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Helen: Thank you very much to the Asia Society and to all for coming.  Just a few preliminary remarks before the experts come on.  

This is not a part of the world I know very well, but it is a very troubled part of the world, it is very severely affected by HIV which 

I’ve cared about for a long time.  Burma’s been under military rule for more than four decades; it’s currently run by a military junta 

as the state Peace and Development Council.   

 

The current political situation is characterized by lack of basic freedoms, border wars, and woeful underinvestment in health and 

education.  The consequences of this for the Burmese people are staggering.  A hundred thousand new cases of TB cases each year, 

and has one of the highest rates of HIV in Asia and one child in ten dies by age five. Fewer than half of Burmese children complete 

primary school.   

 

Since the 1990s the growing number of international agencies have been trying to address the public health prices there.  At first, 

mainly through humanitarian measures but increasingly in a more long term development focus.  This was facilitated at first by 

relatively pragmatic leadership of Khin Nyunt who encouraged international NGOs to come in and permitted them to run programs 

with relative freedom.  In the late 90s until there was a political shakeup in 2004 and since then, many agencies, including the Red 

Cross, MSF, the Global Fund, and others, begin finding it increasingly difficult to carry out their programs.  There were travel 

restrictions, difficulties working with local groups, government spies embedded in field missions, frustrating bureaucratic 

blockages, and so on.  As a result, some programs were scaled back or shut down.  It's not uncommon for oppressive regimes to try 

to control public health information and silence health activists.  When I lived in the Czech republic several years, I met a doctor 

who went to jail in the 1980s shortly after mentioning in his speech the nation's air pollution was likely responsible for ''field" 

abnormalities.  More recently, I have spent a lot of time studying the AIDS epidemic in Africa, where in many countries, from 

Swaziland to South Africa to Uganda, groups of AIDS activists have been seen by their governments as a direct political threat.  

Many people don't realize how political public health actually is, and a lot of foreign aid agencies try not to think about this, and just 

try to carry out their programs.  But I suspect the junta is aware of it.  

 

How important is this?  Sometimes public health isn’t so complicated and you can just take the moral high ground and say “We’re 

here to deliver services, not to change the world.” As UNICEF and other agencies have shown, sometimes you can even carry out 

childhood vaccination campaigns in a war zone, if you inform the combatants that this is more important than what they are fighting 

about, they stop for a day and then resume when the campaign is over.  But for most long term public health interventions, you 

really need a different approach.   

 

So I mention that I have been working on HIV/AIDS and Africa for almost 15 years, and the political dimensions are very hard to 

miss.  Why is there so much international emphasis placed on AIDS when millions of children are still dying from diseases like 

diarrhea and pneumonia which can be treated and prevented by pennies.  The reason is politics.  Why does President Thabo Mbeki 

of South Africa go around trying to confuse people by publicly questioning the links between HIV and AIDS?  As I’ve tried to 

argue in my book, Invisible Cure, it’s all about politics.  I started working on AIDS in 1993, when I went out to Uganda on behalf of 

a biotechnology company; it was trying to develop an AIDS vaccine.  I was a scientist back then and I realized pretty quickly that 

this is going to be a very tough problem, and we better think of something else to do about the epidemic while we’re waiting for 

someone to come up with the vaccine, if they ever do.   

 

So since then, I’ve been trying to think about how the epidemic can be addressed otherwise, and it seems to me and increasingly to a 

lot of other people that if you really want to see sustained impact on the AIDS epidemic, you need a social movement.  People need 

to come together; you need real participation by affected communities facing up to a shared calamity.  Delivering services alone is 

not enough.  Two most dramatic examples of two most dramatic successes against HIV that I know of occurred in the gay 

community here in the United States in the 1980s and in Uganda a little later on.  I happened to be in both places when this was 

happening, and what I remember was the people were marching in the streets, publishing memoirs, making quilts, sometimes 

complaining openly about their governments and other institutions.  In both places activity was really very spontaneous and self-

generated, and the government allowed it to flourish.  For the past 10 years, there has been a global movement to increase foreign 

aid, especially for health, and that’s great, but as anyone in the AIDS business knows, some projects don’t work and some projects 

can even make things worse, even when those spending it have the best intentions.   

 

When the Global Fund for AIDS, TB and Malaria pulled out of Burma two years ago, because of government restrictions that they 

said hampered their work, there was a big debate about why this had happened and what other agencies should do.  There were 

questions like don’t these agencies have responsibilities to help as many people as they can, whatever the constraints, what were the 



real reasons why the Global Fund pulled out, and so on.  For some, the whole controversy boiled down to a simple yes or no 

question: should there be foreign aid in Burma or not.  But this is not the question.  The question is how do you operate in such a 

situation; bearing in mind what you ultimately need to do is very much not what the government wants you to do, meaning generate 

local activism.  This makes great demands on the diplomatic capabilities of foreign aid agencies and sometimes on their integrity.  

I'm very interested in this, but I'm glad I'm not the one in the middle of it, having to deal with it, and it's not my place to decide what 

to do.  However, three gentlemen who are going to speak tonight are very much in the middle of it.  Arieh Neyer is the president of 

the Open Society Institute, which has a program devoted to human right in Burma,  Brian Williams is the UNAIDS Country 

Director Coordinator for Burma since October 2004, and Joe Amon is Director of the HIV/AIDS program at Human Rights Watch.  

They will each speak for about 10-15 minutes or so, and there will be a discussion among us and with all of you.  I think Brian will 

go first.   

 

Brian: Good evening ladies and gentlemen, and thank you for spending some of your time to come and listen and learn about 

Burma and about the people of Burma and the struggles that they face.  My grandfather was a minister in the United Church of 

Canada, my father was a labor leader, so I have to admit, Helen, that the 10-minute rule will be a bit challenging for me, so please 

don’t hesitate to give me a dirty look if I carry on too much.  Before I begin, I want to say a sentence or two about current events in 

Myanmar, by which I mean the string of protest in different parts of the country that have occurred in the past couple of weeks in 

response to dramatic and unannounced fuel price increases.  The UN SG as well as the Special Rapportuer on Human Rights have 

both been vocal on the issue.  Inside the country, the United Nations, particularly through the office of the resident humanitarian 

coordinator, is monitoring as closely as we can, and feeding information into the global United Nations offices.  My role as 

UNAIDS coordinator of course, leads me to spend my time on HIV, but I do want to start my presentation by acknowledging the 

seriousness of these recent events.   

 

(13:05) Let me turn then to my main topic which is AIDS.  The starting point for me for any discussion for humanitarian 

engagements in Myanmar is that it is a right to have access to healthcare and my litmus test always for the decisions that we have to 

make on (xxx) which is Helen has described are complicated and difficult.  The litmus test for me always is what is it that the people 

of Myanmar, what is it that the HIV-positive person would want me to do.  That doesn’t give me a clear answer, but it reminds me 

always about where we want to start.  There are 50 million living inside Myanmar, and as far as I’m concerned, each one of them 

has the right to knowledge about HIV, has the right to prevention services, and most acutely, 67 thousand of them have a right to 

life saving antiretroviral treatment.  I believe that a rights-based approach starts with the questions can we provide services to people 

genuinely in need, and if the answer to that question is yes, then I think as humanitarians we have an obligation to do so.   

 

In my remarks this evening, I will briefly discuss the epidemic itself because I think I will have to, then I will provide snapshots of 

how our work is carried out, of how in three critical areas of AIDS programming, namely working with drug users, working with 

sex workers, and providing ART.  With respect to the epidemic itself, Myanmar’s epidemic is one of the three worst in Asia, 

alongside Thailand and Cambodia.  It’s a classic Asian epidemic in the sense that prevalence rates, the proportion at any given time 

of people living with the virus in their bodies is highest first amongst drug users, then it spreads into female sex workers, and from 

there, rather euphemistically, into the broader population.  Concerning drug users, prevalence rates are quite high, probably close to 

50%.  One consultant on an independent review a couple of years ago guesstimated that a new injecting user, someone who just 

became addicted, probably within 50 days would become HIV-positive - such is the effectiveness of transmission of the virus when 

you are sharing needles.  Maybe that would be 25 days, maybe that would be 100 days, either way, it’s quite shocking.  Prevalence 

is also high within the sex worker population.  Surveillance guesstimates that roughly one quarter of sex workers, for example, are 

positive in Yang Gong and in Mandalay.  Evidence from projects also suggests that prevalence rates are high within the community 

of MSM.  Our data is not very good in that area, we hope to get better data later this year.  (15:32).  

 

While prevalence rates are highest amongst these groups, the burden of being infected is carried, in fact, by a much broader 

population.  Overall, the most recent published UNAIDS estimates for Myanmar from 2006 are that there are between 200-550 

thousand people infected with HIV.  More recent data from early 2007 had some improvements in modeling suggests that perhaps 

that Burma is at the lower end of that range, and I guess for the purposes of this evening I’d like you to think about there being 

roughly a quarter million Burmese innocents who are HIV-positive.  If these individuals, a third is composed of a high-risk groups 

that I mentioned, another third is historical sense – it’s men who used to be high risk, men who weren’t at mining sites but who. 

Men who had migrated and returned, women who had migrated and returned, former drug users and so on, and the final third of the 

current people living with HIV in Myanmar is composed of women whose principal risky behavior consists of simply being 

married.  While our understanding of Myanmar sexual behavior is limited, we would certainly like to be able to research what 

evidence we do have suggests that Myanmar follows a pretty typical pattern of the region.  Men seek sex outside of marriage, often 

by paying for it, whereas women do not.  Women are most often infected from their husbands. 

 

With this background on the epidemic, let me turn to my three snapshots of AIDS work and I will begin with drug use.  I’d like to 

talk about the services that are available for drug users in the town of Lashio, which is in the Northern Shan state, close to the 

Chinese border.  It’s a traditional pappy growing area and consequently there’s significant drug use.  In Myanmar, simply to be 



biologically addicted to heroin is illegal in itself.  You’re already breaking the law if you’re simply addicted, without having 

purchased anything.  By law, drug users are required to register themselves at drug treatment centers and if they don’t they can be, 

and many are, simply arrested.  Global experience suggests that a comprehensive package of support services can best improve the 

health of the addicts, reduce HIV transmissions and have beneficial effects for the community.  The package includes education and 

medical care, social support, advocacy to authority, and even to communities and families about addiction and how it works.  And 

of course providing materials and equipment so that injecting can be done safely without sharing needles, and even providing 

substitution therapy such as methadone which allows drug users to have a much more manageable and stable life.  In the town of 

Lashio, all of these services are now available to some extent.  Organizations including: the United Nations Office for Drug and 

Crime, UNODC; the Asian Harm Reduction Network; the Asia Regional HIV Project supported by the Australians; the Myanmar 

Antinarcotics Associations; Burnet Institute, are all working in some way to provide elements of this package.   

 

This picture is of a drop-in center for drug users in Lashio and as you can imagine in an environment where heroin use is illegal, and 

users are normally arrested, having such a drop-in center can only be established with the permission of the authorities.  And this 

permission must be negotiated.  In Myanmar, negotiations to provide services such as this for drug users begin at a central level, 

central by which I mean the central administration.  Advocacy is the first step, explaining to the authorities what sorts of 

international best practice exists, why it works, how it has been determined.  International organizations must then request 

extremely detailed permission, down to the level of townships for their activities explaining exactly what kinds of activities and 

what townships requires having a memorandum of understanding, signed with the authorities, the Central Public Health or Drug 

Control offices.  Then advocacy begins all over again at the township level, including regional military officers to obtain local 

permission for day-to-day work.  In obtaining this local permission, the support of the central level of authority is often critical.  

Overall, negotiations are painstakingly slow, they advance and then they stop for reasons that are often unknown or are largely 

unrelated to technical issues.  And even the initial period of advocacy can be quite slow as it’s difficult to have access to authorities 

to explain what it is, what you’d like to do.  But looking over the past six years, negotiations have had some success in the sense that 

services are available today for many people who need them, services that were not available a few years ago.   

 

This is a picture of methadone distribution.  In this case, nurses from the public hospital are measuring out methadone.  The 

gentlemen in the red cap will be taking his daily dose.  The program receives technical assistance from WHO and we’re currently 

advocating that the authorities create partnerships with NGOs.  For the moment, distribution of methadone can only occur inside a 

hospital setting.  We are arguing that even if the government does the initial prescription of methadone, that if NGOs are able to 

administer the daily doses, it’s quite labor intensive, we’d be able to significantly expand the number of people on methadone.  

Nationwide, negotiations have established, have resulted in being able to establish activities across the country.  There are 19, what 

we call drop-in centers; I showed a picture earlier, as compared to just one in 2002.  In 2006, an estimated 20,000 drug users were 

reached nationwide, which doubles the number we had in 2005.  Significantly, in Lashio, there are early signs that drug users may 

be reducing the extent that they share needles, which is a necessary step for reducing the spread of HIV.   

 

I’d like to move to the second snapshot, which is around the area of sex work.  Prostitution is illegal in Myanmar, so just as for drug 

users, working with sex workers requires negotiating with the authorities in order to have permission for programs.  In the 

beginning, let’s say the mid-90s, there was a simple rejection by the authorities that AIDS was a problem, they denied that it existed 

in the country.  There was major resistance even to condemn programming.  But at the end of the 90s and into the new decade, 

many actors, including the United Nations, which wrote a common letter to their headquarters, which was intercepted by the 

authorities and led to a meeting.  But also, by some NGOs, they started to shift their position.  In 2001, the public health system 

established a version of Thailand’s 100% Condemn Program, revealing increased recognition of AIDS and how to respond.  In turn, 

allowed more partners, including UNFPA, WHO, also NGOs that begin to negotiate programs for sex workers.   

 

This photo on the screen is an example of this kind of work; it’s a health education session run by an NGO for sex workers.  Here’s 

another example, this a picture of a workshop that was just held a few days ago on Monday, that brought together sex workers 

working with different NGOs from all across the country who had came to Yangon for a 4 or 5 day workshop to learn from some 

experts from outside the country about how sex workers in other countries organize themselves and try to protect themselves.  I 

apologize; the pictures are not particularly artistically interesting.  Mostly they’re from the back, but they’re trying to illustrate, in 

fact that it is possible in Burma to get people together, to get them talking to one another and get them beginning to learn about what 

kind of movement occurs in other countries.  Space for public health authorities and also international and national organizations to 

work with sex workers has been further supported by the development in 2006 of a new national strategic plan on AIDS.  This 

sounds undoubtedly like a rather boring piece of bureaucratic paper, but it can actually make quite an important difference for 

individual organizations that are trying to negotiate, perhaps at the township level, for the kind of space I’ve been discussing to 

carry out their programs, to be able to point to a document that’s been approved by the authorities, can help them convince local 

level authorities.  The three highest priority activities in the national strategic plan are:  working with sex workers and their clients; 

working with drug users; and working with men who have sex with men.  This last area, men who have sex with men, is itself quite 

interesting.  When I arrived in the country in October of 2004, I was told I can’t say, “men who have sex with men.”  In a meeting 

with government officials, I had to talk about the men with multiple sexual partners.  This is not only a euphemism, it’s a bad 



euphemism because of course, we’re also worried about men with multiple sexual partners, but different from men who have sex 

with men.  Today however, men who have sex with men is one of the three highest priority activities in the national strategic plan.  

Nation-wide, perhaps, just to give you a sense, NGOs are now working across the majority of the country.  This map shows 

townships.  This is the township map, there’s about 324 townships in the country.  It shows, everywhere it’s a little bit colored 

means that we’re working with at lest some sex workers.  The darker means we’re working with more sex workers.  Condemn 

distribution has also increased remarkably fivefold since 1999.  There are now almost 50 million condemns distributed per year.  

That’s about one per capita.  That’s about two per capita for Nepal or Thailand.  So still significantly less, but much closer to the 

range of what might be necessary as compared to several years ago.  Reported condemn use by sex workers, surveys in Yangon and 

Mandalay, which is of course the behavior we care about the most, is quite high.  Up to 80% condemn use with clients in these two 

cities where we have enough data to say this with a little bit of confidence.  If this is true, this is a high enough level to begin to have 

some impact on the epidemic.   

 

Let me turn then to antiretroviral treatment.  Compared to several years ago, when probably only a few rich individuals were able to 

purchase antiretroviral treatment, or its acronym, which is ART.  Today, more than 7,000 people are receiving free life-saving 

treatment.  At the moment, the majority of this treatment, about three-quarters, is provided by a single organization, Médecins Sans 

Frontières, or MSF-Holland, which has opened clinics in poor neighborhoods and actively seeks to assist sex workers, also working 

with drug users in some places.  Again, negotiations are necessary with the authorities to allow the establishment of clinics and to 

undertake the outreach work, whether through peer educators or outreach workers.  It’s a slow, step-by-step process.  MSF-Holland 

in fact has been advocating that more partners take up the issue of antiretroviral treatment and a number of other NGOs are trying to 

do so.  The public health system also provides antiretroviral treatment to about a thousand patients in fourteen sites around the 

country, with drugs financed from the international community and with the technical assistance from WHO.  Despite this 

improvement, the provision of ART faces many obstacles.  Only about 10% of those estimated to be in need are currently receiving 

it, which poses an almost impossible ethical dilemma to the medical community to try and determine exactly who does or who does 

not deserve life-saving treatment.  The only good answer to this problem, I believe the only right-based answer, is to scale up the 

programs so that everybody who needs it has access to it, which in UNAIDS jargon we call “universal access.”  One of the biggest 

obstacles to scaling up is of course resources.  All organizations providing antiretroviral treatment, the government and NGOs are 

currently seeking to raise more resources.  Where should these resources come from?  Firstly, they should come from government 

itself.  A government’s responsibility is to take care of the health needs of its citizens and government expenditure on health care is 

dangerously low in Burma.  And I don’t think anyone in the U.N. is shy about saying that.  At the same time, more resources are 

also needed from the international community, I believe.  Cambodia receives eight times more resources per capita for AIDS than 

do the people of Myanmar.  Experience over recent years demonstrates that increased assistance from the international community 

can be translated into life-saving assistance for people who need it.  And yet despite the creation of Three Diseases fund, I’m happy 

to talk more about Three Diseases fund in the discussion, but despite its creation in 2007, funding for AIDS will decline, not 

increase, which obviously stops plans for expansion from becoming a reality.  Increased resources would allow NGO programs to 

expand, but also critically the public health department services.  Many poor people in Burma have no choice but to go to the public 

health system, even if it’s in a rather decrepit state.  While funding should of course come from the government as I stated, I believe 

that so long as activities are programmed transparently and accountably, and in collaboration with international partners such as 

WHO, that the public health system should also receive funding for antiretroviral treatment from the international community in the 

interest in being able to put more people in Burma on antiretroviral treatment.   

 

While I’m on the topic of the national health system, allow me to digress briefly to discuss the prevention of mother-to-child 

transmission.  Globally we know how to prevent transmission from a pregnant mother to her baby.  But such service will only be 

available to all HIV positive pregnant women reliably if it’s fully integrated into the public health system.  The public prevention of 

mother-to-child transmission now has activities in nearly one-third of the townships of Myanmar, with technical assistance from 

UNFPA and UNICEF.  And the number of women receiving initial counseling services has increased from only 20,000 in 2002 to 

nearly 120,000 in 2006.  Of course, resources are not the only challenge.  Around the world, no response to AIDS has been 

sustainably successful without the involvement of communities of those infected and affected by HIV.  It is a right for people to 

associate with others with whom they share community concerns, no less so than for people living with HIV, or drug users or sex 

workers.  In Myanmar, needless to say, this remains an important issue.  Organizations of people living with HIV need to be 

supported and need to flourish before Myanmar society can take the cultural steps necessary for everyone to be protected in a 

sustainable manner.  On this front however, the news is mixed.  On the one hand, there is a growing network of self-help groups of 

people living with HIV who are receiving capacity building and technical support from international NGOs and even in some cases 

from the public sector.  For example, this picture is of a national workshop.  Sorry, it’s another picture from behind.  Of individuals 

who are starting, who belong to very small HIV self-help groups from around the country, again meeting together to network, to 

mobilize, to learn from each other what works and what doesn’t work.  Also, in technical coordination meetings about the response 

to the epidemic, we are beginning to see more meaningful involvement of people living with HIV.  Significant challenges, 

nevertheless, remain.  The right to organize or associations and to undertake advocacy is severely constrained.  Procedures to 

become registered are not obvious or clear or followed.  And without registration the footing of these organizations is never stable, 

preventing to develop and grow.  They have very limited access to international resources, mostly because they are not registered, 



and in some cases because of the constraints on the international NGOs who often act as the umbrella or their mentor’s coaches.  

Some cases, they don’t have access to resources because they are caught in the “catch 22” of not being big enough yet to participate 

in larger financing schemes.  And, back to resources again, in the under funded environment of Myanmar, arguments for 

investments in the long-term capacity building of social organizations often lose out to calls for immediate revision of services and 

the procurement of drugs, condemns, or other medical commodities.   

 

Of course, a comprehensive AIDS response requires many more activities than just these three that I have talked about.  There are 

for example, thirteen strategic directions in the strategic plan.  But I hope that these snapshots illustrate that it is possible to deliver 

services to people who have a right to them, despite the broader political crises.  International resources can be programmed 

transparently, accountably, and effectively based on technical best practice.  Requires persistent negotiations with the authorities on 

the one hand, requires willingness on the part of partners and donors to weather periods of difficulty.  But it can lead with 

persistence to expanded activities.  Before I came to New York, the last few weeks I spoke with some representatives of the 

emerging groups of people living with HIV in Myanmar and I asked them if there were any messages they would like me to bring.  

They took me up on the offer, and while time does not permit me to read the entire message, by way of closing, I would like to 

quote the following:   

 

We, people living with HIV in Myanmar, are very thankful for all the efforts of the public sector and NGOs in these 

years for increasing the access of treatment.  However, the needs remain huge, and coverage of services is a long 

way from what is required.  We also understand that people in the outside world are seeing Myanmar as a specific 

country, where people living with HIV are not involved in the response because the in country political situation.  

But in fact, despite the many challenges the government has placed in terms of the ability to organize, and despite 

the lack of funding, we have been able to make progress.  HIV/AIDS intervention and community involvement have 

increased and things are changing gradually.  There are a lot of things that we can do and are doing.  So at this point, 

we want to say, please do not mix HIV and politics up.  Please do not politicize us for nay reason.  We have done a 

lot and we want to be recognized, both inside the country and outside.  We want the same human rights as other 

people are getting in different countries around the world.  Lastly, we want to say that to do all of the above 

activities, we need more funding from both national and international sources, although funding for HIV has 

increased in recent years, the gap remains very big.  We ask you to help us as people living with HIV and as the 

people of Myanmar.  We would like to be recognized for our potential.  

 

Thank you very much. 

 

Joe:  Good evening, name is Joe Amon and I’m the director of the HIVAIDS program at Human Rights Watch.  Human rights 

Watch ahs had an HIV/AIDS program since 2001, in part because we see that human rights abuses are really the base and the fuel of 

the HIV epidemic worldwide.  And, while I don’t like to disagree with groups of people living with HIV who send their pleas 

through U.N. bureaucrats, I have to sort of start by saying that you can’t separate HIV and politics.  HIV and politics are together.  

You can’t talk about funding, you can’t talk about the right of freedom of speech, you can’t talk about access to health care without 

talking about politics.  So let me sort of start on that one note, and then take a step back and tell you two jokes.  And I have to 

apologize in advance because both of these jokes are kind of epidemiologic jokes, which is my background and which should lower 

your expectations of how funny they are.  The first joke is, there’s a guy standing under a lamp, you know a street lamp.  He’s 

looking down and an epidemiologist comes along and says, “What are you doing?”  And he says, “I’m looking for my keys.”  And 

he said, “Oh, did you drop them?”    And he said, “I dropped them over there, but I’m looking right here because this is where the 

light is.”  And that’s the problem, often with epidemiologist, is they look where there is light, and they look where there is data.  

And they don’t look beyond that.  And I think there’s a certain parallel here when we talk about Burma.  What information we have 

and what information we don’t have, and the need to open up a little bit and think about those two questions.  The second joke I 

wanna make, hopefully it’s a little funnier and I get a few more laughs, has to do with after the Titanic sank.  And a bunch of 

epidemiologists decided they wanted to do an epidemiologic study to find out what happened and how to avoid this in the future.  

So they got a list of all the passengers on the Titanic.  They entered into a database their ages, sex, ethnicity, alcohol consumption, 

tobacco use, income.  And they came out with their analysis which said that it’s better not to be poor and to ride in steerage.  And to 

me, I think this is also important because it talks a lot about where to look for the cause of the AIDS epidemic and for the solution to 

the AIDS epidemic.   

 

You know, Brian mentioned that if you are an injecting drug user in Burma, you’re going to be infected with HIV within fifty days.  

And that that was the function of the effectiveness of HIV transmissions.  The fact is, there’s nothing biological inherent about 

effective HIV transmissions among drug users.  The head of the Global Fund now is a physician and an expert on injecting drug use.  

And he announced last year, and is French, and announced last year that the French not a single case of HIV transmission among 

drug users.  This isn’t because HIV is less effectively transmitted in France than it is Burma, it’s because there are programs in place 

to provide clean needles, to provide services to ensure that information is available to drug users.  So I wanna start off also just 

reiterating that the solution to the HIV crises in Burma is not about individual behavior change, it’s about looking at the structural 



factors and the human rights abuses which are causing the vulnerability of people and which are leading this situation to be what it 

is.  And until those factors are addressed, there won’t be any progress.  My speech today is going to focus on governance, health, 

and human rights, both from a global perspective and then also looking specifically at Burma.   

 

So I wanna underscore of what I just said, which is that the way in which people are governed, whether their human rights are 

respected and the institutions of democracy in civil society have tangible health consequences at both the individual level and at the 

population level.  And it is important to consider that there aren’t just sort of individual behavioral dynamics and biological 

dynamics, but there’s this real aspect about how governance mediates your risk to HIV.  HIV epidemics where, first the virus exists 

and where underlying vulnerability exists.  Where there’s lack of information, where there’s lack of access to prevention and care, 

where there’s lack of empowerment of people to adopt those strategies for prevention and care.  And it’s exacerbated by 

displacement, by migrations, and by a lack of civil society.  Now, academic studies have shown that there’s a strong correlation 

between life expectancy and measures of good government or measures of human rights.  They’ve shown that there’s a relationship 

between government accountability, transparency, and respect for human rights and how long you live, irrespective of income level 

of the country. With HIV and with infectious diseases the picture is a little bit muddier, it’s not always a linear relationship and it 

would be overstating things to say that the worst human right abusers have the worst epidemics because there are indeed other 

factors involved.  In some cases there’s a long period of human rights abuses before the epidemic takes off.  In Swaziland for 

example, in 1992, 2% of the population was HIV positive.  Four years later it was 26% of the population.  What happened in those 

four years wasn’t a collapse of human rights, what happened was a longstanding human rights crisis became an HIV epidemic 

because the virus was introduced.  Conversely, there are cases like Mozambique, where during a period of human rights abuses, the 

virus is kept out and the country is insulated because of a lack of migration across borders.  But after the human rights situation 

improves and the country opens up, HIV takes off.  There are also biological factors like circumcision, concurrent STD infections 

that are untreated, and there’s also a time lag between when risky behaviors takes place and when HIV prevalence is seen.   

 

So, a respect for human rights and international humanitarian laws helps to ensure accountability, transparency, responseful and 

effective use for health expenditures and rapid and equitable delivery of relief.  And these are all principles that UNAIDS has 

reiterated again and again and again.  That effective AIDS programs require an environment of human rights for them to have an 

impact.  And donors and NGOs as well have a responsibility to respect human rights.   

 

I’d like to summarize a few of the results briefly of a report that came out in July by the UC-Berkley Center and the Johns-Hopkins 

Center for Health and Human Rights that looked at some of the situations with infectious diseases and human rights in Burma.  That 

was sponsored in part by Open Society Institute and unfortunately the authors were unable to come and asked me to present some of 

the information.  So very briefly, first, and I’m sure this audience is well aware, there’s numerous human rights abuses that exist in 

Burma.  There’s allegations of forced labor, there’s more than a thousand political prisoners in jail, there’s child soldiers, there’s 

censorship from lack of freedom of association, and there’s poor access to education.  And all of these things have an impact on the 

ability to spread information on HIV, to spread the tools to prevent HIV, and to reduce the burden of infectious diseases more 

broadly.   

 

The overall health situation in Burma, WHO, the World Health Organization, ranked Burma’s health sector performance 190 out of 

191, only ahead of Sierra Leone. And one-in-three children are malnourished.  In terms of HIV, it’s important first to say that there 

really is incomplete knowledge of key groups for the epidemic:  for soldiers, for malnourished, for internally displaced populations.  

And the reason there’s incomplete information isn’t from lack of interest, it’s from lack of access to these groups.  Secondly, the 

prevalent rates in marginalized populations, such as drug users and sex workers, are very, very high.  43% of drug users surveyed 

have been found to be positive and 32% of sex workers.  Both of these populations are dynamic populations that turn over, so the 

incidence, the new cases of HIV in these groups continues as people die, as people fall out of areas where they can be reached and 

surveyed.  From 2005, the statistics for new infections were about 30, 000, and more than 35,000 AIDS deaths.  And as Brian said, 

7,000 out of 67,000 people who need antiretroviral therapy have access them.  And I always like to underscore when I site that 

statistic, that needing is a bit of an underestimate.  The way this figure is defined is, of the people who will die in the next year if 

they don’t have access to antiretroviral drugs, how many people have them.  So, other factors are that AIDS activists are routinely 

arrested, that sex workers and drug users, in addition to occasionally going to meetings, are harassed by police forces throughout the 

country.  In terms of tuberculosis, Burma is among the 22 countries globally with the highest burden of TB that comprise 80% of all 

TB cases worldwide.  Nearly 97,000 new cases are reported each year. There are increasing reports of multi-drug resistant TB and 

extremely drug-resistant (DR) TB.  And because there’s unsupervised treatment from unregulated sources for tuberculosis 

treatment, I often sort of wonder if there isn’t going to be a category beyond extremely drug-resistant TB and whether we are going 

to get into classifications like XXDR and XXXDR.  And I think Burma might be the place where we would see that first.  The same 

goes true in terms of malaria because the overwhelming majorities of antimalarials on the streets, in the pharmacies in Burma are 

counterfeit and has either substandard clinical dose or have no pharmaceutical product at all.  And what this creates is both death, as 

people don’t get the drug that they need to cure malaria or drug resistance.  And you find already in malaria a high amount of drug 

resistant malaria.  This is a map of malaria risk areas.  You can see that red is the highest risk.  It’s sort of the inverse of some of the 



maps that Brian showed where services are taking place.  His map showed many services in the central part of the country and very 

little going on in the borders and this shows that the situation in terms of malaria is the reverse.   

 

Another important point is looking at national expenditures on health.  Burma spends quite a bit less than its neighbors.  The 

African states in the Arusha Declaration recently committed to spending 15% of national expenditures on health.  So you can see 

that there’s just an extreme disparity in the level of investment in health that the Burmese government is committed to.  So to 

summarize a little bit, Burma’s borders, or to sort of go onto the next specific focus border by border, Burma’s borders have scarce 

health care resources, they have high levels of disease transmission, there are high levels of internal displacement, of internally 

displaced camps within border regions which don’t have access to services.  There’s drugs and sex trafficking occurring across all 

borders, human rights abuses, and I’ve listed here the names of the specific borders which we’ll quickly go through.   

 

Now China, the China-Burma border has one of the worst HIV rates in Asia, more so than any other part of Burma.  This Border 

concerns me both because of the lack of civil society on the China-Burma border on the Burmese side and on the Chinese side and 

the effectiveness of conducting programs in these areas is extremely constrained by the types of risks that are occurring.  There’s 

trafficking going across the border, there’s drug trafficking, there’s sex trafficking, there’s tourists from China who are coming into 

gambling centers that have been set up on the Burmese side.  And all kinds of infectious diseases are crossing the border as well.  I 

mentioned this a little bit in Kachin State in the north, the HIV prevalence rate is estimated even higher than the rate in injected drug 

users elsewhere.  And among the Kachin militia, the recruits are estimated at having a 9% rate.  That’s a broader general population 

than the injecting drug users and extremely concerning.   

 

On the Thailand-Burma border there are also serious concerns.  There are extremely high rates of infant, child, and maternal 

mortality.  There are deaths due to infectious diseases that just simply are curable and preventable.  And within Thailand there’s an 

extreme amount of discrimination against Burmese migrants and lack of access antiretroviral drugs in Thailand for these groups.  

This is an example of the indictors; you can see the rates in Thailand.  For example for maternal death, there’s a risk of 1 in 900 

women will die in childbirth.  The official figure in Burma is 1 in 75 and the measurement in internally displaced populations is 1 in 

12.  so 1 in 12 women will die in childbirth.  It’s a shocking figure.  Here again, you can see on the border, high rates of malaria 

morbidity and malaria mortality on the border with Thailand.   

 

In terms of the Bangladeshi border, there’s a long standing, unresolved crisis of refugees.  Here HIV levels are still relatively low, 

but there have been increasing reports of sexually transmitted infections which does not auger well estimating future rates.  You can 

see here increasing HIV cases being reported in Bangladesh, and on the India-Burma border you can see very interestingly where 

across all of Northern India the rates are low or the data is not available, but on the Burma border the rates are among the highest in 

the country.  And that’s again because of drug trafficking and because of lack of access to health care and lack of civil society, 

organizations working on HIV.  This sums up a little bit of what I just said.  There’s restricted access across all the borders on both 

sides.  An inability to run effective programs to scale that is needed.  It’s not enough to have one condemn per capita per year to 

control the epidemic, and that’s the national figure that Brian said, not the figure in these border regions.  And there needs to be 

greater access to health services.   

 

So looking at the challenges, HIV programs continue to face restrictions on movement, supervision, restrictions on speech, on 

expression, lack of information, insufficient resources to achieve impact.  You can have increasing services provided, but unless you 

have a coverage rate that includes effective services that provides information multiple ways to multiple choices.  What we found 

globally is that it doesn’t stop the epidemic.  And UNAIDS has acknowledged this and said last year that there was no chance of 

sustainable impact with the current level of investment and constraints in the country.  So looking forward, it shouldn’t surprise you 

to see this slide in my recommendations, that programs to address HIV in Burma have to be based on human rights principles; they 

have to address the underlying human rights abuses; they have to be accountable, transparent, equitable, and reach those most in 

need.  I want to end with a quote of the director of UNAIDS, Peter Piot, who said a few days ago, that I don’t know of any society 

that has dealt successfully with AIDS where civil society groups do not have the space to do their work.  At the time he was talking 

about China, I think the quote is equally true for the situation in Burma.  And until there’s an opportunity for the kind of grass roots 

organization empowerment exchange of information, I don’t think the future bodes well for the HIV epidemic in Burma.  Lastly, I’d 

like to think the authors of The Gathering Storm report, for Clara Pressler at Human Rights Watch, and for OSI and Asia Society for 

sponsoring the event this evening tonight.  Thank you very much.    

 

Arieh:  Arieh Neyer of the Open Society Institute.  Since we’re running late, I’m going to be quite brief.  I wanted particularly to 

address the point that Mr. Williams made at the outset, the point about the right to health care.  I’m not one who actually prefers to 

discuss the issue in that context, but let me do so because it was brought up.  The question one has when one addresses a right is 

against whom do you have the right and who is it that is violating the right?  That is, if I go out on the streets of New York and hold 

up a sign saying something which somebody doesn’t like, if the police come along and arrest me for holding up that sign, it is the 

police who have violated me right.  Now, I may say that somebody else who is completely unrelated to the police ought to help me 

in this circumstance, but they’re not the people who have actually violated my right.  And so if you look at the situation in Burma, it 



does seem to me that it is the Burmese government that has violated the right, if there is such a right. That is, if they spend a 

negligible portion of their budget on dealing with the multiple health crises in the country and whether they rank 190 or 191 or 

whatever in the world spending with respect to public health, that’s where I would tend focus criticism.   

 

Now then, there are the others who try to make up for the shortcomings of the government, and one should say in this case, it is not 

a government that is destitute, this is a government that is at this point reaping the benefits of substantial natural resources in Burma.  

Natural gas in particular, but other natural resources are bringing significant income.  It’s not that they don’t have money; it’s just 

that they are not choosing to spend to money on public health or for that matter on education.  They’re choosing to spend the money 

principally on the armed forces; about 40% of the budget goes for the armed forces.  And then they do quite remarkable things like 

the sudden move to a new capitol, the construction of the palaces for the generals in the new capitol.  They have plenty of money for 

things of that sort; they just don’t have money for health care.  This is really quite remarkable.  I don’t think there’s any other 

country in the world that one could point to where the combination of resources and failure to spend resources in dealing with a 

health crisis is quite a dramatic as it is in Burma.  If there is such a country I can’t think of it.   

 

So then others come along.  Now some of the others who have come along and who’ve tried to help have found that the conditions 

make it impossible for them to actually function.  There is no organization in the world that has as much experience in dealing with 

repressive governments and difficult governments as the International Committee of the Red Cross.  They are the most sophisticated 

humanitarian institution that I’m aware of.  I’ve put them far ahead of any other institution.  And they give up very, very rarely, but 

they’ve had to give up with respect to Burma.  Another very experienced organization, Médecins Sans Frontières- France, also an 

organization that is used to working in extremely difficult circumstances, which got the Nobel Prize because of its work in very 

difficult places also gave up.  And what they said when they gave up was, they didn’t think the government wanted then to see what 

they were doing in some parts of the country.  There are border areas where they can’t work.  There are mining areas where they 

can’t work.  We hear of forced labor in Burma, is it forced labor in the mining areas that they don’t want Médecins Sans Frontières-

France to see.  One of the differences between Médecins Sans Frontières-France and many other humanitarian groups, in fact this 

was the basis on which they were founded.  They were founded of the time of the Biafra War by doctors who had volunteered for 

the International Committee of the Red Cross and disagreed with the International Committee of the Red Cross which keeps 

confidential what it finds in these difficult places.  And Médecins Sans Frontières-France was established in order to be able to 

speak out about abuses at the same time provide humanitarian assistance.  So they felt they had to pull out of Burma.  And of course 

we know that a much newer organization with a lot less experience in dealing with difficult countries, but an organization that had 

come into Burma with substantial resources, the Global Fund to Fight Aids, Tuberculosis, and Malaria also felt that it had to pull 

out.   

 

And so, the question is, what do we do in these circumstances?  It’s the Burmese government, to borrow a phrase from Dick 

Cheney, other priorities.  It is the Burmese that has made it difficult or impossible for some of the most experienced humanitarian 

organizations in the world to operate in Burma.  Who is it who has denied the rights to these circumstances?  And what is it that we 

should do?  The answer to that last question is very difficult.  Do we have a responsibility to protect or should we simply go along 

with the restrictions that the Burmese government applies?  I don’t know the answer to that.  I respect the organizations that tried to 

provide help within the country.  But I also respect the organizations that say we have standards, we insist on no political 

discrimination in the assistance we provide.  We insist in being able to monitor our activities.  We can’t operate in these extreme 

circumstances and we’re going to focus the responsibility where we think it belongs, on the Burmese government, rather than 

simply remaining quiet.  Bear in mind that if you work in Burma, you’re pretty much silenced because in order to maintain your 

programs, you have to circumscribe what you will say public.  That’s the nature of humanitarian organizations.  Médecins Sans 

Frontières has tried to break away from that, but most humanitarian organizations take the position that in order to perform their 

mission properly in the country, they have to give up the right to speak out.  But some have to speak out.  Finally, let’s recognize 

that the independent monitors of the disease situation in Burma and the efforts to alleviate the disease situation in Burma can’t 

operate in Burma.  That is, journalists can’t go around and report on what is taking place in Burma.  Human rights watch can’t go 

into Burma and have an investigative mission the way it would in any other place, or most other places in the world, except a few of 

the most repressive countries of  the world and report in detail what is seen.  It has to gather information as best it can and it has to 

miss a great deal of detail because it isn’t able to conduct the on the ground kinds of investigations that it would ordinarily conduct.  

This is an extremely difficult situation.  There isn’t, I think, a good solution to it.  I think we could debate half-way measures in 

trying to deal with this problem.  But I don’t think we are capable of coming up with a satisfactory answer.  Thank you. 


