are essential for
survival. The overall impact is to reduce the productive
potential of the generation of youth. In farming com-
munities where many adults die, for example, orphaned
youth may have not yet fully learned farming techniques
for irrigation, soil enhancement, crop rotation or
livestock management. As a result, they may shift
towards subsistence farming, which implies a reduction
in productivity and real incomes. Many others are left in
poverty without skills and have to find work of any
other type to survive.

Knowledge for HIV prevention

The youth concerned are even less likely to have prac-
tical knowledge about HIV prevention, or to have access
to such information when they lose their ties to
institutional settings (whether educational or in the
world of work), and become difficult to reach. Youth
who no longer attend school need to be reached
through community programmes. According to surveys
conducted in 11 countries in Sub-Saharan Africa, HIV-
related knowledge levels are highly related to the
educational milieu as well as to the level of education
reached: levels can be twice as high for youth who
received at least primary education, and four times as
high for young people who had received a secondary
education or more.64

The youth employment challenge

Employment prospects for young people vary accord-
ing to sex, age, ethnicity, educational level and training,
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family background, health status and presence of a dis-
ability. Youth in resource-poor settings may face
especially serious barriers to decent jobs, including their
employability deficit, the lack of decent work oppor-
tunities, and their (perceived) HIV status, as well as
adverse conditions of discrimination, forced labour,
work in hazardous occupations, armed conflict, and
forced migration.

Globally, it is estimated that there were 85 million
unemployed youth aged 15 to 24 years in 2005, and they
make up nearly half (44 per cent) of all unemployed
persons in the world. In almost all countries, the youth
unemployment rate exceeds the adult unemployment
rate, yet youth make up only 25 per cent of the working-
age population. Beyond this, millions of young people
across the world are underemployed.65

According to global and regional estimates, youth
unemployment appears to have risen globally between
1995 and 2005, from 12.3 to 13.5 per cent of all youth,
but with substantial regional variation. Youth unem-
ployment increased in Latin America and the Caribbean
from 14.4 to 16.6 per cent, and rose little in South Asia
from 9.9 to 10.0 per cent, whereas in Sub-Saharan Africa
it persisted at a very high level over the entire period,
swelling from an estimated 17.5 per cent to 18.1 per cent.

When assessed at national level, youth unemploy-
ment in Sub-Saharan Africa shows some extraordinarily
high levels, and these levels are increasing. In South
Africa, for example, youth unemployment was esti-
mated at 44 per cent in 2000 (42 per cent for young men
and 47 per cent for young women),66 when youth
accounted for a third of all unemployed persons. By
2003, unemployment had risen to 60 per cent (56 per
cent for young men and 65 per cent for young women).
In neighbouring Botswana, youth unemployment for 15
to 19 year-olds and 20 to 24 year-olds was estimated to
reach 49 and 38 per cent respectively in 2001,67 and
young people were estimated to account for 62 per cent
of all unemployed persons.68 Reported national levels of
youth unemployment were higher than regional esti-
mates in other countries highly affected by HIV/AIDS.
Youth unemployment was estimated at 17 per cent in
the Russian Federation, and 20 per cent in Ukraine
in 2002.69 The youth unemployment rate in Brazil was
estimated at 19 per cent and in Barbados at 26 per cent
in 2003.70

Youth labour force growth

Whereas youth are already experiencing high levels of
unemployment and poor conditions of work in the
informal economy in Sub-Saharan Africa, early entry into
the labour market is now a recognized trend in many
countries highly affected by the HIV/AIDS epidemic. It
was already observed in 2000 that children aged 10 to
14 years made up as much as 30 per cent of the labour
force in some settings. This observation coincided with
reports on the growing impact of the HIV epidemic on
orphans, children and youth living in HIV-affected
households, who were leaving school at young ages to
enter the labour market earlier, who had few market-

able skills, and were driven by the need to support them-
selves and their families. Youth will need to compete for
jobs not only with even younger persons, but with
adults, as Sub-Saharan Africa is the only region where
adult and youth labour forces are expected to grow at
similar rates, with further adverse repercussions for the
youth labour market.71

According to ILO estimates, the youth labour force
(youth who work and who are seeking work) will reach
660 million globally by 2015, up by almost 4 per cent
since 2005.72 The youth labour force will not grow in
more developed regions and will decline in China, but
in Sub-Saharan Africa, the region most affected by HIV/
AIDS, the youth labour force is expected to increase by
25 per cent, from 96 to 121 million, in South-East Asia
and the Pacific by 19 per cent, and in South Asia by 9 per
cent. Consequently, there will be more first-time job
seekers in those regions and decent employment
opportunities will need to grow substantially, constitut-
ing a tremendous challenge especially in Sub-Saharan
Africa and South-East Asia.

Given that the labour markets in Sub-Saharan Africa
and South-East Asia will not be able to absorb all new
entrants, there will be greater selection by education
and experience, which are precisely the assets and skills
that young people in poverty, especially orphaned
youth and youth affected by HIV/AIDS, are likely to lack.
Inadequate skills and mismatched skills reduce
employability, which increases the risk of marginal-
ization and social exclusion for under-educated and
under-trained youth, while it also undermines enter-
prise competitiveness.

Yet one of the best solutions to social exclusion and
the best forms of prevention against HIV is decent work,
and the best way to access decent work is through
education with the appropriate training and skills. But
formal education and training systems often do not
reach marginalized and disadvantaged youth, including
youth who have dropped out of school, and who are
affected by HIV/AIDS. Out-of-school training is a very
important means to help youth qualify for jobs, giving
opportunities for education, skills training and micro-
credit, among other interventions. Importantly, out-of-
school structures would also make it possible to convey
HIV prevention messages and information for youth
who are at high risk, but who are also hard to reach.

For youth who are engaged in hazardous child
labour,73 who have lost their access to school and are
too old to return to basic formal education, a sustainable
alternative is to enable them to acquire skills in
marketable trades and basic vocational skills. On com-
pletion of training, in-kind start-up capital can be
provided that is accompanied by essential follow-up
supervision for a period of time (an example is to
provide sewing machines for youth trained in tailoring;
see also Table 8 below in the section Youth in sexual
exploitation).74

Various projects address the needs of orphaned
adolescents for vocational and livelihood training. For
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example, an FAO-supported project in four countries in
Sub-Saharan Africa works with Junior Farmer Field and
Life Schools to teach agricultural knowledge, business
skills, life skills and HIV/AIDS prevention to orphans and
vulnerable children who are aged 12 to 18 years.75

But skills development for youth who are at high
risk is a challenge, and the training offered needs always
to be weighed against the skills required on the labour
market. Kenya, Nigeria and South Africa have intro-
duced apprenticeship-structured programmes that
integrate theoretical learning with working experience.
They entail partnerships between governments, service
providers and the private sector, and provide a good
example of the kind of feedback mechanisms needed to
address the skills mismatch in many developing
countries (see box). Apprenticeships and school-based
vocational education and training are alternatives that
present both opportunities and obstacles for dis-
advantaged youth, and which are gender-sensitive and
vary by country. Dedicated alternative training should
be developed to address the needs of disadvantaged
youth that would include innovative approaches to
skills acquisition, employment and income generation.

Access to work and the risk of HIV

In addition to its economic consequences, unemploy-
ment carries many social consequences for youth.
Young people without access to work who live in
poverty or social exclusion are at much higher risk of
exposure to HIV than young people who are employed
and integrated into the community. HIV/AIDS is itself

also a factor, because loss of parental structure, drop-
ping out of school, and the experience of stigma and
discrimination disproportionately raise their level of
social exclusion, and youth who are socially disad--
vantaged in these ways are more likely to engage in risky
behaviour. But the marginalization and social exclusion

The youth employment challenge in the context of HIV/AIDS: the work of the ILO

The ILO has sought since 1919 to improve the employment and working conditions of young people and address
youth employment challenges through establishing Labour Standards, such as Conventions and Recom-
mendations, and promoting their adoption and implementation by member States. The ILO’s Governing Body
endorsed an international tripartite meeting Youth employment: the way forward in 2004, and identified youth
employment as a topic for general discussion at the 93rd session of the International Labour Conference in 2005.
The ILO is strengthening its commitment to address the youth employment challenge by working to facilitate,
coordinate and provide technical guidance for an integrated programme of work on youth employment linked to
decent work and poverty eradication, and to skills development, in close collaboration with the social partners.

In addition, the ILO is the lead organization in the UN Secretary General’s Youth Employment Network (YEN),
a partnership between the UN, the World Bank and the ILO set up in the framework of the Millennium
Declaration. Target 16 of Millennium Development Goal 8 (Countries to develop a global partnership for
development) emphasizes action for youth employment: “in cooperation with developing countries, develop and
implement strategies for decent and productive work for youth”. The YEN brings together policymakers
and representatives of employers and workers, youth and civil society to identify solutions to the challenge of
youth unemployment in poor countries. It is creating space for young people to play an essential role in the design
and implementation of National Action Plans. The high-level panel of the YEN identified four global priorities –
the “Four Es”: Employability, Equal opportunities, Entrepreneurship, and Employment creation. In addition, the
ILO’s Global Employment Agenda outlines key priorities for youth employment.

The ILO is also contributing to the Joint Activity on Youth Livelihood and HIV/AIDS, for example on linking
livelihood opportunities for youth with actions to mitigate the impact of HIV/AIDS. The co-sponsoring agencies
of UNAIDS have constituted the Inter-agency task team (IATT) on young people and HIV/AIDS, a mechanism to
coordinate and share information on the activities of each agency in the area of HIV and young people.

Apprenticeship in Nigeria

Nigeria’s National Open Apprenticeship Scheme
is an attempt to link education and training at the
workplace. The scheme, which is under the Minis-
try of Labour and Productivity’s National Director-
ate of Employment, provides unemployed youth
with vocational education and training in more
than 100 occupations. The programme uses pro-
duction facilities such as workshops and technical
instructors of private industry, government insti-
tutions and wayside craftspeople, trades people,
and other informal economy operators through
subcontracting arrangements. Unemployed youth
and school-leavers can train for a period of
6 months to 3 years under reputable master crafts-
people. To enhance understanding of the chosen
trade, theory classes are organized every Saturday
to complement the practical training. Since the
scheme’s inception in 1987 nearly 600,000 unem-
ployed youth have received training, and 400,000
of them have started their own micro-enterprises.

Source: Kanyenze et al., 2000.Source: Kanyenze et al., 2000.
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caused by unemployment can already be damaging. A
survey in South Africa, for example, revealed that 39 per
cent of unemployed youth were so highly discouraged
by their unsuccessful job search that they gave up
actively searching and effectively left the labour market.

To survive, youth living in poverty are forced by
circumstances to find income through other alter-
natives, and the first such alternative is work in the
informal economy, which is where a majority of youth
are found at present. In Sub-Saharan Africa and in Latin
America and the Caribbean as well as South Asia, almost
all newly created jobs for young labour market entrants
are in the informal economy, which has been a primary
generator of jobs for youth who would otherwise be
unemployed. Their work conditions, however, are
often precarious, and the work is irregular, personally
unproductive and poorly rewarded. Most youth who are
in the informal economy work long hours for low
incomes, lack social protection, job security and repre-
sentation, and have little or no access to enforcement of
even the most fundamental rights.

In order to survive, young people may end up in
work that is dangerous, demeaning or dirty, that is
marginal, and that is often illegal, including prostitution,
criminality, drug use and trade in illicit activities. The
ILO’s rapid assessments of the situation of youth
involved in hazardous and exploitative work find that
many young people frequently work long hours in
adverse conditions that include health and safety risks;
physical, sexual and verbal violence; and exposure to
the risk of HIV in prostitution, sexual violence or drug
use.

Lack of access to decent work also increases the
probability of getting involved in life-style behaviours
such as unprotected sex, drug use, including injecting
drug use, and alcohol abuse that carry a high associated
or direct risk of HIV. With poor education, socially
disadvantaged youth are less likely to have knowledge of
HIV and methods of prevention. They may live in
substandard housing or end up living on the street.
Taking persistent behavioural risks and lacking
information, education and access to services places
them at much higher risk of exposure to HIV than
regularly employed young people. Disconnection from
school, failure to access decent work, being locked into
dehumanizing or mind-numbing work, the despair of
poverty, the risk-taking of youthfulness, and being
beyond the reach of social services each carry an
associated risk of engaging in behaviours that increase
exposure to HIV. When several or all of these conditions
are present, youth become exposed to a very high risk
of HIV, directly from the behaviours themselves, or from
the risk of being engaged in sexual exploitation, vio-
lence and abuse.

Poverty, sexual behaviour and HIV

Research has found that young people living in poverty
are more likely to begin sexual activity at a younger age:
for example, adolescents living in poverty report higher

levels of sexual activity than adolescents who report
that they see their future economic prospects as bright.
A 2003 study of orphans aged 13 to 19 years in Rwanda
and Zambia suggested that orphaned adolescents were
more likely to have had an earlier sexual initiation, and
showed that orphanhood in adolescence was more
likely to lead to early sexual debut than orphanhood in
childhood. High-risk behaviour of older orphans is not
restricted to developing country settings: research in
the United States has also shown that orphans as a result
of AIDS are more likely engage in risk-taking behaviours
than non-orphans.

Yet the reported rates of condom use by adoles-
cents and youth at large are still low: of 19 countries
with a survey conducted between 2001 and 2005,
condom use with a non-regular partner by young
women was below 20 per cent in 4 countries, and under
40 per cent in 13 countries. Young women’s condom
use exceeded 40 per cent in 6 countries, and 50 per cent
in only 3 countries.76 Furthermore, findings with
respect to adolescent birth rates serve also as clear
indicators of unprotected sex and of the likelihood of
exposure to STIs and HIV.

Young people who are heads of households,
orphaned, or living in poverty facing homelessness and
without access to work also have less access to
information and are among the populations of youth
who use condoms least. A study of orphaned youth who
were heads of households in Rwanda in 2004 found that
many of the sexually active youth did not use condoms
and did not consider themselves at risk of HIV.77 Only
55  per cent of the sexually active young men and 60 per
cent of the sexually active young women reported
themselves at risk of HIV infection. Consequently, only
8 per cent of the sexually experienced young people
reported using a condom at their first sexual encounter,
and only 13 per cent reported using a condom at their
most recent sexual encounter. These rates are far below
the condom use rate of the general population of youth
in Rwanda: a national survey of youth in the same year
(2004) found a condom use rate of nearly 30 per cent in
young women, and over 40 per cent in young men.
Consequently, 38 per cent of the young women in this
group of disadvantaged youth had been pregnant, con-
firming a very high level of unprotected sexual activity.

Sexual activity in young women is not limited to
partners of the same age. A study of cross-generational
sex involving teenagers in schools in Kenya revealed
that 21 per cent of young women and 48 per cent of
young men aged 15 years on average in the final year
of primary school (Grade 8) reported having had sex.78

Around 6.4 per cent of the young women became
pregnant before the end of the year, and 88 per cent of
the pregnancies were unwanted. The young women
were complacent about their “sugar daddies” who were
most often men in their late 20s, and reported a gross
underestimate of HIV prevalence of adult men. A cam-
paign to provide young women with the information
that HIV prevalence was much higher among adult men
and their partners than among young men led to a
61 per cent decrease in the incidence of pregnancies
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with adult partners among the young women in the inter-
vention group, indicating a large reduction in the inci-
dence of unprotected cross-generational sex.

The results of the study in Kenya confirmed that
income was an important factor in cross-generational
sex for young women, but that the behavioural choices
of youth are responsive to information on risks. In
conclusion, policies regarding HIV/AIDS and youth
should not only focus on the elimination of risks but
should also address risk reduction strategies. This is
especially relevant to the development of behaviour
change tools for disadvantaged youth, who are exposed
to high risks.

The high risk of HIV to which disadvantaged youth
are exposed calls for tailored responses from the world
of work. One approach to reduce HIV transmission in
disadvantaged youth has been to promote alternative
productive employment opportunities. Projects de-
signed for youth living on the streets who are at risk
have found that developing regular, gainful employ-
ment helps to make information sharing on HIV/AIDS,
nutrition, and other health areas more effective.79 In
one such project in Zambia, the Zambia Red Cross
Society, the YWCA Council of Zambia, and Street Kids
International (SKI) created the Youth Skills Enterprise
Initiative (YSEI). The programme targets boys and girls
from 14 years who have minimal education, sub-
standard living conditions, and little or no previous
working experience. The project found that the youth
acted on the information they were given about HIV/
AIDS, nutrition, and hygiene to take care of themselves
only once they had safely earned a profit. Accordingly,
the project sought to provide the children and youth
living on the streets in Lusaka with an opportunity
to increase their daily income by beginning small
businesses while learning useful business and life skills,
getting skills training, and having access to credit, loans,
and ongoing guidance.

Youth in sexual exploitation

One consequence of being disadvantaged and having no
access to decent work is that youth resort to sex for
survival. In all regions of the world, unemployment and
poverty are reported as main reasons why youth have
entered prostitution. In the case of youth orphaned as a
result of AIDS, restricted access to opportunities for
education and training in the years when they provided
care to sick parents and then supported their families,
and lack of employment opportunities and gender
inequality in the economic, social and cultural spheres
all increase the likelihood that they will resort to sex
work. The risk of HIV is heightened in the context of the
epidemic, especially in settings where large proportions
of adults – and consequently of sex workers’ clients –
are HIV-positive. Furthermore, there is increasing
demand for sex workers from international tourism
(which is itself increasing) in many countries affected by
the HIV epidemic, including Cameroon, Kenya, Mada-
gascar, Cambodia, China, Thailand, the Dominican Re-
public and Jamaica.

Most women and men in sex work report beginning
at a very young age. Young sex workers are less likely to
have the means to protect themselves, are more vulner-
able to sexual violence and exploitation, and have
limited access to health services. It is estimated that
80 per cent of sex workers from the Eastern European
and Central Asian regions are under 25 years, and sex
workers who inject drugs may be even younger than
those who do not.80 The proportion of women under
25 years who work in brothels and other high-risk
environments in certain South-East Asian countries
ranges from 41 per cent in Indonesia to 76 per cent in
the Lao People’s Democratic Republic.81 A survey
conducted in Papua New Guinea found that children
subject to sexual exploitation were getting increasingly
younger (see box).

Projects to reintegrate adolescents who are exposed
to high risks of HIV due to sexual exploitation can play
a very important role. UYDEL (Uganda Youth Devel-
opment Link) is working in cooperation with the ILO in
Uganda on the elimination of the sexual exploitation of
children through education and training.82 UYDEL’s
work targets sexually-exploited children and youth who
are aged between 10 and 18 years from the slums,
schools and streets of Kawempe Division in Uganda.
UYDEL found in 1999 that about 500 children in
the 21 parishes of Kawempe were subjected to sexual

Sexual exploitation of children
and adolescents in Papua New Guinea

A survey conducted on sexual exploitation of chil-
dren and adolescents in Papua New Guinea by
PACE PNG with the support of UNICEF found that:

• Youth below 18 years expose their bodies in
nightclubs to lure clients to pay for sex.

• Over 1.3 million underage youth are at risk of
sexual exploitation and abuse.

• 50 per cent of victims reporting sexual abuse
to police are below 15 years.

• Unemployed, poor parents with no social pro-
tection are selling daughters to brokers.

• Many youth were forced into prostitution to
support their families or pay school fees.

• By 2005, an estimated 11,000 children were
HIV-positive; the figure is expected to double
to 22,000 by 2010.

• The number of children orphaned by AIDS
was 9,400 in 2005; the figure is expected to
grow to 77,000 by 2010.

• 138,108 children lived in HIV-affected fam-
ilies in 2005; this figure is predicted to reach
270,000 by 2009, doubling in 4 years.

• At current trends, the number of children at
risk of HIV is estimated at 620,585.

Source: adapted from The NationalSource: adapted from The National,, 2006. 2006.
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exploitation. The majority were girls who had dropped
out of school because of school fees. Most had lost one
or both parents, in all probability due to AIDS. UYDEL
successfully withdrew 350 children from prostitution
and other forms of sexual abuse, and provided them
with support in the form of medical treatment, psycho-
social counselling, and placement with local artisans for
vocational skills training. UYDEL also succeeded in
returning 161 children to school.

Table 8 below shows the types of vocational train-
ing chosen by the children and youth. Upon satisfactory
completion of the training, the graduates were given a
toolkit to enable them to set up their own businesses.
Follow-up visits were also conducted. UYDEL also pro-
vided resettlement packages to children who wished to
return to their families and original home areas.

Many more initiatives of this type will be required
globally to foster alternative employment opportunities
for young sex workers and for young people who are
trapped in exploitative and potentially dangerous
relationships, or locked into other harmful forms of
work.

UNAIDS has documented a number of good prac-
tices with respect to HIV/AIDS awareness-raising and
prevention programmes which include programmes
aimed at children and youth involved in commercial
sexual exploitation. Sadly, despite the many inter-
national and national public information campaigns
seeking to raise awareness of how to protect oneself
from exposure to HIV, the message is not reaching or
empowering those who most need it. The fear of
becoming HIV-positive is not the primary concern for

many young victims of sexual abuse and exploitation.
They may have been trafficked from brothel to brothel,
suffering brutal violence on a regular basis, or they may
have entered prostitution to avoid starvation. After
enduring years of abuse and humiliation, they might not
view their own life as having much worth, nor perceive
that they have any alternatives.

The fear of becoming HIV-positive is not the pri-
mary concern for many young victims of sexual
abuse and exploitation. They may have been
trafficked from brothel to brothel, suffering
brutal violence on a regular basis, or they may
have entered prostitution to avoid starvation.
After enduring years of abuse and humiliation,
they might not view their own life as having
much worth, nor perceive that they have any
alternatives.

Clearly, measures taken to address the transmission
of HIV/AIDS in young people cannot be implemented in
isolation from measures to combat, or limit the effects of
the sexual exploitation of children and youth. Such
measures are addressed in greater detail in Chapter 5.

Child labour and youth unemployment

The interrelations between child labour and youth un-
employment have received insufficient attention, but
already their links can be clearly discerned, in particular
the impact of child labour on later youth unemployment.
It is a central concern of the ILO’s International Pro-
gramme for the Elimination of Child Labour (IPEC),
whose recent publication Action against child labour
2004-2005: Progress and future priorities is a major
new reference in the field (ILO/IPEC, 2006a).

Many social, economic and cultural factors affect
both the incidence of child labour and the range of
youth employment problems, and both are also affected
by the HIV/AIDS epidemic, but within the wider con-
text some empirical links are clear. For example,
concurrent work appears in the long run to be more
damaging to school attainment in early childhood than
in adolescence, because the earlier school drop-out
occurs, the more the young person’s learning is
disturbed.83 Poor education due to patchy or fore-
shortened schooling limits a child’s acquisition of skills
to compete later in the labour market, leads to poorer
earnings, and is costly for productivity. The preliminary
findings of a study using data on adult earnings in Brazil
confirmed that early entry into the workforce was
directly associated with fewer years of education.84

Child labour was also found to reduce lifetime earnings
by 13 to 20 per cent, and to raise the probability of being
poor later in life by 13 to 31 per cent. The foregone
earnings and the deficit in skill accumulation make it
much more difficult to escape poverty as an adult.

In principle, the removal of children from child
labour would require fostering alternative means to
encourage the creation of jobs, increase labour
productivity and higher wages for young people, as well
as the provision of alternative assistance to the current

Table 8. Beneficiaries of vocational skills training, 
Kawempe Division, Uganda (1999-2004)

Type of vocational skills Boys and 
young 
men

Girls
and 

young 
women

Total 
number 

of 
children 

and 
youth

Tailoring   4 164 168

Hairdressing   1 132 133

Welding and metalwork 17     0   17

Carpentry   5     0     5

Motor vehicle mechanic 46     2   48

Brick/concrete laying   1     0     1

Electronics   1     0     1

Catering   0     2     2

Secretarial   0     3     3

Driving/motor vehicle washing   1     0     1

Music, dance and drama   1     0     1

Income-generating activities/
start-up capital   3   18   21

Total 80 321 401

Source: ILO/IPEC, 2004c 
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generation of children, enabling them to strengthen
their work skills in the long run.85 In some cases, how-
ever, unemployed youth cannot replace child labour, as
in the case of farming help in one’s own household. In
other cases, however, work done by child labourers
outside the home could, in principle, be performed by
youth (and adults) instead. The potential to re-orient the
demand for labour away from children and towards
youth is a compelling priority that cries for attention and
deserves thorough examination.

Other links between child labour and youth em-
ployment problems derive from the engagement of
youth aged 15 to 17 years in the worst forms of child
labour.86 According to ILO Conventions, youth aged 15
to 17 years are free to work as long as they are not
engaged in the worst forms of child labour. The ILO
estimates that 52 million working children aged 15 to 17
years worldwide in 2004 were engaged in illegal
hazardous forms of child labour, without taking into
account children and youth involved in slavery,
prostitution, forced labour, trafficking, illicit activities
and the other remaining “unconditional worst forms of
child labour”.87

Initiatives to eliminate the worst forms of child
labour for these youth, for example by removing
hazards from the working environment, would reduce
child labour while increasing youth employment. The
ILO’s IPEC Programme has been working in a number
of countries to withdraw youth from child labour and
to equip them with education and skills to improve
their employability, and to have them enter the labour
market at the appropriate age. In Bangladesh, Cam-
bodia, Kenya, the Philippines, Senegal and Turkey for
example, the ILO has withdrawn children from child
labour and sent them to learn skills with local artisans
or existing vocational training programmes. ILO’s
project in Turkey aims to withdraw children aged 15 to
18 years from hazardous work in the metal, furniture,
automobile repair, and textile and leather sectors. The
project also aims to enrol those children in existing
vocational training programmes and to allow them to
start legal employment with wages set by the Govern-
ment and to benefit from social security coverage.

Studies of the impact of child labour on youth un-
employment are crucial for the elaboration of long-term
strategies for the elimination of child labour and the
preparation for entry into the labour market of youth at
the appropriate age, as well as for the elaboration of
national policies to reduce youth unemployment. The
IPEC project, Child Labour and Youth Employment
Linkages, launched with support from the Swedish
International Development Cooperation Agency (SIDA),
focuses on implementing actions founded on the
linkages between child labour and youth employment.
It seeks to achieve this through the integration of child
labour concerns into youth employment national action
plans and similar policy frameworks, efforts to address
hazardous work of adolescents, and career counselling
for working children. The project is planned in Brazil,
Indonesia and the United Republic of Tanzania, and may
be extended to other countries.

Young people in the workplace and HIV/AIDS

Limitations on youth employment arise from a com-
bination of factors including gender, but young men and
women who are themselves HIV-positive, or who live in
households coping with HIV/AIDS face outright stigma
and discrimination in their search for work, and in the
workplaces that hire them. All obstacles to access to
work are exacerbated by negative perceptions regard-
ing HIV status. Young women and men who are
rumoured to be HIV-positive or come from HIV-affected
households, for example, usually have less access to
credit to start up their own business, as the perception
of HIV risk compounds the drawback of youthfulness.
Moreover, young men and women are less likely to have
recourse to – or be able to take – remedial action when
their rights have been violated in the workplace,
because, with lower chances of obtaining work, they
are most often in precarious employment. Furthermore,
if they are HIV-positive and do not have access to ARVs
when they need them, they will ultimately become
unable to work. Much more information is needed
about HIV-related discrimination towards young people
and their access to work opportunities, information on
their rights, and access to services, including compre-
hensive HIV/AIDS programmes.

Several factors place young workers at particular
risk of HIV, including the lack of opportunities for
decent work, discrimination, powerlessness, lack of
representation, and poor social protection. The lack
of opportunities for decent work can compel young
women and men to work under precarious conditions
to subsist, in particular where there is little or no social
security for the unemployed. They are at risk of HIV
when compelled to work in conditions that directly
expose them to that risk, as in sex work, or when their
income from work is still insufficient to survive, and
they resort to sex work to make ends meet. The lack of
decent work opportunities also worsens the social and
economic impact of the epidemic in the environment
where they live.

Young men and women are often afforded less
protection than older workers and they have limited
ability to enforce their rights. For example, they often
have little or no legal standing to make or enforce
employment contracts based on age or sex. Moreover,
employment and equal opportunity laws frequently do
not take young workers into account. Overall, youth are
more likely to be exposed to precarious employment,
where they are exposed to sexual harassment and other
behaviours that also put them at increased risk of HIV.
Young people encounter specific risks in the world of
work, and in some cases their rights require specific
protection: this is the case in particular for young
migrant workers and youth who are heads of house-
holds and whose livelihoods are in precarious jobs.

With globalization, the patterns of employment dis-
tribution and conditions of work are changing. Some
sectors and geographical areas are employing more
young people, such as in information, communication
and technology services, or in Export Processing Zones
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(EPZs). They often work under precarious conditions
and lack income security, access to collective bar-
gaining or opportunities to have a representative voice
in social dialogue. Young workers are the most likely
not to be organized, either because they are pre-
dominantly in the informal economy, or working in
EPZs where there is a lack of unionization in any case.88

Young workers who do not have access to repre-
sentation from unions and other workers’ associations
lack the ability to influence decision-making and to
protect their rights. They lack access to essential
information and a basic understanding of what rights
they have. With respect to the HIV epidemic, even if
HIV/AIDS policies are developed, young people are
rarely consulted and, as a result, interventions are not
sufficiently tailored to their needs. Research is required
into the design and delivery of effective HIV prevention
strategies to reach young workers. This is key because
they are ultimately the most important group to reach
and address in the global efforts to control the HIV
epidemic, and targeted interventions that respond to
the needs of young workers will make a difference in
reducing exposure to HIV/AIDS globally. In this regard,
rights-based interventions that address the spe-
cific issues facing young workers have a critical role
in preventing the spread of the epidemic and mitigat-
ing its broader damaging impact on young people’s
development.

Youth and international goals to achieve sustainable 
development

Policies and programmes that aim to prevent
cycles of disadvantage from being repeated
across generations are critical in achieving
social inclusion and decent work for youth.

ILO, 2005c

HIV prevention is incorporated in the Millennium Devel-
opment Goals, and the development and implementa-
tion of strategies for decent and productive work for
youth comprise one of the MDGs’ 18 targets.89 Fur-
thermore, a comprehensive rights-based approach to
addressing HIV/AIDS among youth is supported by
several international human rights instruments including
the ILO Declaration on Fundamental Principles and
Rights at work and other ILO Conventions and Recom-
mendations (see Chapter 5 below).

Ideally, comprehensive education for youth would
be coupled with effective prevention services for
young people that would be “widely accessible,
evidence-based, grounded in human rights, age-
specific and gender-responsive, and should help
build life skills to enable young people to reduce
their vulnerability”.

UNAIDS, 2006b

Universal access to ARVs and treatment for young
people is an essential component of comprehensive
HIV/AIDS programmes, and should be a strong justifi-

cation for interventions in the workplace and in com-
munities. A comprehensive HIV education and informa-
tion programme should ensure that young people have
sustainable livelihood skills to protect themselves from
infection. In the context of Universal Access initiatives,
a rights-based approach needs to be taken to ensure the
involvement of young people in the planning, launch
and monitoring processes of HIV/AIDS programmes.
The overarching goal to protect youth and safeguard
future generations of human capital should provide the
basis to leverage the world of work more effectively in
striving to increase access to prevention, care and treat-
ment for HIV/AIDS.

The ILO’s social partners are engaging in collab-
orative initiatives that identify the need to address the
issue of HIV/AIDS in young people. In a statement of
joint commitment issued on 12 May 2003, the Inter-
national Organisation of Employers (IOE) and the
International Confederation of Free Trade Unions
(ICFTU) stated that they “jointly recognize the direct
impact of the HIV/AIDS pandemic on the world of
work” and called on their “affiliates and their member
enterprises and trade unions ... to give the issue the
highest priority”. They stipulated furthermore that their
“work in this area will be built around the ILO Code of
Practice on HIV/AIDS and the World of Work”, and
that “[o]ne strategy for implementing [their] efforts is to
target groups that are at high risk of contracting the
virus”, recognizing that “[s]uch target groups include
young people between the ages of 15 and 24, who
represent one-sixth of the world’s population, yet
represent half of all HIV infections”. They furthermore

Youth and the ILO code of practice on HIV/
AIDS and the world of work

HIV prevention for youth is a fundamental means
to mitigate the impact of HIV/AIDS on human
capital at country level. The ILO code of practice
on HIV/AIDS and the world of work provides a
set of key principles on HIV/AIDS that applies
equally to young people (ILO, 2001). The code is
aimed at preventing the transmission of HIV and
mitigating the impact of AIDS, and provides guide-
lines for the formulation and implementation of
appropriate workplace policy, prevention and
care programmes, and for establishing strategies
to address workers in the informal economy. The
principles and guidelines can be used to main-
stream the needs of young workers in national
HIV/AIDS policies and programmes, to strengthen
and complement existing strategies, and as the
basis for targeted interventions.

The ILO is currently helping to adapt the code
to the conditions of young workers. Building on an
earlier initiative, the ILO is collaborating with the
Global Unions AIDS Programme to develop a ‘tool
box’ on HIV/AIDS for young workers.
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acknowledge that “young women are five times more
likely to contract HIV/AIDS than young men” and that
“[d]ue to the devastating economic effects of the
disease, people are forced to adopt survival strategies,
which contribute to this vicious cycle”. As part of their
joint commitment, the ICFTU and the IOE are
exploring opportunities to identify and develop joint
action pro-grammes in partnership with their national
members and building on the efforts and initiatives
taken to date at the workplace. At the international
level, they seek to increase both the awareness of the
problem as an issue for the entire world of work and
the resources available to control it.

Heads of State and Governments recently under-
scored the problem of youth’s access to decent work
during the 2005 UN World Summit and committed
themselves to ensure full and productive employment
and decent work for all (see box).

It is clear that decent work for men and women
everywhere is an overarching and fundamental goal in
itself. There are additional benefits to be reaped – both for
employment and for the global effort to control HIV – by

giving special attention to the epidemic in the elaboration
of employment policies and strategies. Notably, the prac-
tical action envisaged would gain from policymakers
acknowledging the adverse effects that HIV/AIDS is
having on economic growth and the public and private
investment necessary to create jobs, which in turn affect
the ability of young people to find decent work. These
factors were recognized in the ILO Resolution concern-
ing youth employment adopted at the 93rd International
Labour Conference in June 2005.90 The Resolution also
stated that particular groups of young people face
specific hardships in finding decent work, due to dis-
crimination and social exclusion, including those affected
by HIV/AIDS. Accordingly, the resolution called for
special attention to be given to “the specific needs of
young people affected by HIV/AIDS”, as well as under-
scoring policies and programmes aimed at the elimin-
ation of child labour.

Heads of State and Government endorse 
decent work in 2005 World Summit 

Outcome

“We strongly support fair globalization and resolve
to make the goals of full and productive em-
ployment and decent work for all, including for
women and young people, a central objective of
our relevant national and international policies as
well as our national development strategies,
including poverty reduction strategies, as part of
our efforts to achieve the Millennium Develop-
ment Goals. These measures should also encom-
pass the elimination of the worst forms of child
labour, as defined in International Labour Organ-
ization Convention No. 182, and forced labour.
We also resolve to ensure full respect for the fun-
damental principles and rights at work.”

SourceSource: : United Nations, 2005b: §47.United Nations, 2005b: §47.

Youth and access to sexual and reproductive 
health information

To ensure access to the necessary information for
youth to protect themselves, policymakers must
seek to promote basic education along with life-
skills and traditional training. A comprehensive
education programme should educate youth about
sexually transmitted diseases and how to prevent
them, as was recently acknowledged in the Global
Strategy for the prevention and control of sexu-
ally transmitted infections adopted at the 2006
World Health Assembly. The Global Strategy re-
cognizes that age-appropriate interventions are
those that respond to people’s rights and health
and development needs, and provide access to
sexual and reproductive health information, life-
skills, education and care, and, in the case of
young people, in a manner consistent with their
evolving capacities. It urged WHO Member States
to develop and adopt plans and actions that draw
on the Strategy as appropriate to national circum-
stances and to monitor implementation of those
national plans.

Source: WHO, 2006b.Source: WHO, 2006b.
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Chapter 5. The legal and policy framework for children 
and youth in the  world of work

The legal and policy framework to protect children from
exposure to inappropriate and exploitative conditions in
the world of work is founded on three premises:

• Child labour is a violation of fundamental human
rights.

• Child labour is very damaging to children themselves.
Children need to be in school and to have access to
learning and training that can prepare them for adult
life. Child labour demonstrably hinders children’s
development, and is associated with a high pro-
bability of lifelong physical or psychological damage

• Child labour damages societies and economies in the
long run because it is a constraint on the expansion of
human capital which is essential to economic growth
and social development. Moreover, the strong link
between child labour and poverty keeps generations
of households in poverty, as children kept out of
school have limited prospects for upward social
mobility.

Accordingly the current framework to protect chil-
dren’s rights is comprised of legal instruments that
regulate their lawful entry into the world of work, their
access to education, and their fundamental rights.

Lawful entry of children into the world of work,
and protection of children from labour

The creation of the ILO in 1919 was based on the belief
of its founders that “the failure of any nation to adopt
humane conditions of labour is an obstacle in the way of
nations which desire to improve conditions in their
own countries” (Preamble to the ILO’s Constitution).
Standard-setting and implementation in matters of
international labour law remain the principal means of
action of the ILO, and the ILO standards on child labour
are primary international legal tools for fighting its
occurrence.

The Constitution of the ILO originated in the Treaty
of Versailles, concluded in 1919 (Part XIII). Section II of
Part XIII of the Treaty (General Principles) stipulated in
the sixth paragraph of Article 427 that “The abolition of
child labour and the imposition of such limitations on
the labour of young persons as shall permit the
continuation of their education and assure their
proper physical development” was a principle of “spe-

cial and urgent importance”. The fundamental principles
on which the ILO was based were reaffirmed in the
Philadelphia Declaration of 1944, and even though
amended in 1946, this provision (which became Article
41 of the ILO Constitution) still adequately defines the
ILO’s mandate eighty-seven years after its adoption.

Two key issues regulate work where children are
concerned – their age and the nature of their work. The
applicable Conventions of the ILO were landmarks
when propounded and remain the standards of
reference in this very critical area of fundamental rights
at work.

Minimum age for admission to work
or employment

The ILO introduced both the first international regu-
lation of minimum age for admission to employment and
the first regulation to protect young workers, by
adopting a Convention providing for a minimum work-
ing age in industry and a Convention to protect youth
from night work at the first session of the International
Labour Conference in 1919.91 Conventions setting the
minimum age for work at sea, in agriculture and in other
sectors quickly followed, and over a period spanning
more than half a century, the ILO adopted 11 Conven-
tions on minimum age, the most recent in 1973.92

Throughout the organization’s existence, ILO action has
been based on establishing a minimum age for admission
to employment as a yardstick for defining and regulating
child labour.

The Convention adopted in 1973 sets forth compre-
hensive provisions with respect to minimum working
ages that are a consolidation as well as revision of the
standards successively established by the earlier ILO
instruments, and that apply to all sectors of economic
activity, whether or not the children are remunerated.93

The Convention sets overarching objectives: the effect-
ive abolition of child labour and the gradual raising of
the minimum age for admission to employment. To
date, this core Convention has been ratified by 146 mem-
ber States.94

The Convention provides for three different min-
imum ages depending on the type of employment
or work performed. The ratifying member State must
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establish a general minimum age, and a higher min-
imum age for admission to hazardous work that is
likely to jeopardize the health, safety or morals of
children. Under certain conditions, children may be
admitted to light work at a lower age than the general
minimum age (see box).

The Convention also sets forth a few provisions on
the conditions of work of children. In the Recom-
mendation supplementing the Convention,96 aspects of
conditions of employment and work which require the
special attention of the competent authority are listed,
including remuneration and its protection; limitation of
daily hours of work to allow education, rest and leisure;
granting of annual leave with pay; coverage by social
security schemes; and maintenance of satisfactory
standards of safety and health.

Flexibility clauses. In order to enable its ratification
and application in different national circumstances, the
Convention allows the initial specification of a general
minimum age of 14 years, initial limitation of the scope
of the Convention, or the temporary exclusion of
limited categories of employment or work. The target is
to set a realistic minimum age in relation to the normal
age of completing compulsory education. This ap-
proach reminds us that the aim of setting minimum age
standards is the elimination of child labour, which
conforms fully to the aims of the Constitution of the ILO
adopted in 1919. These provisions show a remarkable
consistency in the ILO’s approach over more than 80
years and are also evidence that the standards allow for
flexibility.

Prohibition and elimination of the worst forms
of child labour

Whereas it is acknowledged that the total elimination of
child labour in most developing countries must be a
long-term goal, there is international consensus that
certain forms of child labour are so harmful to the chil-
dren’s welfare that they are totally unacceptable and can
no longer be tolerated.98

Eliminating the worst forms of child labour is first a
matter of saving lives, and of combating some par-
ticularly odious forms of organized crime. Indeed, these

include the trafficking and prostitution of children which
exposes them to the risk of HIV and other sexually trans-
mitted infections, and using them for drug trafficking
and other criminal activities. It is also a matter of
building a nation’s future and a matter of international
concern. Indeed, it is crucial to enable children to enjoy
a decent childhood with access to education and train-
ing to prepare them for decent work during their adult
life. The employment of children in conditions that are
harmful to their dignity, their morality, health and edu-
cation seriously undermines the economic viability and
cohesion of society and compromises its long-term
development prospects. There is now a longstanding
global consensus that the manner in which children are
treated can no longer be addressed as the purview of the
family or household alone.

Resting on the foundation laid by the Convention of
1973 regarding minimum age, which guides national
and international action for the eventual total abolition
of child labour, a Convention was unanimously adopted
by the International Labour Conference in 1999. The
Convention (No. 182) addressed the worst forms of
child labour on the basis that certain forms of child
labour cannot be tolerated and therefore cannot be
merely progressively eliminated.99 Whereas the effect-
ive elimination of all forms of child labour remains the

The Minimum Age Convention
(No. 138), 1973

The Convention sets the general minimum age
for admission to employment or work at 15 years
(13 years for light work), and the minimum age
for hazardous work at 18 years (16 years under
certain strict conditions). It provides for the pos-
sibility of initially setting the general minimum
age at 14 years (12 years for light work) where
the economy and educational facilities are insuffi-
ciently developed.95

The Committee of Experts
on the Application of Conventions

and Recommendations (CEACR)
and HIV/AIDS

In its work reviewing the implementation of Con-
ventions by States members, the CEACR draws
attention to the substantive links between access
to free education, child labour and HIV/AIDS. For
example, in a Direct Request to the Government
of a country affected by the HIV epidemic, under
Convention 182 in 2005, the CEACR noted that
education was neither free, nor compulsory. It
further noted that, according to their National
report presented at a session of the International
Conference on Education, the school enrolment
rate was about 85 per cent in the early 1990s, and
in the 2000s, the rate fell to 67 per cent because of
HIV/AIDS and poverty. They also reported there
were a large number of dropouts, and only a
fraction of pupils reached a higher level of edu-
cation. Considering that education contributes to
the elimination of the worst forms of child labour,
the Committee expressed the hope that the Gov-
ernment would increase its efforts to provide free
and compulsory education, ensure that children
attend school regularly, and reduce school drop-
out rates. Also, considering the orphan population
due to HIV/AIDS, and that the pandemic has con-
sequences for orphans who might more easily
engage in the worst forms of child labour, the
CEACR asked the Government to provide further
information on effective and time-bound measures
taken to address the situation of these children.
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ultimate objective, because child labour is associated
with poverty and underdevelopment, it will require
time to be accomplished. In the meantime, this second
Convention calls for immediate action to eliminate the
worst forms of child labour, irrespective of the level of
development or the economic situation of any country.

The UN Convention on the Rights of the Child 
(UNCRC, 1989)

Although far broader in its reach and comprehensive
with respect to the rights of children, the UNCRC that
entered into force in 1990 is another fundamental
instrument that protects children’s rights in the world of
work.101

The UNCRC establishes an international definition
of the child as “every human being below the age of
eighteen years unless under the law applicable to the
child, majority is attained earlier”.102 The UNCRC
reaffirms that children are entitled to many of the rights
that protect adults (rights to life, non-discrimination,
integrity of the person, liberty and security, privacy,
asylum, expression, association and assembly, edu-
cation and health) and are furthermore entitled to
particular rights for children that are established by the
Convention.

The UNCRC provides that ratifying States Parties
recognize the right of the child to be protected from
economic exploitation and from performing any work
that is likely to be hazardous or to interfere with the
child’s education, or to be harmful to the child’s health
or physical, mental, spiritual, moral or social develop-
ment.103 Although it does not refer to the abolition of
child labour, the instrument engages States to take
“legislative, administrative, social and educational meas-
ures” to achieve the stated objectives. Also, although the
UN Convention does not require the establishment of a
single minimum age for admission to employment
which is uniformly applicable, it requires the States to
“provide for a minimum age or minimum ages for
admission to employment”.104

Therefore, whereas the Convention itself does not
prescribe a precise age, the Committee on the Rights of
the Child (CRC), which is the body of independent
experts that monitors implementation of the UNCRC by
its States Parties, has consistently indicated and re-
commended that minimum ages should be set in the
light of the provisions of other international instru-
ments, in particular the ILO Convention on minimum
age (No. 138).105 Furthermore, analysis of States Parties’
reports reveals that almost all governments base their
reporting on the ILO standards.

The worst forms of child labour: parameters and definitions

Although Convention 182 does not give a general definition of child, it stipulates (Article 2) that the Convention
is intended to protect all persons under the age of 18 against the worst forms of child labour, regardless of their
denomination as children, adolescents or young persons.

In Article 3, the worst forms of child labour are listed as the following, and each is subject to national defin-
itions in accordance with the preparatory work to the Convention:

(a) all forms of slavery and similar to slavery, such as the sale and trafficking of children, debt bondage and serf-
dom, and forced or compulsory labour, including forced or compulsory recruitment of children for use in
armed conflict;

(b) the use, procuring or offering of a child for prostitution, for the production of pornography or for porno-
graphic performances;

(c) the use, procuring or offering of a child for illicit activities, in particular for the production and trafficking of
drugs as defined in the relevant international treaties;

(d) work which, by its nature or the circumstances in which it is carried out, is likely to harm the health, safety
or morals of children.

Article 4, paragraph 1 specifies that these types of work referred to under Article 3 (d) shall be determined by
national laws or regulations, or by the competent authority after consultation with the organizations of employers
and workers concerned, taking into consideration relevant international labour standards, in particular paragraphs
3 and 4 of the Worst Forms of Child Labour Recommendation (No. 190), 1999,100 and paragraph 3 stipulates that
the list must be periodically revised. The competent authority must identify where the types so determined exist
(Article 4, paragraph 2). Paragraph 3 of the Recommendation proposes a list of activities or types of work to be
considered: work which exposes children to physical, psychological or sexual abuse; work underground, under
water, at dangerous heights or in confined spaces; work with dangerous machinery, equipment and tools, or
involving the handling of heavy loads; work in an unhealthy environment exposing children to hazardous
substances, agents or processes, to temperatures, noise levels or vibrations damaging to their health; work under
particularly difficult conditions such as work for long hours, night work or work where the child is unreasonably
confined in the premises of the employer. Paragraph 4 of the Recommendation allows the authorization, after
consultation with workers’ and employers’ organizations, of employment or work as from the age of 16, where
the children are fully protected and have received adequate specific training in the relevant branch of activity.
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Access to education

The Right to Education is a fundamental human right that
occupies a central place among human rights because it
is essential and indispensable for the exercise of all
other rights, and for development. No civil, political,
economic or social right can be easily exercised by indi-
viduals without a minimum level of education.

... as an empowerment right, education is the pri-
mary vehicle by which economically and socially
marginalized adults and children can lift them-

selves out of poverty, and obtain the means to
participate fully in their communities ...

General Comment 13 (E/C.12/1999/10) on the right
to education related to article 13 of the International 
Covenant on Economic, Social and Cultural Rights

The contending alternative to child labour is edu-
cation, and the tension between them is made clear in
international labour standards on minimum age for
admission to work or employment. Laws and regu-
lations making school attendance compulsory for all
children up to a minimum age established for admission

Measures for implementation of the ILO Conventions on minimum age (No. 138) and abolition
of child labour (No. 182) and effects of ratification

In addition to the formulation of the national policy that must be pursued and to the adoption of the necessary laws
or regulations setting minimum ages, Article 9 of Convention 138 requires the adoption of all necessary measures,
including the provision for appropriate penalties, to ensure its effective enforcement. The supplementing Minimum
Age Recommendation (No 146), 1973 emphasizes the role of labour inspection in that respect and calls for special
training of labour inspectors to detect abuses (paragraph 14). Under Article 9, paragraph 2, national laws or
regulations or the competent authority must define the persons responsible for compliance with the provisions
giving effect to the Convention. These persons may be employers, parents or guardians of the child or young
person. In particular, the employer has to keep and make available registers or other documents containing the
names of persons who are less than 18 years of age and who are employed or work for the employer (Article 9,
paragraph 3). The Recommendation adds that information on young persons receiving vocational training or
training should also be kept (paragraph 16).

Article 1 of Convention 182 requires immediate and effective measures to secure the prohibition and
elimination of the worst forms of child labour. The expression “immediate measures” does not mean immediate
results, but rather that measures should be taken without delay and calculated to secure results. And the measures
should not only aim at prohibition, but at the elimination in practice of the worst forms of child labour. The
elimination of the worst forms of child labour is thus proclaimed to be a major and urgent priority for national and
international action. The fact that by September 2001, only two years after its adoption, the Convention had
achieved a record pace of ratifications – having already been ratified by 100 countries, which is well over half the
ILO’s member States – demonstrates that countries throughout the world accept it to be a major and urgent
priority.

The Convention also requires ratifying member States to: design and implement programmes of action to
eliminate the worst forms of child labour, in consultation with employers’ and workers’ organizations and other
concerned groups, and monitor the implementation of such programmes; take measures to enforce the provisions
of the Convention, including penal or other sanctions; take measures to prevent engagement of children, and to
remove them from the worst forms of child labour; ensure access to free basic education; take account of the
special needs of girls and other children at special risk; assist one another in giving effect to the Convention.
Appropriate mechanisms to monitor the implementation of the provisions giving effect to the Convention must
be established or designated after consultation with employers’ and workers’ organizations (Article 5).

Unlike Convention 138, Convention 182 contains no “flexibility clauses”, and makes no distinction between
developed and developing countries. Also, Convention 182 neither revises nor is in contradiction with Con-
vention 138. Rather it singles out an area of priority action which is well within the scope of legislation on
minimum age.

When it ratifies a Convention, a member State formally commits itself in international law to comply with the
Convention in both law and practice. Through ratification, a country also becomes formally obliged to report to
the international community on the measures it has taken to bring its legislation into line with the requirements
of the Convention, and it is accountable before the international community for any allegation of violation.
Ratification is thus a powerful stimulus to action. It sends a clear message domestically and internationally
demonstrating the commitment of a country to pursue a social policy objective in conformity with international
standards, and to submit its actions to international scrutiny. Application of ratified Conventions is supervised,97

and as Conventions 138 and 182 are recognized by the ILO to be priority Conventions, each member State ratifying
them is obliged to report on their application to the ILO every two years.
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to employment or work would, if they were properly
enforced, make a major contribution to eliminating
many of the worst forms of child labour. Regular school
attendance would make bonded labour and many other
forms of exploitation of children virtually impossible. It
would also rule out the employment of children in many
hazardous industries and occupations which require
presence at the work-site for a full shift.

In these ways, children could be made an undesir-
able and expensive form of labour. Yet a simple glance
at Main table 4 shows that in the case of 13 countries
affected by HIV/AIDS (one third of countries included in
the analyses of this report), the reported legal minimum
age in order to work precedes the reported legal school-
leaving age by one or two years. This observation lends
support to assessments that in many resource-poor
settings, children are in reality normally expected to be
at work full time at ages when they should still be at
school, and underscores the urgent need to vigorously
address the global issue of child labour. Furthermore,
despite the commitments made by Governments under
international instruments to provide education for all,
especially free and compulsory quality basic education,
millions of children remain deprived of educational
opportunities, many of them on account of poverty,
even if they are not at work. Realizing the right to basic
education is thus also one of the largest moral chal-
lenges of our times.

Beyond the immediate benefit of education in com-
peting with child labour, education brings many long-
term benefits to the child concerned and to society at
large, especially if it is of good quality. The attraction of
the longer-term gain of quality education to societies
could on its own merit lead to the ultimate demise of all
forms of child labour if good education were made truly
universally accessible to all children.

Enjoyment of the right to education is the overall
objective of several legal traditions that have approached
the issue from different angles, including determination
of the minimum age to work; implementation of
compulsory schooling; and promotion of the human
rights and personal development of each individual.
Furthermore, rights-based policy and action in response
to the HIV/AIDS epidemic is fundamental and provides
the grounds for access to education that specifically
addresses information needs to prevent transmission of
HIV.

Minimum age at work

The ILO’s Convention on minimum age (No. 138) pro-
vides that the minimum age for admission to em-
ployment or work must not be less than the age of
completion of compulsory schooling and in any case,
not less than 15 years.106 In its General Survey adopted
by the International Labour Conference of 1973, the
Committee of Experts on the Application of Conven-
tions and Recommendations (CEACR) 107 emphasized:
“the necessity of linking the age of admission to
employment or work to the age limit for compulsory
education, where it exists. If the two do not coincide
various problems may arise. If schooling ends before
young persons may work legally, there may be an
enforced period of idleness, especially in countries in
which no schooling beyond that required is available
for some or all children; and as was pointed out
during the discussion of these instruments in the
Conference, this may lead to delinquency or other
problems. In such cases, there is a need for the school-
leaving age to be raised to the minimum age generally
accepted for employment, and for sufficient school
facilities to be provided. On the other hand, if the age
at which children may legally work is lower than
the age of completion of compulsory schooling, then

The ILO Declaration on Fundamental Principles and Rights at Work, 1998

The ILO Declaration commits member States to respect and promote four groups of principles and rights that
include the abolition of child labour and commits them to do so whether or not they have ratified the relevant
Conventions. The other groups of fundamental principles and rights addressed are freedom of association and the
right to collective bargaining, the elimination of forced or compulsory labour, and the elimination of discrim-
ination in respect of employment and occupation.

The basis is that these rights are universal, and apply to all people in all States, regardless of the level of
economic development, recognizing that economic growth does not by itself guarantee equity, social progress
and eradication of poverty. Commitment arises from the very fact of membership in the organization.

Importantly, the commitment engages a follow-up procedure, and member States that have not ratified core
ILO Conventions are asked yearly to report on the in-country status of the stipulated rights and principles and to
note any reasons for non-ratification, as well as needs for technical assistance. The country reports are reviewed
by the Committee of Independent Expert Advisers who submit their observations to the ILO’s Governing Body for
consideration. In this way, although the ILO Declaration was adopted in 1998, a year before the Convention on
the Worst Forms of Child Labour, it continues to be a means to promote and keep a spotlight on both ILO
Conventions 138 and 182 in countries that have not ratified either or both. Thus, all ILO member States, even if
they have not yet ratified the ILO’s basic child labour Conventions, are under an obligation to make their best
efforts to abolish child labour, and particularly its worst forms in good faith and in accordance with the ILO
Constitution.
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children required to attend school may also be legally
competent to work, an obvious contradiction.” 108

Compulsory schooling

In providing for the right to education, the UNCRC re-
quires States to ensure that primary education is free and
compulsory.109 Although a minimum age for com-
pletion of compulsory education is not mentioned, the
Committee’s Guidelines for Periodic Reports require
States “to indicate the particular measures adopted to
make primary education compulsory and available
free for all, particularly children, indicating the
minimum age for enrolment in primary school,
the minimum and maximum ages for compulsory
education...”.110

Analysis of States Parties’ reports reveals examples
where education is not compulsory at all and others
where the obligation is enshrined in the Constitution or
other legal instruments but do not provide for a
minimum number of years between enrolment and
completion of school. Some States cite economic or
social conditions as obstacles to the full realization of
the goal of free and compulsory primary education.

Human rights and personal development

The enjoyment by everyone of the right to education
is enshrined in various United Nations instruments.111

The International Covenant on Economic, Social and
Cultural Rights (ICESCR) adopted in 1966 contains the
most wide-ranging and comprehensive article on the
right to education in international human rights law.112

Furthermore, the Committee on Economic, Social and
Cultural Rights has stated that education is both a human
right in itself and an indispensable means of realizing

other human rights.113 As an empowerment right, educa-
tion is the primary vehicle by which economically and
socially marginalized adults and children can lift them-
selves out of poverty and obtain the means to participate
fully in their communities. Education has a vital role in
empowering women, safeguarding children from ex-
ploitative and hazardous labour and sexual exploitation,
and promoting human rights and democracy. The Com-
mittee recalled that it was “aware that for millions of
people throughout the world, the enjoyment of the right
to education remains a distant goal. Moreover, in
many cases, this goal is becoming increasingly remote”.
It stated that it was also “conscious of the formid-
able structural and other obstacles impeding the
full implementation” of the right to education in many
countries.114

The right to HIV-AIDS relevant education

The human rights approach is also the basis for compre-
hensive global action to control HIV/AIDS, including
programmes for prevention, treatment and care. In this
regard, the International Guidelines on HIV/AIDS and
Human Rights published jointly by the Office of the
United Nations High Commissioner for Human Rights
(OHCHR) and UNAIDS in February 1998 provide for
States to increase awareness of the human rights prin-
ciples underlying a positive and sustainable response to
HIV/AIDS, as well as to use action-oriented measures in
the areas of law, administrative policy and practice to
protect human rights and achieve HIV-related public
health goals.

The Guidelines provide that States should ensure the
access of children and adolescents to adequate health
information and education, including information
related to HIV/AIDS prevention and care, inside and
outside school, which is tailored appropriately to age
level and capacity and enables them to deal positively
and responsibly with their sexuality.115 They add that
such information should take into account the rights of
the child to have access to information, privacy,
confidentiality, respect and informed consent and means
of prevention, as well as the responsibilities, rights and
duties of the parents, and that efforts to educate children
about their rights should include children living with
HIV/AIDS.

The Guidelines also stipulate that Article 26 of the
Universal Declaration of Human Rights states that
“Everyone has the right to education...Education shall
be directed to the full development of the human
personality and to the strengthening of respect for
human rights and fundamental freedoms. It shall
promote understanding, tolerance and friendship...”.116

This right includes three broad components that are
of fundamental importance in the context of HIV/AIDS.
The Guidelines indicate that:

• Both children and adults have the right to receive
HIV-related education, and access to education on
HIV/AIDS is life-saving. It is the State’s obligation to
ensure, in every cultural and religious tradition, that

Monitoring of the UNCRC and supervision
of the ILO Conventions

The ILO and the UN mutually benefit from the
supervision of each other’s legal instruments.
Information received by the UN Committee on
the Rights of the Child is an invaluable con-
tribution to the work of the ILO Conventions’
supervisory bodies. Similarly, the Committee on
the Rights of the Child takes full account of the
results of the detailed examination by the ILO
bodies of the application of the ILO’s child labour
Conventions.

In view of the complementary nature of the UN
and ILO Conventions, the Committee on the Rights
of the Child systematically recommends the rati-
fication of ILO Conventions 138 and 182 to those
countries that have not yet ratified them. It
has always referred to the ILO Conventions as the
frame of reference in assessing national child labour
situations.
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appropriate means are found so that effective HIV/
AIDS information is included in educational pro-
grammes inside and outside schools. Studies indicate
that provision of education and information to
children does not promote, but rather delays sexual
activity.117

• States should ensure that both children and adults
living with HIV/AIDS are not discriminated against in
being denied access to education, or subjected to
restrictions because of their HIV status. There is no
public health rationale for such measures.

• States should, through education, promote under-
standing, respect, tolerance and non-discrimination
in relation to persons living with HIV/AIDS.

The human rights of children

Child labour is an unequivocal violation of fundamental
human rights. The United Nations Convention on the
Rights of the Child has provided since 1989 the over-
arching language that enjoins ratifying States Parties to
recognize the right of the child to be protected from
economic exploitation and from performing any
work that is likely to be hazardous or to interfere with
the child’s education, or to be harmful to the child’s
health or physical, mental, spiritual, moral or social
development.

On the basis of being human rights violations, some
of the forms of child labour among those established by
the ILO as worst forms – notably the sale and trafficking
of children and the use of children for prostitution and
pornography – have long been objects of denunciation
and condemnation. By 1990, international awareness of
the commercial sexual exploitation and the sale of
children had grown to such a level that the United
Nations Commission on Human Rights 118 by resolution
created the mandate of a Special Rapporteur on the sale
of children, child prostitution and child pornography.119

The mandate-holder is required to investigate the
exploitation of children around the world and to submit
reports on the findings to the United Nations General
Assembly and to the Commission on Human Rights,
making recommendations for the protection of the
rights of the children concerned. These recommend-
ations are targeted at Governments, other United
Nations bodies and non-governmental organizations.
Subsequently, also, an Optional Protocol to the Conven-
tion on the Rights of the Child (UNCRC) was adopted in
2000 on the sale of children, child prostitution and
pornography.120

In 2001 the Commission on Human Rights drafted a
resolution on HIV/AIDS, “The protection of human
rights in the context of human immunodeficiency virus
(HIV) and acquired immune deficiency syndrome
(AIDS)”, requesting the Special Rapporteur on the sale of
children, child prostitution and child pornography, along
with all Special Representatives, other Special Rap-
porteurs and Working Groups of the Commission, to inte-
grate the protection of HIV-related human rights within

their respective mandates.121 Among other actions, the
Special Rapporteur will implement this request by in-
corporating the International Guidelines on HIV/AIDS
and Human Rights into his method of work.

HIV/AIDS and the rights of the child

At its thirty-second session in 2003, the Committee on
the Rights of the Child (CRC) made a General Comment
on HIV/AIDS and the rights of the child.122 The CRC
stated that initially, children had been considered as
only marginally affected by the epidemic. However, the
international community had discovered that they were
unfortunately at the heart of the problem.123 The object-
ives of the General Comment were, among others, to
identify further and strengthen understanding of all the
human rights of children in the context of HIV/AIDS; to
promote the realization of the human rights of children
in the context of HIV/AIDS, as guaranteed under the
Convention on the Rights of the Child; and to contribute
to the formulation and promotion of child-oriented
plans of action, laws, policies to combat the trans-
mission, and mitigate the impact of HIV/AIDS at the
national and international levels.123

The General Comment stipulates that adequate meas-
ures to address HIV/AIDS can be undertaken only if the
rights of children and adolescents are fully respected.125

The CRC emphasized the right to non-discrimination.
They wished to stress that prevention, care, treatment
and support are mutually reinforcing elements and
provide a continuum within an effective response to
HIV/AIDS.126 They also underscored the role of edu-
cation, and reminded States Parties of their obligation to
ensure that primary education is available to all
children.127 The CRC stated that States Parties must
make adequate provision to ensure that children af-
fected by HIV/AIDS can stay in school, and ensure the
qualified replacement of sick teachers so that children’s
regular attendance at school is not affected, and that the
right to education of all children living within these
communities is fully protected. The General Comment
also mentioned the need to protect children victims of
sexual and economic exploitation.128

The Committee finally reaffirmed the recommend-
ations that had emerged after general discussion on
children living in a world with HIV/AIDS 129 and called
upon States Parties, notably to adopt and implement
national and local HIV/AIDS-related policies, including
effective plans of action, and programmes that are child-
centred, rights-based and incorporate the rights of the
child under the Convention, while including earlier
recommendations; 130 to review existing laws or enact
new legislation with a view to implementing fully the
right to non-discrimination, and in particular to expressly
prohibiting discrimination based on real or perceived
HIV/AIDS status so as to guarantee equal access of all
children to all relevant services.131

The International Guidelines provide for particular
attention to be paid to the human rights of children
and women, emphasizing that many of these rights
are relevant to HIV prevention, care and support for
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children, such as freedom from trafficking, prostitution,
sexual exploitation and sexual abuse, owing to the fact
that along with the other highly damaging consequences
of sexual violence against children, it increases their risk
of exposure to HIV and AIDS.132

After the International Guidelines on HIV/AIDS and
Human Rights, two highly important instruments were
propounded by the UN system that give further definition
to the critical role of human rights as a basis to take action
against the HIV epidemic, in particular where children
and women are concerned. These are the Millennium
Declaration and the Declaration of Commitment on HIV/
AIDS.

The Millennium Declaration was adopted by 189
nations and signed by 147 heads of States and Govern-
ment in 2000. On the basis of the Declaration, eight
goals were defined and their achievement set for 2015,
which are termed the Millennium Development Goals
(MDGs). These goals together respond to the world’s
main development challenges at the opening of the
21st century, including poverty, HIV/AIDS, full imple-
mentation of universal primary education, and full
realization of gender equality. Most of the MDGs, if
achieved, would contribute directly or indirectly to the
elimination of child labour and to substantial reduction
in HIV transmission (see box).

The Declaration of Commitment was adopted by
resolution by 189 heads of State and Government at the
2001 Special Session of the General Assembly on HIV/
AIDS of the United Nations.133

The Declaration notes in preamble that “women,
young adults and children, in particular girls, are the
most vulnerable”.134 Accordingly, the Declaration
refers to a number of actions to reduce vulnerability,
notably to “develop and/or strengthen strategies, pol-
icies and programmes which recognize the import-
ance of the family in reducing vulnerability, inter
alia, in educating and guiding children ... to reduce
the vulnerability of children and young people by
ensuring access of both girls and boys to primary and
secondary education, including HIV/AIDS in curri-
cula for adolescents”.135 The Declaration also estab-
lishes the commitment of governments to implement
national policies and strategies to assist, protect, and
ensure the enjoyment of human rights by all children
orphaned and made vulnerable by AIDS. In this regard,
the Declaration is important in re-affirming that the full
realization of human rights and fundamental freedoms
by men and women and boys and girls is essential to
achieving ascendancy over the HIV epidemic, and that
at the same time respect for the human rights of all
persons living with HIV/AIDS is the only basis for action
at both national and global levels.
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Millennium Development Goals

Goal 1.  Eradicate extreme poverty and hunger

Target 1: Halve, between 1990 and 2015, the proportion of people whose income is less than $1 a day

Target 2: Halve, between 1990 and 2015, the proportion of people who suffer from hunger

Goal 2.  Achieve universal primary education

Target 3: Ensure that, by 2015, children everywhere, boys and girls alike, will be able to complete a full course
of primary schooling

Goal 3.  Promote gender equality and empower women

Target 4: Eliminate gender disparity in primary and secondary education preferably by 2005 and in all levels
of education no later than 2015

Goal 4.  Reduce child mortality

Target 5: Reduce by two-thirds, between 1990 and 2015, the under-five mortality rate

Goal 5.  Improve maternal health

Target 6: Reduce by three-quarters, between 1990 and 2015, the maternal mortality ratio

Goal 6.  Combat HIV/AIDS, malaria, and other diseases

Target 7: Have halted by 2015 and begun to reverse the spread of HIV/AIDS

Target 8: Have halted by 2015 and begun to reverse the incidence of malaria and other major diseases

Goal 7.  Ensure environmental sustainability

Target 9: Integrate the principles of sustainable development into country policies and programmes and
reverse the loss of environmental resources

Target 10: Halve, by 2015, the proportion of people without sustainable access to safe drinking water and
basic sanitation

Target 11: Have achieved, by 2020, a significant improvement in the lives of at least 100 million slum dwellers

Goal 8.  Develop a global partnership for development

Target 12: Develop further an open, rule-based, predictable, nondiscriminatory trading and financial system
(includes a commitment to good governance, development, and poverty reduction – both nationally and
internationally)

Target 13: Address the special needs of the least developed countries (includes tariff-and quota-free access for
exports, enhanced programme of debt relief for HIPC and cancellation of official bilateral debt, and more generous
ODA for countries committed to poverty reduction)

Target 14: Address the special needs of landlocked countries and small island developing states (through the
Programme of Action for the Sustainable Development of Small Island Developing States and 22nd General
Assembly provisions)

Target 15: Deal comprehensively with the debt problems of developing countries through national and
international measures in order to make debt sustainable in the long term

Target 16: In cooperation with developing countries, develop and implement strategies for decent and
productive work for youth

Target 17: In cooperation with pharmaceutical companies, provide access to affordable, essential drugs in
developing countries

Target 18: In cooperation with the private sector, make available the benefits of new technologies, especially
information and communications
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Notes (including technical notes, and general
and legal endnotes)

Technical notes

Sources: Main tables
The principal sources of the Main tables are: the United
Nations Population Division, for estimates and pro-
jections of populations by age and sex with and without
HIV/AIDS, a basis for all the tables; the ILO, for the most
recent estimates and projections of the economically
active populations for all countries; the World Bank, for
estimates and projections of GDP and GDP/ca for all
countries; and UNAIDS, for the estimated prevalence of
HIV in persons aged 15 to 49 and persons 15 years and
over, by country, for 2005, as well as estimates of the
numbers of orphans aged 0–17 years by country. To
include labour force participants aged 50 to 64 years the
ILO adjusted the prevalence estimates for the 50 to 64-
year-old age group by estimating deaths with and with-
out HIV/AIDS in that age group, and applying the multi-
plier to HIV prevalence estimates and/or economically
active population rates, where necessary (see general
endnote 3). The sources for each Main table are listed
below, along with general definitions and notes. Each
Main table is footnoted for specific data commentary.

Throughout the tables, estimates refer to periods
for which observations later confirm (or modify) earlier
projections (for example, national censuses or surveys),
whereas projections refer to periods for which only
projections are available (this may include years in the
past for which projections are not confirmed because
observations are still not available). Most generally,
estimates are for past periods, whereas projections are
for future periods. In this report, data prior to 2005 are
generally estimates (including 2005 itself), whereas data
for 2006 and beyond are projections.

Main table 1

ILO, 2005e; UN, 2005a; UNAIDS, 2006b.

Main table 2

ILO, 2005e; World Bank, 2006; also see general end-
notes 15 to 24.

Main table 3

ILO/IPEC/SIMPOC, 2006a; ILO/IPEC/SIMPOC, 2006b;
UCW, 2006; UN, 2005a; UNAIDS, 2006b; UNESCO,
2006b.

Definitions and notes:

1. The Net Enrolment Rate is the number of pupils in
the theoretical age group for a given level of edu-
cation enrolled in that level expressed as a per-
centage of the total population in that group.

2. The Survival Rate is the percentage of children who
start primary education who will reach a given
grade (in this case grade 5).

3. The youth literacy rate in Sudan applies to North
Sudan only.

4. Enrolment rates and ratios for the United Republic of
Tanzania do not include Zanzibar, whereas popula-
tion data do. The population of Zanzibar is approxi-
mately 3 per cent of the total population.

5. Orphans as a result of AIDS include children under
18 years who have lost either one or both parents as
a result of AIDS (UNAIDS, 2006b).

6. The proportion of orphans as a result of AIDS is
based on the estimated total population of children
under 18 years in each country in 2005 (UN, 2005a;
UNAIDS, 2006b).

Main table 4

ILO, 2005e; UN, 2005a; UNAIDS, 2006b; UNESCO,
2006b.

Definitions and notes:

1. The year of reference for the youth literacy rates,
upper secondary overall gross enrolment ratios, the
estimated gross enrolment ratio in technical and
vocational programmes and the estimated gross
enrolment in programmes other than technical and
vocational correspond to the calendar year in which
the academic year ends.

2. The Gross Enrolment Ratio refers to the number of
pupils enrolled in a given level of education, regard-
less of age, expressed as a percentage of the popu-
lation in the theoretical age group for the same level
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of education. For the tertiary level, the population
used is the five-year age group following on from
the secondary school-leaving age.

3. With respect to Technical and vocational education,
this type of programme is designed mainly to lead
pupils to acquire the practical skills, know-how and
understanding necessary for employment in a par-
ticular occupation or trade (or class of occupations
or trades). Successful completion of such pro-
grammes normally leads to a labour market-relevant
vocational qualification recognized by the com-
petent authorities (e.g. Ministry of Education, em-
ployers’ associations, etc.) in the country in which
it is obtained.

4. The youth literacy rate in Sudan applies to North
Sudan only.

5. Enrolment rates and ratios for the United Republic
of Tanzania do not include Zanzibar, whereas popu-
lation data do. The population of Zanzibar is ap-
proximately 3 per cent of the total population.

Main tables 5A and 5B

ILO, 2005e; UN, 2005a; UNAIDS, 2006b.

Main table 6

ILO, 2005e; UN, 2005a; UNAIDS, 2006b.

Main table 7

UN, 2005a; UNAIDS, 2006b.

Main tables 8A, 8B, 8C, and 8D

ILO, 2005e; UN, 2005a; UNAIDS, 2006b.

Main tables 9A and 9B

ILO, 2005e; UN, 2005a; UNAIDS, 2006b.

Main table 10

ILO, 2005e; UN, 2005a; UNAIDS, 2006b.

Main table 11

ILO, 2005; UN, 2005a; UNAIDS, 2006b.

General endnotes
1 HIV prevalence estimates for Ethiopia and Liberia

are not available for 2005; as other data for both
countries are available, however, they are included in
the tables and analyses of this report. The occasional
exclusion of other countries due to lack of data, if any,
is footnoted below each Main table.

2 The dependency ratio of a population is the ratio
of the sum of the numbers of persons 0–14 years of age
and 65 years old and over (numerator) to the number

of persons of working age, i.e. 15–64 years (denomin-
ator). The dependency ratio is usually expressed per
100 persons.

3 In the absence of data, in 2004 the ILO conserva-
tively estimated the number of working-age adults 50 to
64 years living with HIV/AIDS to be about 800,000
globally. The newly estimated numbers of adults
15 years and over provided by UNAIDS and WHO imply
that about 2.8 million adults 50 years and over are living
with HIV/AIDS worldwide. The difference is due to the
inclusion of persons 65 years and over, as well as being
consistent with ageing of the population living with
HIV/AIDS; some difference also arises from differences
in methodology of estimation. For the sake of simplicity,
all persons 15 years and over estimated to be working
and to be living with HIV/AIDS are termed “working-age
persons” here, even though they include persons who
are over 64 years and therefore beyond the usual work-
ing ages. In all statistical analyses and the Main tables,
however, only persons 50 to 64 years are included as
“working-age” persons.

4 Strictly speaking, what is lost is employment, but
the term “jobs” is used in the report for convenience.

5 This is a weighted average for 14 countries in Sub-
Saharan countries where the proportion of children
among the persons treated ranged between 3 and 11 per
cent.

6 This is an equivalent proportion, not a true pro-
portion, as some children began treatment in earlier
years and would count among those being treated by
the end of 2005. Without the number of newly treated
children in 2005, the number of deaths expected in
2005 that are averted cannot be specified.

7 In the case of 14 of the 38 countries, data had been
collected in an ILO/IPEC/SIMPOC surveys, and in the
case of the 24 others, data were drawn from other
surveys (notably World Bank LSMS surveys and UNI-
CEF’s MICS surveys among others). Data from surveys
other than SIMPOC sources were adjusted in accord-
ance with SIMPOC guidelines to achieve comparability.
For an elaboration of the sources of the data and
the adjustment methodology, see ILO/IPEC/SIMPOC
(2006b).

8 The concept of inability – or of an individual being
unable – to work is used in contradistinction to “medic-
ally fit for appropriate employment” (ILO, 2001), and
relates to the clinical inability to work that progressively
occurs in the course of untreated symptomatic AIDS,
whether or not it falls under strictly medical observation.
The term is used to apply to the acquired and enduring
incapacity to work that very often results in withdrawal
from the economically active population, to emphasize
the divergence (to the extent possible) with persons
with disabilities, on the one hand, and with labour force
participants who are in a period of sick leave (even
extended sick leave), on the other. An unknown share of
persons estimated to be unable to work will still be
employed and benefiting from reasonable accommoda-
tions of various types. Generally, however, all untreated
persons living with HIV/AIDS will eventually become
totally disengaged from productive activity.
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9 The basis for Stages of HIV and AIDS and activity
levels are as follows:

Endnotes table 1: Stages of HIV and AIDS
and activity level

10 The comparison is of an equivalent number of
persons, and does not give a true proportion, as some
persons being treated began treatment in earlier years
and would count among those being treated by the end
of 2005. Without the number of newly treated persons
in each year, and their continuation rates, the true
proportion of persons newly needing treatment in 2005
who will otherwise die cannot be specified.

11 The economic dependency ratio in the presence
of HIV/AIDS is the ratio of the sum of the population
under 15 years, the population aged 65 years and over,
persons aged 15–64 years who are not economically
active and persons aged 15-64 years who are unable to
work as a result of HIV/AIDS (numerator), to the popu-
lation of persons aged 15-64 years who are economically
active, and excluding labour force participants who are
unable to work as a result of HIV/AIDS (denominator).
Labour force participants in the denominator include
workers who are HIV-positive and in Stages I and II of

HIV/AIDS (WHO, 2003a). In the absence of HIV/AIDS,
the same ratio is calculated without adding persons aged
15-64 years who are unable to work as a result of HIV/
AIDS in the numerator, and without excluding labour
force participants who are unable to work as a result of
HIV/AIDS in the denominator. The economic depend-
ency ratio is expressed per 100 economically active
persons. The impact due to deaths is the difference in
the two economic dependency ratios due to the dif-
ference between deaths in the presence and in the
absence of HIV/AIDS, expressed as a percentage. The
additional impact due to illness prior to death is the
difference between the economic dependency ratio in
the presence and in the absence of HIV/AIDS, over and
above the difference due to mortality with and without
HIV/AIDS. It is also expressed as a percentage. The total
impact is a product of the impact due to deaths and the
impact due to illness. For example, if the impact due to
death is 5 per cent, and due to illness is 2 per cent, the
total impact would be 1.05*1.02=1.071, yielding a total
impact of 7.1 per cent. The definition of a dependency
ratio is provided in the heading of Main table 1. The
adjusted dependency ratio used to illustrate changes in
the social burden is the dependency ratio in the pre-
sence of HIV/AIDS, in which persons of working age
(aged 15-64 years) who are unable to work as a result of
HIV/AIDS are added to the numerator of dependants,
and removed from the denominator of persons of
working age. The impact due to deaths is the difference
between the dependency ratio calculated for a popu-
lation in the presence and in the absence of HIV/AIDS.
The impact due to illness is the additional impact due to
the proportion of working-age persons who are unable
to work, and is the difference between the dependency
ratio in the population with HIV/AIDS and the adjusted
dependency ratio for the same population. The total
impact is a product of the impact due to deaths and the
impact due to illness.

12 See general endnote 9.

13 The numerators are the same in both compar-
isons (lives saved due to vaccination); the denominator
here consists of losses projected under the vaccination
scenario (see Main table 10 Summary).

14 It is well to recall at this point that ARVs also can
themselves have powerful preventive effects at the
population level, given that they lower the trans-
missibility of HIV from treated individuals. This effect has
not been taken into account in the assumptions under-
lying the projections regarding increase in ARV cover-
age, but a fraction of the vaccination effect could,
theoretically, be imputed to the effects of treatment
coverage alone.

15 Various studies have documented the impact the
epidemic would have on employment and labour sup-
ply, but none to our knowledge has quantified the em-
ployment loss due to HIV/AIDS. This estimation of
employment forfeited due to HIV/AIDS appears to be
the first effort at assessment at national, regional or glo-
bal level.

The method of estimation of the annual rate of GDP
loss attributable to HIV/AIDS is similar to the one devel-
oped by Coulibaly (2004), but the method was elaborated

Stages of HIV and AIDS and activity level

Clinical stage I

Normal activity and asymptomatic

Clinical stage II

Normal activity, but some weight loss, minor skin
and mouth infections and recurrent sinusitis

Clinical stage III

Bedridden for up to 50 per cent of the time in the
last month, and numerous symptoms: weight
loss, diarrhoea, fever, mouth infections, tubercu-
losis and other severe lung infections, including
pneumonia

Clinical stage IV

Bedridden for more than 50 per cent of the time
in the last month, and multiple symptoms: wast-
ing, pneumonia, and fungal, viral and bacterial
infections of the mouth, brain, digestive system
and other organs

At stage IV also, encephalopathy due to HIV mani-
fests itself in disabled cognitive and/or motor
functions that interfere with the activities of daily
life and that are progressive over weeks and
months until death.

Source: WHO, 2003a:49-50.Source: WHO, 2003a:49-50.
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to include additional variables and a robust regression
diagnostic. The method rested on a system of three equa-
tions to model the interactions between HIV/AIDS,
health capital and economic growth. The system of
equations was estimated with a Two-Stage Least Squares
(TSLS) method combined with a heteroskedasticity
consistent covariance matrix estimator. The model em-
ployed to estimate employment forfeited is based on a
series of equations that include GDP growth rate and em-
ployment growth rate lost in the presence of AIDS and
employment elasticity to GDP. It is well to note that
the employment relationship obtained is not strictly
linear. Employment growth lost depends on factors in-
herent to each country such as the GDP and employment
growth over the period, and the ability of the country’s
economy to create jobs. In addition, regional and global
estimates were weighted where appropriate with the
population and total employment. Consequently, region-
al and global employment forfeited does not strictly
reflect the exact sum of employment forfeited in each
individual country or region. Of the 60 countries con-
sidered to be the most affected by HIV/AIDS, 17 were not
included in the analysis because of data availability and
reliability (see footnote to Main table 2). The period of
analysis is 1992-2004.

Estimated employment growth forfeited is obtained
from the following equations:

Y_NOAIDS = Y_AIDS + Y_LOST (1)
E_NOAIDS = E_AIDS + E_LOST (2)
B = (∂ E/∂ Y) (Y/E) (3)

(2) => E_LOST = E_NOAIDS – E_AIDS

Assuming Y/E is constant and all other things being equal,

E_NOAIDS = B*Y_NOAIDS (4)

(1) and (4) give the model for employment growth
    forfeited as follows:

E_LOST = B (Y_AIDS + Y_LOST) – E_AIDS

Where:

Y_NOAIDS = GDP rate of growth in the absence of AIDS

Y_AIDS = current GDP rate of growth

E_NOAIDS = employment rate of growth as if there
    were no AIDS

E_AIDS = current employment rate of growth

B = employment to GDP elasticity

16 The relationship is, more specifically, the employ-
ment intensity (or elasticity) of growth. Several short-
comings of this relationship should be noted and have
been discussed in the literature (see, for example, Kahn,
2001; Kapsos, 2005; and Padalino and Vivarelli, 1997).

17 See Hammer et al., 1997; Hogg et al., 1998; Koenig
et al., 2004; Laurent et al., 2002; Marins et al., 2003; Palella
et al., 1998; and Wools-Kaloustian et al., 2006.

18 Just recently, Thirumurthy et al. (2006) have esti-
mated the economic impacts of ARVs on the labour
supply of adult AIDS patients receiving treatment and

on the labour supply of children and adults living in the
patients’ households.

19 See Ruger et al., 2001; Strauss and Thomas, 1998;
and Thomas and Frankenberg, 2002.

20 See Morgan et al., 2002.

21 Marins et al., 2003.

22 For a fuller discussion, see Beegle, 2005 and Thiru-
murthy et al., 2006.

23 The study estimating the economic impacts of
ARVs on the labour supply of adult AIDS patients receiv-
ing treatment and on the labour supply of children and
adults living in the patients’ households was conducted
over one year, between March 2004 and March 2005
(see Thirumurthy et al., 2006).

24 See Severe et al., 2005.

25 An orphan in this context is a child under 18 years
who has lost either or both parents due to AIDS, unless
the discussion specifies otherwise. HIV/AIDS is more
likely than other causes of death to create double
orphans, because if one parent becomes HIV-positive,
there is a significant probability that the other parent is
or will become HIV-positive, and that in the absence of
treatment, both will eventually die. Accordingly, coun-
tries with high HIV prevalence are expected to have a
disproportionately greater number of double orphans as
the epidemic advances. According to UNICEF, Sub-
Saharan Africa had almost as many double orphans in
2003 (7.7 million) as Asia (7.9 million), although Asia
has about twice as many orphans in total, because of the
region’s vastly greater population when compared to
Africa. Of the 7.7 million double orphans in Sub-Saharan
Africa, more than 60 per cent have lost a parent due to
AIDS (and in many cases both). The number of double
orphans is projected to increase in Sub-Saharan Africa to
2010 (see figure 3, page 27).

26 Each year, children who are orphans “graduate”
out of the pool when they are no longer minors, so the
number of children newly orphaned each year has also
continued to rise, but in far greater numbers: from
approximately 3.2 million in 1990 to 5.2 million in 2003,
with the proportion due to AIDS rising progressively.

27 The age distribution of children who are orphaned
is consistent with the pattern of exposure of their
parents to HIV in early adulthood and progression to
AIDS after a decade or so: it is estimated that 12 per cent
of orphans as a result of AIDS were aged 0 to 5 years in
2003, 33 per cent were 6 to 11 years and 55 per cent
were 12 to 17 years.

28 At present, Sub-Saharan Africa is the only region
for which orphanhood due to AIDS is estimated, and
similar data on orphans due to AIDS are not available for
other regions. Research suggests, in any case, that the
number of orphans is decreasing in all regions except
Sub-Saharan Africa, due to general improvements in
health and the patterns of low or decreasing fertility
in other parts of the world.
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29 Many orphaned children are exposed to high
levels of psychosocial stress and stigma; they express
feelings of depression, anger, guilt and fear for their
futures, and their experiences can lead to various
psychological problems such as post-traumatic stress
syndrome, alcohol and drug abuse, aggression and
suicide (UNAIDS 2004b; Foster, 2002). Moreover,
orphaned girls tend to be most severely affected as they
traditionally hold a lower status in many societies and
are more vulnerable to sexual exploitation.

30 Children affected by HIV/AIDS and children liv-
ing in HIV/AIDS affected households are children whose
parents have died (one or both) following an AIDS-
related illness or are suffering from HIV/AIDS (one or
both parents).

31 See UCW, 2006.

32 See ILO/IPEC, 2006b.

33 Data were collected informally from World Bank
task teams and may not reflect recent changes in policy
and practice at the country level. Only countries
affected by HIV are shown (the original source has
information for 103 countries).

34 See Ainsworth, 1993; Ainsworth and Filmer, 2002;
Case et al. 2003; Steinberg et al., 2002; Tumushabe et al.,
1999; and UNAIDS, 2004b.

35 This list is not exhaustive: see http://www.unicef.
org/lifeskills/index_14926.html

36 See ILO/IPEC-GOU (Uganda), 2004.

37 Poverty reduction efforts are critical because
macroeconomic factors (such as the impact of structural
adjustment programmes) have been found to be as
likely as the AIDS epidemic to reduce a family’s ability to
keep children in school.

38 Not all work carried out by children – persons
under 18 years – is considered as child labour in
international conventions. The term “children’s work” is
used to cover all work and related activities performed
by children including light work as denoted in ILO
Convention No. 138 (Minimum Age), and forms and
situations of work performed by children and ado-
lescents that does not affect their health and personal
development, or interfere with their schooling. Child
labour is a narrower concept that refers only to negative
or undesirable forms of work that should be eliminated
in accordance with ILO Conventions No. 138 (Minimum
Age) and No. 182 (Elimination of the Worst Forms of
Child Labour), and the UN Convention on the Rights of
the Child (1989) (see Chapter 5). For statistical purposes,
children’s work covers all paid work (market pro-
duction) and certain types of unpaid work (non-market
production) in both the formal sector and informal
economy. According to the international definition of
employment, one hour of work per week counts as work
during that week. Children working as maids or domestic
workers in someone else’s household are considered
working. Children engaged in domestic chores within
their own households are not, however, considered as
working even if these activities also a have a direct
impact on their welfare. Estimates of working children

therefore do not include children performing household
chores in their own household, although the number of
these children is potentially high. Children performing
household chores are often classified as “inactive”; when
such children have also been removed entirely from
school, they literally disappear from observation. The
concept of working children based on actual work per-
formed also excludes children seeking work or those
who are currently unemployed. For more information on
the statistical definitions of child work and child labour,
measurement methodologies, and recent trends in child
work and labour, see ILO/IPEC/SIMPOC, 2006b. It is also
well to note that the 18th International Conference of
Labour Statisticians, which is likely to be held in 2008,
is expected to seek to develop, among other things,
global standards for child labour data collection and
measurement.

39 See ILO/IPEC and Republic of Zambia, n.d.

40 See ILO/IPEC, 2002h.

41 See ILO/IPEC-GOU (Uganda), 2004.

42 Rapid assessment reports focus on areas that are
known to have substantial concentrations of children
involved in activities hard to identify and quantify
through structured sample surveys. Their scope and
findings are therefore limited, and primarily qualitative.
Nevertheless, even if this methodology has limitations,
it is often the only information source available for
children engaged in the worst forms of child labour.

43 See Khmer HIV/AIDS NGO Alliance and Family
Health International, cited in UNAIDS, 2004b.

44 Both age and nature of work serve as criteria to
define children’s work and child labour. The term work-
ing children includes all children who are perform-
ing activities not authorized under ILO Conventions
Nos. 138 and 182, i.e. all children under 15 years
(except children 13 to 15 years, or in some cases 12 to
14 years involved in “light work”, i.e. fewer than 14
hours per week) and children 15 to18 years who are
engaged in the worst forms of child labour.

45 See general endnote 38.

46 The proportions of working children come from
surveys conducted between 1994 and 2003. Only 3 sur-
veys pre-dated 1999, and only 3 surveys were con-
ducted in 2002/2003. As 32 surveys were conducted in
1999-2001 (20 surveys were conducted in 2000 alone),
it was reasonable to weight the proportions of children
working from each survey by the 2000 population to
estimate the total number of children working for
purposes of illustration. Also, as the proportions of chil-
dren working were estimated on the basis of different
types of surveys, an adjustment was applied to make the
proportions comparable between countries (see Main
table 3 in Chapter 1). For information on trends over
time in child work and child labour, see ILO/IPEC/SIM-
POC, 2006b.

47 Given that most countries with data are in Sub-
Saharan Africa and that most countries in Sub-Saharan
Africa are represented in the data, a rough estimate of
the numbers of children for all countries in the region
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was extrapolated that takes account of the populations
of the remaining countries, and applicable ranges in the
proportion of children working. Using sub-regional
groupings, average proportions of children working
were found to range from about 20.6 per cent in
Southern Africa, 27.6 per cent in East Africa, and
35.1 per cent in Central Africa to 54 per cent in West
Africa. The estimated proportion of children working
was imputed for remaining individual countries on a
sub-regional basis to arrive at an overall regional esti-
mate for these illustrative purposes only.

48 The term “unconditional” worst forms of child
labour is sometimes used for statistical purposes to refer
to the forms of labour listed that are not included in the
category of hazardous child labour, but are referred to in
§(a) to (c) of Article 3 of ILO Convention No. 182. The
term “unconditional” worst forms of child labour does
not otherwise cover any legal division of the worst
forms of child labour as defined in Convention No. 182.
Hazardous work includes domestic service when under
16 years and street trades. It is important to note that,
even if they do include hazardous work, ILO global and
regional estimates of child labour do not include chil-
dren engaged in the “unconditional” worst forms of
child labour. These forms of labour are included in a
separate estimation discussed in the text.

49 See general endnote 48.

50 According to the Optional Protocol to the Con-
vention on the Rights of the Child on the sale of
children, child prostitution and child pornography,
child prostitution means “the use of child in sexual
activities for remuneration or any form of consider-
ation”, whereas child pornography means “any repre-
sentation, by whatever means, of a child engaged in real
or simulated explicit sexual activities or any repre-
sentation of the sexual parts of a child for primarily
sexual purposes”.

51 For a more detailed discussion, see ILO, 2006e.

52 Children may be at greater risk than adults of
acquiring sexually transmitted infections, including
HIV/AIDS, because they are more likely than adults to be
injured by penetrative sex. In addition, HIV transmission
rates are higher to women and girls, and because most
sex workers are female, girl sex workers have among
the highest receptive transmission rates for HIV of any
group.

53 See, for example, UNFPA, 2006.

54 Youth comprise young men and women who are
older adolescents who are still underage, as well as
young adults. “Young people” are defined by the United
Nations as persons aged between 15 and 24 years (see
United Nations, 1995). The terms “young people”,
“young men” and “young women” may be used inter-
changeably with “youth” in the text. The ages included
in all references to youth are 15 to 24 years, unless
specified otherwise. All persons under 18 years are
legally children, and references to “child labour” in
respect of youth refer to the worst forms of child labour
performed by persons aged 15 to 17 years.

55 See United Nations, 2005c.

56 Underemployment can be categorized into visible
and invisible underemployment. The former consists of
work of inadequate duration such as involuntary part-
time employment and temporary short-term work.
Invisible underemployment encompasses work of
inadequate productivity. See Holger and Strobl, 2001.

57 In 19 surveys conducted most recently in Sub-
Saharan countries reported by UNAIDS, use of condoms
was reported by more than 50 per cent of young men in
only 6 countries: Botswana, Burkina Faso, Ghana,
Senegal, and Uganda, and by young women in only 4:
Botswana, Burkina Faso, Lesotho, and Uganda (see
UNAIDS, 2006b: 66). See also Youth and HIV at www.
youthandhiv.org.

58 This refers to youth with one or both parents who
have symptomatic AIDS or who have died as a result of
AIDS, or who are ill themselves from an HIV-related
illness.

59 See Brown, et al., 2005.
60 Sengendo and Nambi (1997) and Daileader Ruland

et al., 2005.
61 Sengendo and Nambi (1997) and Daileader Ruland

et al., 2005.
62 The term “employability” relates to portable com-

petencies and qualifications that enhance an individual’s
capacity to make use of the education and training
opportunities available in order to secure and retain de-
cent work, progress within the enterprise and between
jobs and cope with changing technology and changing
market conditions. See ILO, 2004a.

63 In many African countries free education pro-
grammes may be limited to primary education and
provide only basic skills.

64 See Figures 3.4 and 3.5 in UNAIDS, 2006b:64-65.
Original source is from the HIV/AIDS Indicator Surveys
conducted by Demographic and Health Surveys in 2000-
2004 (see Demographic and Health Surveys, multiple
years).

65 See ILO, 2006d.
66 Unemployment was similarly reported higher for

young women than young men in Namibia in 1997 (41
vs. 33 per cent). At regional level, unemployment is
estimated to be lower for young women than young
men for Sub-Saharan Africa as a whole in 1994 and 2004
(18.8 vs. 20.7 and 18.6 vs. 20.7 respectively). Many
young women are not counted in unemployment
statistics because they have far lower labour force
participation rates when conventionally measured and
are not seeking work; most unemployed young women
work otherwise in uncounted forms of work. Lower
education, less access and low status restrict young
women’s employment options to unpaid household
work in many settings (UNECA, 2005). It is reported that
in Zambia, for example, 39 per cent of young women in
urban areas and 20 per cent in rural areas work at home.

67 See BIDPA, 2005 and ILO/SRO, 2005.
68 See ILO, 2003a.
69 The following data are indicative of other youth

unemployment rates estimated at national level in recent
years.
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Endnotes table 2: Youth unemployment rates, selected countries, recent years

70 See: ILO, 2005a.

71 See ILO, 2004a.

72 See ILO, 2004a.

73 See general endnote 54.

74 See ILO/IPEC GOU (Uganda), 2004.

75 See FAO, 2005.

76 See Figure 3.6 in UNAIDS, 2006b:66. Original
source is from the HIV/AIDS Indicator Surveys conducted
by Demographic and Health Surveys in 2000-2004 (see
Demographic and Health Surveys, multiple years).

77 See Brown et al., 2005.

78 See Dupas, 2005.

79 See Burns et al., 2004.

80 Central and Eastern European Harm Reduction
Network and OSI, 2005.

81 See UNAIDS, 2006a.

82 See ILO, 2004b.

83 The effects of work combined with school attend-
ance on adolescents are less clear, as working may in fact

Country
and year

Youth unemployment rate Proportion youth unemployed of total 
unemployed (per cent)

Total Men Women Total Men Women

Sub-Saharan 
Africa

Botswana 
2000

– – – 61.8 58.3 65.5

Ethiopia 1999 – – – 84.4 79.1 91.2

Namibia 1997 37.0 32.9 41.4 33.4 40.9 –

South Africa 
2000

44.2 42.1 46.7 32.3 34.5 30.3

Latin America 
and the 
Caribbean

Brazil 2001 17.9 14.6 22.4 48.6 49.9 47.4

Barbados 
2001

23.2 20.8 26.2 36.9 42.4 32.9

Colombia 
2000

36.3 31.9 40.7 40.5 41.4 39.9

Jamaica 1999 34.0 23.9 46.2 52.5 58.0 49.6

Paraguay 
2001

13.8 11.7 17.3 51.0 51.3 50.6

Trinidad and 
Tobago 1999

25.4 21.9 30.9 42.8 44.1 41.6

Asia China 2000   3.1 ... ... ... ... ...

Thailand 
2000

  6.6   7.0   6.0 49.7 52.3 46.4

India 1997 – – – 52.9 52.9 52.9

Middle East – 
North Africa

Morocco 
1999*

15.4 15.8 14.6 38.2 39.0 36.3

Transition 
economies

Bulgaria 2001 38.4 42.0 34.5 21.3 22.0 20.4

Estonia 2001 20.5 22.2 19.1 21.3 20.6 22.1

Latvia 2001 20.7 20.2 21.4 18.1 17.5 18.9

Russian 
Federation 
2002**

17.2 ... ... ... ... ...

Slovenia 2001 16.2 15.3 17.8 30.9 31.0 30.8

Ukraine 
2002**

19.7 – – – – –

Industrialized 
countries

United States 
2002

12.0 12.8 11.1 32.0 32.5 31.5

Italy 2002 26.3 22.6 31.4 28.5 30.2 27.0

* Source: ILO, 2003b.    ** Source: UNICEF, 2005c.
Source: ILO, 2003a.
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enable them to finance a future education that would
otherwise be unaffordable. Youth in post-obligatory
schooling who are working may be responding to other
motivations.

84 See Ilahi et al., 2005.

85 See IPEC, 2006a.

86 See general endnote 54.

87 See general endnote 48.

88 See ILO, 2006e:59.

89 The MDGs are listed and discussed in Chapter 5.

90 See ILO, 2005c:§6, 16 and 48.

Legal endnotes (legal references may
be additional to bibliography)

91 The Minimum Age (Industry) Convention (No.5),
1919 and the Night Work of Young Persons (Industry)
Convention (No.6), 1919.

92 The Minimum Age (Industry) Convention (No.5),
1919; Minimum Age (Sea) Convention (No.7), 1920;
Minimum Age (Agriculture) Convention (No. 10), 1921;
Minimum Age (Trimmers and Stokers) Convention
(No.15) 1921; Minimum Age (Non-Industrial Employ-
ment) Convention (No.33), 1932; Minimum Age (Sea)
Convention (No.58) (Revised), 1936; Minimum Age
(Industry) Convention (No. 59) (Revised), 1937; Min-
imum Age (Non-Industrial Employment) Convention
(No. 60) (Revised), 1937; Minimum Age (Fishermen)
Convention (No.112), 1959; Minimum Age (Under-
ground Work) Convention (No. 123), 1965; and the
Minimum Age Convention (No. 138), 1973.

93 The Minimum Age Convention (No. 138), 1973

94 Pakistan ratified the Convention most recently, in
July 2006.

95 General minimum age According to Article 2,
paragraph 1 of Convention 138, each State member
ratifying the Convention shall specify, in a declaration
appended to its ratification, a minimum age for admis-
sion to employment or work within its territory and on
means of transport registered in its territory. Subject to
Articles 4 to 8 of the Convention, no-one under that age
shall be admitted to employment or work in any
occupation. According to Article 1, paragraph 3 of the
Convention, the minimum age specified in pursuance of
paragraph 1 of this Article shall not be less than the age
of completion of compulsory schooling and, in any case,
shall not be less than 15 years.

Although the general age limit upholds the standard
of 15 years, it allows countries whose economy and
educational facilities are insufficiently developed to set
a limit of 14 years, following consultations with em-
ployers’ and workers’ organizations. The minimum age
specified at the time of ratification may subsequently be
raised by notification to the Director General of the ILO
(Article 2, paragraph 2).

Hazardous work The minimum age limit for employ-
ment in work which by its nature or the circumstances

in which it is carried out is likely to jeopardize the health,
safety or morals of young persons was set at 18 years.
Article 3, paragraph 2 of the Convention provides that
these types of work must be defined by national laws or
regulations, or by the competent authorities after con-
sultations with employers’ and workers’ organizations.

As the Convention refers to work likely to jeopard-
ize the health, safety or morals of young persons, and
not only to work which is recognized to have that effect,
it is necessary to examine both the nature of the work
and the circumstances in which it is carried out. Certain
types of activities which would not appear in them-
selves to be hazardous, may be so in certain circum-
stances. The Convention leaves it to each individual
country to determine which types of work are con-
cerned, but whatever the method chosen, it requires
that the determination be made and prior consulta-
tion take place with the organizations of employers
and workers. The supplementing Recommendation
(No. 146) indicates that full account should be taken in
the process to determine these types of work of relevant
international labour standards, such as those concern-
ing dangerous substances, agents or processes, the
lifting of heavy weights, and underground work. It also
suggests that the list of hazardous types of work should
be re-examined periodically (see paragraph 10). Art-
icle 3, paragraph 3 of the Convention allows admission
to these types of work from the lower age of 16 years,
provided two conditions are met: (a) the health, safety
and morals of the young persons concerned are fully
protected, and (b) they have received adequate specific
instruction or vocational training in the relevant branch
of activity. In fact, authorization for persons 16 years
and over to perform work which might be classified as
hazardous must be subject to strict conditions designed
to reduce, if not totally eliminate, the dangerous or
harmful nature of such work.

Light work Under article 7 of the Convention, the
minimum age limit for light work is 13 years, or 12 years
in countries with less developed economies and edu-
cational systems. Light work is characterized as work
which is: (a) not likely to be harmful to the health or
development of children; and (b) not such as to prejudice
their attendance at school, their participation in voca-
tional orientation or training programmes approved by
the competent authority, or their capacity to benefit from
the instruction received. National laws or regulations may
also permit the employment (or work) of persons who
are at least 15 years of age but have not yet completed
their compulsory schooling in work which meets the
requirements set forth in sub-paragraphs (a) and (b) of
paragraph 1 of Article 7 of the Convention. The com-
petent authority shall determine the activities in which
employment or work may be permitted under para-
graphs 1 and 2 of this Article and shall prescribe the
number of hours during which, and the conditions in
which such employment or work may be undertaken
(Article 7, paragraph 2 of the Convention).

The Convention also provides for exceptions to the
prohibition of employment or work in the case of work
done by children as part of their education or training,
or for such purposes as participation in artistic per-
formances. It sets out the conditions that have to be met
in each case. Article 6 of the Convention further pro-



ILO, 2006    HIV/AIDS and work: global estimates, impact on children and youth, and response 2006          83

vides that it does not apply to work done by children
and youth in schools for general, vocational or technical
education. The Convention furthermore provides that
the prohibition does not apply to work done by persons
at least 14 years of age in enterprises, when such work
is carried out in accordance with conditions prescribed
by the competent authority after consultation with the
organizations of employers and workers concerned, and
where the work is an integral part of: (a) a course of
education or training for which a school is primarily
responsible; (b) a programme of training mainly or
entirely in an undertaking, where the programme has
been approved by the competent authority; or (c) a
programme of guidance or orientation designed to facili-
tate the choice of occupation or line of training.

96 Minimum Age Recommendation (No. 146), 1973.

97 The ILO has an old and respected system to moni-
tor the application of international Conventions that
requires regular reporting by States Members on ratified
Conventions.

Regular supervision of the application of ILO Con-
ventions is entrusted to the Committee of Experts on
the Application of Conventions and Recommendations
(CEACR) and subsequently to the Committee on the
Application of Standards of the International Labour
Conference. The Committee of Experts is made up of
20 persons chosen for their technical expertise, in-
dependence, impartiality and objectivity. Drawn from
all parts of the world, the Committee’s members possess
first-hand experience of different legal, economic and
social systems. The Committee meets annually to
examine the reports submitted by governments, and
comments on the reports take the form either of
observations (published and reported to the Confer-
ence) or of direct requests (directly addressed to
governments). The Application of Standards Committee
is set up by the Conference each year. It is tripartite,
consisting of representatives of governments, em-
ployers and workers; it reviews the observations made
by the CEACR and hears the views of governments and
the social partners. It makes tripartite recommendations
to the Conference on action to be taken.

98 In the ILO legal instruments, child labour refers to
work that
1. is mentally, physically, socially or morally dangerous

and harmful to children;
2. interferes with children’s schooling by depriving

them of the opportunity to attend school, by obliging
them to leave school prematurely, or by requiring
them to attempt to combine school attendance with
excessively long hours and heavy work.

99 Worst Forms of Child Labour Convention (No. 182),
1999. Article 1 provides that the basic obligation of a
ratifying State Member is to take immediate and effective
measures to ensure the prohibition and the elimination
of the worst forms of child labour as a matter of urgency.

100 Worst Forms of Child Labour Convention Rec-
ommendation (No. 190), 1999.

101 The UN Convention on the Rights of the Child
(CRC) was adopted by the United Nations General As-
sembly on 20 November 1989 and entered into force in

September 1990. By 2000, ten years after its adoption,
almost every country in the world had signed and
agreed to be bound by the provisions of the Convention.
To date (July 2006), there were 192 States parties and
140 signatories, 2 States being signatories but not
ratifying: Somalia and the United States.

102 See Article 1.

103 See Article 32, paragraph 1.

104 See Article 32, paragraph 2 (a).

105 All States Parties are obliged to submit regular
reports to the Committee on how the rights are being
implemented. States must report initially two years after
acceding to the Convention and then every five years.
The Committee examines each report and addresses its
concerns and recommendations to the State Party in the
form of “concluding observations”. The Committee on
the Rights of the Child (CRC) also monitors imple-
mentation of the two Optional Protocols to the Con-
vention, on involvement of children in armed conflict
and on the sale of children, child prostitution and child
pornography, and it reviews additional reports which
must be submitted by States that have ratified the
Optional Protocols. The Committee cannot consider
individual complaints, although child rights may be
raised before other committees with competence to
consider complaints. The Committee meets in Geneva
and normally holds three sessions per year consisting of
a three-week plenary and a one-week pre-sessional
working group (see also notes 43 and 106).

106 See Article 2, paragraph 3.

107 See note 83.

108 See CEACR: General Survey Minimum Age, 1973
(para.140). The CEACR has often recalled in its com-
ments to ratifying States Members that it considers
“compulsory schooling is one of the most effective means
of combating child labour” (see for example Direct
request to Congo, CEACR 2005, 76th Session under the
application of Convention No.138; and to Democratic
Republic of the Congo). The CEACR has also indicated
(Direct request to Lesotho, CEACR 2004, 75th Session)
that it considers the requirement of Article 2 (3) of the
Convention fulfilled when the minimum age for
admission to employment is not less than the age of the
completion of compulsory education. When the two ages
do not coincide, the CEACR usually requests Government
to provide information on the situation of children who
are not enrolled in school and not obliged to attend
school, and to indicate what measures are taken or
envisaged to ensure that these children are not admitted
to employment or work in any occupation below the
minimum age for admission to work (see, for example,
the Direct request to Namibia, CEACR 2005, 76th session
under the application of Convention No.138).

109 See Article 28.

110 In this respect, it is well to note that the assump-
tion that compulsory schooling is limited in length to
the duration of primary education rarely still holds.
The majority of countries affected by HIV/AIDS and
considered in this report have extended compulsory
education beyond the duration of primary schooling.
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111 These include the International Covenant on
Economic, Social and Cultural Rights (1966), the Con-
vention on the Rights of the Child (1989), the Inter-
national Convention on the Elimination of All Forms of
Racial Discrimination (1965) and the Convention on the
Elimination of All Forms of Discrimination against
Women (1979), which impose obligations upon States
Parties.

112 See Articles 13 and 14, especially Article 13,
which is the longest provision in the Covenant.

113 See General Comment No.13, Committee on
Economic, Social and Cultural Rights [United Nations,
Economic and Social Council, Doc. E/C.12/1999/10,
8 December 1999]. In its comment regarding Article 13,
paragraph 2, subparagraph a) regarding the right to
primary education, the Committee indicated that it
obtained guidance on the proper interpretation of the
term primary education from the World Declaration on
Education for All which states: the main delivery
system for the basic education of children outside the
family is primary schooling. Primary education must
be universal, ensure that the basic learning needs of
all children are satisfied, and take into account the
culture, needs and opportunities of the community
(see Article 5).

114 See Article 13, paragraph 2.

115 See paragraph 38 (g).

116 See paragraph 114.

117 See M. Alender, “Information and education
laws”, in Dr. Jayasuriya (ed.) HIV, law, ethics and
human rights, UNDP, New Delhi, 1995, p. 54, and also
Impact of HIV and sexual health education on the
sexual behaviour of young people: a review update,
UNAIDS, 1997.

118 The Council on Human Rights since 2006.

119 See Resolution 1990/68 Rights of the child. The
Special Rapporteur was appointed for a period of one
year and has been renewed to date.

120 The Optional Protocol was adopted on 25 May
2000 and entered into force on 18 January 2002. As of
8 May 2006, there were 107 Parties and 114 signatories,
and Burkina Faso and Cyprus were the most recent States
to have ratified the Protocol (see also notes 43 and 91).

121 Resolution 2001/51, paragraph 12.

122 CRC/GC/2003/3, 17 March 2003.

123 See paragraph 2.

124 See paragraph 4: §a),b) and d).

125 See paragraph 6.

126 See paragraph 15.

127 See paragraphs 18-19.

128 See paragraph 36.

129 CRC/C/80

130 The Committee stipulated the inclusion, notably,
of recommendations adopted by the United Nations
General Assembly at it Special Session on Children in
2002, at which the Resolution A World Fit for Children
was also adopted on 11 October [A/RES/S-27/2].

131 See paragraph 40: §a) and c).

132 See Paragraphs 81 and 95. The Guidelines add
that the freedom to seek, receive and impart information
and ideas of all kinds and the right to education provide
children with the right to give and receive all HIV-related
information needed to avoid infection and to cope with
their status, if they are HIV-positive. The right to special
protection and assistance if deprived of his or her family
environment, including alternative care and protection
in adoption, in particular, protects children if they are
orphaned by HIV/AIDS. The right of disabled children to
a full and decent life and to special care, and the rights
to abolition of traditional practices which are prejudicial
to the health of children, such as early marriage, female
genital mutilation, and denial of equal sustenance and
inheritance for girls are also highly relevant in the
context of HIV/AIDS. All these provisions go hand-in-
hand with the abolition of child labour in the
overarching interest of upholding the rights of children.
Furthermore, the right to non-discrimination and privacy
for children living with HIV/AIDS and finally the rights of
children to be actors in their own development and to
express opinions and have them taken into account in
making decisions about their lives should empower
children to be involved in the design and implemen-
tation of HIV-related programmes for children, as well as
other fundamental aspects of their lives.

133 Resolution A/RES/S-26/2, dated 27 June 2001.

134 See paragraph 4.

135 See paragraph 63.
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Country HIV/AIDS Population

Alphabetical order by region Estimated HIV 
prevalence in 
persons aged 
15-49 years (%)
2005

Estimated 
number of men 
aged 15 to 64 
years in the 
labour force 
who were HIV-
positive (‘000s)
2005

Estimated 
number of 
women aged 15 
to 64 years in 
the labour force 
who were HIV-
positive (‘000s) 
2005

Total estimated 
number of 
persons aged 15 
to 64 years in 
the labour force 
who were HIV-
positive (‘000s) 
2005

Estimated male 
population 
(‘000s)
2005

Estimated 
female 
population 
(‘000s)
2005

Projected male 
life expectancy 
at birth (years) 
2005-2010

Projected 
female life 
expectancy at 
birth (years) 
2005-2010

Sub-Saharan Africa

Angola 3.7 136 116 251 7,861 8,081 40.48 43.38

Benin 1.8 35 22 57 4,253 4,186 55.07 56.63

Botswana 24.1 84 60 144 867 898 35.04 32.72

Burkina Faso 2.0 60 53 113 6,650 6,578 48.45 50.07

Burundi 3.3 58 62 120 3,684 3,863 44.48 46.54

Cameroon 5.4 197 133 329 8,119 8,203 45.78 46.71

Central African Republic 10.7 99 84 183 1,969 2,069 38.95 40.02

Chad 3.5 65 57 122 4,824 4,925 43.29 45.35

Congo 5.3 45 30 75 1,983 2,016 52.16 54.84

Côte d’Ivoire 7.1 322 137 459 9,230 8,924 45.59 47.01

Democratic Republic of the Congo 3.2 420 297 716 28,542 29,007 43.63 45.76

Djibouti 3.1 6 4 10 397 397 52.85 54.98

Equatorial Guinea 3.2 4 2 6 249 254 41.44 41.57

Eritrea 2.4 24 17 41 2,161 2,241 54.12 57.77

Ethiopia … … … … 38,514 38,917 47.65 49.42

Gabon 7.9 25 20 45 689 695 53.07 53.59

Gambia 2.4 9 6 15 752 765 56.47 58.98

Ghana 2.3 110 102 213 11,191 10,921 57.59 58.51

Guinea 1.5 34 30 65 4,819 4,584 54.22 54.49

Guinea-Bissau 3.8 14 10 23 784 803 44.25 46.74

Kenya 6.1 509 404 913 17,153 17,103 51.10 49.41

Lesotho 23.2 77 64 140 835 960 34.23 34.34

Liberia … … … … 1,638 1,645 41.86 43.14

Madagascar 0.5 22 20 42 9,255 9,351 55.00 57.36

Malawi 14.1 399 395 793 6,397 6,487 41.58 40.63

Mali 1.7 48 44 92 6,737 6,782 48.59 49.88

Mozambique 16.1 657 752 1,409 9,580 10,212 41.65 41.90

Namibia 19.6 69 54 123 1,007 1,024 46.60 45.07

Niger 1.1 37 27 64 7,136 6,821 45.39 45.41

Nigeria 3.9 1,156 619 1,775 66,558 64,971 44.05 44.31

Rwanda 3.1 61 64 125 4,380 4,658 43.06 46.05

Sierra Leone 1.6 22 14 35 2,725 2,801 40.51 43.31

South Africa 18.8 2,261 1,412 3,673 23,291 24,141 44.20 43.76

Sudan 1.6 120 40 159 18,235 17,998 55.63 58.21

Swaziland 33.4 67 33 100 498 535 30.79 29.15

Togo 3.2 47 28 75 3,035 3,110 54.05 57.47

Uganda 6.7 394 368 762 14,416 14,400 51.20 53.01

United Republic of Tanzania 6.5 605 595 1,199 19,071 19,258 46.24 46.82

Zambia 17.0 465 344 809 5,843 5,826 39.57 38.56

Zimbabwe 20.1 622 481 1,103 6,453 6,557 38.22 36.33

Asia

Cambodia 1.6 53 56 110 6,801 7,270 54.57 61.31

China 0.1 342 278 620 675,852 639,992 70.78 74.55

India 0.9 2,751 1,104 3,855 565,778 537,593 63.20 66.71

Myanmar 1.3 180 147 326 25,083 25,436 58.92 64.83

Thailand 1.4 258 225 483 31,543 32,690 68.51 75.00

Latin America and the Caribbean

Bahamas 3.3 3 3 5 157 166 68.96 75.28

Barbados 1.5 1 1 2 130 139 73.13 79.23

Belize 2.5 2 1 3 136 134 69.50 74.05

Brazil 0.5 272 206 478 91,870 94,535 68.20 75.72

Dominican Republic 1.1 26 15 42 4,490 4,405 65.40 72.27

Guatemala 0.9 24 11 35 6,139 5,688 64.86 72.10

Guyana 2.4 5 3 8 364 387 62.27 68.41

Haiti 3.8 77 57 134 4,202 4,326 52.86 53.99

Honduras 1.5 29 18 46 3,631 3,573 67.19 71.35

Jamaica 1.5 13 8 20 1,310 1,341 69.42 72.73

Suriname 1.9 2 1 3 224 225 67 73.34

Trinidad and Tobago 2.6 10 6 16 644 662 67.67 72.50

Countries in developed regions

Russian Federation 1.1 402 386 788 66,447 76,754 58.73 71.81

Ukraine 1.4 154 149 303 21,310 25,171  60.68  72.51 

United States 0.6 486 421 907 146,680 151,533  75.18  80.58 

Main table 1: Basic data on HIV/AIDS, the labour force, population, age groups and dependency, by sex, 60 countries, 2005-2010

1
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Age groups and dependency Country

Estimated number 
of boys aged 0 to 
14 years (‘000s) 
2005

Estimated number 
of girls aged 0 to 
14 years (‘000s) 
2005

Estimated number 
of men aged 15 to 
64 years (‘000s) 
2005

Estimated number 
of women aged 
15 to 64 years 
(‘000s) 2005

Estimated number 
of men aged 65 
years and over 
(‘000s) 2005

Estimated number 
of women aged 
65 years and over 
(‘000s) 2005

Estimated 
dependency ratio 
(dependants 
per 100 non-
dependent men 
and women) 2005

Alphabetical order by region

Sub-Saharan Africa

3,695 3,712 3,994 4,150 172 219 95.8 Angola

1,897 1,833 2,260 2,220 96 133 88.4 Benin

335 330 510 532 23 36 69.4 Botswana

3,168 3,073 3,321 3,306 162 199 99.6 Burkina Faso

1,701 1,696 1,905 2,040 78 127 91.3 Burundi

3,384 3,344 4,463 4,530 272 329 81.5 Cameroon

864 872 1,037 1,102 69 95 88.8 Central African Republic

2,305 2,302 2,387 2,458 131 165 101.2 Chad

945 940 988 1,010 51 66 100.2 Congo

3,801 3,797 5,125 4,838 305 289 82.2 Côte d’Ivoire

13,626 13,579 14,258 14,549 659 879 99.8 Democratic Republic of the Congo

166 163 221 221 10 13 79.6 Djibouti

112 111 128 132 9 11 93.5 Equatorial Guinea

992 977 1,129 1,201 40 62 88.9 Eritrea

17,320 17,152 20,157 20,530 1,036 1,234 90.3 Ethiopia

280 274 383 387 27 33 79.9 Gabon

306 302 420 432 26 31 78.1 Gambia

4,410 4,219 6,397 6,277 385 426 74.5 Ghana

2,120 1,993 2,544 2,413 155 178 89.7 Guinea

377 377 385 399 22 27 102.3 Guinea-Bissau

7,378 7,285 9,327 9,299 447 519 83.9 Kenya

349 344 447 561 40 55 78.1 Lesotho

776 770 830 835 32 41 97.2 Liberia

4,103 4,084 4,886 4,951 266 316 89.1 Madagascar

3,072 3,028 3,145 3,251 180 208 101.4 Malawi

3,321 3,199 3,259 3,375 156 208 103.8 Mali

4,369 4,335 4,931 5,497 280 381 89.8 Mozambique

425 418 551 567 31 40 81.8 Namibia

3,514 3,330 3,500 3,341 123 151 104.0 Niger

29,841 28,383 34,909 34,415 1,808 2,174 89.7 Nigeria

1,951 1,979 2,333 2,552 95 127 85.0 Rwanda

1,181 1,185 1,462 1,513 82 103 85.7 Sierra Leone

7,801 7,663 14,704 15,249 786 1,229 58.4 South Africa

7,242 6,977 10,392 10,317 601 705 75.0 Sudan

212 211 269 304 16 21 80.2 Swaziland

1,336 1,337 1,615 1,666 84 108 87.3 Togo

7,326 7,214 6,769 6,800 321 386 112.4 Uganda

8,208 8,119 10,327 10,436 535 703 84.6 United Republic of Tanzania

2,687 2,660 3,000 2,971 156 195 95.4 Zambia

2,606 2,595 3,632 3,703 215 259 77.4 Zimbabwe

Asia

2,652 2,565 3,984 4,389 165 317 68.1 Cambodia

148,504 133,263 480,965 453,092 46,383 53,637 40.9 China

181,867 171,883 356,611 334,842 27,301 30,868 59.6 India

7,544 7,351 16,400 16,731 1,140 1,354 52.5 Myanmar

7,743 7,551 21,802 22,605 1,998 2,533 44.6 Thailand

Latin America and the Caribbean

47 45 102 109 9 11 52.8 Bahamas

26 25 95 97 10 17 40.7 Barbados

50 49 80 79 6 6 69.6 Belize

26,440 25,483 60,417 62,642 5,013 6,410 51.5 Brazil

1,482 1,429 2,827 2,789 180 188 58.4 Dominican Republic

2,754 2,435 3,128 3,016 257 237 92.5 Guatemala

112 109 237 256 16 23 52.7 Guyana

1,624 1,574 2,427 2,562 152 190 70.9 Haiti

1,439 1,385 2,065 2,038 128 150 75.6 Honduras

423 404 794 829 92 108 63.3 Jamaica

70 65 142 144 13 16 57.3 Suriname

143 138 458 470 43 53 40.6 Trinidad and Tobago

Countries in developed regions

11,205 10,681 48,875 52,724 6,368 13,349 40.9 Russian Federation

3,544 3,362 15,216 16,855 2,551 4,954 44.9 Ukraine 

31,735 30,213 99,498 100,058 15,447 21,262 49.4 United States

1
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1

Region HIV/AIDS Population

Estimated HIV 
prevalence in 
persons aged
15-49 years (%)
2005

Estimated number 
of men aged
15 to 64 years in 
labour force who 
were HIV positive 
(‘000s)
2005

Estimated number 
of women aged 
15 to 64 years in 
labour force who 
were HIV positive 
(‘000s)
2005

Total estimated 
number of persons 
aged 15 to 64 
years in the labour 
force who were 
HIV-positive 
(‘000s)
2005

Estimated male 
population (‘000s) 
2005

Estimated female 
population (‘000s) 
2005

Sub-Saharan Africa (40 countries) 6.4 9,382 6,995 16,377 361,778 362,964

Asia (5 countries) 0.5 3,584 1,810 5,394 1,305,057 1,242,981

Latin America and the Caribbean (12 countries) 0.8 463 329 792 113,297 115,581

Countries in developed regions (3 countries) 0.8 1,043 955 1,998 234,438 253,458

Total (60* countries) 1.4 14,471 10,089 24,561 2,014,570 1,974,983

Note: average life expectancy is not available for groups of selected countries. * Less Ethiopia and Liberia with respect to HIV/AIDS

Main table 1: Basic data on HIV/AIDS, the labour force, population, age groups and dependency, by sex, 60 countries, 2005-2010
Summary
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1

Age groups and dependency Region

Estimated 
number of boys 
aged 0 to 14 
years (‘000s) 
2005

Estimated 
number of girls 
aged 0 to 14 
years (‘000s) 
2005

Estimated 
number of men 
aged 15 to 64 
years (‘000s) 
2005

Estimated 
number of 
women aged 
15 to 64 years 
(‘000s)
2005

Estimated 
number of men 
aged 65 years 
and over (‘000s) 
2005

Estimated 
number of 
women aged 65 
years and over 
(‘000s)
2005

Estimated 
dependency ratio 
(dependants 
per 100 non-
dependent men 
and women) 
2005

159,502 156,159 192,298 194,327 9,979 12,477 87.5 Sub-Saharan Africa (40 countries)

348,310 322,613 879,761 831,659 76,986 88,709 48.9 Asia (5 countries) 

34,609 33,141 72,771 75,031 5,917 7,409 54.9 Latin America and the Caribbean (12 countries) 

46,484 44,256 163,588 169,637 24,366 39,565 46.4 Countries in developed regions (3 countries)

588,904 556,170 1,308,418 1,270,653 117,248 148,160 54.7 Total (60* countries) 
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Country HIV prevalence GDP Employment

HIV Estimated prevalence 
in persons aged
15 to 49 years (%)
2005 

Real GDP (US$ millions in 
2000 constant)
2004** 

Estimated average annual 
rate of growth of GDP loss 
attributable to HIV/AIDS 
(%)
1992-2004

Estimated average 
annual rate of growth 
of employment loss 
attributable to HIV/AIDS (%)
1992-2004

Estimated annual average 
employment forfeited due 
to HIV/AIDS (absolute 
numbers)
1992-2004Alphabetical order by region

Sub-Saharan Africa 

Angola 3.7 31,040 0.5 1.9 102,800

Benin 1.8 8,199 0.2 0.3 7,300

Botswana 24.1 16,169 1.9 1.1 5,300

Burkina Faso 2.0 13,773 0.2 0.1 2,900

Burundi 3.3 4,533 0.4 1.8 54,300

Cameroon 5.4 32,038 0.7 0.3 15,000

Central African Republic 10.7 4,009 1.2 0.0 600

Chad 3.5 18,148 0.4 2.0 57,200

Congo 5.3 3,491 0.7 3.0 37,300

Côte d’Ivoire 7.1 25,475 0.9 0.9 46,900

Democratic Republic of Congo 3.2 36,166 0.4 1.8 326,100

Djibouti 3.1 1,427 … … …

Equatorial Guinea 3.2 8,661 … … …

Eritrea 2.4 3,800 … … …

Ethiopia 2.0 48,597 0.2 0.0 8,200

Gabon 7.9 8,293 1.0 0.7 3,000

Gambia 2.4 2,704 0.3 0.4 2,200

Ghana 2.3 44,594 0.2 0.0 1,900

Guinea 1.5 18,437 0.1 0.3 12,700

Guinea-Bissau 3.8 1,022 … … …

Kenya 6.1 35,054 0.8 1.4 141,100

Lesotho 23.2 4,328 … … …

Madagascar 0.5 14,266 … … …

Malawi 14.1 7,488 1.4 0.8 41,300

Mali 1.7 12,035 0.1 0.2 6,400

Mozambique 16.1 22,076 1.5 0.3 22,400

Namibia 19.6 13,699 1.7 0.5 1,900

Niger 1.1 9,665 … … …

Nigeria 3.9 136,529 0.5 1.1 361,200

Rwanda 3.1 10,308 0.4 0.8 25,600

Sierra Leone 1.6 2,751 … … …

South Africa 18.8 468,121 1.7 0.7 90,200

Sudan 1.6 63,621 0.1 0.3 22,600

Swaziland 33.4 5,803 2.3 1.7 3,900

Togo 3.2 8,453 0.4 0.5 10,100

Uganda 6.7 37,802 0.8 0.3 26,500

United Republic of Tanzania 6.5 23,321 0.8 0.1 8,900

Zambia 17.0 9,950 1.6 0.5 18,800

Zimbabwe 20.1 24,554 1.8 1.4 66,600

Asia 

Cambodia 1.6 30,725 0.1 0.7 36,200

China 0.1 7,023,705 … … …

India 0.9 3,115,305 … … …

Thailand 1.4 473,561 0.1 0.3 81,600

Latin America and the Caribbean 

Bahamas 3.3 5,086 0.4 0.1 100

Belize 2.5 1,752 0.3 0.0 20

Brazil 0.5 1,385,118 … … …

Dominican Republic 1.1 60,028 0.0 0.3 8,000

Guatemala 0.9 48,735 … … …

Guyana 2.4 3,061 0.3 0.7 2,000

Haiti 3.8 14,413 0.5 2.3 63,600

Honduras 1.5 18,633 0.1 0.4 8,100

Jamaica 1.5 10,119 0.1 0.5 4,600

Trinidad and Tobago 2.6 14,569 0.3 0.2 800

Countries in developed regions 

Russian Federation 1.1 1,309,123 <0.1*** <0.1*** 8,100

Ukraine 1.4 278,851 0.1 1.0 23,100

United States 0.6 10,708,050 … … …

… no information due to lack of data availability or data reliability, or lack of a measurable effect.

* Liberia entirely excluded from Sub-Saharan Africa; Barbados and Suriname from Latin America and the Caribbean; and Myanmar from Asia for lack of data availability or reliability. Djibouti, Equatorial 
Guinea, Eritrea, Guinea-Bissau, Lesotho, Madagascar, Niger, Sierra Leone in Sub-Saharan Africa; China and India in Asia; Brazil and Guatemala in Latin America and the Caribbean; and United States in 
developed regions excluded from the analysis on employment for lack of data, or of a measurable effect, yielding 43 countries. Bahamas and Haiti in Latin America and the Caribbean excluded from the 
scenario modelling because of lack of data availability or reliability, yielding 54 countries. ** GDP refers to 2001, 2002 and 2003 for Equatorial Guinea, Bahamas and Haiti respectively.
*** Values are about 0.0056 and 0.0089 for GDP growth lost and employment growth forfeited respectively.

Main table 2:  Estimated economic impact of HIV/AIDS: economic growth lost and employment growth forfeited, 43 countries*,
1992-2004; and estimated labour productivity gains attributable to antiretroviral therapy, 54 countries*, 2004

2
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GNI Gains attributable to ARVs in months and $US per worker after 4.5 years Country 

GNI per capita 
US$ 2004 

Labour force participation rates (%) 
2005

Estimated productivity gained
(average months per worker)

Estimated productivity gained
(US$, 2004 base)

Scenarios Scenarios Scenarios

Least 
favourable

Inter-
mediate

Current Least 
favourable

Inter-
mediate

Most 
favourable

Least 
favourable

Inter-
mediate

Most 
favourable

Alphabetical order by region

Sub-Saharan Africa 

161 40.3 60.4 80.6 7 20 39 1,170 3,210 6,220 Angola

90 40.9 61.3 81.8 7 20 39 670 1,830 3,550 Benin

798 35.8 53.7 71.7 6 18 34 5,150 14,160 27,460 Botswana

97 40.7 61.1 81.4 7 20 39 710 1,960 3,810 Burkina Faso

55 43.4 65.1 86.8 8 22 42 430 1,190 2,300 Burundi

176 33.6 50.4 67.3 6 17 32 1,070 2,940 5,700 Cameroon

92 37.7 56.6 75.5 7 19 36 620 1,720 3,330 Central African Republic

111 38.8 58.2 77.7 7 19 37 780 2,140 4,150 Chad

62 34.9 52.3 69.7 6 17 34 390 1,060 2,060 Congo

123 32.9 49.3 65.8 6 16 32 730 2,000 3,880 Côte d’Ivoire

56 30.0 45.0 60.0 5 15 29 300 840 1,620 Democratic Republic of Congo 

179 32.6 48.9 65.2 6 16 31 1,050 2,890 5,610 Djibouti

632 33.3 49.9 66.6 6 17 32 3,780 10,410 20,190 Equatorial Guinea

80 40.0 60.0 80.0 7 20 38 580 1,590 3,080 Eritrea

63 43.4 65.1 86.8 8 22 42 490 1,340 2,600 Ethiopia

475 36.6 54.9 73.1 7 18 35 3,130 8,600 16,670 Gabon

157 42.1 63.1 84.2 8 21 40 1,190 3,270 6,350 Gambia

185 40.5 60.8 81.0 7 20 39 1,350 3,710 7,200 Ghana

180 40.8 61.2 81.6 7 20 39 1,320 3,630 7,050 Guinea

58 36.4 54.7 72.9 7 18 35 380 1,040 2,020 Guinea-Bissau

94 40.6 60.8 81.1 7 20 39 690 1,890 3,670 Kenya

271 31.0 46.5 62.1 6 15 30 1,510 4,170 8,080 Lesotho

70 39.4 59.1 78.7 7 20 38 500 1,370 2,650 Madagascar

53 40.9 61.3 81.7 7 20 39 390 1,060 2,060 Malawi

79 39.6 59.3 79.1 7 20 38 570 1,560 3,020 Mali

97 42.8 64.2 85.5 8 21 41 750 2,060 4,000 Mozambique

626 33.5 50.2 66.9 6 17 32 3,770 10,370 20,110 Namibia

65 40.4 60.5 80.7 7 20 39 470 1,290 2,500 Niger

81 33.3 50.0 66.6 6 17 32 480 1,330 2,570 Nigeria

103 43.6 65.4 87.2 8 22 42 810 2,230 4,330 Rwanda

46 24.8 37.2 49.6 5 12 24 200 560 1,080 Sierra Leone

914 31.1 46.7 62.3 6 15 30 5,120 14,080 27,310 South Africa

151 29.1 43.7 58.2 5 14 28 790 2,170 4,220 Sudan

471 29.0 43.5 58.0 5 14 28 2,460 6,760 13,120 Swaziland

126 34.8 52.3 69.7 6 17 33 790 2,170 4,200 Togo

121 42.2 63.3 84.4 8 21 41 920 2,520 4,890 Uganda

56 42.1 63.1 84.2 8 21 40 420 1,170 2,260 United Republic of Tanzania 

74 37.2 55.7 74.3 7 18 36 500 1,360 2,650 Zambia

170 36.5 54.7 72.9 7 18 35 1,120 3,070 5,950 Zimbabwe

Asia 

193 39.7 59.6 79.4 7 20 38 1,380 3,790 7,340 Cambodia

490 39.5 59.3 79.0 7 20 38 3,490 9,590 18,600 China

260 29.2 43.8 58.4 5 15 28 1,360 3,750 7,280 India

661 36.0 54.0 72.0 7 18 35 4,290 11,780 22,850 Thailand

Latin America and the Caribbean 

 …  …  …  …  …  …  …  …  …  … Bahamas 

546 31.2 46.8 62.3 6 15 30 3,060 8,430 16,340 Belize

661 34.4 51.6 68.8 6 17 33 4,090 11,260 21,840 Brazil

572 33.4 50.0 66.7 6 17 32 3,430 9,440 18,310 Dominican Republic

355 30.3 45.4 60.5 5 15 29 1,930 5,320 10,320 Guatemala

354 29.9 44.8 59.8 5 15 29 1,900 5,230 10,150 Guyana

… … … … … … … … … … Haiti

230 33.3 49.9 66.5 6 17 32 1,380 3,790 7,350 Honduras

329 33.8 50.8 67.7 6 17 33 2,000 5,510 10,690 Jamaica

953 31.4 47.1 62.8 6 16 30 5,390 14,810 28,730 Trinidad and Tobago

Countries in developed regions 

807 29.5 44.3 59.1 5 15 28 4,290 11,800 22,890 Russian Federation

528 28.4 42.7 56.9 5 14 27 2,700 7,430 14,400 Ukraine

3,319 33.2 49.8 66.4 6 16 32 19,840 54,560 105,820 United States

2
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Region HIV prevalence GDP Employment

Estimated HIV 
prevalence in persons 
aged 15 to 49 years (%) 
2005

 Real GDP (US$ millions 
in 2000 constant) 
2004** 

Estimated average 
annual rate of growth of 
GDP loss attributable to 
HIV/AIDS (%) 1992-2004

Estimated average 
annual rate of growth 
of employment loss 
attributable to HIV/AIDS 
(%) 1992-2004

Estimated annual 
average employment 
forfeited due to HIV/AIDS 
(absolute numbers)
1992-2004

Sub-Saharan Africa (31 countries) 6.7 1,240,402 0.7 0.5 1,083,000

Sub-Saharan Africa (39 countries) 6.9

Asia (2 countries) 1.6 504,286 0.1 0.3 101,000

Asia (4 countries) 0.5

Latin America and the Caribbean (8 countries) 2.3 127,661 0.3 0.2 85,900

Latin America and the Caribbean (8 countries) 0.8

Countries in developed regions (2 countries) 1.2 1,587,974 < 0.05*** <0.05*** 24,300

Countries in developed regions (3 countries) 0.8

Total (43 countries) 4.7 3,460,322 0.5 0.3 1,294,200

Total (54 countries) 1.6

* Liberia entirely excluded from Sub-Saharan Africa; Barbados and Suriname from Latin America and the Caribbean; and Myanmar from Asia for lack of data availability or reliability. Djibouti, Equatorial 
Guinea, Eritrea, Guinea-Bissau, Lesotho, Madagascar, Niger, Sierra Leone in Sub-Saharan Africa; China and India in Asia; Brazil and Guatemala in Latin America and the Caribbean; and United States in 
developed regions excluded from the analysis on employment for lack of data, or of a measurable effect, yielding 43 countries. Bahamas and Haiti in Latin America and the Caribbean excluded from the 
scenario modelling because of lack of data availability or reliability, yielding 54 countries. ** GDP refers to 2001, 2002 and 2003 for Equatorial Guinea, Bahamas and Haiti respectively.
*** Values are about 0.0332 and 0.0266 for GDP growth lost and employment forfeited respectively.

Main table 2: Estimated economic impact of HIV/AIDS: economic growth lost and employment growth forfeited, 43 countries*,
Summary 1992-2004; and estimated labour productivity gains attributable to antiretroviral therapy, 54 countries*, 2004
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2

GNI Gains attributable to ARVs in months and $US per worker after 4.5 years Region

GNI per capita 
US$ 2004

Labour force participation rates (%) 
2005

Estimated productivity gained 
(average months per worker)

Estimated productivity gained
(US$, 2004 base)

Scenarios Scenarios Scenarios

Least 
favourable

Inter-
mediate

Current Least 
favourable

Inter-
mediate

Most 
favourable

Least 
favourable

Inter-
mediate

Most 
favourable

Sub-Saharan Africa (31 countries)

192 37.1 55.6 74.2 7 18 36 1,280 3,530 6,850 Sub-Saharan Africa (39 countries)

Asia (2 countries)

392 34.9 52.4 69.9 6 17 34 2,460 6,780 13,140 Asia (4 countries)

Latin America and the Caribbean (8 countries)

521 32.5 48.7 65.0 6 16 31 3,040 8,370 16,230 Latin America and the Caribbean (8 countries)

Countries in developed regions (2 countries)

1,551 30.4 45.6 60.8 6 15 29 8,490 23,340 45,260 Countries in developed regions (3 countries)

Total (43 countries)

351 35.8 53.7 71.6 6 18 34 2,260 6,220 12,070 Total (54 countries)
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Country Mortality Children and school Children and HIV/AIDS

Alphabetical order by region

Projected 
infant 
mortality
(per 1000 
live births)
2005-2010

Projected 
child 
mortality 
(probability 
of dying 
before 5th 
birthday)
2005-2010

Primary 
education net 
enrolment 
rate
2002-2005

Survival rate
to grade 5
2002-2005

Lower secondary 
education gross 
enrolment ratio 
(all programmes 
from 10-13 
years)
2002-2005

Estimated 
number of 
children 
aged 0 to 14 
years living 
with HIV
2005

Estimated 
number of 
deaths in 
children 
aged 0 to 14 
years due to 
AIDS
2005

Estimated 
total number 
of currently 
living orphans 
as a result of 
AIDS aged 0 
to 17 years 
2005

Estimated 
proportion of all 
children aged 
0 to 17 years 
who are orphans 
as a result of 
HIV/AIDS
2005

Boys & Girls Boys & Girls Boys Girls Boys Girls Boys Girls Boys & Girls Boys & Girls Boys & Girls Boys & Girls

Sub-Saharan Africa

Angola 130 230 … … … … … … 35,000 6,800 160,000 1.9

Benin 98 147 93 72 70 69 44 24 9,800 1,940 62,000 1.4

Botswana 43 98 81 83 88 95 84 89 14,000 4,100 120,000 15.0

Burkina Faso 116 186 46 35 74 78 19 14 17,000 6,500 120,000 1.7

Burundi 99 173 60 54 64 62 18 14 20,000 6,400 120,000 3.0

Cameroon 91 156 … … 64 63 35 28 43,000 9,500 240,000 3.0

Central African Republic 93 167 … … … … 18 10 24,000 5,400 140,000 6.9

Chad 112 195 68 46 51 39 28 9 16,000 4,200 57,000 1.1

Congo 68 102 … … 65 67 53 47 15,000 2,700 110,000 5.1

Côte d’Ivoire 114 183 62 50 … … 39 23 74,000 10,500 450,000 5.1

Democratic Republic of the Congo 113 197 … … … … … … 120,000 38,700 680,000 2.2

Djibouti 84 125 36 29 90 85 30 21 1,200 230 5,700 1.5

Equatorial Guinea 95 170 92 78 34 31 51 31 <1,000 450 4,600 1.8

Eritrea 57 81 52 44 86 73 75 46 6,600 1,110 36,000 1.6

Ethiopia 91 157 58 55 … … 53 36 … 36,100 … 2 …

Gabon 51 88 … … 68 71 62 1 62 1 3,900 670 20,000 3.1

Gambia 68 111 73 77 … … 63 56 1,200 300 3,800 0.5

Ghana 56 91 65 65 62 65 68 59 25,000 6,400 170,000 1.7

Guinea 97 147 69 58 87 76 43 21 7,000 3,700 28,000 0.6

Guinea-Bissau 111 194 … … … … … … 3,200 640 11,000 1.3

Kenya 63 107 76 77 77 74 89 86 150,000 35,400 1,100,000 6.4

Lesotho 59 113 83 88 58 69 40 51 18,000 3,600 97,000 11.5

Liberia 132 209 … … … … … … … 1,890 … …

Madagascar 71 118 89 89 56 58 25 25 1,600 3,600 13,000 0.1

Malawi 103 167 93 98 50 38 44 37 91,000 21,300 550,000 7.9

Mali 126 206 50 43 78 70 37 23 16,000 2,400 94,000 1.3

Mozambique 91 163 75 67 53 45 19 13 140,000 21,300 510,000 5.1

Namibia 37 71 71 76 87 90 68 80 17,000 2,600 85,000 8.6

Niger 145 248 46 32 75 72 13 9 8,900 2,400 46,000 0.6

Nigeria 108 189 64 57 33 39 41 33 240,000 71,700 930,000 1.4

Rwanda 112 191 72 75 43 49 19 17 27,000 4,000 210,000 4.5

Sierra Leone 160 278 … … … … 14 14 5,200 630 31,000 1.1

South Africa 39 73 88 89 82 87 92 97 4,500 43,100 23,000 0.6

Sudan 65 107 … … 92 92 50 44 240,000 7,900 1,200,000 6.5

Swaziland 64 135 76 77 74 80 49 51 15,000 3,100 63,000 12.3

Togo 88 127 85 72 79 73 69 38 9,700 2,400 88,000 2.8

Uganda 77 128 … … 63 64 21 17 110,000 26,900 1,000,000 6.0

United Republic of Tanzania 104 161 92 91 76 76 … … 110,000 37,000 1,100,000 5.7

Zambia 88 161 80 80 … … 43 36 130,000 22,200 710,000 11.4

Zimbabwe 59 113 81 82 68 71 56 53 160,000 26,800 1,100,000 17.6

Asia

Cambodia 87 125 100 96 58 61 50 37 … 1,430 … …

China 31 36 … … 100 100 101 101 … 24,500 … …

India 60 86 90 84 84 1 84 1 77 63 … 72,300 … …

Myanmar 66 98 87 88 68 73 46 45 … 2,800 … …

Thailand 17 21 … … … … 91 88 16,000 3,300 … …

Latin America and the Caribbean 

Bahamas 11 14 83 85 … … 78 88 <500 30 … …

Barbados 10 11 98 97 95 98 113 113 <100 0 … …

Belize 29 39 95 96 … … 96 95 <100 30 … …

Brazil 24 30 … … … … 123 129 … 2,900 … …

Dominican Republic 30 43 85 87 54 65 76 85 3,600 600 … …

Guatemala 30 42 95 91 79 76 58 49 … 1,340 … …

Guyana 43 59 94 93 64 65 118 1 118 1 <1,000 190 … …

Haiti 57 101 … … … … … … 17,000 5,100 … …

Honduras 28 43 90 92 … … 56 64 2,400 1,200 … …

Jamaica 14 20 88 89 … … 90 90 <500 240 … …

Suriname 22 27 90 96 … … 74 90 <100 30 … …

Trinidad and Tobago … 18 92 92 100 1 100 1 83 86 <1,000 130 … …

Countries in developed regions

Russian Federation 16 21 89 90 … … 90 91 … 1,390 … …

Ukraine 15 17 82 82 … … 94 93 … 1,300 … …

United States 7 8 93 94 … … 102 102 … 930 … …

… no data or no age data  1 Data are for boys & girls only. 2 Range from low to high estimate for Ethiopia is 280 000 - 870 000 (see UNAIDS, 2006b). 3 Children aged 5 to 14 years.
4 Children aged 10 to 14 years

Main table 3: Projected mortality, latest school enrolment, experience of HIV/AIDS and labour of children, and HIV/AIDS prevalence
Children of the parental/guardian generation, boys and girls under 15 years, 60 countries, 2005, 2005-2010,
 or latest available year
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HIV prevalence Child Labour Country

Estimated 
prevalence in 
persons aged 15 
to 49 years 
(%) 2005

Legal 
minimum 
age at work

Total 
estimated 
proportion 
of working 
children 
aged 7* to 
14 years (%)

Estimated proportion  
of working children 
aged 7 to 14 years 
(%)

Total 
proportion 
of all 
working 
children 
who work 
only  (%)

Estimated proportion 
of all working 
children who only 
work  (%)

Total 
proportion of 
all working 
children who 
both work 
and attend 
school (%)

Estimated proportion 
of all working 
children who both 
work and attend 
school (%) Alphabetical order by region

Boys & girls Boys & Girls Boys Girls Boys & Girls Boys Girls Boys & Girls Boys Girls 

Sub-Saharan Africa

3.7 14 5.8 5.5 10.6 86.5 81.4 83.3 13.5 18.6 16.7 Angola 

1.8 14 … … … … … … … … … Benin 

24.1 14 … … … … … … … … … Botswana 

2.0 15 69.0 4 67.9 4 80.7 4 97.8 4 94.8 4 98.3 4 2.2 4 5.2 4 1.7 4 Burkina Faso 

3.3 16 39.6 41.1 52.6 63.5 44.6 65.4 36.5 55.4 34.6 Burundi 

5.4 14 17.5 4 15.9 4 29.7 4 67.2 4 45.3 4 71.3 4 32.8 4 54.7 4 28.7 4 Cameroon 

10.7 14 69.5 69.0 80.7 69.4 48.3 73.4 30.6 51.7 26.6 Central African Republic 

3.5 14 72.2 75.6 79.8 59.9 34.0 68.8 40.1 66.0 31.2 Chad 

5.3 14 42.5 42.6 56.9 50.8 29.6 55.4 49.2 70.4 44.6 Congo 

7.1 14 43.5 43.7 57.7 61.7 39.4 67.3 38.3 60.6 32.7 Côte d’Ivoire 

3.2 14 … … … … … … … … … Democratic Republic of the Congo 

3.1 16 … … … … … … … … … Djibouti 

3.2 14 … … … … … … … … … Equatorial Guinea 

2.4 14 … … … … … … … … … Eritrea

… 14 59.8 70.3 62.9 76.3 58.6 81.0 23.7 41.4 19.0 Ethiopia

7.9 16 … … … … … … … … Gabon

2.4 14 27.5 27.6 40.3 57.0 33.2 63.1 43.0 66.8 36.9 Gambia

2.3 15 28.5 28.5 28.4 36.4 36.3 36.5 63.6 63.7 63.5 Ghana

1.5 16 51.1 50.0 66.2 99.2 98.3 99.4 0.8 1.7 0.6 Guinea

3.8 14 69.9 69.8 80.6 76.5 59.8 78.6 23.5 40.2 21.4 Guinea-Bissau

6.1 16 6.7 6.9 6.4 44.8 43.5 46.9 55.2 56.5 53.1 Kenya

23.2 15 33.3 36.8 43.2 28.3 23.6 16.5 71.7 76.4 83.5 Lesotho

… 16 … … … … … … … … … Liberia

0.5 15 27.9 28.4 40.2 91.4 86.6 89.8 8.6 13.4 10.2 Madagascar

14.1 14 23.3 3 25.4 3 21.3 3 20.1 3 20.0 3 20.2 3 79.9 3 80.0 3 79.8 3 Malawi

1.7 15 27.5 34.8 31.4 80.3 66.3 82.3 19.7 33.7 17.7 Mali

16.1 15 … … … … … … … … … Mozambique

19.6 14 15.4 16.2 14.7 9.5 12.3 6.4 90.5 87.7 93.6 Namibia

1.1 14 … … … … … … … … … Niger

3.9 15 … … … … … … … … … Nigeria

3.1 14 35.7 38.8 46.5 41.3 25.5 42.5 58.7 74.5 57.5 Rwanda

1.6 15 76.1 74.7 84.2 68.4 51.3 69.4 31.6 48.7 30.6 Sierra Leone 

18.8 15 27.7 29.0 26.4 5.1 4.7 5.5 94.9 95.3 94.5 South Africa 

1.6 14 20.9 23.4 28.7 70.2 52.1 73.2 29.8 47.9 26.8 Sudan

33.4 15 12.3 12.6 19.6 23.2 14.0 22.2 76.8 86.0 77.8 Swaziland

3.2 14 74.7 75.6 83.4 42.4 22.6 47.8 57.6 77.4 52.2 Togo

6.7 14 14.5 16.5 20.3 29.3 19.8 25.5 70.7 80.2 74.5 Uganda

6.5 14 40.4 41.5 39.2 40.0 42.7 37.1 60.0 57.3 62.9 United Republic of Tanzania 

17.0 15 14.4 15.0 13.9 72.8 74.8 70.7 27.2 25.2 29.3 Zambia

20.1 14 … … … … … … … … … Zimbabwe

Asia

1.6 14 52.3 52.4 52.3 16.5 15.5 17.4 83.5 84.5 82.6 Cambodia

0.1 16 … … … … … China

0.9 14 5.8 5.9 9.7 94.2 89.9 93.8 5.8 10.1 6.2 India

1.3 15 … … … … … … … … … Myanmar

1.4 15 … … … … … … … … … Thailand

Latin America and the Caribbean 

3.3 14 … … … … … … … … … Bahamas 

1.5 15 … … … … … … … … … Barbados 

2.5 14 5.6 3 7.5 3 3.7 3 18.2 3 17.4 3 19.8 3 81.8 3 82.6 3 80.2 3 Belize 

0.5 16 6.8 3 9.1 3 4.5 3 8.9 3 9.0 3 8.7 3 91.1 3 91.0 3 91.3 3 Brazil 

1.1 14 13.8 3 18.3 3 15.0 3 12.6 3 7.8 3 8.3 3 87.4 3 92.2 3 95.1 3 Dominican Republic

0.9 14 20.1 25.9 13.9 38.5 36.7 42.1 61.5 63.3 57.9 Guatemala 

2.4 15 32.0 34.7 42.5 7.9 5.6 5.7 92.1 94.4 96.7 Guyana 

3.8 15 … … … … … … … … … Haiti 

1.5 14 11.4 16.5 6.1 41.9 46.3 29.5 58.1 53.7 70.5 Honduras 

1.5 15 … … … … … … … … … Jamaica 

1.9 14 … … … … … … … … … Suriname 

2.6 16 4.3 5.8 5.4 21.5 21.2 0.0 87.2 78.8 100.0 Trinidad and Tobago 

Countries in developed regions

1.1 16 … … … … … … … … … Russian Federation 

1.4 16 2.4 3 3.0 3 1.7 3 1.8 3 2.2 3 1.5 3 98.2 3 97.8 3 98.5 3 Ukraine

0.6 16 … … … … … … … … … United States

3
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Main table 4: Estimated impact of HIV/AIDS, demographic aspects, legal ages, labour force participation and education & training,
Youth young men and women 15 to 24 years, 60 countries, latest available year

Country HIV prevalence Demographic aspects Legal ages at status changes

Alphabetical order by region

Estimated 
HIV 
prevalence 
in persons 
aged 15 
to 49 
years (%)              
2005

Estimated 
HIV 
prevalence 
in young 
men aged 
15 to 24 
years (%)              
2005

Estimated 
HIV 
prevalence 
in young 
women 
aged 15 
to 24 
years (%)              
2005

Estimated HIV 
prevalence in 
young pregnant 
women aged 15 
to 24 years in 
capital city (%) 
2005

Estimated 
number 
of men 
aged 15 to 
24 years 
2005

Estimated 
number 
of women 
aged 15 to 
24 years 
2005

Average 
age at 
marriage 
(singulate 
mean 
age)

Age at 
end of 
compulsory 
schooling

Age of sexual
consent

Minimum age
at marriage

Men & 
Women

Young
men

Young 
women

Young
women

Young
men

Young 
women

Young 
women

Young men 
& women

Young
men

Young 
women

Young
men  

Young 
women

Sub-Saharan Africa

Angola 3.7 0.9 2.5 2.8 1,598 1,618 … 14 17 16 18 18

Benin 1.8 0.4 1.1 … 881 852 19.9 12 … … 18 16

Botswana 24.1 5.7 15.3 33.5 217 214 26.9 … 14 16 16 14

Burkina Faso 2.0 0.5 1.4 1.8 1,376 1,346 18.9 16 … … 20 19

Burundi 3.3 0.8 2.3 8.6 848 855 22.5 12 … … 18 18

Cameroon 5.4 1.4 4.9 … 1,757 1,745 20.2 na … … 18 15

Central African Republic 10.7 2.5 7.3 … 420 430 19.7 14 … … 18 18

Chad 3.5 0.9 2.2 3.6 949 957 18.1 15 … … 18 15

Congo 5.3 1.2 3.7 … 395 396 … 16 … … … …

Côte d’Ivoire 7.1 1.7 5.1 … 1,993 1,990 22.0 … … … 18 18

Democratic Republic of the Congo 3.2 0.8 2.2 … 5,741 5,741 … 15 … … 14 15

Djibouti 3.1 0.7 2.1 … 81 80 … … … … … …

Equatorial Guinea 3.2 0.7 2.3 … 49 49 … 12 … … … …

Eritrea 2.4 0.6 1.6 … 451 456 19.6 nc … … 18 18

Ethiopia … … … 11.5 7,825 7,818 20.5 nc 15 15 18 15

Gabon 7.9 1.8 5.4 … 143 142 22.1 16 … … 18 15

Gambia 2.4 0.6 1.7 … 143 144 19.6 nc … … … …

Ghana 2.3 0.2 1.3 … 2,405 2,322 21.2 15 16 16 18 18

Guinea 1.5 0.5 1.4 … 924 869 18.7 16 … … 18 17

Guinea-Bissau 3.8 0.9 2.5 4.4 148 150 … … 18 18 18 18

Kenya 6.1 1.0 5.2 … 3,931 3,916 21.7 14 12 14 18 16

Lesotho 23.2 5.9 14.1 27.3 226 235 21.3 … … … 21 21

Liberia … … … … 334 329 20.2 16 16 16 21 18

Madagascar 0.5 0.6 0.3 … 1,814 1,813 20.6 16 … … 18 18

Malawi 14.1 3.4 9.6 … 1,274 1,279 18.9 nc 12 13 18 18

Mali 1.7 0.4 1.2 … 1,393 1,353 18.4 15 … … 18 15

Mozambique 16.1 3.6 10.7 … 2,004 2,011 18.0 nc … … 18 18

Namibia 19.6 4.4 13.4 7.5 216 213 26.4 16 … 16 … …

Niger 1.1 0.2 0.8 … 1,394 1,307 17.6 16 … … 16 14

Nigeria 3.9 0.9 2.7 … 13,915 13,400 21.4 15 … … … …

Rwanda 3.1 0.8 1.9 … 1,060 1,091 22.7 13 … … 21 21

Sierra Leone 1.6 0.4 1.1 … 523 526 19.8 15 … 14 18 18

South Africa 18.8 4.5 14.8 25.2 4,844 4,780 27.9 15 … … 14 12

Sudan 1.6 … … 37.3 3,691 3,581 22.7 na … … 15 13

Swaziland 33.4 7.7 22.7 9.3 135 136 26.0 … 16 16 18 16

Togo 3.2 0.8 2.2 5.2 634 638 21.3 15  … … 20 17

Uganda 6.7 2.3 5.0 … 2,941 2,924 19.6 … … 18 16 18

United Republic of Tanzania 6.5 2.8 3.8 … 4,126 4,110 20.5 13 12 14 18 15

Zambia 17.0 3.8 12.7 20.7 1,285 1,280 20.6 nc … 16 21 21

Zimbabwe 20.1 4.4 14.7 18.6 1,641 1,645 21.1 … 16 16 18 16

Asia 

Cambodia 1.6 … … … 1,716 1,689 22.5 15 … … 20 18

China 0.1 … … … 113,557 103,792 23.3 15 … … … …

India 0.9 … … … 109,176 102,078 19.9 14 … … 21 18

Myanmar 1.3 … … … 5,005 4,929 24.5 … … … … …

Thailand 1.4 … … … 5,483 5,411 23.5 16 … … 17 17

Latin America and the Caribbean …

Bahamas 3.3 … … … 28 29 27.2 16 … … … …

Barbados 1.5 … … … 21 20 31.8 16 … … 16 16

Belize 2.5 … … … 29 28 26.2 14 … 16 18 18

Brazil 0.5 … … … 17,869 17,473 23.4 14 … … 16 16

Dominican Republic 1.1 … … 3.7 933 903 21.3 … … … … …

Guatemala 0.9 … … … 1,253 1,299 20.5 15 … … 16 14

Guyana 2.4 … … … 73 72 27.8 15 … 13 16 16

Haiti 3.8 … … … 1,011 996 22.3 … … … 18 18

Honduras 1.5 … … … 769 744 20.4 13 … … 18 16

Jamaica 1.5 … … … 252 251 33.2 14 16 16 18 18

Suriname 1.9 … … … 45 44 … 12 … 13 18 15

Trinidad and Tobago 2.6 … … … 136 134 26.8 12 16 16 14 12

Countries in developed regions …

Russian Federation 1.1 … … … 12,306 11,997 21.8 15 … … 16 16

Ukraine 1.4 … … … 3,703 3,628 21.7 15 … … 18 17

United States 0.6 … … … 21,721 20,737 26.3 16 2 16-18 3 … … …

1 Data are for young men & women only. 2 in most States. 3 depending on the State. … no minimum age  … no information na  not applicable nc schooling is not compulsory
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4

Youth work & labour force participation Education and training Country

Legal minimum 
age at work

Proportion of 
youth aged 15 to 
19 years who are 
economically active 
(participation rate 
%)  2005

Proportion of 
youth aged 20 to 
24 years who are 
economically active 
(participation rate 
%)   2005

Youth literacy rate Enrolment in upper secondary schools
(programmes up to 17-19 years)

Alphabetical order by region

Gross enrolment 
ratio (all 
programmes)

Estimated gross 
enrolment ratio 
in technical and 
other vocational 
programmes 

Estimated gross 
enrolment ratio in 
programmes other 
than technical 
and vocational 

Young men
& women

Young
men

Young
women

Young
men  

Young
women

Young
men 

Young
women

Young 
men 

Young 
women

Young men
& women

Young men
& women

Sub-Saharan Africa

14 83.1 70.1 89.8 75.3 84 63 … … … … Angola 

14 63.9 43.3 83.4 51.8 59 33 20 9 4 10 Benin 

14 16.4 15.8 65.6 51.3 92 96 57 58 12 46 Botswana 

15 77.3 71.1 86.3 75.7 38 25 7 4 2 4 Burkina Faso 

16 79.5 83.9 94.6 94.1 77 70 8 6 2 5 Burundi 

14 40.8 34.2 84.7 53.8 … … … … … … Cameroon 

14 67.4 60.8 89.3 65.9 70 47 … … … … Central African Republic 

14 46.0 53.5 64.7 62.5 56 23 … … … … Chad 

14 57.6 46.7 83.1 49.0 … … 25 17 10 11 Congo 

14 59.9 32.5 94.2 39.2 71 52 … … … … Côte d’Ivoire 

14 72.4 55.6 93.0 69.0 78 63 … … … … Democratic Republic of the Congo 

16 48.7 34.4 85.1 54.8 … … 18 12 3 12 Djibouti 

14 82.8 47.8 95.7 49.9 95 95 17 8 1 13 Equatorial Guinea 

14 68.2 50.4 93.5 66.0 … … 26 13 0 19 Eritrea 

14 73.7 68.0 91.4 77.1 … … 20 11 2 14 Ethiopia 

16 50.1 48.9 86.6 61.2 … … … … 6 26 Gabon 

14 59.5 48.8 86.7 57.6 … … 39 28 1 32 Gambia 

15 34.6 35.5 68.8 67.5 76 55 25 20 1 22 Ghana

16 70.3 69.3 86.4 78.9 59 34 22 9 2 14 Guinea 

14 78.5 61.8 92.4 66.8 … … … … … … Guinea-Bissau 

16 67.1 56.8 93.9 66.3 80 81 30 27 1 28 Kenya 

15 34.5 25.1 81.5 47.7 … … 21 25 1 23 Lesotho 

16 49.0 47.4 83.6 56.1 … … … … … … Liberia 

15 58.0 61.6 81.1 75.5 73 68 … … … … Madagascar 

14 71.0 76.4 90.7 84.9 82 71 18 13 … … Malawi 

15 69.0 65.7 80.6 70.9 32 17 18 10 6 8 Mali 

15 43.1 62.2 84.1 85.1 … … 3 3 1 3 Mozambique 

14 19.7 18.3 55.4 45.9 91 93 30 30 … … Namibia 

14 88.9 66.2 94.8 71.0 52 23 4 2 0 3 Niger 

15 62.3 32.3 82.0 38.3 … … 35 28 … … Nigeria 

14 60.3 61.5 87.7 80.1 79 77 11 10 6 4 Rwanda 

15 77.7 57.4 97.4 65.0 59 37 13 14 6 8 Sierra Leone 

15 35.3 32.7 80.1 51.5 93 94 84 91 9 79 South Africa 

14 30.5 15.8 63.7 22.0 85 71 23 23 1 22 Sudan 

15 29.7 19.5 87.3 37.6 87 90 30 28 … … Swaziland 

14 68.3 44.6 94.4 50.5 84 64 27 8 4 13 Togo 

14 73.2 70.3 85.6 75.4 83 71 11 7 2 7 Uganda 

14 70.5 71.8 92.3 91.2 81 76 … … … … United Republic of Tanzania 

15 74.6 65.7 94.1 75.7 73 66 18 13 1 15 Zambia 

14 55.7 35.4 89.7 62.0 … … 29 25 … … Zimbabwe 

Asia 

14 41.0 59.2 85.4 81.1 88 79 20 11 1 14 Cambodia 

16 49.3 56.4 89.8 85.9 99 99 45 45 17 28 China 

14 43.3 22.4 82.5 30.7 84 68 44 33 … … India 

15 54.4 52.6 87.6 59.9 96 93 31 32 … … Myanmar 

15 33.5 19.8 77.5 64.4 98 98 64 67 19 46 Thailand 

Latin America and the Caribbean 

14 37.5 28.6 70.4 78.5 … … 75 80 … … Bahamas 

15 38.4 25.9 90.1 86.9 … … 104 107 … … Barbados 

14 45.1 21.4 88.3 51.8 … … 57 69 10 53 Belize 

16 52.9 39.5 86.4 65.4 96 98 81 97 5 85 Brazil 

14 43.8 21.9 84.1 52.3 93 95 54 71 4 58 Dominican Republic 

14 57.6 31.2 88.0 35.2 86 78 41 42 37 4 Guatemala 

15 51.9 22.9 88.6 46.3 … … 49 1 49 1 3 47 Guyana 

15 51.3 39.4 82.1 62.6 … … … … … … Haiti 

14 70.7 35.9 92.1 56.6 87 91 63 87 35 41 Honduras 

15 15.5 12.3 77.9 60.0 … … 72 76 … … Jamaica 

14 19.8 4.7 61.3 23.7 96 94 41 72 32 25 Suriname 

16 33.7 19.8 89.1 64.9 … … 79 87 2 81 Trinidad and Tobago 

Countries in developed regions

16 16.5 11.3 67.7 57.7 100 100 100 97 29 70 Russian Federation 

16 12.9 11.4 72.4 58.2 100 100 94 89 21 71 Ukraine 

16 46.1 46.8 80.1 72.9  …  … 87 87 … … United States
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Country HIV prevalence Impact of HIV/AIDS on the labour force

Alphabetical order by region

2005 2010

Estimated 
prevalence in 
persons aged 15 
to 49 years (%) 
2005

Estimated number 
of persons 
partially unable
to work in
Stage III

Estimated 
number of 
persons fully 
unable to work in 
Stage IV

Estimated 
total number of 
persons unable
to work in
Stages III & IV

Projected number 
of persons 
partially unable
to work in
Stage III

Projected 
number of 
persons fully 
unable to work in 
Stage IV

Projected
total number of 
persons unable
to work in
Stages III & IV

Sub-Saharan Africa

Angola 3.7 18,500 6,200 24,600 22,600 7,500 30,100

Benin 1.8 6,900 2,300 9,300 7,000 2,300 9,300

Botswana 24.1 23,100 7,700 30,800 26,200 8,700 34,900

Burkina Faso 2.0 18,700 6,200 25,000 20,500 6,800 27,300

Burundi 3.3 14,900 5,000 19,800 14,400 4,800 19,200

Cameroon 5.4 41,000 13,700 54,600 45,600 15,200 60,800

Central African Republic 10.7 20,500 6,800 27,400 22,100 7,400 29,400

Chad 3.5 14,600 4,900 19,500 17,500 5,800 23,300

Congo 5.3 7,900 2,600 10,600 8,200 2,700 10,900

Côte d’Ivoire 7.1 47,600 15,900 63,500 54,100 18,000 72,100

Democratic Republic of the Congo 3.2 85,200 28,400 113,500 87,900 29,300 117,300

Djibouti 3.1 650 220 870 880 290 1,170

Equatorial Guinea 3.2 1,400 500 1,900 2,200 700 3,000

Eritrea 2.4 4,300 1,400 5,700 4,700 1,600 6,300

Ethiopia … 105,300 35,100 140,400 139,100 46,400 185,500

Gabon 7.9 3,100 1,000 4,100 4,600 1,500 6,100

Gambia 2.4 670 220 890 720 240 960

Ghana 2.3 25,800 8,600 34,400 29,900 10,000 39,800

Guinea 1.5 8,300 2,800 11,100 13,600 4,500 18,200

Guinea-Bissau 3.8 1,500 500 2,000 2,200 700 2,900

Kenya 6.1 130,300 43,400 173,800 105,100 35,000 140,100

Lesotho 23.2 17,600 5,900 23,400 20,500 6,800 27,400

Liberia … 5,100 1,700 6,800 7,300 2,400 9,800

Madagascar 0.5 6,700 2,200 8,900 13,500 4,500 18,000

Malawi 14.1 70,600 23,500 94,100 73,100 24,400 97,500

Mali 1.7 8,400 2,800 11,200 10,500 3,500 14,000

Mozambique 16.1 72,100 24,000 96,200 93,600 31,200 124,800

Namibia 19.6 11,400 3,800 15,200 14,700 4,900 19,600

Niger 1.1 4,200 1,400 5,600 7,700 2,600 10,200

Nigeria 3.9 246,000 82,000 327,900 280,700 93,600 374,200

Rwanda 3.1 14,300 4,800 19,100 15,600 5,200 20,800

Sierra Leone 1.6 4,200 1,400 5,600 4,600 1,500 6,100

South Africa 18.8 301,000 100,300 401,400 443,100 147,700 590,800

Sudan 1.6 21,700 7,200 29,000 38,400 12,800 51,200

Swaziland 33.4 12,600 4,200 16,800 15,400 5,100 20,500

Togo 3.2 9,800 3,300 13,100 10,100 3,400 13,400

Uganda 6.7 62,600 20,900 83,500 35,400 11,800 47,200

United Republic of Tanzania 6.5 134,700 44,900 179,500 140,400 46,800 187,200

Zambia 17.0 68,000 22,700 90,600 67,700 22,600 90,300

Zimbabwe 20.1 123,800 41,300 165,100 127,100 42,400 169,500

Asia

Cambodia 1.6 16,100 5,400 21,400 16,000 5,300 21,300

China 0.1 32,600 10,900 43,400 49,500 16,500 66,000

India 0.9 406,000 135,300 541,300 525,700 175,200 701,000

Myanmar 1.3 21,400 7,100 28,600 31,400 10,500 41,900

Thailand 1.4 18,700 6,200 24,900 12,500 4,200 16,700

Latin America and the Caribbean 

Bahamas 3.3 480 160 630 360 120 490

Barbados 1.5 200 70 270 130 40 180

Belize 2.5 140 50 190 220 70 290

Brazil 0.5 18,400 6,100 24,600 13,100 4,400 17,400

Dominican Republic 1.1 7,200 2,400 9,600 7,000 2,300 9,300

Guatemala 0.9 4,700 1,600 6,300 4,800 1,600 6,400

Guyana 2.4 1,000 300 1,400 900 300 1,200

Haiti 3.8 18,900 6,300 25,100 19,600 6,500 26,100

Honduras 1.5 5,000 1,700 6,700 4,500 1,500 5,900

Jamaica 1.5 1,900 600 2,500 2,000 700 2,700

Suriname 1.9 260 90 350 240 80 320

Trinidad and Tobago 2.6 1,800 600 2,400 2,100 700 2,700

Countries in developed regions

Russian Federation 1.1 39,300 13,100 52,400 115,800 38,600 154,400

Ukraine 1.4 27,100 9,000 36,100 40,400 13,500 53,900

United States 0.6 13,000 4,300 17,300 11,500 3,800 15,300

5A

Main table 5A:  Estimated and projected impact of HIV/AIDS on the labour force due to Stages III and IV of AIDS, both sexes,
60 countries, 2005 and 2010
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5A

Main table 5A: Estimated and projected impact of HIV/AIDS on the labour force due to Stages III and IV of AIDS, both sexes,
Summary 60 countries, 2005 and 2010

Region HIV prevalence Impact of HIV/AIDS on the labour force

2005 2010

Estimated 
prevalence in 
persons aged 15 
to 49 years (%) 
2005

Estimated 
number of 
persons partially 
unable to work in 
Stage III

Estimated 
number of 
persons fully 
unable to work in 
Stage IV

Estimated total 
number of 
persons unable 
to work in
Stages III & IV

Projected 
number of 
persons partially 
unable to work in 
Stage III

Projected 
number of 
persons fully 
unable to work in 
Stage IV

Projected total 
number of 
persons unable 
to work in
Stages III & IV

Sub-Saharan Africa (40 countries) 6.4 1,775,000 591,700 2,366,700 2,048,100 682,700 2,730,800

 Asia (5 countries) 0.5 494,800 164,900 659,600 635,100 211,700 846,900

Latin America and the Caribbean (12 countries) 0.8 60,000 20,000 80,000 54,700 18,200 72,900

Countries in developed regions (3 countries) 0.8 79,400 26,400 105,800 167,700 55,900 223,600

 Total (60* countries) 1.4 2,409,200 803,000 3,212,100 2,905,600 968,500 3,874,200

* Less Ethiopia and Liberia with respect to HIV/AIDS
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5B

Country HIV prevalence Impact of HIV/AIDS on the labour force

2015 2020

Estimated 
prevalence in 
persons aged 15 
to 49 years (%) 
2005

Projected number 
of persons 
partially unable
to work in
Stage III

Projected 
number of 
persons fully 
unable to work in
Stage IV

Projected 
total number of 
persons unable
to work in
Stages III & IV

Projected number 
of persons 
partially unable
to work in
Stage III

Projected 
number of 
persons fully 
unable to work in
Stage IV 

Projected 
total number of 
persons unable 
to work in
Stages III & IV

Sub-Saharan Africa

Angola 3.7 25,200 8,400 33,600 27,100 9,000 36,100

Benin 1.8 6,600 2,200 8,800 6,700 2,200 9,000

Botswana 24.1 25,500 8,500 34,100 22,000 7,300 29,400

Burkina Faso 2.0 22,200 7,400 29,600 23,700 7,900 31,600

Burundi 3.3 18,700 6,200 25,000 20,500 6,800 27,400

Cameroon 5.4 45,700 15,200 60,900 46,900 15,600 62,500

Central African Republic 10.7 22,100 7,400 29,400 22,400 7,500 29,800

Chad 3.5 18,500 6,200 24,700 19,600 6,500 26,100

Congo 5.3 8,500 2,800 11,300 9,400 3,100 12,500

Côte d’Ivoire 7.1 58,600 19,500 78,100 60,000 20,000 80,100

Democratic Republic of the Congo 3.2 97,100 32,400 129,500 109,200 36,400 145,600

Djibouti 3.1 920 310 1,230 890 300 1,180

Equatorial Guinea 3.2 2,900 1,000 3,800 3,300 1,100 4,500

Eritrea 2.4 5,000 1,700 6,700 5,600 1,900 7,500

Ethiopia … 171,100 57,000 228,100 190,400 63,500 253,900

Gabon 7.9 5,900 2,000 7,900 6,700 2,200 9,000

Gambia 2.4 610 200 810 560 190 740

Ghana 2.3 30,700 10,200 40,900 31,100 10,400 41,400

Guinea 1.5 18,000 6,000 24,000 21,300 7,100 28,300

Guinea-Bissau 3.8 2,200 700 3,000 2,200 700 2,900

Kenya 6.1 71,200 23,700 94,900 46,800 15,600 62,400

Lesotho 23.2 19,300 6,400 25,700 18,500 6,200 24,700

Liberia … 9,200 3,100 12,200 9,900 3,300 13,200

Madagascar 0.5 19,400 6,500 25,900 22,400 7,500 29,800

Malawi 14.1 74,000 24,700 98,700 78,600 26,200 104,800

Mali 1.7 11,300 3,800 15,100 12,200 4,100 16,300

Mozambique 16.1 96,700 32,200 128,900 98,100 32,700 130,800

Namibia 19.6 14,900 5,000 19,900 14,800 4,900 19,800

Niger 1.1 11,000 3,700 14,600 13,100 4,400 17,400

Nigeria 3.9 300,600 100,200 400,800 341,900 114,000 455,900

Rwanda 3.1 17,500 5,800 23,400 18,100 6,000 24,200

Sierra Leone 1.6 4,500 1,500 6,000 4,800 1,600 6,500

South Africa 18.8 435,800 145,300 581,100 387,700 129,200 516,900

Sudan 1.6 51,000 17,000 67,900 56,200 18,700 74,900

Swaziland 33.4 14,800 4,900 19,700 13,700 4,600 18,200

Togo 3.2 10,200 3,400 13,600 10,900 3,600 14,600

Uganda 6.7 22,900 7,600 30,600 13,800 4,600 18,300

United Republic of Tanzania 6.5 144,000 48,000 192,000 152,400 50,800 203,200

Zambia 17.0 66,600 22,200 88,700 67,300 22,400 89,700

Zimbabwe 20.1 125,700 41,900 167,500 126,200 42,100 168,200

Asia

Cambodia 1.6 16,000 5,300 21,300 16,600 5,500 22,100

China 0.1 90,400 30,100 120,500 129,500 43,200 172,700

India 0.9 540,900 180,300 721,300 522,600 174,200 696,800

Myanmar 1.3 31,100 10,400 41,400 27,600 9,200 36,700

Thailand 1.4 9,600 3,200 12,800 5,700 1,900 7,600

Latin America and the Caribbean

Bahamas 3.3 270 90 360 220 70 290

Barbados 1.5 100 30 140 70 20 90

Belize 2.5 330 110 440 370 120 490

Brazil 0.5 16,300 5,400 21,800 14,300 4,800 19,100

Dominican Republic 1.1 5,800 1,900 7,800 5,100 1,700 6,800

Guatemala 0.9 4,700 1,600 6,300 3,900 1,300 5,200

Guyana 2.4 830 280 1,110 760 250 1,010

Haiti 3.8 19,400 6,500 25,900 18,800 6,300 25,100

Honduras 1.5 4,500 1,500 6,000 4,800 1,600 6,400

Jamaica 1.5 1,600 500 2,200 1,200 400 1,600

Suriname 1.9 200 70 270 130 40 180

Trinidad and Tobago 2.6 2,000 700 2,700 1,800 600 2,400

Countries in developed regions

Russian Federation 1.1 160,400 53,500 213,800 149,100 49,700 198,900

Ukraine 1.4 41,000 13,700 54,600 33,600 11,200 44,700

United States 0.6 10,200 3,400 13,600 6,900 2,300 9,200

Main table 5B:  Projected impact of HIV/AIDS on the labour force due to Stages III and IV of AIDS, both sexes,
60 countries, 2015 and 2020
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5B

Main table 5B. Projected impact of HIV/AIDS on the labour force due to Stages III and IV of AIDS, 2015 and 2020
Summary

Region HIV prevalence Impact of HIV/AIDS on the labour force

2015 2020

Estimated 
prevalence in 
persons aged 15 
to 49 years (%) 
2005

Projected 
number of 
persons partially 
unable to work in 
Stage III

Projected 
number of 
persons fully 
unable to work in 
Stage IV

Projected total 
number of 
persons unable 
to work in
Stages III & IV

Projected 
number of 
persons partially 
unable to work in 
Stage III

Projected 
number of 
persons fully 
unable to work in 
Stage IV

Projected total 
number of 
persons unable 
to work in
Stages III & IV

Sub-Saharan Africa (40 countries) 6.4 2,106,600 702,200 2,808,800 2,136,800 712,300 2,849,100

 Asia (5 countries) 0.5 688,000 229,300 917,300 702,000 234,000 935,900

 Latin America and the Caribbean (12 countries) 0.8 56,200 18,700 74,900 51,400 17,200 68,600

Countries in developed regions (3 countries) 0.8 211,600 70,600 282,000 189,600 63,200 252,800

 Total (60 countries) 1.4 3,062,400 1,020,800 4,083,000 3,079,800 1,026,700 4,106,400
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Country HIV prevalence Cumulative mortality losses to the male, female and total labour force to years 2005 and 2010

To 2005 To 2010

Alphabetical order by region

Estimated 
prevalence in 
persons aged 
15-49 years (%) 
2005

Men Women Total Total losses as 
a proportion of 
the total labour 
force (%)

Men Women Total Total losses as 
a proportion of 
the total labour 
force (%)

Sub-Saharan Africa

Angola 3.7 123,200 98,300 221,500 3.05 191,300 169,900 361,200 4.24

Benin 1.8 38,700 26,900 65,600 1.95 59,600 43,500 103,100 2.59

Botswana 24.1 94,800 61,400 156,200 20.24 161,700 116,200 277,900 31.38

Burkina Faso 2.0 181,900 176,000 357,900 5.78 255,100 258,300 513,400 7.01

Burundi 3.3 138,800 147,800 286,600 6.96 198,400 224,100 422,500 8.22

Cameroon 5.4 209,700 149,900 359,600 5.40 329,600 254,100 583,700 7.68

Central African Republic 10.7 122,300 104,700 227,000 11.05 186,400 174,500 360,900 15.31

Chad 3.5 86,300 73,600 159,900 4.18 132,300 125,600 257,900 5.87

Congo 5.3 72,100 49,100 121,200 7.44 99,600 72,800 172,400 9.09

Côte d’Ivoire 7.1 360,600 156,800 517,400 7.08 526,000 244,500 770,500 9.20

Democratic Republic of the Congo 3.2 648,700 497,100 1,145,800 4.76 936,000 748,100 1,684,100 5.95

Djibouti 3.1 3,200 2,400 5,600 1.75 5,500 4,500 10,000 2.76

Equatorial Guinea 3.2 7,500 4,500 12,000 5.73 14,000 9,600 23,600 9.73

Eritrea 2.4 29,600 19,400 49,000 2.67 44,400 31,300 75,700 3.46

Ethiopia … 649,400 547,100 1,196,500 3.37 1,066,700 962,500 2,029,200 4.91

Gabon 7.9 16,800 13,100 29,900 4.78 29,900 25,700 55,600 7.63

Gambia 2.4 3,700 2,800 6,500 0.98 6,000 4,900 10,900 1.43

Ghana 2.3 148,100 149,200 297,300 2.94 229,500 249,300 478,800 4.12

Guinea 1.5 48,000 45,800 93,800 2.08 87,800 92,100 179,900 3.51

Guinea-Bissau 3.8 8,200 5,100 13,300 2.05 14,500 10,500 25,000 3.31

Kenya 6.1 678,300 753,500 1,431,800 8.46 948,300 1,136,300 2,084,600 10.54

Lesotho 23.2 73,500 50,800 124,300 16.40 120,900 96,100 217,000 25.60

Liberia … 31,700 16,600 48,300 3.88 51,900 32,800 84,700 5.88

Madagascar 0.5 35,800 30,600 66,400 0.77 78,600 76,700 155,300 1.53

Malawi 14.1 419,800 426,800 846,600 12.49 639,100 712,400 1,351,500 16.79

Mali 1.7 54,200 52,500 106,700 1.92 80,400 88,200 168,600 2.63

Mozambique 16.1 337,500 365,800 703,300 7.04 579,700 713,100 1,292,800 11.26

Namibia 19.6 45,700 31,700 77,400 10.68 80,900 64,600 145,500 17.19

Niger 1.1 22,300 17,800 40,100 0.67 45,700 39,900 85,600 1.20

Nigeria 3.9 1,386,300 864,500 2,250,800 4.49 2,180,900 1,491,100 3,672,000 6.35

Rwanda 3.1 192,400 173,300 365,700 8.04 240,300 234,300 474,600 8.99

Sierra Leone 1.6 29,200 16,400 45,600 1.90 40,800 25,200 66,000 2.46

South Africa 18.8 1,352,800 751,400 2,104,200 9.61 2,545,400 1,609,800 4,155,200 17.37

Sudan 1.6 103,800 32,600 136,400 1.28 207,500 73,000 280,500 2.31

Swaziland 33.4 55,900 25,900 81,800 21.00 93,500 46,700 140,200 30.58

Togo 3.2 57,100 27,700 84,800 3.39 87,800 48,200 136,000 4.62

Uganda 6.7 733,700 753,100 1,486,800 11.14 897,500 961,200 1,858,700 11.69

United Republic of Tanzania 6.5 840,700 899,200 1,739,900 8.25 1,268,000 1,435,300 2,703,300 11.09

Zambia 17.0 471,500 387,900 859,400 14.79 689,400 576,500 1,265,900 18.72

Zimbabwe 20.1 731,300 640,600 1,371,900 19.23 1,100,200 1,042,700 2,142,900 25.73

Asia

Cambodia 1.6 132,700 32,100 164,800 2.36 205,200 56,800 262,000 3.24

China 0.1 616,300 213,100 829,400 0.11 1,357,900 418,800 1,776,700 0.22

India 0.9 3,589,300 549,400 4,138,700 0.93 6,033,300 984,500 7,017,800 1.44

Myanmar 1.3 175,700 50,100 225,800 0.82 319,500 97,500 417,000 1.37

Thailand 1.4 627,600 164,900 792,500 2.17 798,400 239,400 1,037,800 2.68

Latin America and the Caribbean 

Bahamas 3.3 4,200 2,900 7,100 4.37 5,100 3,800 8,900 4.99

Barbados 1.5 2,000 330 2,330 1.51 2,600 520 3,120 1.90

Belize 2.5 1,000 150 1,150 1.09 1,900 470 2,370 1.83

Brazil 0.5 327,300 97,900 425,200 0.46 410,700 144,300 555,000 0.56

Dominican Republic 1.1 64,300 10,600 74,900 1.91 94,000 18,800 112,800 2.53

Guatemala 0.9 39,400 10,400 49,800 1.21 55,800 17,300 73,100 1.52

Guyana 2.4 9,200 5,500 14,700 4.28 11,500 7,100 18,600 5.18

Haiti 3.8 198,700 126,100 324,800 8.14 261,100 182,100 443,200 9.64

Honduras 1.5 37,200 24,200 61,400 1.92 52,400 38,900 91,300 2.35

Jamaica 1.5 8,600 6,100 14,700 1.25 13,900 10,700 24,600 2.01

Suriname 1.9 2,700 400 3,100 1.98 3,500 680 4,180 2.50

Trinidad and Tobago 2.6 12,500 4,000 16,500 2.57 18,600 7,700 26,300 3.90

Countries in developed regions

Russian Federation 1.1 198,000 66,800 264,800 0.36 652,400 264,600 917,000 1.24

Ukraine 1.4 152,600 53,300 205,900 0.93 291,900 117,400 409,300 1.89

United States 0.6 606,900 105,200 712,100 0.45 689,300 144,400 833,700 0.51

Main table 6:  Estimated and projected cumulative mortality losses to the labour force as a result of HIV/AIDS,
and equivalent proportion of the labour force, by sex, 60 countries, 2005-2020
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Cumulative mortality losses to the male, female and total labour force to years 2015 and 2020 Country

To 2015 To 2020

Men Women Total Total losses as 
a proportion of 
the total labour 
force (%)

Men Women Total Total losses as 
a proportion of 
the total labour 
force (%)

Alphabetical order by region

Sub-Saharan Africa

272,900 258,200 531,100 5.36 372,500 363,700 736,200 6.40 Angola 

83,700 61,700 145,400 3.11 113,000 83,300 196,300 3.58 Benin 

224,200 167,800 392,000 39.12 283,000 215,300 498,300 44.51 Botswana 

343,400 360,300 703,700 8.14 446,900 479,700 926,600 9.08 Burkina Faso 

277,700 321,700 599,400 10.13 376,200 440,900 817,100 11.95 Burundi 

458,000 364,700 822,700 9.48 607,800 488,300 1,096,100 11.14 Cameroon 

259,500 253,200 512,700 18.96 344,300 341,200 685,500 22.24 Central African Republic 

185,900 188,200 374,100 7.33 250,200 264,900 515,100 8.57 Chad 

134,900 102,400 237,300 10.43 179,000 138,100 317,100 11.61 Congo 

721,600 348,400 1,070,000 11.12 941,200 462,500 1,403,700 12.80 Côte d’Ivoire 

1,286,000 1,045,200 2,331,200 7.02 1,742,100 1,414,500 3,156,600 8.03 Democratic Republic of the Congo 

8,300 6,700 15,000 3.66 11,600 9,300 20,900 4.44 Djibouti 

22,700 16,800 39,500 14.03 34,000 26,300 60,300 18.28 Equatorial Guinea 

62,500 45,800 108,300 4.21 85,600 64,000 149,600 4.94 Eritrea

1,610,900 1,515,300 3,126,200 6.52 2,262,800 2,185,400 4,448,200 8.06 Ethiopia

47,200 42,900 90,100 10.74 67,900 63,600 131,500 13.80 Gabon

8,300 6,900 15,200 1.73 10,900 9,000 19,900 1.99 Gambia

320,600 359,800 680,400 5.13 424,900 484,200 909,100 6.05 Ghana

143,500 160,000 303,500 5.08 214,200 246,900 461,100 6.61 Guinea

21,700 16,800 38,500 4.33 30,500 24,200 54,700 5.18 Guinea-Bissau

1,216,300 1,467,500 2,683,800 11.70 1,517,600 1,775,100 3,292,700 12.35 Kenya

166,000 140,400 306,400 32.58 216,600 188,000 404,600 39.07 Lesotho

76,700 55,800 132,500 7.95 103,400 83,700 187,100 9.69 Liberia

138,300 145,600 283,900 2.38 211,800 230,900 442,700 3.18 Madagascar

908,900 1,060,700 1,969,600 20.36 1,240,900 1,477,500 2,718,400 23.59 Malawi

113,400 132,000 245,400 3.24 155,100 184,700 339,800 3.78 Mali

850,900 1,101,200 1,952,100 14.70 1,180,600 1,544,200 2,724,800 17.75 Mozambique

114,600 97,300 211,900 21.26 150,600 130,700 281,300 24.38 Namibia

82,400 75,500 157,900 1.84 129,400 121,500 250,900 2.43 Niger

3,112,200 2,202,900 5,315,100 7.96 4,237,000 3,013,700 7,250,700 9.44 Nigeria

300,200 312,500 612,700 10.01 374,100 403,700 777,800 11.23 Rwanda

55,800 36,400 92,200 3.02 73,400 49,700 123,100 3.53 Sierra Leone 

3,637,000 2,418,400 6,055,400 23.32 4,643,600 3,127,500 7,771,100 27.77 South Africa 

341,000 128,400 469,400 3.42 489,200 192,800 682,000 4.43 Sudan

130,600 66,700 197,300 37.38 172,300 87,500 259,800 43.59 Swaziland

122,500 73,400 195,900 5.67 164,700 103,600 268,300 6.65 Togo

1,077,400 1,180,500 2,257,900 11.77 1,269,600 1,404,400 2,674,000 11.48 Uganda

1,780,700 2,060,700 3,841,400 13.59 2,384,600 2,786,700 5,171,300 15.89 United Republic of Tanzania 

950,900 793,800 1,744,700 22.09 1,263,300 1,044,600 2,307,900 25.05 Zambia

1,507,400 1,475,400 2,982,800 31.20 1,957,100 1,947,300 3,904,400 36.20 Zimbabwe

Asia

272,400 87,100 359,500 3.95 337,800 125,100 462,900 4.56 Cambodia

2,725,300 790,300 3,515,600 0.42 4,673,200 1,388,900 6,062,100 0.74 China

8,333,300 1,515,100 9,848,400 1.85 10,365,400 2,104,900 12,470,300 2.17 India

452,600 152,500 605,100 1.84 565,200 210,100 775,300 2.21 Myanmar

900,800 304,000 1,204,800 2.99 928,200 348,900 1,277,100 3.11 Thailand

Latin America and the Caribbean 

5,600 4,300 9,900 5.25 6,100 4,800 10,900 5.41 Bahamas

2,700 720 3,420 2.14 2,700 820 3,520 2.25 Barbados

3,200 980 4,180 2.77 4,600 1,600 6,200 3.63 Belize

505,900 211,100 717,000 0.68 586,400 271,100 857,500 0.78 Brazil

116,500 27,400 143,900 2.91 133,600 36,400 170,000 3.16 Dominican Republic

73,000 25,300 98,300 1.76 89,500 33,600 123,100 1.90 Guatemala

13,800 8,600 22,400 6.00 15,700 9,800 25,500 6.73 Guyana

330,900 248,000 578,900 11.07 408,100 318,600 726,700 12.40 Haiti

70,200 55,500 125,700 2.76 90,400 74,000 164,400 3.17 Honduras

18,200 14,500 32,700 2.53 21,500 17,100 38,600 2.89 Jamaica

3,900 880 4,780 2.75 3,800 1,000 4,800 2.71 Suriname

23,700 11,400 35,100 5.17 27,700 14,700 42,400 6.36 Trinidad and Tobago 

Countries in developed regions

1,172,100 563,500 1,735,600 2.42 1,557,500 845,800 2,403,300 3.54 Russian Federation 

397,100 179,800 576,900 2.78 457,000 229,000 686,000 3.56 Ukraine 

758,700 192,100 950,800 0.56 789,900 232,300 1,022,200 0.59 United States
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Region HIV 
prevalence

Cumulative mortality losses to the male, female and total labour force to years 2005 and 2010

To 2005 To 2010

Estimated 
prevalence in 
persons 15 to 
49 years (%)
2005

Men Women Total Total 
losses as a 
proportion 
of the total 
labour 
force (%)

Men Women Total Total 
losses as a 
proportion 
of the total 
labour 
force (%)

Sub-Saharan Africa (40 countries) 6.4 10,645,100 8,649,700 19,294,800 6.06 16,551,100 14,326,100 30,877,200 8.37

 Asia (5 countries) 0.5 5,141,600 1,009,600 6,151,200 0.47 8,714,300 1,797,000 10,511,300 0.76

 Latin America and the Caribbean (12 countries) 0.8 707,100 288,600 995,700 0.91 931,100 432,400 1,363,500 1.14

Countries in developed regions (3 countries) 0.8 957,500 225,300 1,182,800 0.47 1,633,600 526,400 2,160,000 0.83

 Total (60 countries) 1.4 17,451,300 10,173,200 27,624,500 1.40 19,115,808 15,284,910 44,912,000 2.11

Main table 6: Estimated and projected cumulative mortality losses to the labour force as a result of HIV/AIDS,
Summary and equivalent proportion of the labour force, by sex, 2005-2020
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6

Cumulative mortality losses to the male, female and total labour force to years 2015 and 2020 Region

To 2015 To 2020

Men Women Total Total losses
as a proportion 
of the total 
labour force 
(%)

Men Women Total Total losses as 
a proportion 
of the total 
labour force 
(%)

23,176,700 20,667,900 43,844,600 10.27 30,733,500 27,703,100 58,436,600 11.85 Sub-Saharan Africa (40 countries)

12,684,400 2,849,000 15,533,400 1.08 16,869,800 4,177,900 21,047,700 1.42  Asia (5 countries) 

1,167,600 608,700 1,776,300 1.39 1,390,100 783,500 2,173,600 1.59  Latin America and the Caribbean (12 countries) 

2,327,900 935,400 3,263,300 1.24 2,804,400 1,307,100 4,111,500 1.57 Countries in developed regions (3 countries)

39,356,600 25,061,000 64,417,600 2.85 51,797,800 33,971,600 85,769,400 3.61  Total (60 countries) 

HIVWork_estim06_tables.indd 105HIVWork_estim06_tables.indd   105 14.11.2006 7:55:0414.11.2006   7:55:04



106 ILO, 2006 HIV/AIDS and work: global estimates, impact on children and youth, and response 2006

7

Country HIV prevalence Mortality impact of HIV/AIDS on men and women of working age (15 to 64 years)

Alphabetical order by region

Estimated 
prevalence in 
persons aged 
15-49 years (%) 
2005

2005 2010

Estimated annual deaths due to HIV/AIDS Projected annual deaths due to HIV/AIDS

Men Women Total Men Women Total

Sub-Saharan Africa

Angola 3.7 11,600 13,000 24,600 13,300 16,700 30,000

Benin 1.8 4,100 5,200 9,300 4,000 5,300 9,300

Botswana 24.1 14,900 15,800 30,700 15,200 19,700 34,900

Burkina Faso 2.0 10,800 14,200 25,000 12,100 15,200 27,300

Burundi 3.3 8,300 11,500 19,800 7,900 11,300 19,200

Cameroon 5.4 24,700 29,900 54,600 26,200 34,600 60,800

Central African Republic 10.7 12,100 15,300 27,400 12,600 16,800 29,400

Chad 3.5 8,600 10,900 19,500 10,100 13,200 23,300

Congo 5.3 4,700 5,900 10,600 4,800 6,100 10,900

Côte d’Ivoire 7.1 29,700 33,700 63,400 32,600 39,500 72,100

Democratic Republic of the Congo 3.2 50,200 63,300 113,500 50,900 66,300 117,200

Djibouti 3.1 380 490 870 500 680 1,180

Equatorial Guinea 3.2 830 1,000 1,830 1,300 1,700 3,000

Eritrea 2.4 2,600 3,100 5,700 2,800 3,500 6,300

Ethiopia … 63,800 76,700 140,500 82,100 103,400 185,500

Gabon 7.9 1,900 2,200 4,100 2,700 3,500 6,200

Gambia 2.4 400 490 890 400 560 960

Ghana 2.3 15,300 19,100 34,400 17,200 22,600 39,800

Guinea 1.5 5,100 5,900 11,000 8,200 10,000 18,200

Guinea-Bissau 3.8 1,000 1,100 2,100 1,300 1,600 2,900

Kenya 6.1 66,000 107,800 173,800 49,100 91,000 140,100

Lesotho 23.2 10,600 12,800 23,400 11,000 16,300 27,300

Liberia … 3,400 3,400 6,800 4,400 5,400 9,800

Madagascar 0.5 4,400 4,500 8,900 8,200 9,800 18,000

Malawi 14.1 41,700 52,400 94,100 42,000 55,500 97,500

Mali 1.7 4,800 6,400 11,200 5,900 8,000 13,900

Mozambique 16.1 42,000 54,200 96,200 50,700 74,100 124,800

Namibia 19.6 7,500 7,700 15,200 8,700 10,900 19,600

Niger 1.1 2,600 3,000 5,600 4,600 5,600 10,200

Nigeria 3.9 145,400 182,500 327,900 161,000 213,200 374,200

Rwanda 3.1 9,100 10,000 19,100 9,200 11,600 20,800

Sierra Leone 1.6 2,600 3,000 5,600 2,700 3,400 6,100

South Africa 18.8 197,900 203,500 401,400 261,200 329,500 590,700

Sudan 1.6 13,900 15,100 29,000 22,900 28,300 51,200

Swaziland 33.4 7,500 9,300 16,800 8,400 12,100 20,500

Togo 3.2 6,500 6,600 13,100 6,200 7,200 13,400

Uganda 6.7 36,300 47,100 83,400 20,100 27,100 47,200

United Republic of Tanzania 6.5 79,200 100,400 179,600 81,400 105,800 187,200

Zambia 17.0 39,200 51,500 90,700 39,100 51,100 90,200

Zimbabwe 20.1 73,900 91,200 165,100 73,200 96,300 169,500

Asia

Cambodia 1.6 16,500 4,900 21,400 15,600 5,700 21,300

China 0.1 121,100 23,600 144,700 169,700 50,300 220,000

India 0.9 418,300 123,000 541,300 515,500 185,500 701,000

Myanmar 1.3 21,900 6,700 28,600 30,200 11,700 41,900

Thailand 1.4 62,200 20,800 83,000 39,200 16,300 55,500

Latin America and the Caribbean

Bahamas 3.3 310 320 630 220 260 480

Barbados 1.5 210 60 270 130 50 180

Belize 2.5 140 50 190 180 100 280

Brazil 0.5 16,500 8,100 24,600 11,200 6,200 17,400

Dominican Republic 1.1 7,400 2,300 9,700 6,800 2,500 9,300

Guatemala 0.9 3,600 2,700 6,300 3,300 3,000 6,300

Guyana 2.4 650 700 1,350 550 600 1,150

Haiti 3.8 11,300 13,800 25,100 11,100 15,000 26,100

Honduras 1.5 3,100 3,600 6,700 2,700 3,300 6,000

Jamaica 1.5 1,300 1,200 2,500 1,200 1,400 2,600

Suriname 1.9 260 90 350 220 100 320

Trinidad and Tobago 2.6 1,500 940 2,440 1,400 1,300 2,700

Countries in developed regions

Russian Federation 1.1 37,600 14,800 52,400 105,400 48,900 154,300

Ukraine 1.4 25,400 10,800 36,200 35,900 18,000 53,900

United States 0.6 31,600 26,200 57,800 31,100 20,100 51,200

Main table 7:  Estimated and projected direct mortality impact of HIV/AIDS on working-age persons, by sex, 60 countries,
years 2005, 2010, 2015 and 2020
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7

Mortality impact of HIV/AIDS on men and women of working age (15 to 64 years) Country

2015 2020

Alphabetical order by regionProjected annual deaths due to HIV/AIDS Projected annual deaths due to HIV/AIDS

Men Women Total Men Women Total

Sub-Saharan Africa

14,500 19,100 33,600 15,400 20,700 36,100 Angola

3,900 4,900 8,800 3,900 5,000 8,900 Benin

14,500 19,500 34,000 12,700 16,700 29,400 Botswana

12,800 16,900 29,700 13,500 18,000 31,500 Burkina Faso

10,600 14,400 25,000 11,700 15,700 27,400 Burundi

26,200 34,700 60,900 26,800 35,700 62,500 Cameroon

12,600 16,800 29,400 12,900 16,900 29,800 Central African Republic

10,700 14,000 24,700 11,200 14,900 26,100 Chad

4,900 6,500 11,400 5,400 7,100 12,500 Congo

34,200 43,900 78,100 34,500 45,600 80,100 Côte d’Ivoire

56,100 73,500 129,600 63,200 82,400 145,600 Democratic Republic of the Congo

530 700 1,230 490 690 1,180 Djibouti

1,600 2,200 3,800 1,900 2,600 4,500 Equatorial Guinea

2,900 3,800 6,700 3,200 4,200 7,400 Eritrea

99,000 129,200 228,200 108,800 145,100 253,900 Ethiopia

3,400 4,500 7,900 3,800 5,200 9,000 Gabon

340 470 810 320 430 750 Gambia

17,600 23,300 40,900 17,700 23,800 41,500 Ghana

10,500 13,500 24,000 12,200 16,100 28,300 Guinea

1,300 1,700 3,000 1,200 1,700 2,900 Guinea-Bissau

32,000 62,900 94,900 20,100 42,300 62,400 Kenya

10,000 15,700 25,700 9,500 15,100 24,600 Lesotho

5,300 7,000 12,300 5,600 7,600 13,200 Liberia

11,300 14,600 25,900 12,800 17,100 29,900 Madagascar

42,500 56,200 98,700 45,400 59,400 104,800 Malawi

6,400 8,700 15,100 6,900 9,300 16,200 Mali

52,500 76,400 128,900 54,800 76,000 130,800 Mozambique

8,500 11,300 19,800 8,500 11,200 19,700 Namibia

6,400 8,200 14,600 7,500 9,900 17,400 Niger

167,900 221,600 389,500 176,500 233,300 409,800 Nigeria

10,000 13,400 23,400 10,100 14,000 24,100 Rwanda

2,600 3,400 6,000 2,700 3,700 6,400 Sierra Leone

249,400 331,700 581,100 226,500 290,400 516,900 South Africa

29,300 38,600 67,900 31,900 43,000 74,900 Sudan

8,000 11,700 19,700 7,500 10,700 18,200 Swaziland

6,000 7,700 13,700 6,200 8,300 14,500 Togo

12,600 18,000 30,600 7,800 10,500 18,300 Uganda

83,300 108,700 192,000 88,000 115,200 203,200 United Republic of Tanzania

38,400 50,400 88,800 39,000 50,700 89,700 Zambia

71,800 95,800 167,600 72,200 96,000 168,200 Zimbabwe

Asia

14,900 6,400 21,300 14,500 7,600 22,100 Cambodia

306,000 95,900 401,900 426,500 149,100 575,600 China

500,200 221,100 721,300 454,200 242,700 696,900 India

28,300 13,100 41,400 23,700 13,000 36,700 Myanmar

27,900 14,700 42,600 14,800 10,400 25,200 Thailand

Latin America and the Caribbean

150 200 350 120 170 290 Bahamas

70 60 130 50 50 100 Barbados

280 160 440 300 190 490 Belize

13,000 8,800 21,800 11,600 7,400 19,000 Brazil

5,600 2,200 7,800 4,700 2,000 6,700 Dominican Republic

3,200 3,100 6,300 2,500 2,600 5,100 Guatemala

530 600 1,130 500 500 1,000 Guyana

10,700 15,200 25,900 10,500 14,600 25,100 Haiti

2,700 3,300 6,000 2,800 3,500 6,300 Honduras

1,000 1,200 2,200 720 900 1,620 Jamaica

180 90 270 90 90 180 Suriname

1,300 1,400 2,700 1,100 1,300 2,400 Trinidad and Tobago

Countries in developed regions

134,700 79,100 213,800 118,800 80,000 198,800 Russian Federation

34,000 20,700 54,700 26,600 18,200 44,800 Ukraine

28,600 16,700 45,300 20,100 10,600 30,700 United States
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Region HIV prevalence Mortality impact of HIV/AIDS on men and women of working age (15 to 64 years)

Estimated 
prevalence in 
persons aged 15 
to 49 years (%)
2005

2005 2010

Estimated annual deaths due to HIV/AIDS Projected annual deaths due to HIV/AIDS

Men Women Total Men Women Total

Sub-Saharan Africa (40 countries) 6.4 1,065,510 1,301,180 2,366,690 1,176,200 1,554,440 2,730,640

Asia (5 countries) 0.5 640,000 179,000 819,000 770,200 269,500 1,039,700

Latin America and the Caribbean (12 countries) 0.8 46,270 33,860 80,130 39,000 33,810 72,810

Countries in developed regions (3 countries) 0.8 94,600 51,800 146,400 172,400 87,000 259,400

Total (60 countries) 1.4 1,846,380 1,565,840 3,412,220 2,157,800 1,944,750 4,102,550

Main table 7: Estimated and projected direct mortality impact of HIV/AIDS on working-age persons, by sex, 60 countries,
Summary years 2005, 2010, 2015 and 2020
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7

Mortality impact of HIV/AIDS on men and women of working age (15 to 64 years) Region

2015 2020

Projected annual deaths due to HIV/AIDS Projected annual deaths due to HIV/AIDS

Men Women Total Men Women Total

1,192,370 1,605,570 2,797,940 1,200,310 1,602,220 2,802,530 Sub-Saharan Africa (40 countries)

877,300 351,200 1,228,500 933,700 422,800 1,356,500 Asia (5 countries) 

38,710 36,310 75,020 34,980 33,300 68,280 Latin America and the Caribbean (12 countries) 

197,300 116,500 313,800 165,500 108,800 274,300 Countries in developed regions (3 countries)

2,305,680 2,109,580 4,415,260 2,334,490 2,167,120 4,501,610 Total (60 countries) 
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Country HIV prevalence Increase in economiceconomic burden
due to HIV/AIDS

Total 
impact

Increase in socialsocial burden
due to HIV/AIDS

Total 
impact

Impact due to deaths Impact due to illness Impact due to deaths Impact due to illness

Alphabetical order by region

Estimated 
prevalence in 
persons aged 
15-49 years 
2005

Increase in the estimated 
economic dependency 
ratio due to HIV/AIDS

(%)

Estimated 
additional increase 
in the economic 
dependency ratio
(%) (%)

Increase in the 
estimated dependency 
ratio due to HIV/AIDS

(%)

Estimated increase 
for adjusted 
dependency ratio

(%) (%)

Sub-Saharan Africa

Angola 3.7 1.2 0.2 1.38 0.8 0.3 1.11

Benin 1.8 1.0 0.1 1.16 0.6 0.2 0.75

Botswana 24.1 25.6 2.7 28.97 9.8 2.9 13.01

Burkina Faso 2.0 2.2 0.3 2.45 1.5 0.3 1.84

Burundi 3.3 1.3 0.4 1.74 1.0 0.5 1.44

Cameroon 5.4 4.0 0.5 4.51 2.0 0.6 2.61

Central African Republic 10.7 7.0 1.0 8.05 4.8 1.1 5.98

Chad 3.5 2.7 0.3 2.97 1.4 0.3 1.72

Congo 5.3 4.0 0.4 4.42 2.1 0.5 2.56

Côte d’Ivoire 7.1 5.1 0.5 5.54 2.8 0.6 3.41

Democratic Republic of the Congo 3.2 2.3 0.3 2.54 1.5 0.3 1.88

Djibouti 3.1 0.6 0.2 0.71 0.2 0.2 0.41

Equatorial Guinea 3.2 3.5 0.5 3.98 2.3 0.6 2.97

Eritrea 2.4 1.2 0.2 1.34 0.7 0.2 0.91

Ethiopia … 1.1 0.3 1.41 0.8 0.3 1.10

Gabon 7.9 3.5 0.4 3.92 2.1 0.5 2.63

Gambia 2.4 0.1 0.1 0.20 0.1 0.1 0.17

Ghana 2.3 1.5 0.2 1.76 0.7 0.3 0.96

Guinea 1.5 0.7 0.2 0.83 0.5 0.2 0.66

Guinea-Bissau 3.8 0.9 0.2 1.05 0.6 0.2 0.81

Kenya 6.1 3.7 0.7 4.51 2.4 0.9 3.28

Lesotho 23.2 18.0 1.9 20.28 7.2 2.2 9.55

Liberia … 3.0 0.3 3.27 1.7 0.4 2.02

Madagascar 0.5 0.1 0.1 0.15 0.0 0.1 0.01

Malawi 14.1 6.6 1.1 7.72 5.1 1.2 6.38

Mali 1.7 0.9 0.1 0.98 0.6 0.1 0.70

Mozambique 16.1 3.8 0.7 4.55 2.4 0.8 3.22

Namibia 19.6 12.1 1.1 13.32 4.2 1.2 5.48

Niger 1.1 0.2 0.1 0.27 0.2 0.1 0.24

Nigeria 3.9 2.6 0.3 2.99 1.3 0.4 1.77

Rwanda 3.1 3.4 0.3 3.74 2.3 0.4 2.70

Sierra Leone 1.6 1.1 0.1 1.22 0.7 0.1 0.90

South Africa 18.8 9.5 1.2 10.83 4.8 1.5 6.29

Sudan 1.6 0.7 0.1 0.80 0.2 0.1 0.35

Swaziland 33.4 23.1 2.3 25.85 8.0 2.7 10.92

Togo 3.2 2.4 0.3 2.68 1.4 0.4 1.72

Uganda 6.7 5.1 0.4 5.52 3.4 0.5 3.98

United Republic of Tanzania 6.5 3.9 0.7 4.69 3.0 0.8 3.82

Zambia 17.0 6.4 1.1 7.51 4.9 1.3 6.25

Zimbabwe 20.1 15.4 1.9 17.68 8.6 2.1 10.96

Asia

Cambodia 1.6 2.2 0.2 2.48 1.4 0.2 1.68

China 0.1 0.0 0.0 0.02 0.0 0.0 0.02

India 0.9 0.9 0.1 1.00 0.4 0.1 0.43

Myanmar 1.3 0.6 0.1 0.68 0.4 0.1 0.47

Thailand 1.4 2.2 0.2 2.45 1.4 0.2 1.62

Latin America and the Caribbean

Bahamas 3.3 4.3 0.3 4.67 2.5 0.3 2.87

Barbados 1.5 1.6 0.2 1.82 1.1 0.2 1.28

Belize 2.5 1.3 0.1 1.41 0.6 0.1 0.69

Brazil 0.5 0.3 0.0 0.28 0.1 0.0 0.16

Dominican Republic 1.1 2.3 0.2 2.50 1.1 0.2 1.29

Guatemala 0.9 1.0 0.1 1.02 0.4 0.1 0.44

Guyana 2.4 3.7 0.3 3.97 2.0 0.3 2.36

Haiti 3.8 4.3 0.4 4.70 2.2 0.5 2.78

Honduras 1.5 1.1 0.1 1.20 0.6 0.2 0.79

Jamaica 1.5 1.2 0.1 1.35 0.6 0.2 0.74

Suriname 1.9 3.1 0.1 3.24 1.0 0.1 1.12

Trinidad and Tobago 2.6 3.0 0.3 3.28 1.5 0.3 1.85

Countries in developed regions

Russian Federation 1.1 0.4 0.1 0.50 0.2 0.1 0.30

Ukraine 1.4 1.1 0.1 1.23 0.5 0.1 0.69

United States 0.6 0.3 0.0 0.29 0.2 0.0 0.18

Main table 8A:  Estimated increase in economic burden and social burden due to deaths and due to illness
related to duration of Stages III and IV of HIV/AIDS, both sexes, 60 countries, 2005

8A
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8A

Region HIV 
prevalence

Increase in economiceconomic burden
due to HIV/AIDS

Total 
impact

Increase in socialsocial burden
due to HIV/AIDS

Total 
impact

Impact due to deaths Impact due to illness Impact due to deaths Impact due to illness

Estimated 
prevalence in 
persons aged 
15-49 years 
2005

Increase in the 
estimated economic 
dependency ratio due to 
HIV/AIDS
(%)

Estimated 
additional increase 
in the economic 
dependency ratio
(%) (%)

Increase in the 
estimated dependency 
ratio due to HIV/AIDS 

(%)

Estimated increase 
for adjusted 
dependency ratio

(%) (%)

Sub-Saharan Africa (40 countries) 6.4 3.6 0.5 4.06 2.0 0.5 2.59

Asia (5 countries) 0.5 0.3 0.1 0.32 0.2 0.1 0.21

Latin America and the Caribbean (12 countries) 0.8 0.4 0.1 0.49 0.2 0.1 0.28

Countries in developed regions (3 countries) 0.8 0.4 0.0 0.42 0.2 0.0 0.25

Total (60 countries) 1.4 0.4 0.1 0.52 0.1 0.2 0.28

Main table 8A: Estimated increase in economic burden and social burden due to deaths and due to illness related
Summary to duration of Stages III and IV of HIV/AIDS, both sexes, 60 countries, 2005
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8B

Main table 8B:  Projected increase in economic burden and social burden due to deaths and due to illness
related to duration of Stages III and IV of HIV/AIDS, both sexes, 60 countries, 2010

Country HIV prevalence Increase in economiceconomic burden
due to HIV/AIDS

Total 
impact

Increase in socialsocial burden
due to HIV/AIDS

Total 
impact

Impact due to deaths Impact due to illness Impact due to deaths Impact due to illness

Alphabetical order by region

Estimated 
prevalence in 
persons aged 
15-49 years 
2005

Increase in the projected 
economic dependency 
ratio due to HIV/AIDS
(%)

Projected additional 
increase in 
the economic 
dependency ratio
(%) (%)

Increase in the 
projected dependency 
ratio due to HIV/AIDS 

(%)

Projected increase 
for adjusted 
dependency ratio

(%) (%)

Sub-Saharan Africa

Angola 3.7 1.4 0.2 1.66 1.1 0.3 1.33

Benin 1.8 1.0 0.1 1.14 0.6 0.2 0.74

Botswana 24.1 35.3 3.0 39.41 12.6 3.5 16.60

Burkina Faso 2.0 2.7 0.3 2.94 2.0 0.3 2.27

Burundi 3.3 1.1 0.3 1.44 0.9 0.4 1.25

Cameroon 5.4 4.8 0.5 5.27 2.4 0.6 2.99

Central African Republic 10.7 8.9 1.0 9.98 6.1 1.2 7.34

Chad 3.5 3.5 0.3 3.79 1.7 0.4 2.11

Congo 5.3 4.9 0.3 5.22 2.8 0.4 3.18

Côte d’Ivoire 7.1 5.9 0.5 6.39 3.5 0.6 4.17

Democratic Republic of the Congo 3.2 2.7 0.2 2.91 1.9 0.3 2.22

Djibouti 3.1 0.7 0.2 0.91 0.3 0.2 0.54

Equatorial Guinea 3.2 5.7 0.7 6.47 3.9 0.9 4.87

Eritrea 2.4 1.1 0.2 1.31 0.7 0.2 0.91

Ethiopia … 1.4 0.3 1.73 1.0 0.4 1.40

Gabon 7.9 4.9 0.6 5.57 3.0 0.7 3.73

Gambia 2.4 0.3 0.1 0.37 0.2 0.1 0.27

Ghana 2.3 1.8 0.3 2.11 0.8 0.3 1.13

Guinea 1.5 1.3 0.3 1.53 0.9 0.3 1.18

Guinea-Bissau 3.8 1.2 0.2 1.44 0.9 0.3 1.13

Kenya 6.1 3.5 0.5 4.04 2.4 0.6 3.05

Lesotho 23.2 22.6 2.3 25.36 8.6 2.7 11.54

Liberia … 3.6 0.4 3.95 1.9 0.4 2.30

Madagascar 0.5 0.5 0.1 0.64 0.3 0.1 0.46

Malawi 14.1 8.0 1.0 9.06 6.2 1.2 7.40

Mali 1.7 1.1 0.1 1.18 0.7 0.2 0.81

Mozambique 16.1 5.2 0.9 6.11 3.0 1.0 4.00

Namibia 19.6 16.2 1.4 17.79 4.6 1.6 6.29

Niger 1.1 0.4 0.1 0.49 0.3 0.1 0.42

Nigeria 3.9 3.2 0.3 3.52 1.5 0.4 2.00

Rwanda 3.1 2.8 0.3 3.08 1.8 0.4 2.20

Sierra Leone 1.6 0.9 0.1 1.06 0.7 0.2 0.83

South Africa 18.8 15.9 1.8 17.96 8.1 2.2 10.43

Sudan 1.6 1.4 0.2 1.59 0.4 0.2 0.67

Swaziland 33.4 24.5 2.7 27.83 9.2 3.5 13.04

Togo 3.2 2.5 0.3 2.80 1.5 0.3 1.83

Uganda 6.7 5.3 0.2 5.53 3.8 0.3 4.09

United Republic of Tanzania 6.5 5.0 0.7 5.73 3.9 0.8 4.72

Zambia 17.0 7.4 1.0 8.45 6.1 1.2 7.46

Zimbabwe 20.1 19.4 2.0 21.73 11.5 2.2 13.90

Asia

Cambodia 1.6 2.8 0.2 3.06 1.8 0.2 2.07

China 0.1 0.1 0.0 0.10 0.0 0.0 0.07

India 0.9 1.5 0.1 1.64 0.6 0.1 0.71

Myanmar 1.3 1.1 0.1 1.21 0.7 0.1 0.83

Thailand 1.4 2.6 0.2 2.78 1.7 0.2 1.84

Latin America and the Caribbean

Bahamas 3.3 4.9 0.2 5.17 3.1 0.2 3.33

Barbados 1.5 2.1 0.1 2.22 1.4 0.0 1.42

Belize 2.5 1.9 0.2 2.09 0.9 0.2 1.10

Brazil 0.5 0.4 0.0 0.39 0.2 0.0 0.24

Dominican Republic 1.1 2.9 0.2 3.11 1.5 0.2 1.69

Guatemala 0.9 1.2 0.1 1.22 0.5 0.1 0.55

Guyana 2.4 4.4 0.2 4.68 2.6 0.3 2.93

Haiti 3.8 4.4 0.4 4.85 2.9 0.5 3.44

Honduras 1.5 1.1 0.1 1.22 0.7 0.1 0.88

Jamaica 1.5 2.0 0.2 2.13 1.0 0.2 1.16

Suriname 1.9 3.6 0.1 3.76 1.2 0.1 1.36

Trinidad and Tobago 2.6 4.1 0.3 4.42 2.2 0.4 2.62

Countries in developed regions

Russian Federation 1.1 1.4 0.2 1.59 0.8 0.2 0.96

Ukraine 1.4 2.2 0.2 2.38 1.1 0.2 1.30

United States 0.6 0.3 0.0 0.27 0.3 0.0 0.30
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8B

Region HIV 
prevalence

Increase in economiceconomic burden
due to HIV/AIDS

Total 
impact

Increase in socialsocial burden
due to HIV/AIDS

Total 
impact

Impact due to deaths Impact due to illness Impact due to deaths Impact due to illness

Estimated 
prevalence in 
persons aged 
15-49 years 
2005

Increase in the 
projected economic 
dependency ratio due to 
HIV/AIDS
(%)

Projected additional 
increase in 
the economic 
dependency ratio
(%) (%)

Increase in the 
projected dependency 
ratio due to HIV/AIDS 

(%)

Projected increase 
for adjusted 
dependency ratio

(%) (%)

Sub-Saharan Africa (40 countries) 6.4 4.6 0.5 5.06 2.7 0.6 3.32

Asia (5 countries) 0.5 0.5 0.1 0.60 0.3 0.1 0.37

Latin America and the Caribbean (12 countries) 0.8 0.6 0.1 0.66 0.3 0.1 0.40

Countries in developed regions (3 countries) 0.8 0.8 0.1 0.91 0.5 0.1 0.58

Total (60 countries) 1.4 0.6 0.1 0.72 0.2 0.2 0.38

Main table 8B: Projected increase in economic burden and social burden due to deaths and due to illness related
Summary to duration of Stages III and IV of HIV/AIDS, both sexes, 60 countries, 2010
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8C

Country HIV prevalence Increase in economiceconomic burden
due to HIV/AIDS

Total 
impact

Increase in socialsocial burden
due to HIV/AIDS

Total 
impact

Impact due to deaths Impact due to illness Impact due to deaths Impact due to illness

Alphabetical order by region

Estimated 
prevalence in 
persons aged 
15-49 years 
2005

Increase in the projected 
economic dependency 
ratio due to HIV/AIDS
(%)

Projected additional 
increase in 
the economic 
dependency ratio
(%) (%)

Increase in the 
projected dependency 
ratio due to HIV/AIDS 

(%)

Projected increase 
for adjusted 
dependency ratio

(%) (%)

Sub-Saharan Africa

Angola 3.7 1.9 0.2 2.13 1.5 0.3 1.75

Benin 1.8 1.4 0.1 1.46 0.9 0.1 1.02

Botswana 24.1 43.1 3.0 47.43 18.0 3.5 22.11

Burkina Faso 2.0 3.3 0.3 3.54 2.5 0.3 2.80

Burundi 3.3 2.6 0.4 3.02 2.4 0.4 2.82

Cameroon 5.4 5.6 0.5 6.13 3.3 0.6 3.83

Central African Republic 10.7 11.2 0.9 12.27 8.0 1.1 9.18

Chad 3.5 4.3 0.3 4.63 2.3 0.3 2.62

Congo 5.3 5.6 0.3 5.94 3.4 0.4 3.79

Côte d’Ivoire 7.1 6.8 0.5 7.29 4.4 0.6 5.07

Democratic Republic of the Congo 3.2 2.9 0.2 3.17 2.2 0.3 2.50

Djibouti 3.1 1.0 0.2 1.20 0.6 0.2 0.80

Equatorial Guinea 3.2 8.4 0.8 9.23 5.8 1.0 6.90

Eritrea 2.4 1.5 0.2 1.69 1.1 0.2 1.27

Ethiopia … 2.0 0.3 2.34 1.6 0.4 1.97

Gabon 7.9 6.8 0.7 7.62 4.4 0.9 5.30

Gambia 2.4 0.4 0.1 0.46 0.3 0.1 0.33

Ghana 2.3 2.3 0.2 2.57 1.3 0.3 1.54

Guinea 1.5 2.1 0.3 2.40 1.5 0.3 1.84

Guinea-Bissau 3.8 1.5 0.2 1.65 1.1 0.2 1.31

Kenya 6.1 4.2 0.3 4.54 3.3 0.4 3.71

Lesotho 23.2 27.3 2.2 30.00 12.6 2.6 15.54

Liberia … 4.7 0.4 5.08 2.5 0.5 2.99

Madagascar 0.5 0.9 0.2 1.05 0.6 0.2 0.75

Malawi 14.1 9.9 1.0 10.96 7.8 1.1 9.00

Mali 1.7 1.3 0.1 1.37 0.8 0.1 0.94

Mozambique 16.1 6.4 0.9 7.33 3.9 0.9 4.91

Namibia 19.6 17.4 1.3 18.95 6.1 1.6 7.77

Niger 1.1 0.6 0.1 0.74 0.5 0.1 0.64

Nigeria 3.9 4.0 0.3 4.36 2.1 0.4 2.56

Rwanda 3.1 3.1 0.3 3.40 2.3 0.4 2.63

Sierra Leone 1.6 1.2 0.1 1.33 1.0 0.1 1.09

South Africa 18.8 20.2 1.7 22.27 11.2 2.2 13.55

Sudan 1.6 2.1 0.2 2.31 0.7 0.3 1.01

Swaziland 33.4 25.5 2.6 28.72 13.5 3.5 17.44

Togo 3.2 3.1 0.2 3.39 2.1 0.3 2.37

Uganda 6.7 5.3 0.1 5.44 4.1 0.2 4.23

United Republic of Tanzania 6.5 6.5 0.7 7.21 5.3 0.7 6.12

Zambia 17.0 9.6 0.9 10.60 8.5 1.1 9.69

Zimbabwe 20.1 24.4 1.9 26.77 15.9 2.2 18.40

Asia

Cambodia 1.6 3.3 0.2 3.49 2.2 0.2 2.46

China 0.1 0.3 0.1 0.35 0.2 0.1 0.24

India 0.9 2.0 0.1 2.11 0.8 0.1 0.93

Myanmar 1.3 1.4 0.1 1.55 0.9 0.1 1.08

Thailand 1.4 2.8 0.1 2.89 1.8 0.1 1.96

Latin America and the Caribbean

Bahamas 3.3 4.8 0.2 4.99 3.3 0.2 3.46

Barbados 1.5 2.3 0.1 2.35 1.6 0.0 1.61

Belize 2.5 2.8 0.2 2.97 1.4 0.2 1.62

Brazil 0.5 0.5 0.0 0.53 0.3 0.0 0.34

Dominican Republic 1.1 3.3 0.1 3.39 1.8 0.1 1.95

Guatemala 0.9 1.3 0.1 1.33 0.6 0.1 0.65

Guyana 2.4 4.9 0.2 5.16 3.1 0.3 3.43

Haiti 3.8 4.5 0.4 4.99 3.5 0.5 3.99

Honduras 1.5 1.3 0.1 1.42 1.0 0.1 1.10

Jamaica 1.5 2.4 0.1 2.55 1.3 0.2 1.43

Suriname 1.9 3.7 0.1 3.84 1.4 0.2 1.53

Trinidad and Tobago 2.6 5.0 0.3 5.34 2.9 0.4 3.28

Countries in developed regions

Russian Federation 1.1 2.8 0.3 3.03 1.6 0.3 1.87

Ukraine 1.4 3.2 0.2 3.44 1.8 0.2 1.99

United States 0.6 0.4 0.0 0.45 0.3 0.0 0.33

Main table 8C:  Projected increase in economic burden and social burden due to deaths and due to illness
related to duration of Stages III and IV of HIV/AIDS, both sexes, 60 countries, 2015
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8C

Region HIV 
prevalence

Increase in economiceconomic burden
due to HIV/AIDS

Total 
impact

Increase in socialsocial burden
due to HIV/AIDS

Total 
impact

Impact due to deaths Impact due to illness Impact due to deaths Impact due to illness

Estimated 
prevalence in 
persons aged 
15-49 years 
2005

Increase in the 
projected economic 
dependency ratio due to 
HIV/AIDS
(%)

Projected additional 
increase in 
the economic 
dependency ratio
(%) (%)

Increase in the 
projected dependency 
ratio due to HIV/AIDS 

(%)

Projected increase 
for adjusted 
dependency ratio

(%) (%)

Sub-Saharan Africa (40 countries) 6.4 5.6 0.4 6.09 3.7 0.5 4.23

Asia (5 countries) 0.5 0.9 0.1 0.93 0.5 0.1 0.58

Latin America and the Caribbean (12 countries) 0.8 0.8 0.1 0.83 0.5 0.1 0.53

Countries in developed regions (3 countries) 0.8 1.3 0.1 1.38 0.8 0.1 0.91

Total (60 countries) 1.4 1.0 0.2 1.11 0.5 0.2 0.64

Main table 8C: Projected increase in economic burden and social burden due to deaths and due to illness related
Summary to duration of Stages III and IV of HIV/AIDS, both sexes, 60 countries, 2015
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8D

Country HIV prevalence Increase in economiceconomic burden
due to HIV/AIDS

Total 
impact

Increase in socialsocial burden
due to HIV/AIDS

Total 
impact

Impact due to deaths Impact due to illness Impact due to deaths Impact due to illness

Alphabetical order by region

Estimated 
prevalence in 
persons aged 
15-49 years 
2005

Increase in the projected 
economic dependency 
ratio due to HIV/AIDS
(%)

Projected additional 
increase in 
the economic 
dependency ratio
(%) (%)

Increase in the 
projected dependency 
ratio due to HIV/AIDS 

(%)

Projected increase 
for adjusted 
dependency ratio

(%) (%)

Sub-Saharan Africa

Angola 3.7 2.6 0.2 2.81 2.1 0.2 2.29

Benin 1.8 1.8 0.1 1.91 1.3 0.1 1.34

Botswana 24.1 53.6 2.7 57.67 27.5 2.2 30.27

Burkina Faso 2.0 3.6 0.3 3.90 2.8 0.2 3.09

Burundi 3.3 4.1 0.4 4.43 3.8 0.4 4.12

Cameroon 5.4 7.2 0.5 7.65 4.6 0.4 4.97

Central African Republic 10.7 13.9 0.9 14.95 10.2 0.8 11.15

Chad 3.5 5.3 0.3 5.55 2.9 0.2 3.18

Congo 5.3 6.0 0.3 6.35 3.8 0.3 4.11

Côte d’Ivoire 7.1 7.5 0.5 8.01 5.2 0.4 5.61

Democratic Republic of the Congo 3.2 3.3 0.2 3.52 2.6 0.2 2.79

Djibouti 3.1 1.7 0.2 1.84 1.1 0.1 1.26

Equatorial Guinea 3.2 11.7 0.9 12.65 8.2 0.8 9.12

Eritrea 2.4 2.1 0.2 2.28 1.6 0.1 1.72

Ethiopia … 2.8 0.4 3.13 2.3 0.3 2.63

Gabon 7.9 9.6 0.8 10.48 6.6 0.7 7.37

Gambia 2.4 0.6 0.1 0.69 0.4 0.0 0.49

Ghana 2.3 3.0 0.2 3.25 1.9 0.2 2.08

Guinea 1.5 3.0 0.3 3.32 2.2 0.3 2.53

Guinea-Bissau 3.8 2.0 0.2 2.13 1.5 0.2 1.68

Kenya 6.1 5.0 0.2 5.25 4.2 0.2 4.39

Lesotho 23.2 37.2 2.2 40.20 20.1 1.8 22.25

Liberia … 5.8 0.4 6.20 3.2 0.3 3.59

Madagascar 0.5 1.3 0.2 1.52 1.0 0.2 1.11

Malawi 14.1 12.3 0.9 13.41 10.1 0.9 11.04

Mali 1.7 1.5 0.1 1.63 1.0 0.1 1.13

Mozambique 16.1 8.7 0.8 9.63 6.0 0.8 6.80

Namibia 19.6 22.2 1.2 23.76 11.4 1.0 12.49

Niger 1.1 0.8 0.1 0.91 0.6 0.1 0.74

Nigeria 3.9 5.3 0.3 5.62 3.1 0.3 3.33

Rwanda 3.1 4.0 0.3 4.34 3.2 0.3 3.51

Sierra Leone 1.6 1.5 0.1 1.59 1.2 0.1 1.30

South Africa 18.8 25.1 1.6 27.10 15.6 1.3 17.09

Sudan 1.6 3.0 0.2 3.18 1.2 0.2 1.37

Swaziland 33.4 36.2 2.5 39.59 23.7 2.1 26.32

Togo 3.2 4.0 0.2 4.27 2.8 0.2 3.03

Uganda 6.7 4.2 0.1 4.35 3.4 0.1 3.47

United Republic of Tanzania 6.5 8.0 0.7 8.75 6.8 0.6 7.47

Zambia 17.0 12.1 0.9 13.09 10.9 0.8 11.79

Zimbabwe 20.1 30.0 2.0 32.51 20.8 1.7 22.81

Asia

Cambodia 1.6 3.6 0.2 3.81 2.5 0.2 2.69

China 0.1 0.6 0.1 0.70 0.4 0.1 0.48

India 0.9 2.4 0.1 2.41 1.0 0.1 1.13

Myanmar 1.3 1.7 0.1 1.79 1.1 0.1 1.27

Thailand 1.4 2.6 0.1 2.64 1.7 0.1 1.83

Latin America and the Caribbean

Bahamas 3.3 4.2 0.2 4.39 3.1 0.1 3.25

Barbados 1.5 2.0 0.1 2.09 1.5 0.1 1.54

Belize 2.5 3.5 0.2 3.71 2.0 0.2 2.17

Brazil 0.5 0.6 0.0 0.57 0.4 0.0 0.38

Dominican Republic 1.1 3.3 0.1 3.43 1.9 0.1 2.01

Guatemala 0.9 1.3 0.1 1.30 0.6 0.0 0.66

Guyana 2.4 4.6 0.3 4.93 3.1 0.2 3.35

Haiti 3.8 4.3 0.4 4.74 3.5 0.4 3.90

Honduras 1.5 1.5 0.1 1.62 1.2 0.1 1.28

Jamaica 1.5 2.7 0.1 2.81 1.6 0.1 1.66

Suriname 1.9 3.3 0.1 3.36 1.3 0.1 1.40

Trinidad and Tobago 2.6 5.9 0.3 6.28 3.6 0.2 3.82

Countries in developed regions

Russian Federation 1.1 4.0 0.3 4.26 2.3 0.2 2.54

Ukraine 1.4 4.0 0.2 4.20 2.3 0.1 2.44

United States 0.6 0.3 0.0 0.33 0.2 0.0 0.24

Main table 8D:  Projected increase in economic burden and social burden due to deaths and due to illness
related to duration of Stages III and IV of HIV/AIDS, both sexes, 60 countries, 2020
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8D

Region HIV 
prevalence

Increase in economiceconomic burden
due to HIV/AIDS

Total 
impact

Increase in socialsocial burden
due to HIV/AIDS

Total 
impact

Impact due to deaths Impact due to illness Impact due to deaths Impact due to illness

Estimated 
prevalence in 
persons aged 
15-49 years 
2005

Increase in the 
projected economic 
dependency ratio due to 
HIV/AIDS
(%)

Projected additional 
increase in 
the economic 
dependency ratio
(%) (%)

Increase in the 
projected dependency 
ratio due to HIV/AIDS 

(%)

Projected increase 
for adjusted 
dependency ratio

(%) (%)

Sub-Saharan Africa (40 countries) 6.4 6.7 0.4 7.20 4.8 0.5 5.28

Asia (5 countries) 0.5 1.2 0.1 1.30 0.7 0.1 0.82

Latin America and the Caribbean (12 countries) 0.8 0.9 0.0 0.92 0.5 0.1 0.60

Countries in developed regions (3 countries) 0.8 1.5 0.1 1.61 1.0 0.1 1.08

Total (60 countries) 1.4 1.6 0.1 1.72 0.9 0.2 1.06

Main table 8D: Projected increase in economic burden and social burden due to deaths and due to illness related
Summary to duration of Stages III and IV of HIV/AIDS, both sexes, 60 countries, 2020
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9A

Country HIV 
prevalence

Scenario I: Low adherence. Annual continuation rate:
Year 1: 80%, Year 2: 64%, Year 3: 51%, Year 4: 41%, Year 5: 33%

2006 2007 2008

Alphabetical order by region

Estimated 
prevalence 
in persons 
aged 15 to 
49 years 
(%)
2005

Number of labour 
force participants 
fully unable to 
work and who will 
die by end of year 
in the absence of 
ARVs

Number of 
labour force 
participants 
under 
treatment who 
would survive 
to end of year

New 
entrants 
in Stage 
IV this 
year 

Number of labour 
force participants 
fully unable to 
work and who will 
die by end of year 
in the absence of 
ARVs

Number of 
labour force 
participants 
under 
treatment who 
would survive 
to end of year 

New 
entrants 
in Stage 
IV this 
year

Number of labour 
force participants 
fully unable to 
work and who will 
die by end of year 
in the absence of 
ARVs

Number of 
labour force 
participants 
under 
treatment who 
would survive 
to end of year 

Sub-Saharan Africa

Angola 3.7 6,400 5,100 6,700 11,800 9,500 7,000 16,500 13,200

Benin 1.8 2,300 1,800 2,300 4,100 3,300 2,300 5,600 4,500

Botswana 24.1 7,900 6,300 8,100 14,400 11,500 8,300 19,800 15,900

Burkina Faso 2.0 6,400 5,100 6,500 11,600 9,300 6,600 15,900 12,700

Burundi 3.3 4,900 3,900 4,900 8,800 7,100 4,900 12,000 9,600

Cameroon 5.4 14,000 11,200 14,300 25,500 20,400 14,600 35,000 28,000

Central African Republic 10.7 6,900 5,500 7,000 12,500 10,000 7,100 17,100 13,700

Chad 3.5 5,100 4,100 5,200 9,300 7,400 5,400 12,800 10,300

Congo 5.3 2,700 2,200 2,700 4,900 3,900 2,700 6,600 5,300

Côte d’Ivoire 7.1 16,300 13,000 16,700 29,700 23,800 17,200 41,000 32,800

Democratic Republic of the Congo 3.2 28,600 22,900 28,800 51,700 41,300 28,900 70,200 56,200

Djibouti 3.1 230 180 250 430 350 260 610 490

Equatorial Guinea 3.2 520 420 580 1,000 800 600 1,400 1,100

Eritrea 2.4 1,500 1,200 1,500 2,700 2,200 1,500 3,700 2,900

Ethiopia … 37,400 29,900 39,600 69,500 55,600 41,900 97,500 78,000

Gabon 7.9 1,100 880 1,200 2,100 1,700 1,300 3,000 2,400

Gambia 2.4 230 180 230 410 330 230 560 450

Ghana 2.3 8,900 7,100 9,100 16,200 13,000 9,400 22,400 17,900

Guinea 1.5 3,100 2,500 3,500 6,000 4,800 3,800 8,600 6,900

Guinea-Bissau 3.8 550 440 600 1,000 830 640 1,500 1,200

Kenya 6.1 41,800 33,400 40,100 73,500 58,800 38,400 97,200 77,800

Lesotho 23.2 6,100 4,900 6,300 11,200 8,900 6,500 15,400 12,400

Liberia … 1,900 1,500 2,000 3,500 2,800 2,200 5,000 4,000

Madagascar 0.5 2,700 2,200 3,100 5,300 4,200 3,600 7,800 6,200

Malawi 14.1 23,700 19,000 23,900 42,900 34,300 24,000 58,300 46,600

Mali 1.7 2,900 2,300 3,100 5,400 4,300 3,200 7,500 6,000

Mozambique 16.1 25,500 20,400 26,900 47,300 37,800 28,300 66,100 52,900

Namibia 19.6 4,000 3,200 4,200 7,400 5,900 4,500 10,400 8,300

Niger 1.1 1,600 1,300 1,900 3,200 2,500 2,100 4,600 3,700

Nigeria 3.9 84,300 67,400 86,600 154,000 123,200 88,900 212,100 169,700

Rwanda 3.1 4,900 3,900 4,900 8,800 7,100 5,000 12,100 9,600

Sierra Leone 1.6 1,400 1,100 1,500 2,600 2,100 1,500 3,600 2,900

South Africa 18.8 109,800 87,800 119,300 207,100 165,700 128,800 294,500 235,600

Sudan 1.6 8,400 6,700 9,500 16,200 13,000 10,600 23,600 18,900

Swaziland 33.4 4,400 3,500 4,600 8,100 6,500 4,800 11,300 9,000

Togo 3.2 3,300 2,600 3,300 5,900 4,800 3,300 8,100 6,400

Uganda 6.7 19,100 15,300 17,200 32,500 26,000 15,400 41,400 33,100

United Republic of Tanzania 6.5 45,300 36,200 45,700 81,900 65,600 46,000 111,600 89,200

Zambia 17.0 22,600 18,100 22,600 40,700 32,500 22,600 55,100 44,100

Zimbabwe 20.1 41,500 33,200 41,700 74,900 59,900 41,900 101,800 81,500

Asia

Cambodia 1.6 5,400 4,300 5,300 9,600 7,700 5,300 13,000 10,400

China 0.1 12,000 9,600 13,100 22,700 18,200 14,200 32,400 25,900

India 0.9 143,300 114,600 151,300 265,900 212,800 159,300 372,100 297,600

Myanmar 1.3 7,800 6,200 8,500 14,700 11,800 9,100 20,900 16,700

Thailand 1.4 5,800 4,600 5,400 10,000 8,000 5,000 13,000 10,400

Latin America and the Caribbean

Bahamas 3.3 150 120 140 260 210 140 350 280

Barbados 1.5 60 50 60 110 90 50 140 110

Belize 2.5 50 40 60 100 80 60 140 110

Brazil 0.5 5,800 4,600 5,400 10,000 8,000 5,100 13,100 10,500

Dominican Republic 1.1 2,400 1,900 2,400 4,300 3,500 2,400 5,900 4,700

Guatemala 0.9 1,600 1,300 1,600 2,900 2,300 1,600 3,900 3,100

Guyana 2.4 330 260 320 580 470 310 780 620

Haiti 3.8 6,300 5,000 6,400 11,400 9,200 6,400 15,600 12,400

Honduras 1.5 1,600 1,300 1,600 2,900 2,300 1,600 3,900 3,100

Jamaica 1.5 630 500 640 1,140 920 650 1,570 1,250

Suriname 1.9 90 70 80 150 120 80 200 160

Trinidad and Tobago 2.6 620 500 630 1,130 900 650 1,550 1,240

Countries in developed regions

Russian Federation 1.1 18,200 14,600 23,300 37,900 30,300 28,400 58,700 47,000

Ukraine 1.4 9,900 7,900 10,800 18,700 15,000 11,700 26,700 21,300

United States 0.6 4,200 3,400 4,100 7,500 6,000 4,000 10,000 8,000

Main table 9A:  Annual survival of labour force participants in Stage IV of HIV/AIDS with access to antiretroviral treatment,
low adherence scenario, by year, 60 countries, 2006-2010
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9A

Scenario I: Low adherence. Annual continuation rate:
Year 1: 80%, Year 2: 64%, Year 3: 51%, Year 4: 41%, Year 5: 33%

Country

2009 2010

New 
entrants 
in 
Stage IV 
this year

Number of labour 
force participants 
fully unable to 
work and who will 
die by end of year 
in the absence of 
ARVs

Number of 
labour force 
participants 
under 
treatment who 
would survive 
to end of year 

New 
entrants 
in 
Stage IV 
this year

Number of labour 
force participants 
fully unable to 
work and who will 
die by end of year 
in the absence of 
ARVs

Number of 
labour force 
participants 
under 
treatment who 
would survive 
to end of year 

Alphabetical order by region

Sub-Saharan Africa

7,200 20,400 16,300 7,500 23,800 19,000 Angola

2,300 6,800 5,400 2,300 7,700 6,200 Benin

8,500 24,400 19,500 8,700 28,200 22,600 Botswana

6,700 19,400 15,500 6,800 22,300 17,900 Burkina Faso

4,800 14,400 11,500 4,800 16,300 13,000 Burundi

14,900 42,900 34,300 15,200 49,500 39,600 Cameroon

7,200 20,900 16,700 7,400 24,100 19,300 Central African Republic

5,600 15,900 12,700 5,800 18,500 14,800 Chad

2,700 8,000 6,400 2,700 9,100 7,300 Congo

17,600 50,400 40,300 18,000 58,300 46,700 Côte d’Ivoire

29,100 85,300 68,200 29,300 97,500 78,000 Democratic Republic of the Congo

280 770 610 290 900 720 Djibouti

700 1,800 1,500 750 2,200 1,800 Equatorial Guinea

1,500 4,400 3,500 1,600 5,100 4,100 Eritrea

44,100 122,100 97,700 46,400 144,100 115,300 Ethiopia

1,400 3,800 3,000 1,500 4,500 3,600 Gabon

240 690 550 240 790 630 Gambia

9,700 27,600 22,100 10,000 32,100 25,700 Ghana

4,200 11,100 8,900 4,500 13,400 10,700 Guinea

680 1,900 1,500 720 2,200 1,800 Guinea-Bissau

36,700 114,500 91,600 35,000 126,600 101,300 Kenya

6,600 19,000 15,200 6,800 22,000 17,600 Lesotho

2,300 6,300 5,100 2,400 7,500 6,000 Liberia

4,000 10,200 8,200 4,500 12,700 10,200 Madagascar

24,200 70,800 56,700 24,400 81,100 64,900 Malawi

3,400 9,400 7,500 3,500 11,000 8,800 Mali

29,800 82,700 66,200 31,200 97,400 77,900 Mozambique

4,700 13,000 10,400 4,900 15,300 12,300 Namibia

2,300 6,000 4,800 2,600 7,400 5,900 Niger

91,200 260,900 208,700 93,600 302,300 241,900 Nigeria

5,100 14,700 11,800 5,200 17,000 13,600 Rwanda

1,500 4,400 3,500 1,500 5,000 4,000 Sierra Leone

138,200 373,800 299,000 147,700 446,700 357,400 South Africa

11,700 30,600 24,400 12,800 37,200 29,800 Sudan

4,900 13,900 11,100 5,100 16,200 13,000 Swaziland

3,300 9,700 7,800 3,400 11,200 9,000 Togo

13,600 46,700 37,400 11,800 49,200 39,300 Uganda

46,400 135,600 108,500 46,800 155,300 124,300 United Republic of Tanzania

22,600 66,700 53,400 22,600 76,000 60,800 Zambia

42,200 123,700 98,900 42,400 141,300 113,100 Zimbabwe

Asia

5,300 15,700 12,600 5,300 17,900 14,300 Cambodia

15,400 41,300 33,000 16,500 49,500 39,600 China

167,300 464,900 372,000 175,200 547,200 437,700 India

9,800 26,500 21,200 10,500 31,700 25,400 Myanmar

4,600 15,000 12,000 4,200 16,200 13,000 Thailand

Latin America and the Caribbean

130 410 330 120 450 360 Bahamas

50 160 130 40 170 130 Barbados

70 180 150 70 220 170 Belize

4,700 15,200 12,200 4,400 16,600 13,300 Brazil

2,300 7,000 5,600 2,300 7,900 6,300 Dominican Republic

1,600 4,700 3,800 1,600 5,400 4,300 Guatemala

300 920 740 290 1,030 820 Guyana

6,500 18,900 15,200 6,500 21,700 17,300 Haiti

1,500 4,600 3,700 1,500 5,200 4,200 Honduras

700 1,950 1,560 670 2,230 1,790 Jamaica

80 240 190 80 270 220 Suriname

700 1,940 1,550 680 2,230 1,790 Trinidad and Tobago

Countries in developed regions

33,500 80,500 64,400 38,600 103,000 82,400 Russian Federation

12,600 33,900 27,200 13,500 40,700 32,500 Ukraine

3,900 11,900 9,500 3,800 13,300 10,600 United States
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9A

Region HIV 
prevalence

Scenario I: low adherence. Annual continuation rate:
Year 1: 80%, Year 2: 64%, Year 3: 51%, Year 4: 41%, Year 5: 33%

2006 2007 2008

Estimated 
prevalence 
in persons 
aged 15 to 
49 years 
(%)
2005

Number of 
labour force 
participants 
fully unable 
to work and 
who will die 
by end of 
year in the 
absence of 
ARVs

Number of 
labour force 
participants 
under 
treatment 
who would 
survive to 
end of year

New 
entrants in 
Stage IV this 
year

Number of 
labour force 
participants 
fully unable 
to work and 
who will die 
by end of 
year in the 
absence of 
ARVs

Number of 
labour force 
participants 
under 
treatment 
who would 
survive to 
end of year 

New 
entrants in 
Stage IV this 
year

Number of 
labour force 
participants 
fully unable 
to work and 
who will die 
by end of 
year in the 
absence of 
ARVs

Number of 
labour force 
participants 
under 
treatment 
who would 
survive to 
end of year 

Sub-Saharan Africa (40 countries) 6.4 610,200 487,900 628,200 1,116,000 893,000 646,200 1,539,300 1,231,400

Asia (5 countries) 0.5 174,300 139,300 183,600 322,900 258,500 192,900 451,400 361,000

Latin America and the Caribbean (12 countries) 0.8 19,600 15,600 19,300 35,000 28,100 19,000 47,100 37,600

Countries in developed regions (3 countries) 0.8 32,300 25,900 38,200 64,100 51,300 44,100 95,400 76,300

 Total (60 countries) 1.4 836,400 668,700 869,300 1,538,000 1,230,900 902,200 2,133,200 1,706,300

Main table 9A: Annual survival of labour force participants in Stage IV of HIV/AIDS with access to antiretroviral treatment,
Summary low adherence scenario, by year, 60 countries, 2006-2010

HIVWork_estim06_tables.indd 120HIVWork_estim06_tables.indd   120 14.11.2006 7:55:1614.11.2006   7:55:16



ILO, 2006 HIV/AIDS and work: global estimates, impact on children and youth, and response 2006   121

9A

Scenario I: low adherence. Annual continuation rate:
Year 1: 80%, Year 2: 64%, Year 3: 51%, Year 4: 41%, Year 5: 33%

Region

2009 2010

New 
entrants in 
Stage IV this 
year

Number of 
labour force 
participants 
fully unable 
to work and 
who will die 
by end of 
year in the 
absence of 
ARVs

Number of 
labour force 
participants 
under 
treatment 
who would 
survive to 
end of year 

New 
entrants in 
Stage IV this 
year

Number of 
labour force 
participants 
fully unable 
to work and 
who will die 
by end of 
year in the 
absence of 
ARVs

Number of 
labour force 
participants 
under 
treatment 
who would 
survive to 
end of year 

664,100 1,895,600 1,516,400 682,700 2,199,900 1,759,900 Sub-Saharan Africa (40 countries)

202,400 563,400 450,800 211,700 662,500 530,000  Asia (5 countries) 

18,600 56,200 45,200 18,200 63,400 50,700  Latin America and the Caribbean (12 countries) 

50,000 126,300 101,100 55,900 157,000 125,500 Countries in developed regions (3 countries)

935,100 2,641,500 2,113,500 968,500 3,082,800 2,466,100  Total (60 countries) 
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9B

Main table 9B:  Annual survival of labour force participants in Stage IV of HIV/AIDS with access to antiretroviral treatment,
high adherence scenario, by year, 60 countries, 2006-2010

Country HIV 
prevalence

Scenario II: High adherence. Annual continuation rate:
Year 1: 93%, Year 2: 86%, Year 3: 80%, Year 4: 75%, Year 5: 70%

2006 2007 2008

Alphabetical order by region

Estimated 
prevalence 
in persons 
aged 15-49 
years
(%)
2005

Number of labour 
force participants 
fully unable to 
work and who will 
die by end of year 
in the absence of 
ARVs

Number of 
labour force 
participants 
under 
treatment who 
would  survive 
to end of year

New 
entrants 
into Stage 
IV this 
year

Number of labour 
force participants 
fully unable to 
work and who will 
die by end of year 
in the absence of 
ARVs

Number of 
labour force 
participants 
under 
treatment who 
would  survive 
to end of year 

New 
entrants 
into 
Stage IV 
this year

Number of labour 
force participants 
fully unable to 
work and who will 
die by end of year 
in the absence of 
ARVs

Number of 
labour force 
participants 
under 
treatment who 
would  survive 
to end of year 

Sub-Saharan Africa

Angola 3.7 6,400 6,000 6,700 12,700 11,800 7,000 18,800 17,500

Benin 1.8 2,300 2,100 2,300 4,400 4,100 2,300 6,400 6,000

Botswana 24.1 7,900 7,300 8,100 15,400 14,400 8,300 22,700 21,100

Burkina Faso 2.0 6,400 6,000 6,500 12,500 11,600 6,600 18,200 16,900

Burundi 3.3 4,900 4,600 4,900 9,500 8,800 4,900 13,700 12,700

Cameroon 5.4 14,000 13,000 14,300 27,300 25,400 14,600 40,000 37,200

Central African Republic 10.7 6,900 6,400 7,000 13,400 12,500 7,100 19,600 18,200

Chad 3.5 5,100 4,700 5,200 9,900 9,200 5,400 14,600 13,600

Congo 5.3 2,700 2,500 2,700 5,200 4,800 2,700 7,500 7,000

Côte d’Ivoire 7.1 16,300 15,200 16,700 31,900 29,600 17,200 46,800 43,600

Democratic Republic of the Congo 3.2 28,600 26,600 28,800 55,400 51,500 28,900 80,400 74,800

Djibouti 3.1 230 210 250 460 430 260 690 640

Equatorial Guinea 3.2 520 480 580 1,100 990 600 1,600 1,500

Eritrea 2.4 1,500 1,400 1,500 2,900 2,700 1,500 4,200 3,900

Ethiopia … 37,400 34,800 39,600 74,400 69,200 41,900 111,100 103,300

Gabon 7.9 1,100 1,000 1,200 2,200 2,100 1,300 3,400 3,100

Gambia 2.4 230 210 230 440 410 230 640 600

Ghana 2.3 8,900 8,300 9,100 17,400 16,200 9,400 25,600 23,800

Guinea 1.5 3,100 2,900 3,500 6,400 5,900 3,800 9,700 9,100

Guinea-Bissau 3.8 550 510 600 1,100 1,000 640 1,700 1,600

Kenya 6.1 41,800 38,900 40,100 79,000 73,400 38,400 111,800 104,000

Lesotho 23.2 6,100 5,700 6,300 12,000 11,100 6,500 17,600 16,400

Liberia … 1,900 1,800 2,000 3,800 3,500 2,200 5,700 5,300

Madagascar 0.5 2,700 2,500 3,100 5,600 5,200 3,600 8,800 8,200

Malawi 14.1 23,700 22,000 23,900 45,900 42,700 24,000 66,700 62,100

Mali 1.7 2,900 2,700 3,100 5,800 5,400 3,200 8,600 8,000

Mozambique 16.1 25,500 23,700 26,900 50,600 47,100 28,300 75,400 70,100

Namibia 19.6 4,000 3,700 4,200 7,900 7,400 4,500 11,900 11,000

Niger 1.1 1,600 1,500 1,900 3,400 3,200 2,100 5,300 4,900

Nigeria 3.9 84,300 78,400 86,600 165,000 153,400 88,900 242,300 225,400

Rwanda 3.1 4,900 4,600 4,900 9,500 8,800 5,000 13,800 12,800

Sierra Leone 1.6 1,400 1,300 1,500 2,800 2,600 1,500 4,100 3,800

South Africa 18.8 109,800 102,100 119,300 221,400 205,900 128,800 334,700 311,300

Sudan 1.6 8,400 7,800 9,500 17,300 16,100 10,600 26,700 24,800

Swaziland 33.4 4,400 4,100 4,600 8,700 8,100 4,800 12,900 12,000

Togo 3.2 3,300 3,100 3,300 6,400 5,900 3,300 9,200 8,600

Uganda 6.7 19,100 17,800 17,200 35,000 32,500 15,400 47,900 44,600

United Republic of Tanzania 6.5 45,300 42,100 45,700 87,800 81,700 46,000 127,700 118,700

Zambia 17.0 22,600 21,000 22,600 43,600 40,600 22,600 63,200 58,700

Zimbabwe 20.1 41,500 38,600 41,700 80,300 74,700 41,900 116,600 108,400

Asia

Cambodia 1.6 5,400 5,000 5,300 10,300 9,600 5,300 14,900 13,900

China 0.1 12,000 11,200 13,100 24,300 22,600 14,200 36,800 34,200

India 0.9 143,300 133,300 151,300 284,600 264,600 159,300 423,900 394,300

Myanmar 1.3 7,800 7,300 8,500 15,800 14,700 9,100 23,800 22,100

Thailand 1.4 5’800 5’400 5’400 10’800 10’000 5’000 15’000 14’000

Latin America and the Caribbean

Bahamas 3.3 150 140 140 280 260 140 400 370

Barbados 1.5 60 60 60 120 110 50 160 150

Belize 2.5 50 50 60 110 100 60 160 150

Brazil 0.5 5’800 5’400 5’400 10’800 10’000 5’100 15’100 14’100

Dominican Republic 1.1 2’400 2’200 2’400 4’600 4’300 2’400 6’700 6’200

Guatemala 0.9 1’600 1’500 1’600 3’100 2’900 1’600 4’500 4’200

Guyana 2.4 330 310 320 630 580 310 890 830

Haiti 3.8 6’300 5’900 6’400 12’300 11’400 6’400 17’800 16’600

Honduras 1.5 1’600 1’500 1’600 3’100 2’900 1’600 4’500 4’200

Jamaica 1.5 630 590 640 1’230 1’140 650 1’790 1’660

Suriname 1.9 90 80 80 160 150 80 230 220

Trinidad and Tobago 2.6 620 580 630 1’210 1’120 650 1’770 1’650

Countries in developed regions

Russian Federation 1.1 18’200 16’900 23’300 40’200 37’400 28’400 65’800 61’200

Ukraine 1.4 9’900 9’200 10’800 20’000 18’600 11’700 30’300 28’200

United States 0.6 4’200 3’900 4’100 8’000 7’400 4’000 11’400 10’600
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9B

Scenario II: High adherence. Annual continuation rate:
Year 1: 93%, Year 2: 86%, Year 3: 80%, Year 4: 75%, Year 5: 70%

Country

2009 2010

New 
entrants 
into Stage 
IV this 
year

Number of labour 
force participants 
fully unable to 
work and who will 
die by end of year 
in the absence of 
ARVs

Number of 
labour force 
participants 
under 
treatment who 
would  survive 
to end of year 

New 
entrants 
into Stage 
IV this 
year

Number of labour 
force participants 
fully unable to 
work and who will 
die by end of year 
in the absence of 
ARVs

Number of 
labour force 
participants 
under 
treatment who 
would  survive 
to end of year 

Alphabetical order by region

Sub-Saharan Africa

7,200 24,700 22,900 7,500 30,400 28,300 Angola

2,300 8,300 7,700 2,300 10,000 9,300 Benin

8,500 29,600 27,500 8,700 36,200 33,700 Botswana

6,700 23,600 22,000 6,800 28,800 26,700 Burkina Faso

4,800 17,500 16,300 4,800 21,100 19,600 Burundi

14,900 52,100 48,500 15,200 63,700 59,200 Cameroon

7,200 25,400 23,600 7,400 31,000 28,900 Central African Republic

5,600 19,200 17,900 5,800 23,700 22,000 Chad

2,700 9,700 9,000 2,700 11,700 10,900 Congo

17,600 61,200 56,900 18,000 74,900 69,600 Côte d’Ivoire

29,100 103,900 96,600 29,300 125,900 117,100 Democratic Republic of the Congo

280 920 860 290 1,150 1,070 Djibouti

700 2,200 2,000 750 2,800 2,600 Equatorial Guinea

1,500 5,400 5,000 1,600 6,600 6,200 Eritrea

44,100 147,400 137,100 46,400 183,500 170,600 Ethiopia

1,400 4,500 4,200 1,500 5,700 5,300 Gabon

240 840 780 240 1,020 950 Gambia

9,700 33,500 31,100 10,000 41,100 38,200 Ghana

4,200 13,300 12,300 4,500 16,800 15,600 Guinea

680 2,200 2,100 720 2,800 2,600 Guinea-Bissau

36,700 140,700 130,900 35,000 165,900 154,300 Kenya

6,600 23,000 21,400 6,800 28,200 26,200 Lesotho

2,300 7,600 7,100 2,400 9,500 8,800 Liberia

4,000 12,200 11,300 4,500 15,800 14,700 Madagascar

24,200 86,300 80,200 24,400 104,600 97,300 Malawi

3,400 11,400 10,600 3,500 14,100 13,100 Mali

29,800 99,900 92,900 31,200 124,100 115,400 Mozambique

4,700 15,700 14,600 4,900 19,500 18,200 Namibia

2,300 7,200 6,700 2,600 9,300 8,600 Niger

91,200 316,600 294,400 93,600 388,000 360,900 Nigeria

5,100 17,900 16,700 5,200 21,900 20,300 Rwanda

1,500 5,300 4,900 1,500 6,400 6,000 Sierra Leone

138,200 449,500 418,000 147,700 565,700 526,100 South Africa

11,700 36,500 34,000 12,800 46,800 43,500 Sudan

4,900 16,900 15,700 5,100 20,800 19,300 Swaziland

3,300 11,900 11,000 3,400 14,400 13,400 Togo

13,600 58,200 54,100 11,800 65,900 61,300 Uganda

46,400 165,100 153,600 46,800 200,400 186,400 United Republic of Tanzania

22,600 81,300 75,600 22,600 98,200 91,400 Zambia

42,200 150,600 140,100 42,400 182,500 169,700 Zimbabwe

Asia

5,300 19,200 17,800 5,300 23,100 21,500 Cambodia

15,400 49,600 46,100 16,500 62,600 58,200 China

167,300 561,600 522,300 175,200 697,500 648,600 India

9,800 31,900 29,700 10,500 40,200 37,300 Myanmar

4’600 18’600 17’300 4’200 21’500 20’000 Thailand

Latin America and the Caribbean

130 500 470 120 590 550 Bahamas

50 200 180 40 220 210 Barbados

70 220 200 70 270 250 Belize

4’700 18’800 17’500 4’400 21’900 20’300 Brazil

2’300 8’500 7’900 2’300 10’200 9’500 Dominican Republic

1’600 5’800 5’400 1’600 7’000 6’500 Guatemala

300 1’130 1’050 290 1’340 1’250 Guyana

6’500 23’100 21’400 6’500 27’900 26’000 Haiti

1’500 5’700 5’300 1’500 6’800 6’300 Honduras

700 2’360 2’200 670 2’870 2’670 Jamaica

80 300 280 80 360 330 Suriname

700 2’350 2’180 680 2’860 2’660 Trinidad and Tobago

Countries in developed regions

33’500 94’700 88’100 38’600 126’700 117’800 Russian Federation

12’600 40’800 37’900 13’500 51’400 47’800 Ukraine

3’900 14’500 13’500 3’800 17’300 16’100 United States
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9B

Region HIV 
prevalence

Scenario II: High adherence. Annual continuation rate:
Year 1: 93%, Year 2: 86%, Year 3: 80%, Year 4: 75%, Year 5: 70%

2006 2007 2008

Estimated 
prevalence 
in persons 
aged 15 to 
49 years 
(%)
2005

Number of 
labour force 
participants 
fully unable 
to work and 
who will die 
by end of 
year in the 
absence of 
ARV

Number of 
labour force 
participants 
under 
treatment 
who would  
survive to 
end of year

New 
entrants in 
Stage IV this 
year

Number of 
labour force 
participants 
fully unable 
to work and 
who will die 
by end of 
year in the 
absence of 
ARV

Number of 
labour force 
participants 
under 
treatment 
who would  
survive to 
end of year 

New 
entrants in 
Stage IV this 
year

Number of 
labour force 
participants 
fully unable 
to work and 
who will die 
by end of 
year in the 
absence of 
ARV

Number of 
labour force 
participants 
under 
treatment 
who would  
survive to 
end of year 

Sub-Saharan Africa (40 countries) 6.4 610,200 567,600 628,200 1,195,800 1,111,900 646,200 1,758,200 1,635,200

Asia (5 countries) 0.5 174,300 162,200 183,600 345,800 321,500 192,900 514,400 478,500

Latin America and the Caribbean (12 countries) 0.8 19,600 18,300 19,300 37,600 35,000 19,000 54,000 50,300

Countries in developed regions (3 countries) 0.8 32,300 30,000 38,200 68,200 63,400 44,100 107,500 100,000

Total (60 countries) 1.4 836,400 778,100 869,300 1,647,400 1,531,800 902,200 2,434,100 2,264,000

Main table 9B: Annual survival of labour force participants in Stage IV of HIV/AIDS with access to antiretroviral treatment,
Summary high adherence scenario, by year, 60 countries, 2006-2010
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9B

Scenario II: High adherence. Annual continuation rate:
Year 1: 93%, Year 2: 86%, Year 3: 80%, Year 4: 75%, Year 5: 70%

Region

2009 2010

New 
entrants in 
Stage IV this 
year

Number of 
labour force 
participants 
fully unable 
to work and 
who will die 
by end of 
year in the 
absence of 
ARV

Number of 
labour force 
participants 
under 
treatment 
who would  
survive to 
end of year 

New 
entrants in 
Stage IV this 
year

Number of 
labour force 
participants 
fully unable 
to work and 
who will die 
by end of 
year in the 
absence of 
ARV

Number of 
labour force 
participants 
under 
treatment 
who would  
survive to 
end of year 

664,100 2,299,300 2,138,100 682,700 2,820,900 2,623,300 Sub-Saharan Africa (40 countries)

202,400 680,900 633,200 211,700 844,900 785,600 Asia (5 countries) 

18,600 69,000 64,100 18,300 82,300 76,500 Latin America and the Caribbean (12 countries) 

50,000 150,000 139,500 55,900 195,400 181,700 Countries in developed regions (3 countries)

935,100 3,199,200 2,974,900 968,600 3,943,500 3,667,100 Total (60 countries) 
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Main table 10:  Projected cumulative mortality losses to the labour force as a result of HIV/AIDS,
and equivalent proportion of the labour force, vaccination scenario, by sex, 60 countries, to 2010-2020

Country HIV 
prevalence

Cumulative mortality losses  to the male, female and total labour force  to 2010 and 2015

To 2010 To 2015

Alphabetical order by region

Estimated 
prevalence in 
persons aged 
15-49 years 
(%)
2005

Men Women Total Total 
losses as a 
proportion 
of the total 
labour force 
(%)

Men Women Total Total 
losses as a 
proportion 
of the total 
labour force 
(%)

Sub-Saharan Africa

Angola 3.7 188,900 168,500 357,400 4.19 247,600 238,500 486,100 4.91

Benin 1.8 59,100 43,300 102,400 2.57 77,400 58,000 135,400 2.90

Botswana 24.1 160,400 115,600 276,000 31.16 208,200 157,600 365,800 36.50

Burkina Faso 2.0 253,600 257,700 511,300 6.98 321,800 342,200 664,000 7.68

Burundi 3.3 196,500 222,800 419,300 8.16 257,100 301,800 558,900 9.44

Cameroon 5.4 325,300 251,900 577,200 7.59 414,100 336,800 750,900 8.65

Central African Republic 10.7 184,300 173,300 357,600 15.18 236,700 236,700 473,400 17.51

Chad 3.5 130,800 124,800 255,600 5.81 168,400 174,200 342,600 6.71

Congo 5.3 98,800 72,500 171,300 9.02 125,100 96,700 221,800 9.76

Côte d’Ivoire 7.1 521,000 243,200 764,200 9.12 660,700 322,400 983,100 10.22

Democratic Republic of the Congo 3.2 926,600 743,500 1,670,100 5.90 1,174,200 972,100 2,146,300 6.46

Djibouti 3.1 5,400 4,400 9,800 2.72 7,500 6,100 13,600 3.33

Equatorial Guinea 3.2 13,700 9,500 23,200 9.58 19,400 15,000 34,400 12.24

Eritrea 2.4 43,900 31,000 74,900 3.43 56,800 42,200 99,000 3.85

Ethiopia … 1,049,700 952,700 2,002,400 4.84 1,420,200 1,362,000 2,782,200 5.81

Gabon 7.9 29,400 25,500 54,900 7.53 41,200 38,700 79,900 9.52

Gambia 2.4 6,000 4,900 10,900 1.42 7,800 6,600 14,400 1.64

Ghana 2.3 226,700 247,200 473,900 4.08 290,700 332,700 623,400 4.70

Guinea 1.5 85,900 90,800 176,700 3.44 123,200 141,200 264,400 4.43

Guinea-Bissau 3.8 14,400 10,400 24,800 3.28 19,600 15,500 35,100 3.95

Kenya 6.1 944,700 1,133,400 2,078,100 10.51 1,182,200 1,428,000 2,610,200 11.38

Lesotho 23.2 119,400 95,300 214,700 25.32 148,800 128,000 276,800 29.43

Liberia … 51,500 32,700 84,200 5.84 67,900 50,700 118,600 7.12

Madagascar 0.5 76,700 75,500 152,200 1.50 116,800 126,700 243,500 2.04

Malawi 14.1 632,500 708,000 1,340,500 16.65 833,000 989,700 1,822,700 18.84

Mali 1.7 79,500 87,600 167,100 2.61 103,500 122,600 226,100 2.99

Mozambique 16.1 571,800 707,200 1,279,000 11.14 760,000 1,011,200 1,771,200 13.34

Namibia 19.6 80,000 64,200 144,200 17.03 104,200 89,800 194,000 19.46

Niger 1.1 44,500 39,200 83,700 1.18 69,700 65,900 135,600 1.58

Nigeria 3.9 2,156,500 1,483,200 3,639,700 6.29 2,814,700 2,053,700 4,868,400 7.29

Rwanda 3.1 238,700 233,200 471,900 8.94 283,300 296,800 580,100 9.56

Sierra Leone 1.6 40,400 24,900 65,300 2.43 50,900 33,500 84,400 2.77

South Africa 18.8 2,511,700 1,594,300 4,106,000 17.16 3,279,800 2,204,900 5,484,700 21.12

Sudan 1.6 203,400 72,000 275,400 2.27 292,500 113,200 405,700 2.96

Swaziland 33.4 92,600 46,500 139,100 30.36 118,800 61,000 179,800 34.06

Togo 3.2 87,000 47,800 134,800 4.58 112,400 67,800 180,200 5.22

Uganda 6.7 896,300 960,800 1,857,100 11.68 1,061,800 1,167,000 2,228,800 11.62

United Republic of Tanzania 6.5 1,254,900 1,426,600 2,681,500 11.00 1,626,900 1,915,600 3,542,500 12.53

Zambia 17.0 684,100 574,000 1,258,100 18.60 885,100 746,800 1,631,900 20.66

Zimbabwe 20.1 1,090,800 1,038,600 2,129,400 25.56 1,382,300 1,381,900 2,764,200 28.91

Asia

Cambodia 1.6 203,700 32,100 235,800 3.22 251,700 56,500 308,200 3.64

China 0.1 1,298,900 213,100 1,512,000 0.21 1,992,200 409,400 2,401,600 0.31

India 0.9 5,968,000 549,400 6,517,400 1.42 7,592,700 977,900 8,570,600 1.69

Myanmar 1.3 316,300 50,100 366,400 1.36 416,400 96,900 513,300 1.69

Thailand 1.4 797,200 164,900 962,100 2.67 877,600 239,100 1,116,700 2.91

Latin America and the Caribbean

Bahamas 3.3 5,100 3,800 8,900 5.01 5,500 4,200 9,700 5.10

Barbados 1.5 2,600 520 3,120 1.90 2,700 710 3,410 2.11

Belize 2.5 1,900 460 2,360 1.81 2,800 860 3,660 2.39

Brazil 0.5 408,600 143,700 552,300 0.56 482,700 202,300 685,000 0.65

Dominican Republic 1.1 93,300 18,700 112,000 2.51 109,200 25,900 135,100 2.73

Guatemala 0.9 55,400 17,200 72,600 1.51 69,400 24,300 93,700 1.67

Guyana 2.4 11,500 7,100 18,600 5.15 13,100 8,300 21,400 5.75

Haiti 3.8 259,600 181,300 440,900 9.59 313,700 234,800 548,500 10.49

Honduras 1.5 52,100 38,800 90,900 2.34 66,000 52,800 118,800 2.61

Jamaica 1.5 13,800 10,700 24,500 2.00 17,400 13,900 31,300 2.42

Suriname 1.9 3,500 680 4,200 2.49 3,800 860 4,600 2.66

Trinidad and Tobago 2.6 18,500 7,600 26,100 3.87 22,000 10,500 32,500 4.79

Countries in developed regions

Russian Federation 1.1 634,500 259,400 893,900 1.21 991,200 483,900 1,475,100 2.06

Ukraine 1.4 287,900 116,200 404,100 1.86 357,900 162,600 520,500 2.51

United States 0.6 687,800 144,400 832,200 0.51 736,700 188,300 925,000 0.54
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Cumulative mortality losses to 2020 Country

To 2020

Men Women Total Total 
losses as a 
proportion 
of the total 
labour force 
(%)

Alphabetical order by region

Sub-Saharan Africa

294,800 291,000 585,800 5.09 Angola

93,100 69,100 162,200 2.96 Benin

230,800 175,100 405,900 36.26 Botswana

378,800 409,200 788,000 7.72 Burkina Faso

312,200 366,900 679,100 9.93 Burundi

472,800 385,500 858,300 8.73 Cameroon

273,300 279,200 552,500 17.92 Central African Republic

193,700 210,700 404,400 6.73 Chad

147,900 115,900 263,800 9.66 Congo

753,200 365,900 1,119,100 10.21 Côte d’Ivoire

1,386,700 1,135,700 2,522,400 6.42 Democratic Republic of the Congo

9,000 7,300 16,300 3.47 Djibouti

23,300 19,100 42,400 12.86 Equatorial Guinea

67,900 50,700 118,600 3.91 Eritrea

1,687,400 1,636,800 3,324,200 6.03 Ethiopia

49,100 47,300 96,400 10.12 Gabon

9,400 7,800 17,200 1.72 Gambia

332,500 384,600 717,100 4.77 Ghana

150,800 176,500 327,300 4.69 Guinea

24,000 19,200 43,200 4.01 Guinea-Bissau

1,420,000 1,636,300 3,056,300 11.46 Kenya

165,900 144,100 310,000 29.94 Lesotho

75,900 63,200 139,100 7.20 Liberia

145,100 161,400 306,500 2.20 Madagascar

998,400 1,207,400 2,205,800 19.14 Malawi

124,400 149,400 273,800 3.05 Mali

893,200 1,212,000 2,105,200 13.71 Mozambique

115,900 101,000 216,900 18.80 Namibia

90,800 86,200 177,000 1.72 Niger

3,310,000 2,427,400 5,737,400 7.47 Nigeria

322,200 346,100 668,300 9.65 Rwanda

58,900 39,400 98,300 2.82 Sierra Leone

3,541,900 2,386,700 5,928,600 21.19 South Africa

340,300 138,500 478,800 3.11 Sudan

135,900 67,900 203,800 34.20 Swaziland

132,400 82,600 215,000 5.33 Togo

1,216,800 1,346,100 2,562,900 11.00 Uganda

1,903,600 2,246,200 4,149,800 12.75 United Republic of Tanzania

1,056,400 873,100 1,929,500 20.94 Zambia

1,566,200 1,581,200 3,147,400 29.18 Zimbabwe

Asia

270,400 96,400 366,800 3.62 Cambodia

2,281,800 724,600 3,006,400 0.36 China

8,095,400 1,647,100 9,742,500 1.69 India

454,600 166,300 620,900 1.77 Myanmar

849,800 309,400 1,159,200 2.82 Thailand

Latin America and the Caribbean

5,400 4,100 9,500 4.71 Bahamas

2,500 750 3,250 2.06 Barbados

3,200 1,100 4,300 2.46 Belize

512,000 236,000 748,000 0.68 Brazil

111,500 30,500 142,000 2.64 Dominican Republic

78,600 29,900 108,500 1.67 Guatemala

13,600 8,600 22,200 5.85 Guyana

352,900 269,600 622,500 10.62 Haiti

75,800 62,500 138,300 2.67 Honduras

18,900 15,000 33,900 2.53 Jamaica

3,400 870 4,300 2.42 Suriname

22,400 11,600 34,000 5.09 Trinidad and Tobago

Countries in developed regions

1,061,000 564,600 1,625,600 2.40 Russian Federation

347,800 167,400 515,200 2.67 Ukraine

709,000 212,200 921,200 0.53 United States
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Region HIV 
prevalence

Cumulative mortality losses to the male, female and total labour force to 2010 and 2015

To 2010 To 2015

Estimated 
prevalence in 
persons aged 
15 to 49 years 
(%)
2005

Men Women Total Total 
losses as a 
proportion 
of the total 
labour force 
(%)

Men Women Total Total 
losses as a 
proportion 
of the total 
labour force 
(%)

Sub-Saharan Africa (40 countries) 6.4 16,377,400 14,238,500 30,615,900 9.06 21,172,300 19,251,800 40,424,100 10.56

Asia (5 countries) 0.5 8,584,100 1,009,600 9,593,700 0.70 11,130,600 1,779,800 12,910,400 0.90

Latin America and the Caribbean (12 countries) 0.8 925,900 430,560 1,356,480 1.15 1,108,300 579,430 1,687,670 1.34

Countries in developed regions (3 countries) 0.5 1,610,200 520,000 2,130,200 0.83 2,085,800 834,800 2,920,600 1.13

Total (60 countries) 1.4 27,497,600 16,198,660 43,696,280 2.01 35,497,000 22,445,830 57,942,770 2.64

Main table 10: Projected cumulative mortality losses to the labour force as a result of HIV/AIDS, and  equivalent proportion
Summary of the labour force, vaccination scenario, by sex, 60 countries, to 2010-2020
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Cumulative mortality losses to 2020 Region

To 2020

Men Women Total Total 
losses as a 
proportion 
of the total 
labour force 
(%)

24,504,900 22,449,700 46,954,600 10.80 Sub-Saharan Africa (40 countries)

11,952,000 2,943,800 14,895,800 1.02 Asia (5 countries) 

1,200,200 670,520 1,870,750 1.39 Latin America and the Caribbean (12 countries) 

2,117,800 944,200 3,062,000 1.19 Countries in developed regions (3 countries)

39,774,900 27,008,220 66,783,150 2.92 Total (60 countries) 
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Country HIV 
prevalence

Difference in cumulative mortality losses to the male, female and total labour force to years 2010 and 2015

To 2010 To 2015

Alphabetical order by region

Estimated 
prevalence in 
persons aged 
15-49 years 
(%)
2005

Men Women Total Difference 
in losses as 
a proportion 
of the total 
labour force 
(%)

Men Women Total Difference 
in losses as 
a proportion 
of the total 
labour force 
(%)

Sub-Saharan Africa

Angola 3.7 2,400 1,400 3,800 1.1 25,300 19,700 45,000 9.3

Benin 1.8 500 200 700 0.7 6,300 3,700 10,000 7.4

Botswana 24.1 1,300 600 1,900 0.7 16,000 10,200 26,200 7.2

Burkina Faso 2.0 1,500 600 2,100 0.4 21,600 18,100 39,700 6.0

Burundi 3.3 1,900 1,300 3,200 0.8 20,600 19,900 40,500 7.2

Cameroon 5.4 4,300 2,200 6,500 1.1 43,900 27,900 71,800 9.6

Central African Republic 10.7 2,100 1,200 3,300 0.9 22,800 16,500 39,300 8.3

Chad 3.5 1,500 800 2,300 0.9 17,500 14,000 31,500 9.2

Congo 5.3 800 300 1,100 0.6 9,800 5,700 15,500 7.0

Côte d’Ivoire 7.1 5,000 1,300 6,300 0.8 60,900 26,000 86,900 8.8

Democratic Republic of the Congo 3.2 9,400 4,600 14,000 0.8 111,800 73,100 184,900 8.6

Djibouti 3.1 100 100 200 2.0 800 600 1,400 10.3

Equatorial Guinea 3.2 300 100 400 1.7 3,300 1,800 5,100 14.8

Eritrea 2.4 500 300 800 1.1 5,700 3,600 9,300 9.4

Ethiopia … 17,000 9,800 26,800 1.3 190,700 153,300 344,000 12.4

Gabon 7.9 500 200 700 1.3 6,000 4,200 10,200 12.8

Gambia 2.4 0 0 0 0.0 500 300 800 5.6

Ghana 2.3 2,800 2,100 4,900 1.0 29,900 27,100 57,000 9.1

Guinea 1.5 1,900 1,300 3,200 1.8 20,300 18,800 39,100 14.8

Guinea-Bissau 3.8 100 100 200 0.8 2,100 1,300 3,400 9.7

Kenya 6.1 3,600 2,900 6,500 0.3 34,100 39,500 73,600 2.8

Lesotho 23.2 1,500 800 2,300 1.1 17,200 12,400 29,600 10.7

Liberia … 400 100 500 0.6 8,800 5,100 13,900 11.7

Madagascar 0.5 1,900 1,200 3,100 2.0 21,500 18,900 40,400 16.6

Malawi 14.1 6,600 4,400 11,000 0.8 75,900 71,000 146,900 8.1

Mali 1.7 900 600 1,500 0.9 9,900 9,400 19,300 8.5

Mozambique 16.1 7,900 5,900 13,800 1.1 90,900 90,000 180,900 10.2

Namibia 19.6 900 400 1,300 0.9 10,400 7,500 17,900 9.2

Niger 1.1 1,200 700 1,900 2.3 12,700 9,600 22,300 16.4

Nigeria 3.9 24,400 7,900 32,300 0.9 297,500 149,200 446,700 9.2

Rwanda 3.1 1,600 1,100 2,700 0.6 16,900 15,700 32,600 5.6

Sierra Leone 1.6 400 300 700 1.1 4,900 2,900 7,800 9.2

South Africa 18.8 33,700 15,500 49,200 1.2 357,200 213,500 570,700 10.4

Sudan 1.6 4,100 1,000 5,100 1.9 48,500 15,200 63,700 15.7

Swaziland 33.4 900 200 1,100 0.8 11,800 5,700 17,500 9.7

Togo 3.2 800 400 1,200 0.9 10,100 5,600 15,700 8.7

Uganda 6.7 1,200 400 1,600 0.1 15,600 13,500 29,100 1.3

United Republic of Tanzania 6.5 13,100 8,700 21,800 0.8 153,800 145,100 298,900 8.4

Zambia 17.0 5,300 2,500 7,800 0.6 65,800 47,000 112,800 6.9

Zimbabwe 20.1 9,400 4,100 13,500 0.6 125,100 93,500 218,600 7.9

Asia

Cambodia 1.6 1,500 24,700 26,200 11.1 20,700 30,600 51,300 16.6

China 0.1 59,000 205,700 264,700 17.5 733,100 380,900 1,114,000 46.4

India 0.9 65,300 435,100 500,400 7.7 740,600 537,200 1,277,800 14.9

Myanmar 1.3 3,200 47,400 50,600 13.8 36,200 55,600 91,800 17.9

Thailand 1.4 1,200 74,500 75,700 7.9 23,200 64,900 88,100 7.9

Latin America and the Caribbean

Bahamas 3.3 0 0 0 0.0 100 100 200 2.1

Barbados 1.5 0 0 0 0.0 0 -10 -10 -0.3

Belize 2.5 0 40 40 1.7 400 140 540 14.8

Brazil 0.5 2,100 600 2,700 0.5 23,200 8,800 32,000 4.7

Dominican Republic 1.1 700 100 800 0.7 7,300 1,500 8,800 6.5

Guatemala 0.9 400 100 500 0.7 3,600 1,000 4,600 4.9

Guyana 2.4 0 0 0 0.0 700 300 1,000 4.7

Haiti 3.8 1,500 800 2,300 0.5 17,200 13,200 30,400 5.5

Honduras 1.5 300 100 400 0.4 4,200 2,700 6,900 5.8

Jamaica 1.5 100 0 100 0.4 800 600 1,400 4.5

Suriname 1.9 0 20 20 0.5 100 40 140 3.0

Trinidad and Tobago 2.6 100 100 200 0.8 1,700 900 2,600 8.0

Countries in developed regions

Russian Federation 1.1 17,900 5,200 23,100 2.6 180,900 79,600 260,500 17.7

Ukraine 1.4 4,000 1,200 5,200 1.3 39,200 17,200 56,400 10.8

United States 0.6 1,500 0 1,500 0.2 22,000 3,800 25,800 2.8

Main table 11:  Projected cumulative mortality losses to the labour force as a result of HIV/AIDS, and equivalent proportion of
the labour force, difference between vaccination and no vaccination scenarios, by sex, 60 countries, to 2010-2020
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Difference in cumulative mortality losses to 2020 Country

To 2020

Men Women Total Difference 
in losses as 
a proportion 
of the total 
labour force 
(%)

Alphabetical order by region

Sub-Saharan Africa

77,700 72,700 150,400 25.7 Angola

19,900 14,200 34,100 21.0 Benin

52,200 40,200 92,400 22.8 Botswana

68,100 70,500 138,600 17.6 Burkina Faso

64,000 74,000 138,000 20.3 Burundi

135,000 102,800 237,800 27.7 Cameroon

71,000 62,000 133,000 24.1 Central African Republic

56,500 54,200 110,700 27.4 Chad

31,100 22,200 53,300 20.2 Congo

188,000 96,600 284,600 25.4 Côte d’Ivoire

355,400 278,800 634,200 25.1 Democratic Republic of the Congo

2,600 2,000 4,600 28.2 Djibouti

10,700 7,200 17,900 42.2 Equatorial Guinea

17,700 13,300 31,000 26.1 Eritrea

575,400 548,600 1,124,000 33.8 Ethiopia

18,800 16,300 35,100 36.4 Gabon

1,500 1,200 2,700 15.7 Gambia

92,400 99,600 192,000 26.8 Ghana

63,400 70,400 133,800 40.9 Guinea

6,500 5,000 11,500 26.6 Guinea-Bissau

97,600 138,800 236,400 7.7 Kenya

50,700 43,900 94,600 30.5 Lesotho

27,500 20,500 48,000 34.5 Liberia

66,700 69,500 136,200 44.4 Madagascar

242,500 270,100 512,600 23.2 Malawi

30,700 35,300 66,000 24.1 Mali

287,400 332,200 619,600 29.4 Mozambique

34,700 29,700 64,400 29.7 Namibia

38,600 35,300 73,900 41.8 Niger

927,000 586,300 1,513,300 26.4 Nigeria

51,900 57,600 109,500 16.4 Rwanda

14,500 10,300 24,800 25.2 Sierra Leone

1,101,700 740,800 1,842,500 31.1 South Africa

148,900 54,300 203,200 42.4 Sudan

36,400 19,600 56,000 27.5 Swaziland

32,300 21,000 53,300 24.8 Togo

52,800 58,300 111,100 4.3 Uganda

481,000 540,500 1,021,500 24.6 United Republic of Tanzania

206,900 171,500 378,400 19.6 Zambia

390,900 366,100 757,000 24.1 Zimbabwe

Asia

67,400 28,700 96,100 26.2 Cambodia

2,391,400 664,300 3,055,700 101.6 China

2,270,000 457,800 2,727,800 28.0 India

110,600 43,800 154,400 24.9 Myanmar

78,400 39,500 117,900 10.2 Thailand

Latin America and the Caribbean

700 700 1,400 14.7 Bahamas

200 50 250 7.7 Barbados

1,400 500 1,900 44.2 Belize

74,400 35,100 109,500 14.6 Brazil

22,100 5,900 28,000 19.7 Dominican Republic

10,900 3,700 14,600 13.5 Guatemala

2,100 1,200 3,300 14.9 Guyana

55,200 49,000 104,200 16.7 Haiti

14,600 11,500 26,100 18.9 Honduras

2,600 2,100 4,700 13.9 Jamaica

400 130 530 12.3 Suriname

5,300 3,100 8,400 24.7 Trinidad and Tobago

Countries in developed regions

496,500 281,200 777,700 47.8 Russian Federation

109,200 61,600 170,800 33.2 Ukraine

80,900 20,100 101,000 11.0 United States
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Region HIV 
prevalence

Difference in cumulative mortality losses to the male, female and total labour force to 2010 and 2015

To 2010 To 2015

Estimated 
prevalence in 
persons aged 
15 to 49 years 
(%)
2005

Men Women Total Difference 
in losses as 
a proportion 
of the total 
labour force 
(%)

Men Women Total Difference 
in losses as 
a proportion 
of the total 
labour force 
(%)

Sub-Saharan Africa (40 countries) 6.4 173,700 87,600 261,300 0.85 2,004,400 1,416,100 3,420,500 8.46

Asia (5 countries) 0.5 130,200 787,400 917,600 9.56 1,553,800 1,069,200 2,623,000 20.32

Latin America and the Caribbean (12 countries) 0.8 5,200 1,840 7,040 0.52 59,300 29,270 88,570 5.25

Countries in developed regions (3 countries) 0.8 23,400 6,400 29,800 1.40 242,100 100,600 342,700 11.73

Total (60 countries) 1.4 332,500 883,240 1,215,740 2.78 3,859,600 2,615,170 6,474,770 11.17

Main table 11: Projected cumulative mortality losses to the labour force as a result of HIV/AIDS, and equivalent proportion of
Summary the labour force, difference between vaccination and no vaccination scenarios, by sex, 60 countries, to 2010-2020

HIVWork_estim06_tables.indd 132HIVWork_estim06_tables.indd   132 14.11.2006 7:55:2714.11.2006   7:55:27



ILO, 2006 HIV/AIDS and work: global estimates, impact on children and youth, and response 2006   133

11

Difference in cumulative mortality losses to 2020 Region

To 2020

Men Women Total Difference 
in losses as 
a proportion 
of the total 
labour force 
(%)

6,228,600 5,253,400 11,482,000 24.5 Sub-Saharan Africa (40 countries)

4,917,800 1,234,100 6,151,900 41.3 Asia (5 countries) 

189,900 112,980 302,880 16.2 Latin America and the Caribbean (12 countries) 

686,600 362,900 1,049,500 34.3 Countries in developed regions (3 countries)

12,022,900 6,963,380 18,986,280 28.43 Total (60 countries) 

HIVWork_estim06_tables.indd 133HIVWork_estim06_tables.indd   133 14.11.2006 7:55:2814.11.2006   7:55:28



62791_HIV_Couv:Mise en page 1  20.11.2006  14:02  Page 1




