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HIV stands for Human Immunodeficiency
Virus, which attacks and weakens the
immune system. When the body reaches the
point where the immune system is too
compromised to ward off infection, the
patient has AIDS, Acquired
Immunodeficiency Syndrome, a fatal disease.
As yet, there is no cure for AIDS and no
vaccine to prevent HIV. Current treatment
includes HAART, or “highly active retroviral
therapy”. Formulated in the late 1990s, it
“involves using a combination of three or
more antiretroviral medicines that work
together to slow the rate at which HIV
multiplies in the body, thus allowing the
immune system to stay healthy and delaying
the progression of the disease to AIDS.”1
First diagnosed in 1981,2 HIV/AIDS has
influenced the development of health care
ethics, first as the epidemic was experienced
in North America and now as it is being
experienced in Sub Saharan Africa.
HIV /AID S IN CANADA: STA TISTICS

The first AIDS diagnosis in Canada was
made in 1982 and the first death from AIDS
occurred in Canada in 1983.3 Reporting
began in 1985. Initially in Canada,
HIV/AIDS was most widespread in the male
homosexual population, and in hemophiliacs
and others who had been transfused with
tainted blood. Needle sharing injectable drug
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users also accounted for a large proportion of
those infected with HIV/AIDS.
From 1985 to the end of 2008, 67,442 people
in Canada were reported to be HIV positive.4
From the beginning of the epidemic until the
end of 2008, there have been 21,300 reported
AIDS cases in Canada5 and 13,458 people
have died of AIDS. 6 Until 1994, 7% of
AIDS cases were women; in 2007, 20% were
women.7 By 2008, 246 children had been
diagnosed with AIDS.8
E TH I CAL I S SUE S I N N O RTH A ME RI CA

In North America, the onset of the
HIV/AIDS epidemic coincided with the turn
from paternalism in health care, “where
physicians were able to rely almost
exclusively on their own judgements about
their patients’ needs for treatment,
information and consultation” 9 to an
emphasis on patient autonomy and patientdriven treatment decisions. Many of the
ethical issues raised by the epidemic as it was
experienced in North America coincided with
and contributed to this development.
For instance, patient populations hit hardest
by the epidemic included homosexual men.
Then socially marginalized and fearing
further stigmatization because of the disease,
patients insisted on rights to privacy and
confidentiality, including the right to
anonymous testing. At that time, universal
bodily substance precautions—the use of
gloves, masks and protective eyewear
donned by health care professionals in the
treatment of patients—were adopted. With
all patients being treated with the same
precautions, there was no need to distinguish
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between those who were HIVpositive and
those who were not. With AIDS taking them
in the prime of their lives, patients wanted a
greater say in treatment decisions, including
end-of-life care. Advance directives,
particularly living wills, were being
developed at that time. Knowing that there
was no cure for AIDS, patients nevertheless
agitated to be enrolled in clinical trials and
otherwise have access to experimental drugs
that might prolong their lives. This raised
issues of rationing (who should be enrolled
in trials when enrollment was limited),
informed consent (did desperation obscure
freedom in decision making), and a patient’s
right to risk.10

In Sub-Saharan Africa, HIV/AIDS is
primarily spread through heterosexual sexual
activity16 and “the vast majority of people
living with HIV in Africa are between the
ages of 15 and 49 – in the prime of their
working lives.”17 In South Africa, 21% of
teachers aged 25-34 are HIV positive.18
Botswana lost 17% of its health care workers
between 1999-2005 to AIDS.19 In Zambia,
40% of midwives are HIV positive.20 Of all
AIDS deaths in Sub-Saharan Africa, 60% are
in the 20-49 year old age group.21 In
Swaziland, the average life expectancy is
now 31 years of age.22

The focus of many of these issues was on
patients as individuals and their rights to
privacy and protection from discrimination,
as well as to their right to participate in and
even direct decisions around their treatment
and care. This emphasis on individual rights
and patient participation in treatment
decisions was deeply influential in shaping
health care ethics in which respect for patient
autonomy became a driving principle.

Perhaps the most pressing issue initially was
that HIV/AIDS patients in Sub-Saharan
Africa did not have access to the same
medicines and medical care that are available
to their counterparts in North America.
HAART has been proven to delay the onset
of AIDS and thus prolong the lives of those
who are HIV positive. AZT taken by
pregnant women can help prevent the
transmission of HIV to their children during
pregnancy and childbirth. While the cost of
these drugs became more affordable for
patients in North America, they were simply
beyond the means of patients in Sub-Saharan
Africa.23 Furthermore, while HAART can be
a complex “cocktail” of drugs in North
America because of drug interaction and the
possible side effects for patients, in SubSaharan Africa, the regimen is simplified out
of necessity. In part this is because, as
HIV/AIDS has had a devastating impact on
the professional classes, there simply aren’t
enough practitioners to oversee complicated
regimens or technicians to do ongoing
diagnostic testing. 24

SU B- SAHARAN A FRICA : STATISTI CS

According to UNAIDS, “Sub-Saharan Africa
remains the region most heavily affected by
HIV world wide, accounting for over two
thirds (67%) of all people living with HIV
and for nearly three quarters (72%) of AIDSrelated deaths in 2008.”11 By 2008, an
estimated 22.4 million people in Sub-Saharan
Africa were HIV positive; of these an
estimated 1,800,000 were children.12 Since
the beginning of the epidemic, an estimated
fifteen million people in Sub-Saharan Africa
have died of AIDS, 1.4 million in 2008
alone.13 The epidemic has left nearly fourteen
million children orphaned.14 In Swaziland, an
estimated 26.1% of all adults are HIV
positive; in Botswana, 23.9%; in Lesotho,
23.2%; in South Africa, 18.1%.15

HIV /AID S : TH E ETHI CAL IS SUE S I N
SU B- SAHARAN A FRICA

HIV/AIDS is also threatening the social
fabric of much of Sub-Saharan Africa.
Traditionally orphanages have not been a
part of African society; instead, orphaned
children would be taken in by members of
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their large extended families. HIV/AIDS and
the sheer numbers of children who have lost
one or both parents to the disease have
changed this. Even before they are orphaned,
children find themselves caring for sick
parents—parents who may be unable to work
and no longer bring money into the
household. Once their parents have died, the
children may join other cousins who are also
in the care of an aunt who may also be ill.
Many, many children are taken in by
grandmothers, older and who have few
economic resources. And many children
simply assume the duties of their parents,
raising siblings without help. School is out of
the question for them and these children who
need parenting themselves become open to
exploitation.25
In Sub-Saharan Africa, HIV/AIDS has
created vulnerable populations open to
discrimination, particularly women.
HIV/AIDS is associated with promiscuity
and, even though a woman may have been
infected by her husband, she often risks
violence, abandonment, even death if she
discloses her HIV status. The woman and her
children also risk being ostracized by
families and neighbours. This discrimination
and the cult of secrecy and silence it
engenders can become an obstacle to
education, treatment and prevention of
further spread of HIV/AIDS.26
While it would be wrong to lose sight of the
individual in the experience of HIV/AIDS in
Sub-Saharan Africa, many of the issues
identified point to the importance of adopting
a social justice perspective in health care.
One can ask, for instance, what fairness
requires when such a gap exists between the
medical care available to HIV positive
Africans and HIV positive North Americans.
It is clear that poverty plays a large role in
this discrepancy, affecting the health of
millions of people. Furthermore, the situation
in Sub-Saharan Africa raises issues of what
“health” means. A child orphaned by AIDS

may herself be infection-free but, at age
eleven, is unable to go to school because she
has cared for her dying parents and now is in
charge of three younger siblings, one of
whom might be infected, and has no way of
bringing money or food into the household
except through unregulated menial labour
and, eventually, prostitution. For her, health
means more than the absence of disease or
infirmity. As well, given the effects of
HIV/AIDS on the social and economic fabric
of Sub-Saharan Africa and on the world’s
consciousness, health becomes more than the
state of an individual; it becomes a
community—a global—matter.
C O N CL U S I O N

Bioethics is an evolving discipline and the
HIV/AIDS epidemic, as it has been
experienced in North America and SubSaharan Africa, has had a profound effect on
this evolution. Out of the crisis in North
America came an emphasis on safeguarding
the dignity of individuals, protecting persons
from discrimination, involving patients in
treatment decisions, and protecting
individual rights and interests. HIV/AIDS as
it is being experienced in Sub-Saharan Africa
continues to shape health care ethics.
Without abandoning respect for patient
autonomy, it has nevertheless raised issues of
justice and points to the necessity of moving
to a more comprehensive understanding of
health and the realization that the wellbeing
of our global community matters.
From a Catholic point of view, all of these
developments have been consistent with our
life ethic: that all persons are valuable no
matter what their stage of existence or state
of health and that we must work to protect
and uphold their dignity as persons. As
members of the Body of Christ, we are
connected to one another; the wellbeing—or
lack of wellbeing—of one member of the
Body will affect the overall health of the rest
of the members. And, as the parable of the
Good Samaritan teaches, we must move
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beyond a narrow understanding of who our
neighbour is to adopt a much broader and
more inclusive perspective. ■
Bridget Campion, PhD, is a member of CCBI’s staff.
She also teaches at Trent University.
IN THE NEXT ISSUE OF BIOETHI CS
MAT TE RS : TH E A FRICAN CHU RCH
RESPONDS TO THE H IV /AID S CRI SIS.
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