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Executive Summary

Focusing on the changes that took place since 2001 in the situation and the response to
the AIDS epidemic the following key aspects should be highlighted:

1. Epidemiology

Since 2001 not much has changed in terms of the global distribution of the epidemic. Sub
Saharan Africa, and within the region particularly the Southern part, remains the epicentre
of the world’s epidemic. Eastern Europe and Central Asia experience the world’'s fastest
growing epidemics. For the first time in 2006, India overtook South Africa as the country
with the highest number of people living with HIV worldwide.

The understanding of the epidemic has become much clearer and more differentiated.
While all regions reported an increase in the number of people living with HIV in 2006, a
growing number of countries in Sub-Saharan Africa, Asia and the Caribbean observe de-
clining prevalence rates, due both to positive behaviour change as well as increased AIDS-
related mortality. A marked feminisation of the epidemic took place with half of all people
living with HIV worldwide being women. At the same time, young people have moved to the
centre of attention, since 40% of the new infections worldwide happened amongst people
of the age group 15-24. The role and the large gap of unmet needs of particularly vulner-
able groups, such as Injecting Drug Users (IDUs) and Men who have sex with Men
(MSMs) is increasingly being recognised in all the regions.

2. Impact

The AIDS epidemic is today understood as the single greatest reversal in human develop-
ment. The triple threat of HIV combining with recurring food insecurity and weakened insti-
tutional capacity is of particular concern in Sub-Saharan Africa. The impact in countries
with concentrated and generalised epidemics is felt strongly at all levels from household to
national. AIDS has led to significant declines in life expectancy and other health indicators.
The performance of all Government sectors is being affected including the economic
growth of national economies.

3. Theresponse

A significant rise in leadership and political commitment both at the global and the country
level can be observed. This led to an average annual increase in resources available for
the HIV response in low and middle-income countries of USD 1.7 billion between 2001-
2004, as compared to USD266 million between 1996 and 2001. The mushrooming of
global initiatives and partnerships, a multitude of new actors at the international and na-
tional level left countries with the challenge of coordination and ensuring leadership in the
context of the overall management of a country. The “three ones” have emerged from this
situation, but ownership, coordination and alignment continue to present challenges. Health
systems in heavily affected countries face enormous difficulties in providing the necessary
services while serving the other public health priorities.

4. Some of the progress

In 2005 1.6 million people in low- and middle income countries benefited from ART, as
compared to 240,000 in 2001. Significant price reductions and the proof of feasibility of
ART programmes in low income countries were supported by the joint international efforts
around the “3by5” initiative. The number of young people today receiving AIDS education is
double that of 2001, contributing to the above mentioned behaviour change and drop in
prevalence. Today, people living with HIV or AIDS are better organised and have a
stronger voice than was the case in 2001. Civil society capacity and competence in playing
an important role in the response at the country level has significantly progressed.



5. Remaining challenges

While the above mentioned progress in the response and the resulting achievements
are impressive, much remains to be done as underlined by the fact that the number of
people living with HIV continues to grow in all regions. Challenges are many and in-
clude the need for more accountability (“keep the promise”), better coordination, align-
ment and harmonisation of development partners. Sustaining a long term exceptional
response and strong commitment by placing the HIV response at the core of develop-
ment efforts while avoiding donor fatigue and short sighted emergency responses re-
main top priorities. At the level of national responses, addressing the drivers of the epi-
demic is equally important as strengthening weak health systems and their workforces
to allow them to cope with the immense needs. A renewed focus on prevention, with a
special attention given to women and young people will be essential, if epidemics are to
be slowed down.



Introduction

The AIDS epidemic remains a global crisis with impacts that will be felt for decades to
come. Over 30 million people are estimated to have died of AIDS in the 25 years of its
existence. The 2005 Human Development Report identified AIDS as the factor inflicting the
single, greatest reversal in human development history (UNDP, 2005).

In 2001 SDC developed its “AIDS Policy 2002-2007". In view of the planned extension and
revision of this policy a report was commissioned with a rationale to recall the situation in
2001 and compare it to today’s situation. Progress, trends, challenges and opportunities
will be highlighted in the following paragraphs.

1. Epidemiology and Trends

(if not referenced otherwise, current figures are taken from the 2006 AlDS epidemic update')

At the end of 2001 UNAIDS estimated that 40 million persons worldwide lived with HIV or
AIDS, of which 17,6 million were female and 2,7 million children under the age of 15 years.
5 million persons were newly infected in 2001 and 3 million were estimated to have died of
AIDS in that year. The latest figures given by UNAIDS in the 2006 AIDS Epidemic Update
speak of 39.5 million people living with HIV/AIDS, with 4.3 million people newly in-
fected and 2.9 million deaths during the previous year.

This could give the wrong impression that everything remained as it was back in 2001.
That, however, is not the case (see Annex 1 estimated number of people living with HIV).
As the latest update shows, the epidemic continues to grow, with the poorest countries hav-
ing to bear the biggest burden. Why is this not reflected in the statistics? Since 2001
UNAIDS changed the methodology of presenting HIV surveillance data. This led to the in-
troduction of a confidence interval and the lowering of the overall figure given. This change,
however, reflects a purely artificial drop and does not mean that the spread of the epidemic
has slowed down, as shown in Annex 1. In the past two years the number of people living
with HIV increased in every region of the world. In addition, the 2.9 million annual AIDS
deaths in 2006 happened despite a growing proportion of those infected having access to
life-saving antiretroviral therapy. In 2006 the picture of the HIV epidemic is clearer and
more diverse than the one we had 5 years ago. While increases and decreases of the inci-
dence (new infections) and prevalence (the proportion of people living with HIV) to some
extent balance off globally, trends differ greatly between various geographical settings and
between sub- populations.

As in 2001, Sub-Saharan Africa (SSA) remains the global epicentre of the AIDS pan-
demic. Of the estimated 4.3 million new infections in 2006, 65% occurred in the region,
which was also home to three quarters of the people that have died of AIDS over the past
year. SSA has some 24.7 million people living with HIV or AIDS. Prevalence rates, how-
ever, vary widely between countries and within a given country between geographical re-
gions with age, gender and social groups all having an influence. Within the continent, the
“epicentre” has moved South, with Southern and Eastern Africa being most affected. In
Swaziland, the country with the highest adult HIV prevalence in the world, national adult
HIV prevalence is estimated at 33.4%. With some 5.5. million people living with HIV, South
Africa continues to have one of the biggest epidemics worldwide which still shows no evi-
dence of a decline. This, however, should not leave the impression that other parts of Africa
are not seriously affected. Ethiopia and Nigeria are just two of the countries, which today
have a national epidemic with millions of people infected.

Punctuating an overall bleak Sub-Saharan African picture, however, there are today several
examples of countries that have managed to slow down the progression of the epi-
demic (see Annex 2). Uganda was the first country to demonstrate an impressive decline in
overall adult prevalence from 14% to 8% between 1990 and 2000 (UNAIDS Report, 2002).
It is of major concern that in 2006 there are first indications that a possible erosion of these

! UNAIDS Dec 2006 AIDS epidemic update, http:/ww.unaids.org/en/HIV_data/epi2006/default.asp
6



gains is taking place in Uganda. More recently, successes have been reported from Kenya,
Zimbabwe, Rwanda, Tanzania and urban areas of some other countries, such as Burkina
Faso as shown in the table in Annex 2. Whilst the underlying observed behaviour change is
a very positive development, increased AIDS mortality is also a factor leading to a drop of
prevalence. The numbers of people living with HIV (PLHA) are continuing to rise due
to population growth and the effect of the highly active antiretroviral treatment. In 2005
UNAIDS launched "AIDS in Africa: Three scenarios to 2025". Entitled “Tough Choices”,
“Traps and Legacies” and “Times of Transition”, they outline ways the world can respond to
change the longer- term trajectory of the epidemic and mitigate the impact. In short, “Traps
and Legacies” show what might happen should inefficient policies to respond to HIV com-
bine with declining external aid, “Tough Choices” shows what can be achieved if there is an
efficient domestic policy response but stagnant external aid, whilst “Times of Transition”
examines what an efficient response and increased, high quality assistance can achieve?.

Regarding the distribution of the epidemic over the rest of the world, few changes can be
noted since 2001: The Caribbean, with an adult prevalence of 1.2% in 2006, remains the
second most affected region in the world. AIDS is now the leading course of death among
adults. In Latin America 1.7 million people are currently living with HIV. More intense epi-
demics are underway in the smaller countries of Belize and Honduras.

The world’s fastest growing epidemic continues to take place in Eastern Europe and
Central Asia. There, the number of newly infected people in 2006 showed a 70% increase
over the number of people who acquired HIV in 2004. The situation in the region has con-
tinued to worsen, particularly in the Russian Federation and the Ukraine. UNAIDS reports
that up to 270,000 people became newly infected with HIV in 2006 bringing the total to
about 1.7 million. This reflects a twenty fold increase in less than a decade - the steepest
increase worldwide.

In 2001, 7.1 million people were reported living with HIV/AIDS in Asia and the Pacific and
HIV prevalence exceeded 1% in Cambodia, Myanmar and Thailand. In 2001, data from
China was still patchy. The situation in the world’s most populous countries is progressing
rapidly. In 2006 national prevalence rates are highest in South East Asia. Latest estimates
show more than two-thirds of the 8.5 million people infected in 2006 live in India. For the
first time in 2006, India has overtaken South Africa and became the country with
worldwide the biggest number of people living with HIV (5.7. million). Expanded HIV
surveillance has created a clearer picture of the extent of the epidemic in China where
650,000 people are estimated to be living with HIV in 2005. Injecting drug users account for
almost half (44%) of them (UNAIDS 2006 Report®). UNAIDS further highlight the overlap-
ping risks of drug use and unprotected sex feature in Asian countries where the epidemic is
in transition and spilling over from higher risk groups into the general population such as
Vietnam. On the positive side, HIV prevalence has been declining in Thailand, Cambodia
and four states of India. The opposite is true for China, Indonesia, Pakistan or Vietnam,
where national prevalence rates are on the increase.

Overall Trends in terms of vulnerability

In 2001 the analysis of the multiple epidemics remained somewhat undifferentiated. HIV
was still perceived to generally affect adult (heterosexual) populations in the first instance,
with certain key populations at higher risk — sex workers and truck drivers, or other groups
stigmatised as being “different”. Homosexuality was only perceived as a problem in West-
ern Europe and North America. The importance of injecting drug users as one of the
groups needing special attention was emerging mainly for Eastern Europe. Children were at

2 The summary has been adapted from http://www.medicalnewstoday.com/medicalnews.php?newsid=20704 for
the full report see http://www.unaids.org

¥ UNAIDS 2006 Report on the global AIDS epidemic
http://www.unaids.org/en/HIV_data/2006GlobalReport/default.asp




that time seen simply as victims and the fact that they are often infected or affected in com-
plex and multiple ways was frequently overlooked. The particular and explicit vulnerability of
women and girls was neither fully realised nor taken into sufficient consideration when it
came to the response.

By 2001 the inseparability of poverty and HIV, both as a risk factor for infection and the
cause of further deprivation, had long been established. Over the last years this has been
confirmed with the complexity of the way HIV and AIDS intertwines with poverty, nutrition
and agricultural production becoming increasingly apparent. In general terms the poor are
more likely to be malnourished and lack access to health services. Someone with a low nu-
tritional status and for whom the opportunistic infections are badly managed, will suffer a
more rapid progression to full-blown AIDS.

Over the past years, a dramatic feminisation of the epidemic has been recognised:
women now represent half of all people living with HIV globally. 59% of infected Africans
are females. Detailed analysis clearly shows that gender is a factor directly related to pov-
erty and that gender inequalities and all forms of violence against women and girls increase
not only their individual HIV risk but also reinforces their vulnerability to HIV/AIDS (their abil-
ity to control their risk of HIV infection). The importance of tackling this trend is reflected in
the establishment of a UNAIDS-led Global Coalition on Women and AIDS in 2004.

The other highly affected and neglected group are children and young people. Children
under 15 years account for one in six AIDS-related deaths worldwide and one in seven new
HIV infections. Many of them are being born infected (UNICEF, 2005). In Sub Saharan Af-
rica, home to 80% of the children infected worldwide (equivalent to 2 million children under
15), the majority of them fail to be diagnosed and succumb to AIDS before their second
birthdays. SSA is home to more than 48 million orphans, 12 million of whom have lost one
or both parents to AIDS. Sub Saharan Africa is one amongst several other regions in the
world were infections are heavily concentrated among young people. Half of all new HIV
infections in that region occur among young people between the ages of 15 to 24 years.

Injecting Drug Users (IDUs) continue to be at the focus of prevention and control strate-
gies in Eastern Europe and also in Asia, where a major part of transmission occurs
amongst these population groups. Recently, reports and studies from African countries,
such as Tanzania, Kenya, South Africa and Nigeria show that this problem is also on the
increase in Africa.

In addition, there is today an increasing recognition that Men who have Sex with Men
(MSM) exist around the world. For the first time, reports on the situation of MSM emerge
from the African continent. A Senegalese study has found HIV prevalence of 22% in men
who have sex with men, most of whom (94%) said they also had sex with women. In con-
texts where homophobia is immensely strong, this population are clearly a potential bridge
for HIV transmission to the general population®.

To date both IDUs and MSMs remain highly stigmatised and discriminated groups and their
needs remain largely unaddressed especially in low and middle income countries.

Finally, people who are trafficked or fleeing conflicts, natural disasters, persecution or
economic hardship have been recognized as highly vulnerable. In complex emergencies,
such as Darfur, the majority of those displaced are women and children trying to survive in
precarious and unprotected conditions.



2. The impact of the HIV pandemic- a focus on Sub Saharan Africa

AIDS epidemics have many dimensions and unfold dynamically over time. For the individ-
ual there comes firstly the wave of infection itself, followed by the wave of opportunistic in-
fections, most notably TB. Years later end-stage AIDS illnesses lead ultimately to death®.
There then follows the still unfurling, and increasingly devastating, wave of economic and
social impacts at household, community and national levels®. Life expectancy in the
hardest hit countries has dropped steeply and mortality patterns are changing. Annex 3
gives an example of how the distribution of deaths by age in Southern Africa has been af-
fected by the epidemic.

The ‘Triple Threat’ refers to the ways in which the HIV/AIDS epidemic, recurring food in-
security and weakened institutional capacity have combined and fed each other in sub-
Saharan Africa, to create crisis on a scale that demands new approaches not only from
governments and humanitarian and development agencies but also from journalists cover-
ing these interlinking disasters®.

The 2005 Human Development Report identified AIDS as the factor inflicting the single,
greatest reversal in human development (UNDP, 2005). The impact undermines labour
forces, business productivity, exports, investments and ultimately national economies. Be-
tween 1990 and 2003 many of the countries most severely affected by AIDS tumbled down
the global ranking according to the Human Development Index. South Africa fell 35 places,
Botswana by 21, Kenya by 8. The report shows that no sector — indeed, nobody - is re-
maining unaffected. For example, it describes how in Zimbabwe increasing numbers of
students, especially girls, are dropping out of school to look after family members affected
by AIDS; life expectancy is declining alarmingly; achievements in the area of under five
mortality have been erased and the global resurgence of TB, with HIV and TB fuelling
each other in conditions of poverty with the later now the leading cause of iliness and death
in people infected with HIV, marks the undoing of decades of efforts to control TB. The
2005 UNDP human development report states that “if current trends continue, there will be
large gaps between MDG targets and outcomes”.

Not only are women more at risk of becoming infected with HIV, they are also shouldering
most of the impact in terms of caring for the sick and the orphans of diseased family mem-
bers. Young girls and elderly grandmothers may find themselves the heads of households.
Children are being exposed to the terrible impacts of the illness, death and often disintegra-
tion of their families.

3. Developments in the Global Response to HIV

Since 2001 the world has seen a significant rise in leadership and political commit-
ment to respond to HIV. The UN General Assembly Special Session on HIV/AIDS
(UNGASS) in 2001 marked the milestone in achieving this shift. The adopted Declaration
of Commitment outlined actions to be taken at both the national and international levels
including the development of national strategies, confronting stigma, addressing gender
and age-based dimensions of the epidemic and fully protecting all human rights. The dec-
laration embraced access to treatment and support as being equally important as preven-
tion efforts and gave way to a major international effort to mobilize the needed resources.
UNAIDS and WHO in 2003 seized the opportunity to move from debate to implementation

* Barnett and Whiteside, 2002 (in UNAIDS Report 2006, Chapter 4)
® Bell et al, 2003 (in UNAIDS Report 2006, Chapter 4)
® http://ww.irinnews.org/aids/pdf/TripleThreatFactFile.pdf
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and set a global TARGET known as “3 by 5" to provide three million people living with
HIV/AIDS in low- and middle-income countries with life-prolonging antiretroviral treatment
(ART) by the end of 2005. Also in 2005, the G8 called for universal access to prevention,
treatment, care and support by 2010. In 2006, UNGASS +5 drew attention to the impor-
tance of responding to HIV as a prerequisite to reaching internationally agreed develop-
ment goals and objectives, including the Millennium Development Goals (MDGs). The
MDG+5 summit reiterated that the AIDS epidemic is eroding efforts towards the MDGs in
particular in SSA.

Financing the response: The Global Fund to Fight AIDS, Tuberculosis, and Malaria,
launched in January 2002, was created to dramatically increase available resources to
fight three of the world's most devastating diseases. To date $5.6 billion has been ap-
proved to nearly 400 grants in 132 countries. 57% of the total funds have been allocated
for HIV/AIDS and 64% for low income countries (http://www.theglobalfund.org/en/). At the
G8 Summit in 2003 President Bush launched the 5-year, $15 billion Emergency Plan for
AIDS Relief (PEPFAR), which led to tripling of US spending on HIV/AIDS. The World
Bank had approved USD1 billion in grants or interest free loans to support AIDS pro-
grammes in SSA by 2004. At the same time, many of the major bilateral agencies and
the EU declared HIV/AIDS as a priority in their policies and reallocated funds accordingly,
as also manifest in the 2005 G8 meeting. International initiatives around the topic mush-
roomed. Examples include the International AIDS Vaccine Initiative (IAVI), the Global Me-
dia AIDS Initiative (GMAI), the Baylor International Paediatric Aids Initiative, the Global
Coalition on Women and AIDS and many more. New funding initiatives came up with ex-
tremely innovative ideas, such as the recently launched air ticket tax’.

Concurrently, a rise in the importance of already existing private foundations such as the
“Bill and Melinda Gates Foundation” and the Henry J. Kaiser Family Foundation in the
global response has been seen. Former US President Clinton launched his “William J.
Clinton Foundation” in 2005.

The above developments led to an average annual increase in resources available for the
HIV response in low and middle-income countries of USD 1.7 billion between 2001-
2004, as compared to USD266 million between 1996 and 2001. (UNAIDS report, 2006,
see also annex 4). It is important here to note that also domestic public expenditure
from Government has increased significantly in low income sub-Saharan African coun-
tries and more moderately in middle income countries.

The changing political and financial framework made for a challenging working environ-
ment. The new constellation at strategic level with the predominance of US influence had
a negative spin-off on ongoing prevention efforts most notably in SSA. Not only did the
importance of prevention become eclipsed by lobbying for increasing access to care and
treatment, but the wider importance of sexual and reproductive health was diminished by
the pronounced focus purely upon tackling HIV. This was compounded as the scope of
which strategies could be promoted to young people with U.S. funding became limited to a
value-laden and highly restrictive Abstinence, Be faithful or Condomise (ABC). A Public
Health approach calls for the promotion of a wider range of options in particular for young
people, adolescents and women who are often powerless in the decision of when and with
whom to have sex and unable to negotiate male condom use for a variety of cultural, eco-
nomic and social reasons.

The private foundations have succeeded in mobilizing exceptional levels of resources.
However, this has also led to a paradoxical situation where celebrities pulling large media
followings, rather than public health experts or heads of state are shaping the nature of
the response to HIV. PEPFAR is just one example which, as its name implies, focuses on

" http://Iwww.usatoday.com/travel/flights/2006-03-01-airline-tax_x.htm
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an emergency response that is short term in its very conception and politically in need of
quick wins. HIV prevention and the provision of care and treatment are both life-long un-
dertakings. Increasing numbers of people are concerned about how to ensure long term
pledges for a sustained response (Peter Piot, Lancet 5 August, 2006). Maintaining this
funding level and bringing the response to HIV/AIDS to the heart of the development
agenda without losing the momentum presents a major challenge for the future. Funding
requirements to maintain the current response in 2010 are predicted to lie in the region of
USD30 billion, but so far only 10 billion have been pledged. Funding needs for activities
to support children and vulnerable children in particular are predicted to rise sharply
from the current USD3043 million to 5349 by 2008 (UNAIDS Report, 2006). There is also
a real risk that contributions are diverted from other priority development programmes,
rather than being additional. More accountability in keeping the promises made and en-
suring long term commitments remains a key priority.

Experiences since 2001 show the task of coordinating all the different actors to be ex-
tremely difficult. The “three ones” approach of having one in-country coordinating mecha-
nism, a national multisectoral HIV strategy and a single, agreed monitoring and evaluation
system has been advocated by UNAIDS. Within this context, a Global Task Team was
appointed and developed recommendations on improving the institutional architecture of
the response to HIV. Multilaterals, in particular, have been guided to streamline, simplify
and further harmonize procedures and practices with national responses to improve their
effectiveness and, whilst there is still room for improvement, progress has undoubtedly
been made.

The experience of rolling out Care & Treatment provision via global health initiatives in an
essentially vertical manner has highlighted some of the existing weaknesses in the health
systems in resource poor countries. Equinet points out as main tensions that play out
against one another when C&T is introduced into weak health systems:

1. Expansion of ART versus improvement of other essential health services

2. Top-down/vertical approach versus an integrated/bottom-up approach

3. Short term ambitions versus long-term, sustainable solutions

4. Global Health Initiatives versus National Ministries of Health

Strong efforts should go into the direction of achieving a “virtuous cycle” where ART pro-
grammes actually contribute to strengthening health systems. Two moves into this direc-
tion are reflected in the GFATM now investing parts of its funds in health system strength-
ening and the new global initiative “TREAT, TRAIN, RETAIN” (TTR) launched by WHO in
August 2006. The initiative is a new coordinated global effort to address the shortage of
health staff around the world, particularly in SSA, and will address both the causes and
effects of HIV and AIDS for health workers®.

4. How much progress was achieved in meeting some of the inter-
national goals?

21 countries have met the “3 by 5" goal and UNAIDS reports that in 2005 1.6 million
people around the world were under ART compared to just 240,000 in 2001. Addition-
ally, the Global Fund reports that 62 million new clients have been reached with VCT
services over the last 5 years. These are impressive achievements. However, the inter-
national community is well aware, that not enough progress was made over the past five
years. At the UNGASS+5 Conference in 2005, the 2001 targets were reviewed: The mo-
bilisation of resources target was achieved; regarding the 25% reduction in the percent-

8 for more details see: WHO 2006 Taking stock: health worker shortages and the response to AIDS
http://www.who.int/hiv/toronto2006/TTR2 eng.pdf#search=%22WH0O%202006%20Taking%20stock%3A%20health%20worke
r%20shortages%20and%20the%20response%20t0%20AIDS%22)-
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age of young people aged 15-24 who are infected with HIV in the most affected coun-
tries, six countries have managed to achieve this — none of them are from the African
region. Regarding the 20% reduction of the percentage of infants born to HIV-infected
mothers, 11 of the most affected countries have achieved this. However the cause for
celebration is limited: Not a single low or middle income country achieved either the goal
of ensuring that 90% of youth aged 15-24 years can correctly identify ways of preventing
HIV transmission and reject myths often associated with this, nor the target of getting
80% of HIV positive pregnant women to take up ARV prophylaxis®. This target was
completely missed as shown in Annex 5 and discussed below. It also remains the case
that globally 90% of the drugs are in the Northern hemisphere, whilst 90% of the patients
requiring them live in the Southern hemisphere.

5. What has changed in the areas of Prevention, Care & Treatment
and Psychosocial Care?

Over the past months the importance of three facets of a comprehensive AIDS policy -
Prevention, C&T and Mitigation — was returned to the top of the agenda. This reflected a
culmination of the UNGASS+5 reaffirmation of the essentiality of prevention as a
keystone of the global response. Additionally, in 2005, UNAIDS released a key policy
paper underlining the evidenced-based significance of prevention and outlying a strate-
gic framework for intensification of prevention programmes. A new phase of redoubled
prevention efforts and moves to mitigate the ever-growing, negative impacts of the pan-
demic has been heralded, with the on-going roll-out of C&T continuing in parallel to
achieve the MDG of halting and beginning to reverse the spread of HIV by 2015.

Prevention:

In 2005 the number of young people who had received AIDS education has doubled
since 2001. However, still only one in five of those at risk has access to HIV preven-
tion. None of the 18 countries in which young people were surveyed by the Demo-
graphic Health Survey/AIDS Indicator Survey between 2001 and 2005 had knowledge
levels exceeding 50% (2006 Report on the Global AIDS Epidemic). Encouragingly, the
latest Epidemic Update 2006 reports that “increased HIV prevention programmes that
are focused and adapted to reach those most at risk of HIV infection are making
inroads”. In several African countries young people reported using condoms more fre-
quently, having fewer sexual partners and delaying their first sexual encounter which led
to falling HIV prevalence rates amongst young people in 8 of the 11 countries with suffi-
cient data to draw a conclusion, including for example Rwanda and Kenya.

Condoms remain a key prevention tool- but access to this commodity has remerged as
a problem. UNFPA estimates that the global supply of public sector condoms is less than
50% of that needed and that current funding for condom procurement and distribution
need to increase threefold to meet agreed prevention targets (UNAIDS 2006). Regarding
the female condom, recent initiatives have resulted in marked price drops (a public-
sector price of about U.S. $0.62 per female condom. The unit price of a male condom
remains much lower at about U.S. $0.05). A new partnership has seen 19 million female
condoms made available in over 70 countries in Africa, Asia and Latin America. Re-
search efforts continue to widen the strategies that can be used for prevention. Exam-
ples include the development of microbicides, which could be on the market in the very
near future. The potential for antiretrovirals to be used in prevention is also being ex-
plored, whilst trials into the effectiveness of male circumcision in prevention are in very
advanced stages. Even if the trials were to prove conclusive, however, many practical

9 UNGASS +5
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issues would still need to be resolved before recommending these strategies at a public
health programmatic level. In 2001 it was believed that an HIV vaccine would be seen in
the next 5-10 years. In 2006 we are no closer to seeing a breakthrough and most ex-
perts warn that it will be 10 years or more until current research will yield results. It may
even be that a vaccine will not be able to prevent infection, but that it can reduce the
harm caused by the virus.

Each day, 1800 children worldwide become infected with HIV-the vast majority of them
are newborns (UNAIDS 2006). This highlights one of the most urgent prevention priori-
ties. Vertical transmission (previously know as Mother to Child Transmission) accounts
for more than 90% of HIV infection in children under 15 years globally. Prevention of ver-
tical transmission programmes show only modest progress, as shown in Annex 5. In
2005, 9% (fewer than 6% in SSA) of pregnant women in low and middle income coun-
tries were offered services to prevent transmission to their newborns — as compared to
7.6% in 2003. Between 2003-2005 the percentage of HIV positive pregnant women who
received prophylactic antiretrovirals increased only slightly to 9.2%. In 2001, approxi-
mately 30% of infants of infected mothers were infected. There has been an estimated
10% reduction in HIV transmission between 2001 and 2005.

Focusing on risk is especially important in concentrated epidemics, where particularly
vulnerable groups are most affected. While prevention in terms of influencing individual
risk behaviour, improving access to preventive tools and programmes, such as the pre-
vention of vertical transmission or the access to Voluntary Counselling and Testing ser-
vices to know one’s status need to be reinforced, little progress was achieved in terms of
addressing the vulnerability factors that continue to drive the epidemic. Gender
inequalities and homophobia, conflict and labour mobility, poverty and access to educa-
tion, just to mention a few have not significantly changed over the period and remain an
open challenge that need to be addressed with much more attention.

Care and treatment:

It is in the domain of access to antiretroviral treatment (ART) that the most impressive
progress can be seen when comparing today’s situation to that of 5 years ago. In 2001,
the availability of HAART (highly active antiretroviral therapy) had already started to re-
duce AIDS related mortality in industrialised countries. Many, however, defended that
bringing these live saving treatments to low income countries was unrealistic and unfea-
sible, since drug prices were prohibitive (USD10,000-15,000 per person year) and there
was a big fear that the creation of resistance could become a major issue as many
doubted that a significant adherence could be achieved under such circumstances.
Since, various mechanisms have been used successfully to reduce costs including the
production of generics in countries in transition, such as Brazil and India, the protection
of public health interests by advocacy groups suing law cases and many other initiatives.
Today the situation has changed dramatically, with antiretroviral therapy available for
developing countries for as low as US$ 132 per patient year (drug cost only, MSF 2006,
see development 2000-2006 in Annex 6).

Initial efforts to offer HAART in low resource contexts were all made by NGOs outside of
the health systems —MSF was one of the most important pioneer agencies in that field.
They and others succeeded in showing the provision to be possible and that adherence
amongst lowly educated groups of African patients is equal if not better than that of pa-
tients in the Americas (Mills et al, Jama 2006). “3by5” then called for the scaling up of
these experiences within health systems — effectively taking a public health approach to
treatment. In Brazil, Argentina, Chile and Cuba treatment coverage now exceeds 80%.
Between 2001 and 2005 the number of people on ARVs in low income countries in-
creased from 240’000 to approximately 1.6 million and the number of sites provid-
ing these treatments multiplied tenfold within one year (2004-2005). Through the
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expanded provision of ART an estimated 2 million life years were gained since 2002 in
low and middle income countries'. While this is extremely good news, globally, ARVs still
reach only one in five of those who need it, and the situation is even worse in Sub Saha-
ran Africa. Also the Russian Federation and Ukraine continue to lag behind their aims of
providing universal access.

Major challenges and shortfalls remain in providing access to paediatric treatment and
care for children infected with the virus. Only some 5% of children in need of ARVs do
actually get them in Sub Saharan Africa. Problems related to second line treatments
for patients who do not respond to the first line treatments are also still unsolved. A pre-
requisite to scaling up ART is the access to HIV testing. Access to voluntary testing
and counselling progressed significantly over the last five years, despite the fact that
stigmatization still prevent many from knowing their sero-status. Since 2004 Botswana
practices “opt out” routine testing, and the model is being explored in other high impact
countries. Today, a heated controversy is ongoing on the justification of routine testing
versus the traditionally proposed VCT (voluntary testing and counselling).

Strengthening health systems, protecting them from the adverse effects of vertical
ART programmes and investing in human resources for health and strengthening their
capacity is today seen as the priority number one in further scaling up access to ART.
Increasingly, as is the case in the Namibian public health system, integrated ap-
proaches linking the provision of ART to TB, sexual & reproductive health and other es-
sential health services are being developed.

Today, a concept of comprehensive care is proposed which embraces VCT, social and
psychosocial support, home based care, protection against stigma and care for those left
behind, grounded in a human rights approach. As the impact of AIDS exacerbates every
other challenge to human development, it has been seen that efforts to address the epi-
demic need to be still broader than prevention and the provision of therapy care. Atten-
tion also needs to be paid to mitigating the institutional and social impacts of AIDS. This
starts with the individual and families affected and extends to social protection and wel-
fare measures to preserve livelihoods.

Psychosocial response developments
(source: Irene Bush, Terre des Hommes, Schweiz"/REPSSI, personal communication)

Behind the statistics about HIV/AIDS lie economic hardship, physical suffering, over-
whelming losses and heart-breaking grief of human beings. In 2001 many NGOs, com-
munity based groups, public and faith run social services were already starting to be
overrun with requests for assistance. Ad hoc responses were made firstly to meet peo-
ple’s physical needs and secondly to try to address their underlying trauma and emo-
tional stress. Networks of those involved in early efforts to offer psychosocial care have
subsequently arisen. Today it is clear that psychosocial assistance needs to be main-
streamed in the activities of Government ministries as well as provided by community
based organisations and NGOs. Some key lessons have been learned to date. In de-
prived areas singling out those affected by HIV simply doesn’t work. The focus
needs to be generally widened to address all those affected by poverty and HIV. Bring-
ing groups of people in similar situations together has an empowering effect. Groups of
orphans rather than individuals, for example, are better placed to overcome the social
stigma associated with their parents’ illness and death and, on a more practical level,
have succeeded to lobby village elders for their landrights and to negotiate paying re-
duced levels of tax for running kiosks etc. Amongst others, the methodology of “Re-
membering” has been heralded by experts as a highly effective form of psycho-social
support. In 2004 the 10 Million Memory Project for Africa was launched.
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6. The Multisectoral Approach at Country Level

At the country level, governments are faced with increasingly threatening epidemics that
impact on the development of their economy and on all sectors. While they are strug-
gling to cope in contexts where resources are severely limited, a further challenge they
face is to respond adequately to all the global and international initiatives, players and
guidelines. In 2001 the UNGASS declaration placed HIV in a broad context and high-
lighted the close interlinkage of the epidemics with poverty. In consequence, Poverty
Reduction Strategy Papers (PRSPs) needed to be adapted to take account of HIV and
AIDS, AIDS plans and national sector strategies- with the health sector playing a
prominent role- needed to be developed and revised so a to give guidance for a mul-
tisectoral response.

A 2004 review of Poverty Reduction Strategy Papers and National Strategic Plans on
AIDS of 19 African countries showed only 16% to clearly discuss the wider link between
AIDS and poverty and how this can be tackled. Half of countries reporting to UNAIDS in
2005, acknowledge the existence of policies that interfere with the accessibility and ef-
fective running of HIV prevention activities, such as laws criminalizing consensual sex
between males, prohibiting condom and needle access for prisoners and using resi-
dence status in a country to restrict access to services. On the one hand the 2006
UNAIDS report states that 90% of all countries have one agreed national multisec-
toral response to HIV, in 85% of countries one national AIDS coordinating author-
ity with a broad multisectoral mandate is in place and one agreed M&E system has
been established in half the countries of the world. For the moment, however, much of
the national ownership aimed at in the “three ones” principle described in chapter 3
remains on paper and at the national coordination level of the ever increasing number
of stakeholders and actors is still a major challenge in most countries. A mushrooming
number of NGOs with very varied capacity and competence in the domain, civil society
and faith based organisations, associations of people living with HIV or AIDS and private
business are just some of the many new stakeholder groups that have emerged and
start to play an increasingly strong role in the national responses. Despite these chal-
lenges, however, countries like Tanzania, Botswana or Namibia have come a long way
in building national leadership and ownership using a multisecotral approach based on
partnerships.

Much progress has been achieved internationally in the field of “mainstreaming HIV
and AIDS”. The mainstreaming approach can be understood to be a result of the dis-
cussion process around the 2001 UNGASS declaration. The realisation was there that
the ramifications of the epidemic make it more than an exclusive problem of the health
sector and that all sectors needed to partake in a comprehensive programme. However,
there was still a tendency towards lip-service only in the early stages of mainstreaming
and few initiatives were backed by an institutional policy or the commitment of resources.
GTZ and SDC were among the very few “pioneer” development partners promoting
mainstreaming back in 2001. At that time, for many the multisectoral response was lim-
ited to the understanding that various sectors needed to contribute to the response. In
the rare cases where this happened, the sectors worked in isolation, introducing vertical
approaches. Also today, this process remains an ongoing challenge as it brings with it
organisational changes, power reallocations and potential conflict which require strong
political will. However, over the past few years, mainstreaming of HIV and AIDS has be-
come an internationally acknowledged approach which is considered an essential ele-
ment of the HIV response. The mainstreaming agenda is supported by a growing
number of multilateral agencies, such as UNAIDS, UNDP, WFP, the World Bank, and
a growing number of bilateral agencies and NGOs. At the country level, many Gov-
ernments and private corporate businesses are committed to using a mainstreamed,
multisectoral approach. Thailand could be mentioned as one of the countries which have
developed a very strong mainstreaming approach, reflecting also in the national devel-

15



opment plans and instruments. Tanzania would be another country worth mentioning
that pursues a strong multisectoral approach focusing at the district level. Actors as di-
verse as road construction and car production companies, education ministries and reli-
gious leaders are increasingly striving to act according to their comparative advantage,
that is — according to what they can do best to prevent HIV and mitigate the effects of
AIDS. World Bank Multisectoral AIDS Programme support for the mobilization of civil
society has been seen as promising having funded nearly 49,000 NGO, faith- and com-
munity-based subprojects, many at grassroots level in Africa.

Over the past five years, people living with HIV and AIDS have increasingly dared to
come out and start speaking openly about their status and the difficulties and discrimina-
tion they face. Associations of people living with HIV or AIDS do exist now in many of
the heavily affect countries and include also groups such as religious leaders living with
HIV (e.g. Anarella). This would have been unimaginable back in 2001. While these are
impressive achievements, overall the issue of discrimination and stigmatisation re-
mains one of the biggest challenges and obstacles to an effective HIV response and
the involvement of people living with HIV or AIDS as outlined in the GIPA principle is still
far from being a reality.

A burning issue remains the issue of HIV/AIDS linked to mobility. Responses, how-
ever, cannot be limited to the country level but need to have at least a regional dimen-
sion, as the initiatives in South East Asia or Southern Africa. Labour migration contrib-
utes both to spreading the virus as well as to weakening health systems through deplet-
ing human resources for health.

In 2005, the global numbers of refugees and internally displaced stood at 19.2 million.
Many of them are in countries where health services are already overstretched by HIV
and AIDS. UNHCR indicate that only 65% of national strategic plans in 2004 mentioned
refugees and only 43% articulated specific refugee-related activities. (UNAIDS/UNHCR,
2005). The failure to reach them with HIV related services not only further endangers
already extremely vulnerable people, but also undermines ongoing HIV prevention ef-
forts amongst host country populations. Supporting host countries to address HIV re-
lated needs in the context of refugee situations remains critical.

7. Main challenges and opportunities

It is a human disaster with enormous economic and development consequences that each
year, 4 to 5 million persons continue to become infected and 3 million of those infected die.
This is not due to ignorance on how this epidemic could be curbed. UNGASS 5+ reiterates
that combating HIV/AIDS is essential to achieving internationally agreed development goals
and objectives, including the Millennium Development Goals.

At the global level major continuing challenges include amongst others:

Pledges, promises and agreements too often remain mere lip service and are not fol-
lowed up. Increased accountability is badly needed.

More effective harmonisation, alignment and coordination are needed in order to con-
tribute to an effective response.

Some powerful global actors (bilateral donors, private industry, etc) have agendas and
interests that are defended according to different needs to those of people affected by
the epidemic and the response needs to be better balanced with other public health
needs and priorities.

Sustaining a long term exceptional response and strong commitment by placing the
HIV response at the core of development efforts while avoiding donor fatigue and short-
sighted emergency responses remains a challenge.
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At the country level, many challenges remain. They include the following:

Responses need to be tailored taking better account of the link between HIV/AIDS and
poverty. PRSPs should better reflect this.

A widely unsolved problem remains addressing the social drivers of the epidemic (e.g.
poverty, low status of women, homophobia, lack of respect for human rights, etc).
Continue to build strong leadership, develop the necessary absorption capacity and ef-
fective coordination to bring together the multitude of actors and stakeholders behind
one evidence-based, costed, inclusive, sustainable national plan and programme. Im-
plement these programmes with transparency, accountability and effectiveness in line
with national priorities.

A top priority is strengthening weak health systems, avoiding to further weaken them by
ARV services withdrawing scarce resources and maintaining and supporting health
personnel.

A balance between public health interests and individual rights, as with the question of
testing, needs to be worked out to achieve an effect of scale while respecting funda-
mental human rights principles.

Coupled with comprehensive care strategies there has to be a redoubling of prevention
efforts as voiced in UNGAS 5+ to make sure that those who are at greatest risk are ac-
tually reached by prevention programmes. A special focus is heeded on young people,
particularly women, since they are currently at the centre of the epidemics in the most
affected countries.

Equity and access to affordable and effective care remain priority issues. Allowing the
poorest to access C&T would entail the provision of free access to treatment and care.
Fighting stigma attached to HIV and particularly vulnerable groups, such as injecting
drug users or men having sex with men, remains a universal problem needing far more
attention.

Properly addressing the needs of children and young people to safeguard the future of
the most affected communities.

These challenges and many more need to be addressed with more intense and better
coordinated efforts. To realise the MDGs, the global South and the global North have to
join efforts to react with an exceptional response to an exceptional crisis. This re-
sponse can take place in a context of unprecedented opportunities- global financial re-
sources allocated to the HIV response are today important. The effect of large scale and
evidence based prevention and treatment programmes are not only established for highly
industrialised nations but are also reported from an increasing number of middle and low-
income countries. A unique collaboration between Governments, development partners,
civil society and private industry is emerging in many settings. In this sense, the HIV re-
sponse can become a model of addressing development problems that will show an
impact far beyond the problem of HIV. It is this epidemic which gives back focus to many
other development problems, such as poverty, gender inequity, human rights or the right to
health and universal access to care.

In 2006, we have a much better understanding of how complex this epidemic is. It is
clearer than ever that there are no “magic bullet” solutions. The world today understands
that it is not faced with one epidemic, but with a multitude of different epidemics at vari-
ous stages, with a variety of determinants and that varied responses are needed- illustrated
most clearly by a country like India. “Knowing your epidemic and understanding the driv-
ers such as inequality between men and women and homophobia is absolutely fundamen-
tal to the long-term response to AIDS. Action must not only be increased dramatically, but
must also be strategic, focused and sustainable to ensure that the money reaches those
who need it most” as Dr Piot stated during the launch of the 2006 UNAIDS Epidemic Up-
date.

“Keep the promise”- the slogan of the 2006 World AIDS Campaign is what is heeded
most today.
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Annex 1 estimated number of people living with HIV and adult HIV prevalence
Source of Annex 1-5: 2006 UNAIDS Report on the global AIDS epidemic
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Estimated number of people living with HIV and adult HIV prevalence
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Annex 2 Adult HIV prevalence trends in selected SubSaharan African countries
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Adult (aged 15-49 years) HIV prevalence (%) in countries in sub-Saharan Africa
which have conducted population-based HIV surveys in recent years

Median HIV Population-based 2003 HIV Adjusted 2003 2005 HIV Trend in prevalence
prevalence (%) survey prevalence (3a) prevalence HIV prevalence
among women (year) (25) reporied prevalence (25} in current
attending in 2004 Report (2:) in current report
antenatal clinics on the global report
2003-20047 epidemic
Botswana 38.5 25.2 (2004) 38.0 24.0 24.1 Stable
Burkina Faso 2.5 1.8 (2003) 4.2 21 2.0 Decline in urban areas
Burundi 4.8 3.6 (2002) 6.0 3.3 3.3 Decline in capital city
Cameroon 7.3t 5.5 (2004) 7.0 5.5 5.4 Stable
Ethiopia 8.5 1.6 (2005)3 4.4 (1.0-3.5) (0.9-3.5) Decline in urban areas
Ghana a1 2.2 (2003) 3.1 2.3 23 Stable
Guinea 4.2 1.5 (2005) 2.8 1.6 1.5 Stable
Lesotho 28.4 23.5 (2004) 29.3 23.7 23.2 Stable
Rwanda 4.6 3.0 (2005) 5.1 3.8 31 Decline in urban areas
Senegal 1.9 0.7 (2005) 0.8 0.9 0.9 Stable
Sierra Leone 3.0 1.5 (2005) - 1.6 1.6 Stable
South Africa 29.5 16.2 (2005) 20.9 18.6 18.8 Increasing
UR Tanzania 7.0 7.0 (2004) 9.0 6.6 6.5 Stable
Uganda 6.2% 7.1 (2004=5) 4.1 6.8 67 Stable

* WHO Africa (2005). HIVIAIDS epidemiological surveillance rport for the WHO Afican region, 2005 Update. Harars

1 Estimate based on country report for 2002 (2003). Ministry of Public Health Cameroon. Mational HIV sentinel surveilance report 2002.

1 Estimate based on country report for 2002 (2003). Ministry of Hedith Uganda. STDYHN/AIDS surveillance report. STOVAIDS control programmee.  Kampala
% Preliminary result. Addifiona analysis is angaing.

2006 Report on the

06106 e global AIDS epidemic
Fig 21

18



Annex 3 Distribution of death by age group in Southern Africa

Percentage of distribution of deaths by age in southern Africa,
1985-1990 and 2000-2005
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Source: Population Division of the Department of Economic and Social Affairs of the United Nations Secretariat (2005). World Population

06/06 e Prospects: The 2004 Revision. Highlights. New York: United Nations.

Annex 4 Trend in resources available for AIDS 1996-2005
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Annex 5 Coverage trends of ART and PMTCT

Annex 6- price development ARV, lowest prices per patient per year
Source: MSF Untangling the web of price reduction, 2006
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