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Abstract

Highly active antiretroviral therapy (HAART) has 
led to a substantial increase in the survival of 
people living with AIDS, despite heterogeneities 
among individuals from different socioeconomic 
strata. The present paper analyzes AIDS deaths in 
Brazil during a period in which HAART became a 
key treatment regimen, exploring the hypothesis 
that “race or color” defines one dimension of so-
cioeconomic inequality in Brazil. AIDS mortality, 
stratified by gender and “race or color”, was cal-
culated using data from the National Mortality 
System. The rates were highest among individuals 
classified as “black” and lower among those clas-
sified as “mixed-race”, with a continuous increase 
among the later from 1999 to 2004 for men and 
women. Among individuals classified as “white”, 
mortality rates remained stable among men, but 
not women. Median age at death among “mixed-
race” individuals was lower for both men and 
women. Differential trends according to gender 
and “race or color” were highlighted by the pres-
ent study, indicating the pressing need to further 
explore the underlying factors that might explain 
different mortality rates in a context of universal 
access.

Acquired Immunodeficiency Syndrome; Highly 
Active Antiretroviral Therapy; Race or Ethnic 
Group Distribution; Mortality; Social Inequality

Introduction

Since the identification of the first case of acquired 
immunodeficiency syndrome (AIDS) in the Unit-
ed States and the realization that there was a vig-
orous ongoing epidemic in sub-Saharan Africa in 
the early 1980s, AIDS has been defined as a pan-
demic of enormous magnitude and scope. AIDS 
became a leading cause of death among young 
adults, with pronounced impacts on society, 
the economy, and family structure and dynam-
ics in the most affected areas. According to the 
Joint United Nations Programme on HIV/AIDS 
(UNAIDS), in 2005 approximately 40 million 
people were living with HIV/AIDS, with 4 million 
new infections and 2.8 million deaths secondary 
to AIDS worldwide 1.

Highly active antiretroviral therapy (HAART) 
has led to a substantial increase in the survival of 
persons living with AIDS (PLWAs) 2, but with clear 
differences according to socioeconomic and de-
mographic characteristics 3. Of special concern, 
however, is the fact that a huge number of PLWAs 
in developing countries, especially in sub-Saha-
ran Africa, lack access to antiretroviral therapy 
(ART) 4.

Early diagnosis, speedy referral to treatment, 
and effective engagement in treatment are key 
elements for improved prognosis and longer sur-
vival 5.

The AIDS epidemic has been especially dy-
namic in Brazil, with various changes such as the 
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decrease in the number of AIDS cases among 
injection drug users (except for southern Brazil, 
where the decline has been slight or there has even 
been an increase in recent years in some munici-
palities 6) and the proportional increase of AIDS 
cases secondary to heterosexual transmission 6 
and among disadvantaged population strata 7,8.

AIDS deaths have been decreasing since the 
mid-1990s, roughly following the trends in AIDS 
incidence 9, with a marked additional effect sec-
ondary to the substantial increase in survival af-
ter the introduction of HAART 10, despite clear 
heterogeneities between men and women and 
across different geographic regions 11.

With the ongoing change in the epidemic’s 
socioeconomic profile, it is essential to verify 
whether the universal ART access policy adopted 
by the Brazilian Ministry of Health since 1996 12 
has led to a real reduction in AIDS mortality in-
equalities in Brazil.

The present study aims to assess AIDS mor-
tality during two decades of the epidemic in Bra-
zil, with special emphasis on the period since the 
introduction of HAART. The variable “race or skin 
color” was used as one dimension of social in-
equality in a country plagued by deep contrasts, 
generally combining social, economic, and geo-
graphic inequalities. For the sake of the present 
analyses, we assume that the “race or skin color” 
variable (hereinafter “race/color”) has been asso-
ciated with other social and economic inequali-
ties, as shown by data documenting labor market 
and income differentials between “whites” and 
“blacks” 13.

Methodology

AIDS deaths reported to the Brazilian Mortality 
Information System (SIM; http://www.datasus.
gov.br/catalogo/sim.htm) were analyzed. For 
the time period 1980-1995, the code 279.1 (De-
ficiency of cell-mediated immunity) of the Inter-
national Classification of Diseases, Injuries, and 
Causes of Death – 9th Revision (ICD-9) 14 was used 
as the code for AIDS. Code 279.1 is considered an 
excellent proxy for AIDS, since other forms of cel-
lular immunodeficiency are extremely rare. For 
the time period 1996-2004, the specific codes for 
AIDS of the 10th revision of the ICD (ICD-10) 15, 
B20-B24 (Human immunodeficiency virus [HIV]) 
were used instead.

Aiming to assess the impact of socioeco-
nomic inequality on AIDS differential mortality, 
the race/color variable was used as an indicator 
of the socioeconomic status of individuals who 
died as a consequence of AIDS from 1999 to 2004, 
when that variable was included in the SIM data-

base, with good reliability for the purposes of the 
present analysis.

Mortality rates were calculated using Brazil’s 
population estimates disaggregated by race/col-
or as provided by the Instituto Brasileiro de Geo-
grafia e Estatística [Brazilian National Institute of 
Geography and Statistics] (IBGE; http://www.ib-
ge.gov.br). Distribution of the race/color variable 
as self-reported by interviewees in the National 
Household Sample Survey (PNAD) for the years 
1999, 2001, and 2003, by gender, was applied to 
the population estimates, and interpolated for 
the years 2000, 2002, and 2004.

Secular AIDS mortality trends by race/color 
were evaluated through the annual percentage 
variation of rates for each race/color category, 
by sex, and adjusted by an exponential regres-
sion model fitted against time (1999-2004). Non-
paired t tests were applied to the angular coef-
ficients to verify the statistical significance of the 
secular trends.

AIDS deaths were compared to deaths from 
other causes and ranked among the main causes 
of death in Brazil, by sex, in the 15-54-year age 
group. A coding system and spreadsheet espe-
cially designed for the purpose, the ICD-BR-10, 
created by experts from the Brazilian Ministry 
of Health, was used, comparing mortality data 
from 1996 (the first year of ICD-10 implemen-
tation and the beginning of HAART in Brazil) to 
2004 (http://tabnet.datasus.gov.br/cgi/sim/obt-
cid10br.htm). For sake of comparison, the first 
subcategory related to the abovementioned list 
was used, after excluding deaths due to external 
causes (ICD-BR-10 codes 103-112) and those that 
occurred in the absence of medical assistance 
or resulted from ill-defined causes (ICD-BR-10 
codes 100-102). Deaths with AIDS as the underly-
ing cause were included in the subcategory “viral 
infections”.

The proportion of AIDS deaths according to 
the disaggregated fourth-character subcatego-
ries of Human immunodeficiency virus [HIV] 
cause of death (ICD-10 codes B20.0-B23.8) was 
analyzed by gender for the 15-54-year age group, 
comparing 1996 and 2004. For the years 1999 to 
2004, additional analyses assessed differential 
mortality by race/color.

Results

From 1980 to 2004, 172,000 AIDS deaths were re-
ported to SIM. The median number of monthly 
reported AIDS deaths increased 22.6% per year 
from 1990 to 1996, reaching 1,269.5 deaths by the 
end of the period, despite relative stabilization of 
monthly death reports since 1995.
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Beginning in mid-1996 the number of deaths 
declined substantially, leveling off thereafter un-
der a threshold of 1,000 AIDS deaths per month, 
until 2004 (Figure 1). Mortality rates were invari-
ably higher among men than women (Table 1) 
over the years under analysis, reaching 15.1 per 
100,000 in 1995, with a subsequent decrease to 
8.5/100,000 in 2004, corresponding to a decrease 
of 44% compared to 1995. Among women, a less 
pronounced reduction was observed after 1996. 
AIDS mortality rates in women leveled off in 
2001, with 4 deaths per 100,000, after a peak of 
4.8/100,000 in 1996. This differential decrease in 
AIDS deaths by gender, over time, may partially 
explain the pronounced decrease in the male-to-
female ratio over time, varying from 23:1 in 1985 
to 2.2:1 in 2004 (Table 1).

Median age at death among individuals over 
12 years of age varied from 33 to 34 among males 
from 1987 to 1997. Thereafter, it followed a con-
tinuous upward trend, reaching 39 years in 2004. 
Among females, the corresponding median re-
mained relatively stable, around 32-33 years, 
from 1991 to 1997, but increasing in the subse-
quent period, reaching a median of 37 in 2004 
(Table 1).

Among all deaths due to “viral infections” 
from 1996 to 2004, according to ICD-BR-10 at 
least 90% were AIDS deaths for both men and 
women. Thus, for comparison purposes in this 
article, the relative position of deaths due to “viral 
infections” will be taken as a proxy for the relative 
position of AIDS deaths in ranking major causes 
of death in Brazil.

In 1996, among deaths with a known cause, 
after excluding those secondary to external 
causes, AIDS (i.e., “viral infections”) ranked as 
the first cause of death among males aged 15-54 
years (12% of the total), and fourth among causes 
of death in females in the same age group (6.4% 
of the total) (Figure 2).

In 2004, AIDS was the fourth cause of death 
in males (7.8% of the total) and fifth in females 
(5.5%).

Table 2 provides data on AIDS mortality rates, 
annual variation (%), and respective p-values, 
according to race/color, by gender, from 1999 to 
2004. The race/color categories “Asian” and “In-
digenous” were excluded from the analysis since 
they represented only 1.2% of all deaths in the 
period (for both genders).

AIDS mortality rates in white males remained 
stable throughout the target period. AIDS deaths 
among black males increased by 4.9% per year 
(p = 0.072), with a steeper annual increase of 7.4% 
(p = 0.048) up to 2003, and a subsequent decline 
in 2004, when the rates returned to the 2002 
levels.

AIDS mortality rates in mixed-race males re-
mained the lowest of the three race/color groups 
under analysis, despite an upward trend of 3.8% 
per year (p = 0.019).

The figures were somewhat different in wom-
en. For white women there was a 3.8% mean 
yearly increase (p = 0.075), contrasting with the 
trends for men. For black women, AIDS mortal-
ity increased at a fast pace until 2001, from 7.0 to 
9.8 deaths/100,000 women, stabilizing thereafter, 
with a mean annual increase of 6.4% for the en-
tire target period.

Overall mortality among black women was 
2.3-2.7 times that of whites. Such differential 
mortality decreased in 2004, but remaining as a 
greater disparity than that observed among men. 
The latter differentials are again unfavorable for 
black men, with rates 1.8 those of whites. Mixed-
race individuals showed the lowest rates, despite 
a constant and steep yearly increase of 7% (p = 
0.004) in females.

Median age at death from AIDS for males over 
12 years of age varied from 36 to 39 years for both 
whites and blacks, but the variation was less pro-
nounced among the latter, reaching a median of 
39 years in 2004. Meanwhile, median age at death 
for mixed-race individuals was consistently low-
er, although increasing from 34 to 38 during the 
same period.

Median age at death for women was consis-
tently lower among those classified as mixed-
race (35-37 years) as compared to whites and 
blacks (34-38 and 35-38, respectively).

The proportional distribution of AIDS deaths 
by underlying cause and respective subcatego-
ries (using a four-digit coding system) was then 
tabulated by gender and race/color, among indi-
viduals 15-54 years of age.

The years 1999 to 2004 were used as the 
standard years for comparison, due to the high 
proportion of deaths classified as “unspecified 
human immunodeficiency virus [HIV] disease” 
(B24) in the preceding years (i.e., the B24 catego-
ry corresponded to less than 20% of AIDS deaths 
only after 1998).

Over the years, AIDS deaths classified as 
“resulting in infectious and parasitic diseases” 
(B20) prevailed, with nearly 80% of the total for 
both men and women. Among the deaths in the 
B20 category, 30% were classified as “resulting in 
other infectious and parasitic diseases” (B20.8). 
This subcategory decreased slightly over the 
years, in parallel with an increase in deaths “re-
sulting in multiple infections” (B20.7), which 
increased from 28% of the total in 1999 to 35% 
in 2004.

AIDS deaths classified as “resulting in myco-
bacterial infection” (B20.0 – “resulting in tubercu-
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Figure 1

Number of AIDS deaths * according to month of occurrence, by gender. Brazil, July 1985-July 2004.

Male

Source: Brazilian Mortality Information System (SIM; http://www.datasus.gov.br/catalogo/sim.htm).

* Up to 1995 the ICD-9 14 code 279.1 was used. From 1996 on, ICD-10 15 codes B20-B24 were used.

losis”) were slightly more common among males, 
with a decrease from 14% to 10% from 1999 to 
2004, a trend similar to that observed in females 
(from 11.5% to 9.5% in the same period).

Deaths “resulting in other specified diseases” 
(B22) corresponded to roughly 15% of the total, 
with no discernible trend over the years. Among 
these deaths, those “resulting in multiple dis-
eases classified elsewhere” (B22.7) varied from 
67.5% in 1999 to 74.4% in 2004, with roughly 
similar trends for women, although with lower 
proportions.

No significant differences were found when 
AIDS deaths from 1999 to 2004 were analyzed by 
race/color for both men and women. Deaths “re-
sulting in infectious and parasitic diseases” (B20) 
were slightly more frequent among blacks and 
“mixed-race individuals as compared to whites. 
Meanwhile, deaths “resulting in malignant neo-
plasms” (B21), although quite rare, correspond-
ing to only 3% of the underlying causes, were 
slightly more prevalent among whites as com-
pared to blacks and mixed-race.

Figure 3 shows the proportional distribution 
of the five main fourth-character subcategories 
of Human immunodeficiency virus [HIV] (codes 
B20.0-B23.8) cause of death in males ages 15 to 
54. The subcategories “resulting in other infec-

tious and parasitic diseases” (B20.8) and “re-
sulting in multiple infections” (B20.7) were the 
first and second most frequent causes of death, 
respectively, for individuals belonging to any of 
the three race/color categories for both men and 
women in 1999.

A reversal of the previous trends was observed 
in 2004, with a proportional reduction of 15% in 
deaths classified as B20.8 and a 35% increase of 
those classified as B20.7 among both whites and 
blacks. However, there were relevant differences 
in deaths “resulting in mycobacterial infection” 
(B20.0 – “resulting in tuberculosis”). These rep-
resent the third cause among black and mixed-
race males, but the fourth among whites, with a 
sharp reduction among the latter from 1999 to 
2004. The patterns in women were quite similar 
to those observed in men.

Discussion

The present paper documents changes in Brazil-
ian AIDS mortality trends over time, especially 
relevant since the latter half of 1996, with the in-
troduction of HAART. Due to the complexity of 
the new treatment regimens, in December 1996 
the Brazilian Ministry of Health issued the first 
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Table 1

Mortality rate (per 100,000 inhabitants), sex ratio, and median age at death *, according to sex, by year. Brazil, 1985 to 2004.

 Year of death Rate Sex ratio Median age at death

  Male Female Male/Female Male Female

 1985 0.23 0.01 23.0 34 -

 1986 0.55 0.03 18.3 35 -

 1987 1.30 0.12 10.8 34 -

 1988 2.61 0.36 7.3 34 31

 1989 4.06 0.61 6.7 34 32

 1990 6.51 1.03 6.3 33 31

 1991 8.46 1.65 5.1 33 32

 1992 10.15 2.08 4.9 33 32

 1993 12.35 2.89 4.3 33 32

 1994 13.94 3.58 3.9 34 33

 1995 15.08 4.48 3.4 34 33

 1996 14.43 4.81 3.0 34 33

 1997 11.12 4.10 2.7 34 33

 1998 9.61 3.77 2.5 35 34

 1999 9.26 3.64 2.5 35 34

 2000 9.02 3.70 2.4 37 35

 2001 8.80 3.89 2.3 37 36

 2002 8.80 3.90 2.3 37 36

 2003 8.80 4.00 2.2 38 37

 2004 8.50 3.90 2.2 39 37

Source: Brazilian Mortality Information System (SIM; http://www.datasus.gov.br/catalogo/sim.htm).

* Age at death for individuals over 12 years of age. Figures for females refer only to 1988 and later, due to the small number 

of deaths in the previous years.

version of its HIV/AIDS Treatment Guidelines 16, 
aiming to inform and guide health profession-
als on the proper use of antiretroviral treatment 
(ART) and drugs for prophylaxis of opportunistic 
diseases.

Since the early 1990s Brazil had already been 
distributing ARVs 17, although erratically, and 
such policy became better organized, with the 
distribution of guidelines 16 and reorganization 
and accreditation of services for optimal man-
agement and care for PLWAs. Such concerted ef-
forts contributed to country’s dramatic decline in 
AIDS mortality, followed by its relative stabiliza-
tion at a much lower threshold.

The Federal government launched its com-
prehensive ARV distribution effort in December 
1996 18, but the medicines had been supplied 
previously by some State and Municipal Health 
Authorities. For instance, São Paulo, Brazil’s most 
industrialized State and that most heavily affect-
ed by the AIDS epidemic, provided combination 
ART since August 1996 19.

As of late 1996 a steep decline in AIDS mor-
tality was observed, along with a progressive in-

crease in median age at death and a decrease in 
the proportion of AIDS death in Brazil’s all-cause 
mortality ranking.

Universal free access to ARVs has since re-
mained a key dimension of Brazilian health poli-
cy, guaranteeing to PLWAs who are eligible for ART 
(as defined by the abovementioned guidelines) 
the provision of full medication as needed. This 
policy has been considered highly successful, es-
pecially in the context of a developing country 
like Brazil, plagued by deep socioeconomic and 
regional inequalities 20,21.

Women appear not to have benefited from 
HAART as much as men. Although women 
showed lower mortality rates than men, increases 
in AIDS deaths among women in recent years are 
a major concern. Such increases may reflect spe-
cific difficulties faced by women living with AIDS. 
Meanwhile, the mobilization of gay men since 
the very beginning of the epidemic in Brazil may 
partially explain the observed gender differences, 
since a relevant proportion of men have been ac-
tively engaged in the struggle against HIV/AIDS 
for many years.
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A paper published in 1998 on an AIDS reference 
hospital in Rio de Janeiro showed worse prognosis 
for women living with AIDS on ART as compared 
men 22, but such findings were not corroborated 
by subsequent studies 9. Government initiatives 
at different levels to improve and expand HIV 
testing for pregnant women and prevent mother-
to-child HIV transmission of HIV 23 contributed 
to timely diagnosis and counseling of women, 
but the pressing need to provide their speedy 
referral to quality care remains a key concern 24.

The study of social inequalities in health has 
used different indicators to compare populations 
with different socioeconomic conditions and ad-
dress the associations between demographic, so-
cial, and economic variables and different health 
outcomes. Variables such as race/color have been 
targeted in studies assessing health inequality in 
heterogeneous countries like the United States 25 
and Brazil 26.

A consistent association between higher so-
cioeconomic status and longer survival in AIDS 

patients has been documented in the United 
States, both in the pre-HAART 27 and post-
HAART eras 28. In Brazil, less than optimal access 
to health services among impoverished popu-
lations 29,30 and higher morbidity and mortal-
ity in blacks and/or mixed-race (compared to 
whites) have been documented by various stud-
ies 31,32,33,34.

Although AIDS mortality rates have remained 
stable among men in the last decade, the increas-
ing rates in blacks and the still low but increasing 
rates among mixed-race individuals are a major 
concern. Such differences may translate into 
worse prognosis for those populations, prob-
ably reflecting a combination of delayed entry 
into treatment, higher losses to follow-up, and/
or low adherence, compared to other popula-
tion groups 35. However, the absence of a linear 
gradient between whites, mixed-race, and blacks 
speaks in favor of subtle and complex interrela-
tionships between color/race and health condi-
tions in Brazil.

Figure 2

Distribution (%) of the main cause of death * among individuals aged 15 to 54 years, by gender. Brazil, 1996 and 2004.

Mental and behavioral disorders due to psychoactive substance use

Viral infections **

Ischemic heart diseases

Diseases of liver

Cerebrovascular diseases

Other heart diseases

Pneumonia

Other respiratory diseases

Other digestive diseases

Other malignant neoplasms

Male

Diseases of liver

Female

Cerebrovascular diseases

Other heart diseases

Ischemic heart diseases

Viral infections **

Breast malignant neoplasm

Other malignant neoplasms

Diabetes mellitus

Pneumonia

Other respiratory diseases

014 1412 1210 108 86 64 42 2

1996

2004

Source: Brazilian Mortality Information System (SIM; http://www.datasus.gov.br/catalogo/sim.htm).

* Subcategories of the Brazilian ICD-BR-10 list (http://tabnet.datasus.gov.br/cgi/sim/obtcid10br.htm);

** Deaths due to human immunodefi ciency virus (HIV) disease were included in the subcategory “Viral infections”.
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Table 2

AIDS mortlity rate (per 1000,000 inhabitants) and annual variation (% and p value), according to race/color, by sex and year of 

death. Brazil, 1999 to 2004.

 Mortality Year of death Annual variation

 rate per 100,000 1999 2000 2001 2002 2003 2004 % p value

 Male        

  White 9.0 9.3 9.3 9.2 9.5 9.0 0.2 0.799

  Black 12.3 15.5 15.8 16.2 17.2 16.1 4.9 0.072

  Mixed-race 4.4 4.9 5.0 5.4 5.2 5.4 3.8 0.019

 Female        

  White 3.0 3.4 3.7 3.6 3.9 3.6 3.8 0.075

  Black 7.0 7.9 9.8 9.6 9.5 9.7 6.4 0.043

  Mixed-race 2.0 2.2 2.5 2.7 2.7 2.8 7.0 0.004

Source: Brazilian Mortality Information System (SIM; http://www.datasus.gov.br/catalogo/sim.htm).

Figure 3

Distribution (%) of the main fourth-character subcategories of cause of death due to HIV disease (ICD-10 15, codes 20.0 to B23.8), among male individuals 

aged 15 to 54, according to race/color, by year of death. Brazil, 1996 and 2004.

Source: Brazilian Mortality Information System (SIM; http://www.datasus.gov.br/catalogo/sim.htm).

White

B20.8 Other infectious and parasitic diseases

B20.7 Multiple infections

B22.7 Multiple diseases classified elsewhere

B20.0 Mycobacterial infection (tuberculosis)

B20.1 Other bacterial infections

B20.8 Other infectious and parasitic diseases

B20.7 Multiple infections

B20.0 Mycobacterial infection (tuberculosis)

B22.7 Multiple diseases classified elsewhere

B20.1 Other bacterial infections

Black

B20.8 Other infectious and parasitic diseases

B20.7 Multiple infections

B20.0 Mycobacterial infection (tuberculosis)

B22.7 Multiple diseases classified elsewhere

B20.1 Other bacterial infections

Bi-racial

30 3025 2520 2015 1510 105 50

1996

2004

Studies using a more sophisticated classifica-
tion of race/color, such as that by Caetano 36, are 
still lacking in the field of HIV/AIDS in Brazil. The 
author employed a combination of self-reported 
and interviewer-classified race/color (using both 
crude and adjusted data) to assess sterilization 

among Brazilian women, and unlike previous 
reports, did not find a linear gradient between 
women classified as white, mixed-race, or black 
in detriment to the latter (i.e. in terms of abu-
sively high sterilization rates among mixed-race 
and black women).
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In the present study, we used race/color 
as defined by the corresponding variable in 
the SIM, with the well-known limitations in 
terms of inaccuracy and misclassification. One 
must also observe that in a country like Bra-
zil with such extensive miscegenation, one 
must be cautious when using concepts and 
classifications employed by North American 
epidemiologists, as discussed by Travassos & 
Williams 37.

Former studies document the progressive 
change in the socioeconomic profile of AIDS cas-
es in Brazil, with the proportional increase in new 
cases among disenfranchised social strata 7,8. 
Late diagnosis of HIV infection has been as-
sociated with higher morbidity and mortality 
17,38,39,40,41 and should be further explored ac-
cording to different covariates, such as gender, 
race/color, and social class.

Brazilian Unified National Health System 
(SUS) is based on a permanent quest for equal 
and fair access to quality treatment. Public poli-
cies fostering universal access to any modality of 
care may help reduce mortality between differ-
ent social segments 42. In this sense, the inequali-
ties evidenced by the current study, regardless 
of their association with gender, race/color, or 
social class or a combination of these variables 
merits further study. Public policies aiming to 
remedy prevailing inequalities should improve 
access to treatment and standard-of-care for all 
clients of the SUS, reinforcing the basic principle 
of equal treatment for any all, regardless of indi-
vidual characteristics or social status 34.

The exclusive utilization of secondary data, 
not validated by original empirical data, poses 
limitations to the current study. However, Brazil’s 
SIM has improved its data in terms of complete-
ness and accuracy 26,43. A previous study validated 
information from the system using quantitative 
and qualitative data from 15 Brazilian municipal-
ities. The study showed that for deaths presumed 
to be associated with AIDS but which did not 
originally include AIDS as the underlying cause, 
only 10.7% were defined, after careful review, as 
additional deaths associated with AIDS 43.

The present study did not identify major 
differences in specific causes of death after the 
introduction of HAART, as demonstrated by the 
recent international literature 38, although the 
analysis of cohort studies rather than secondary 
data from national databases, as in the present 

study, may explain the contrasting findings. Nev-
ertheless, further studies are still needed to verify 
whether AIDS patients that die in health facilities 
are unaware of their HIV status, thus leading to 
incorrect recording of cause of death.

The current gap in studies on the differen-
tial survival of people living with AIDS by gender, 
socioeconomic status, and race/color reinforces 
the need for further exploratory analyses 26.

Race/color as an indicator of the socioeco-
nomic status of deceased individuals is based on 
previous studies documenting the concentration 
of individuals classified as black and mixed-race 
in the most dispossessed strata in Brazil 13,44,45. 
Due to a protracted and unjust development pro-
cess, Brazil historically became one of the most 
unequal societies in the world 46. Such inequali-
ties have been associated with different socio-
economic and demographic variables, such as 
those related to social class, race/color, occupa-
tion, schooling, and gender.

The ongoing debate interprets Brazil’s social 
and racial inequality according to two different 
hypotheses: one group views the social heteroge-
neities in terms of race/color as a consequence 
of underlying social and economic heteroge-
neities 47, while the other sees the inequalities 
as directly related to race/color, as contended 
by some North American studies that explore 
the hypothesis that a racist society has unequal 
health standards, invariably unfavorable to ra-
cial/ethnic minorities 48. In Brazil, the latter hy-
pothesis has been explored by studies showing 
differential access to services and provision of 
care under different standards of quality in det-
riment to black and mixed-race individuals 49. 
However, such studies are restricted to specific 
contexts and should be viewed with caution. Last 
but not least, recent Brazilian studies have found 
that race/color is an independent predictor of 
health status, after adjusting for other social and 
demographic variables 50.

Despite the abovementioned limitations, this 
is the first paper to explore inequalities in AIDS 
mortality in a context of universal access. Further 
studies should address the most different dimen-
sions of management and care for people living 
with AIDS in Brazil, since regardless of gender, 
race/color, sexual orientation, and social class 
they are entitled to receive optimal care and over-
come difficulties in access to treatment, adher-
ence, or psychosocial support.
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Resumo

A terapia anti-retroviral de alta potência (HAART) tem 
determinando substancial aumento da sobrevida de 
pessoas vivendo com AIDS, ainda que de forma hete-
rogênea entre populações de diferentes condições so-
ciais e econômicas. Este estudo analisa a mortalidade 
por AIDS no Brasil, num período em que a HAART se 
consolida como estratégia terapêutica, explorando a 
hipótese da variável “raça/cor” constituir uma das ver-
tentes das desigualdades sociais e econômicas no Bra-
sil. Foram calculadas taxas de mortalidade por AIDS, 
por sexo e “raça/cor”, utilizando-se dados do Sistema 
de Informações sobre Mortalidade. As maiores taxas 
de mortalidade foram observadas nos indivíduos de 
“raça/cor” preta e as menores naqueles de “raça/cor” 
parda, ainda que com crescimento persistente no pe-
ríodo observado (1999-2004), em ambos os sexos. Entre 
os indivíduos de “raça/cor” branca, observou-se esta-
bilidade na taxa de mortalidade apenas entre os ho-
mens. A idade mediana dos óbitos na “raça/cor” parda 
foi invariavelmente mais baixa, para ambos os sexos. 
Tendências diferenciadas por sexo e “raça/cor” foram 
observadas, exigindo estudos adicionais que explorem 
os fatores que determinam diferenciais nas taxas de 
mortalidade num contexto de acesso universal.

Síndrome de Imunodeficiência Adquirida; Terapia An-
ti-Retroviral de Alta Atividade; Distribuição por Raça 
ou Etnia; Mortalidade; Desigualdade Social
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