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The 2008 comprehensive review of the progress achieved in realizing 

the Declaration of Commtiment on HIV/AIDs and the Political 
Declaration on HIV/AIDS 

 
 
The General Assembly agreed at its 60th Session in its Political Declaration on 
HIV/AIDS 60/262 to “undertake comprehensive reviews in 2008 and 2011, within 
the annual reviews of the General Assembly, of the progress achieved in realizing 
the Declaration of Commitment on HIV/AIDS, entitled “Global Crisis – Global 
Action”, adopted by the General Assembly at its twenty-sixth special session, and 
the present Declaration.” 
 
In its resolution 62/178 adopted on 19 December 2007, the General Assembly 
decided to convene the 2008 high-level meeting on 10 - 11 June at United Nations 
headquarters in New York. The resolution requested the President of the General 
Assembly, with support from UNAIDS and in consultation with Member States, to 
finalize the arrangements for the high-level meeting. These arrangements are 
contained in Information Notes issued by the President on 11 April and 15 May 
2008. 
 
The Secretary-General’s report (A/62/780), which is based on submissions of 
national reports by 147 Member States, has been issued. The report provides a 
comprehensive and analytical focus on progress achieved and challenges remaining 
in realizing the commitments set out in the Declaration of Commitment and the 
Political Declaration. 
 
In accordance with General Assembly resolution 62/178, the outcome of the high-
level meeting will be a Presidential Summary, reflecting the views expressed during 
the discussions on the progress made, challenges remaining and sustainable ways to 
overcome them. 
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Your Excellencies, Heads of State and Government, 

Your Excellency the Secretary-General of the United Nations, 

Your Excellencies Ministers and Heads of Delegation, 

Distinguished delegates, 

Distinguished representatives from civil society organisations, 

Ladies and Gentlemen; 

 

Addressing the global challenges of sustainable development, climate change, extreme poverty, 

hunger, and the HIV/AIDS pandemic, are the moral and political imperatives of our times.   

 

These challenges are all inter-connected, as progress in one issue leads to positive possibilities in 

other issues. This is why we are gathered here today. 

 

Combating HIV/AIDS is fundamental to our quest for “the dignity and worth of the human 

person” and “better standards of life in larger freedom,” words contained in the Charter of the 

United Nations. Sixty years later, these words remain relevant in describing the challenges we 

face today.   

 

I welcome you all to this high-level meeting of the General Assembly to review the progress 

achieved to realize the 2001 Declaration of Commitment on HIV/AIDS and the 2006 Political 

Declaration on HIV/AIDS. 

 

I would like to recognise and welcome Dr. Anthony Fauci, a leader from the scientific and 

research community, and Ms. Suksma Ratri, a representative from civil society. At my invitation, 

they will both address this opening session.   

 

This high-level meeting provides the opportunity for us: 

 

 To take stock of the implementation of our commitments and 

 To assess where we are falling short in meeting the targets in the universal access by 2010 

and the Millennium Development Goals by 2015. 
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Excellencies, 

Ladies and Gentlemen; 

 

We are making progress towards achieving the 2010 target for universal access and attaining the 

2015 MDG to halt or reverse the spread of the disease. 

 

However, this progress is not nearly fast enough: 

 

The failure to make sufficient progress in our response to HIV/AIDS profoundly impacts all 

aspects of human development. The HIV/AIDS pandemic is not only a major public health issue. 

It is also a major cause of what we now refer to as a development emergency. 

 

 We cannot make progress on reducing poverty and hunger when millions of people die of 

AIDS each year in the most productive years of life, or are too ill and weak to actively 

contribute to economic and social development. 

 We cannot make progress on universal primary education when, in some countries, more 

teachers die of AIDS than are being trained to teach.  As a result, children are forced to 

stay at home to care for their sick relatives. 

 We cannot make progress on gender equality and empowerment of women when the 

majority of HIV-infected adults are women, and infection levels among adolescent girls 

are still several times higher than for boys of the same age. 

 

Excellencies, 

Ladies and Gentlemen, 

 

I also wish to pay tribute to the 147 Member States that made national submissions, and to 

commend the Secretary-General for his report based on the national reports. 

 

As the Secretary-General’s report correctly points out, mitigating the pandemic’s impact will: 

 

 Advance the first MDG to eradicate extreme poverty and hunger 

 Promote goal 4 and 5 to improve child and maternal health and 

 Contribute to the third goal to empower women and promote of gender equality. 

 

Given the devastation wrought by HIV/AIDS on the education sector, particularly in sub-Saharan 

Africa, combating HIV/AIDS would also positively impact efforts to achieve universal primary 

education. 

 

Improving our global response to the HIV/AIDS pandemic must therefore become a central 

feature in all development efforts. 

 

We must continue to devote special attention to the pandemic in sub-Saharan Africa, which in 

2007 accounted for 68% of adults living with HIV, 90% of HIV-infected children and 76% of 

AIDS deaths. 
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The pandemic remains the leading cause of death among adults in that sub-region.  Here, the 

number of people in need of HIV treatment continues to outstrip financial, human and logistical 

resources, and will fall short of the 2010 universal access target. 

 

The 2001 Declaration of Commitments recognised prevention as the “mainstay of the response.” 

Knowledge about the disease is critical for prevention. Yet as the Secretary-General’s report 

illustrates, knowledge about the disease among young adults is far below the targets set in 2001. 

 

Consequently, it is troubling that in 2007, the rate of new HIV infections was 2.5 times higher 

than the increase in number of people on antiretroviral drug therapy. We must therefore step up 

our prevention efforts. 

 

Excellencies, 

Ladies and Gentlemen; 

 

The situation of some vulnerable groups merits special focus at this meeting. 

 

(1) Children living with HIV, for example, are significantly less likely to receive treatment than 

HIV-positive adults. Diagnosis of infants is more difficult than for adults, and medicines 

currently available are more appropriate for adults than for children. 

 

(2) Women and girls also merit our special attention. According Secretary-General’s report, 

women now represent 61 per cent of HIV-infected adults in Africa and infection levels among 

adolescent girls are several times higher than for boys of the same age. 

 

Addressing this issue together with the broader issues relating to MDG 3, the promotion of 

gender equality and empowerment of women would significantly improve the capacity of women 

to address the day-to-day challenges associated with the disease. 

 

Prevention of HIV transmission from mother-to-child is an important and related issue. Measures 

undertaken in high-income countries have almost eliminated this type of HIV transmission. 

 

Similar success has existed in lower income countries that have prioritised such prevention 

measures. Yet mother-to-child HIV prevention remains a challenge because children accounted 

for one in six new infections in 2007. 

 

(3) We should also focus our attention on the plight of children orphaned due to the loss of one or 

both parents to AIDS. In 2001, Member States agreed to implement national strategies to 

strengthen the capacity of Governments, families and communities to support children orphaned 

by AIDS. 
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Governments agreed to protect orphans and other children from discrimination, and to prioritise 

children-focused programming. However, as the report illustrates, a lot remains to be done to 

implement these commitments. 

 

Children are our future. However, our own future is at risk if millions of children made 

vulnerable by AIDS continue to live in situations of dire poverty and hunger. 

 

Excellencies, 

Ladies and Gentlemen; 

 

As Member States concluded during the General Assembly thematic debate on the MDGs in 

April, success in addressing the health goals depends on building stronger national healthcare 

systems, including better basic science and diagnostic tools. Leadership from national 

governments in prioritizing health and developing effective plans to combat disease is critical. 

 

Leadership, at all levels – international, national and local, is critical for an effective response to 

HIV/AIDS. 

 

 Experience has demonstrated that courageous leadership at the forefront of prevention 

efforts contributes to a reduction in the rates of infection. 

 Leadership can ensure that adequate resources are allocated to HIV prevention, treatment 

and care and that those resources are spent prudently. 

 Leadership also ensures that those made vulnerable by the disease are also protected. 

 

As we conduct our deliberations, we must remember that the lives of millions depend on our 

decisions to make universal access a reality. 

 

Let this high-level meeting inspire us in our various capacities of leadership.  Government 

leaders, members of civil society and UN officials must take necessary actions in order to see a 

major turning point in the effort to combat the global HIV/AIDS pandemic. 

 

Thank you. 
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Excellencies 

Distinguished Delegates, 

 

May I first of all thank all the delegations that have come from across the globe to attend this 

High-level meeting on HIV/AIDS. 

 

We have had a rich and engaging debate over the last three days, involving active participation 

from Member States, representatives from civil society and UN agencies, funds and programmes. 

 

I would like to briefly highlight some of the key themes which emerged from our discussions; 

 

First, that the HIV/AIDS pandemic is a public health as well as a development issue. Some 

delegations made the point that in their respective countries, HIV/AIDS is among the biggest 

threats to their sustained economic development and the achievement of the MDGs. An effective 

response to the pandemic must therefore become a central feature of all our development efforts. 

This means that strengthening public health systems, including by stemming the brain drain, must 

go hand in hand with an effective national strategy to combat HIV/AIDS. 

 

Second, an effective response to the pandemic must have human rights and gender equality at its 

core. The rights of people living with AIDS, and other vulnerable groups must be protected, 

including women’s rights to make informed decisions about their sexual health. In this regard, 

civic education and courageous leadership are critical. Stigmatisation and discrimination, 

including travel restrictions, drive the pandemic under-ground, from where an effective response 

becomes impossible. 

 

Third, there must be better access to prevention, treatment, and support services, especially for 

those populations at most risk. As several speakers correctly pointed out, there is no single 

approach or “one size fits all” solution. We must therefore have a more comprehensive approach 

that includes better public education programmes, particularly for young adults. Prevention and 

treatment must be more accessible to everyone, including for drug users, sex workers, and sexual 

minorities. And, preventing HIV transmission from mother-to-child must be eliminated in 

developing countries, as it has almost been in developed countries. 

 

Fourth, our response to the pandemic must be inclusive. Governments, community leaders, civil 

society and other international actors are all part of the same team. Our collective efforts must be 
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joined-up, complementary and coherent. We must better integrate policies and approaches that 

address HIV/AIDS, TB and drug-use to reflect the multifaceted nature of the pandemic. 

 

The role of the UN system, and UNAIDS in particular, is critical to this partnership. Several 

Member States have made the point that the UN system must have the capacity to ensure that 

national efforts are coordinated and complementary so that we can progress steadily to our 2010 

universal access target. 

 

And fifth, leadership and political accountability are the most important part of the solution. At 

the highest levels, this is necessary so that enough human and financial resources are allocated for 

an effective and sustained response.  At the community level effective leadership means 

“knowing your epidemic”, to ensure that local populations understand the realities and 

consequences of the epidemic. It’s therefore of particular importance to involve youth as an 

integral part of the solution as they have the most to lose. 

 

Excellencies, 

 

Before closing the meeting, I would like to convey a special vote of thanks to my two facilitators, 

Ambassador Tiina Intelmann, the Permanent Representative of Estonia, and Ambassador Samuel 

Outlule, the former Permanent Representative of Botswana. They have both worked tirelessly 

over the last seven months to ensure that we were all well prepared for this important meeting. 

 

I would also like to recognise the important contributions of the Civil Society Task Force, 

especially for facilitating the participation of representatives of civil society who gave voice to 

the people and communities around the world that experience the everyday reality and impact of 

HIV/AIDS. 

 

May I also thank Dr. Peter Piot and the entire UNAIDS team for their efforts. Since this is the last 

time that Dr. Piot will participate as UNAIDS Executive Director, I would like to use this 

opportunity to commend him for his years of service to global public health. He has been a 

committed leader and has helped shape UNAIDS into an organisation that is equal to the 

challenge of fighting the HIV/AIDS pandemic. 

 

Excellencies, 

 

In the coming weeks, I shall issue a comprehensive summary of this high-level meeting. The 

summary will reflect the views expressed during all of our discussions. 

 

History will judge how effectively we rose to the challenge of HIV/AIDS. Our global response 

must continue to be a collective effort. No State or individual organisation can succeed alone. 

 

And, our renewed determination must be matched with accelerated implementation of our 

commitments to achieve universal access to HIV/AIDS prevention, treatment, and support by 

2010. 
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We must not lose the momentum of our global response. For every two people that begin HIV 

treatment there are five new HIV/AIDS infections. 

 

I thank you. 
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 Mr President. Excellencies. Friends. 

 

I take the floor today to speak on behalf of UNAIDS’ ten Cosponsoring agencies.     

 

As the Secretary General’s report shows, we are now finally seeing real results in almost 
every region. Results many once said could never happen – because of denial or because 
there wasn’t enough money, because health systems were too weak, because they didn’t 
think people would take their medication on time. Just imagine what would have happened if 
we had waited to resolve all these issues: where would those three million people who are 
now taking antiretroviral treatment be now? Most would not be alive today.  

 

It is always good when optimism triumphs over pessimism. But much remains undone. At 
current rates of scale-up, most low and middle income countries will still fail to meet 
universal access targets by 2010. Many will be unable to meet them by 2015 – unless we 
urgently change the way we operate. 

 

As we heard from the Secretary General, more than two-thirds of people who need 
antiretroviral drugs still cannot obtain them. Six thousand people continue to die of AIDS 
every day – AIDS is still the number one cause of death in Africa, before malaria and LRTI, 
and the seventh highest cause of mortality worldwide. And for every two people who start 
taking HIV treatment, another five become newly infected. The implications of HIV 
prevention failures are clear: unless we act now, treatment queues will get longer and longer 
and it will become more and more difficult to get anywhere near universal access to 
antiretroviral therapy. 

 

This is why I have been insisting on the importance of shifting to a new phase in the AIDS 
response – a forward-looking phase in which we treat AIDS as both an immediate crisis and 
as a long-wave event. This is our best opportunity to reach universal access. We cannot 
miss this chance. Continuing with business as usual or giving in to those who pretend that 
“AIDS has been fixed” (or has not become a so-called generalized heterosexual epidemic), 
will simply condemn millions of people to perfectly avoidable deaths. 

 

So where do we start? 

 

First, sustain the gains we have made on HIV treatment. This depends partly on investing in 
health, services and workforces. It also depends on making HIV drugs – first, second, and 
third line – available and affordable to all people, whoever they are, whatever their lifestyle. It 
means investing in new drugs for the future. And it means making sure that anti-retroviral 
treatment is available where mother-to-child-transmission prevention programmes are 
operational and vice-versa. 
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Second, we must urgently intensify HIV prevention – and don’t believe anyone who claims 
there’s one simple shortcut or solution to doing this. There isn’t. Over and over again we’ve 
learned that there’s no magic bullet for HIV prevention, and that success depends on 
multiple approaches while we continue to intensify research into HIV vaccine and 
microbicides.   

 

And it means working harder to make HIV prevention accessible to everyone – including 
men who have sex with men, sex workers and injecting drug users for whom harm reduction 
is the most effective approach. We also need to make closer links between HIV, 
tuberculosis, maternal and child health, and sexual and reproductive health programmes. 

 

If we can provide every teenager around the world with access to HIV prevention – ranging 
from sex education through programmes to promote mutual respect between boys and girls, 
to access to HIV prevention - we’ll be well on the way to a generation of HIV-free adults. 

 

It is time now to speak out and take concrete action to address gender inequality and special 
vulnerabilities of women, homophobia and other human rights violations that make AIDS so 
complex and challenging. Stigma and discrimination around AIDS remain as strong as ever: 
and in this context I join my voice with the Secretary General and I call on all countries to 
drop restrictions on entry to people simply because they are living with HIV.  

 

And it is time to increase funding. Sometimes I hear that there is “too much money for AIDS”. 
Nothing could be further from the truth. Since the creation of the Global Fund to Fight AIDS, 
Tuberculosis and Malaria and the US President’s Emergency Programme for AIDS Relief, 
there’s been a tremendous increase in resources for AIDS. But the sobering reality is that 
the AIDS response remains under funded: last year there was an $8 million shortfall. If we’re 
going to sustain the gains we’ve made already – if we’re to get anywhere near Universal 
Access to HIV prevention, treatment, care and support, the world will need to significantly 
increase investment in AIDS.  

 

In addition, we must keep prioritizing the UNAIDS mantra of making the money work for 
people. There are still many areas where we can reduce unit costs of delivery, strengthen 
local ownership, improve coordination, and increase accountability. 

 

Ladies and gentlemen, we have come a long way since the 2001 UN General Assembly 
Special Session on HIV/AIDS. A Special Session which marked a historic turning point in the 
global response to AIDS, as it triggered political leadership, funding and action on the 
ground. AIDS may be one of the defining issues of our time – but it is clearly now a problem 
with a solution. Equally clear, however, is the fact that achieving that solution will take time 
and that we’ve still only just started what’s going to be a long, tough job. The challenge to us 
all now is to stay the course right through to the very end and never give up.  
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• Mr le President, 
 
• Excellences, 

 
• Mesdames et Messieurs, 

 
 

 
C’est un grand honneur et un privilège que de Représenter mon 

pays, à la Réunion de Haut Niveau sur le SIDA qui rassemble le 

monde pour évaluer les progrès dans la mise en œuvre de la 

Déclaration d'engagement de 2001 sur le VIH et le SIDA et la 

déclaration politique sur le VIH et le SIDA de 2006. 

 

J’applaudis le Programme Commun des Nations Unies sur le VIH 

et le SIDA, pour les efforts mis dans le développement d’un 

système de reportage sur les progrès fait par les pays dans leur 

réponse aux défis du SIDA. En effet évaluer régulièrement où nous 

en sommes, échanger sur les succès et les problèmes sont la 

meilleure façon d’améliorer nos approches respectives et  

progresser de façon durable dans cette bataille. 

Cet auguste assemblée a été un levier important dans les avancées 

de la lutte contre le VIH et le SIDA. je pense surtout à 

l’engagement personnel du 7ème Secrétaire Général, Kofi Annan 

c’est grâce à son plaidoyer que le Fond Global a vu le jour.  
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Rappellons nous, il y a sept ans les chefs d’états réunis au Nigeria, 

reconnaissant la destruction des économies et du tissu social, 

causée par cette pandémie, sur notre continent, se sont engagés 

sollenellement à peser de tout leur poids pour la combattre. Cet 

engagement est inscrit dans la Déclaration d’Abuja sur le 

VIH/SIDA, la tuberculose et autres épidémies. Quelques mois plus 

tard, dans les lieux prestigieux où nous nous trouvons 

presentement, la Déclaration d'engagement de 2001 sur le VIH et 

le SIDA  était signée  par  plus de 150 chefs d’Etats ou leurs 

représentants 

Ces deux évènements ont définitivement assis le VIH et le SIDA en 

première ligne des priorités mondiales. En reconnaissant la 

dimension des droits de l’homme attachés à l’infection, ils ont 

conscientisé le monde sur la nécessité d’un acces équitable à la 

prévention, aux soins et traitement de l’infection pour tous d’où que 

l’on vienne et où que l’on vive.  

Nous avons encore beaucoup de chemin pour y parvenir mais les 

jalons sont jetés et dès ce moment là, en 2001, de nombreux pays 

ont commencé la lutte contre le SIDA avec pratiquement aucune 

ressource pour la prevention, les soins et le traitement. Mais le fait 

d’avoir collectivemet agi contre le fleau leur a donné de l’énergie et 

de l’optimisme. Aujourd’hui, grâce au Fond Global, à la Banque 

Mondiale, à  PEPFAR et d’autres partenaires nous avons les 

moyens de mener cette lutte et pouvons partager certain succès. 



4 
 

Les progrès du Rwanda sont a la mesure des engagements pris dans 

la déclaration de 2001, pour la lutte contre VIH et le SIDA.  

Durant le génocide de 1994, nous avons perdu plus d’un million de 

vie, en moyenne dix mille vies par jour et cela 100 jours durant. Le 

Rwanda ne veut simplement plus se permettre de perdre d’autres 

vies pour quelque raison que ce soit. 

C’est pourquoi la lutte contre le VIH et le SIDA est une priorité 

nationale, tout comme la lutte contre tout ce qui entrave la bonne 

santé et le développement de notre population.  

 

Le rapport de l’UNGASS permet, tous les deux ans, à tous les pays 

à la fois de se comparer à eux mêmes - par rapport a leur niveau 

deux ans auparavant - et aux autres pays en comparant leurs 

difficultés, leur réussite et aussi leurs échecs. 

Mais le rapport de l’UNGASS comporte aussi des lacunes que nous 

pourrions corriger dans l’avenir; il ne concerne pas l’actualité mais 

les résultats des actions menées 2 à 3 ans auparavant. Cette année 

2008 nous avons ainsi discuté des réalisations allant de 2005 à 

2006.  

C’est pourquoi j’aimerais partager avec vous ce que nous avons 

accompli au Rwanda depuis 2005 jusqu’en fin 2007.  

Aujourd’hui le Rwanda: 

• A pu maintenir une prévalence à 3%, 
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• S’assurer que 50% de toutes les femmes enceintes bénéficient du 

Programme de réduction de la transmission de la mère à l’enfant 

PTME, 

• Augmenter l’acces au traitement antiretroviral a plus de 70% des 

adultes qui en ont besoin, et à 62% des enfants qui en ont besoin, 

• Plus important encore, pour assurer le succès de la lutte contre le 

SIDA, au Rwanda, le leadership national, continue de travailler 

étroitement avec la société civile et a créer un environnement de 

collaboration synergique et propice pour tous les intervenants, 

incluant les partenaires au développement.  

 

Si nous avons atteint ces résultats, c’est suite au fait que l’infection 

par le VIH a, dès le départ, été combattu comme un problème de 

développement et surtout comme une petite pièce du grand puzzle de 

la reconstruction nationale post génocide. Une reconstruction axée sur 

les droits de l’homme, l’équité, la réconciliation et le désir farouche de 

sortir nos communautés de l’ignorance et de la pauvreté, mères de 

tous les dérapages sociopolitiques. 

 

 

Cependant, malgré ces succès, nous devons rester vigilants car :   

• Si dans la population de plus de 15 ans, la prévalence est de 3 %, 

il y a toujours un grand risque de nouvelles infections. 

Rappelons-nous, que même dans les pays où la prévalence est 
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aujourd’hui de 30%, elle a été un jour, à un moment donné, 

moins de 3%, avant de s’enflammer. 

• Si 70% de ceux qui ont besoin des ARV les reçoivent, il y a 

toujours 30% qui meurent, sur nos collines, dans nos villages et 

nos villes faute d’y avoir accès.  

• Si 50% des femmes enceintes bénéficient des services de PTME, 

les 50% qui n’en bénéficient pas, sont source de nouvelles 

infections chez l’enfant.  

 

Mr le Président, 

Excellences, 

Mesdames et messieurs,  

 

Je pourrais continuer à énumérer des données chiffrées, elles vous 

montreront des résultats dont nous sommes fiers, certes, mais ces 

chiffres montreront surtout, que tant qu’il y a de l’espace pour de 

nouvelles infections, ou des décès dus au VIH, nous avons encore a 

lutter et que rien n’est définitivement gagné.  

 

Cette année, le thème de la Réunion de Haut Niveau sur le SIDA, qui 

est « L’accès universel à la prévention, aux soins et au traitement », a 

pour le Rwanda un sens profond car, tant qu’il y aura des nouvelles 

infections et tant qu’un seul mourra du SIDA, nous n’arrêteront pas le 

combat.  
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Pour cela, prévention et traitement sont indissolubles, car pour réussir 

à mettre sous ARV, tous ceux qui en ont besoin, il faut aussi et avant 

tout, renforcer la prévention par tous les moyens possible.  

En effet, si le nombre d’infectés par le Virus de l’Immunodéficience 

Humaine augmente, aussi vite ou plus vite, que le nombre de 

personnes au stade SIDA que nous parvenons à mettre sous ARV,  

nous aurons l’illusion d’avancer, car le nombre total des personnes 

sous ARV augmentera. Nous aurons alors de belles statistiques et les 

félicitations de nos pairs, mais en réalité et en fin de compte, nous 

perdrons quand même la bataille, et aurons gaspillé notre énergie en 

vain. L’illusion d’une infection sous contrôle s’écroulera et nous nous 

réveillerons un jour dans une situation de diminution de la croissance 

économique, due aux décès dans la population active, due aussi à 

l’absentéisme au travail pour enterrement de parents, d’amis ou de 

collègues. Nous nous retrouverons dans une situation, où les quatre 

années d’espérance de vie que le Rwanda a gagnées, ces récentes 

années, se seront évanouies voire en recul. 

 

C’est pourquoi, dans la lutte contre le SIDA aucun répit n’est permis, 

car le temps est contre nous. Par exemple, le Rwanda a réussi à fournir 

des ARV à la grande majorité de personnes au stade SIDA, grâce à 

une décentralisation effective, au renforcement des infrastructures des 

formations sanitaires et à la formation du personnel de santé. Mais, 

sachant que tous les séropositifs asymptomatiques d’aujourd’hui, 

entreront lentement dans le stade SIDA, d’ici huit années en moyenne, 



8 
 

même sans nouvelle infection, il nous faudra trouver pour chaque jour, 

des ARV pour trois fois plus de personnes et cela d’ici 2016.  

 

Il faut donc continuer la lutte contre le SIDA avec acharnement et en 

triplant, dès aujourd’hui nos efforts, sinon demain les PVVIH 

recommenceront à mourir massivement.  

 

Dans notre plan, pour réussir, nous devons renforcer la 

multisectorialité, ce qui, en peu de mots veut dire, intégrer la lutte 

contre le SIDA dans tous les secteurs. Nous avons fait cela dans les 12 

secteurs de la nouvelle Stratégie de Développement Economique et de 

Réduction de la Pauvreté (l’EDPRS). Il s’agit des secteurs tels que la 

justice, la santé, l’agriculture, l’éducation, etc.…  Mais, le défi 

maintenant  est de l’inscrire dans les plans de développement au 

niveau décentralisé de tous les districts, pour que réellement, la lutte 

contre le SIDA fasse partie des efforts de développement durable.  

 

Pour réussir, il faut aussi améliorer la connaissance de notre 

environnement, par des recherches ciblées, afin de savoir prédire d’où 

viendront les 1000 prochaines infections, pour concevoir des 

stratégies de prévention qui soient un bouclier efficace contre le VIH. 
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Mr le Président, 

Excellences, 

Mesdames et Messieurs,  

 

Je ne pourrais conclure sans rappeler que pour réussir, 25 ans après la 

découverte du premier cas d’infection par le VIH, nous devrons 

combattre la lassitude et la fatigue et continuer à mobiliser la solidarité 

nationale et internationale.  

 

Ces dernières années, dans le monde, la lutte contre le SIDA a bénéficié 

de billions de dollars et certains se sont élevés contre cette approche 

d’exception pour une seule maladie et ses effets.  

Mais comme nous le répète souvent notre Président, Son Excellence, 

Paul KAGAME : « L’important n’est pas le caractère exceptionnel de 

la lutte contre le SIDA, mais ce qui est fait du financement qui y est 

alloué.  

Ce financement doit être utilisé avec transparence et extrême rigueur. 

Il doit servir à lutter contre les vraies causes de l’expansion de la 

pandémie, à savoir les problèmes de développement. C’est pourquoi, il 

faut arrêter de traiter cette maladie chronique dans l’urgence mais 

l’inscrire dans nos efforts de développement durable. ». 

 

C’est pourquoi nous devons nous assurer que ceux qui combattent 

l’exceptionnalité de l’appui à la lutte contre le VIH ne combattent pas 

sa multisectorialité et faire le plaidoyer pour que l’appui soit injecté 
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dans la construction  des infrastructures de santé, dans la formation de 

personnel, dans l’éducation formelle, dans la lutte contre la pauvreté, 

dans le planning familial, bref  dans tous ces défis sérieux qui sont des 

facteurs favorisant de cette pandémie.  

 

Ceci urge particulièrement en Afrique, le continent le plus touché par la 

pandémie et le moins équipé pour la combattre.  

 

Je vous remercie. 
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Civil Society Interactive Hearing at the UN High Level Meeting on AIDS 

 
Speeches by Civil Society representatives delivered on Tuesday June 10th, 2008 

11:00am – 1:00pm 
Conference Room 4 – United Nations, New York 

 
 
HIV and Human Rights 
Mark Heywood, South Africa, AIDS Law Project 
 
Mr. Heywood was elected National Deputy Chairperson of the South African 
National AIDS Council, a national body established to advise the government on 
its HIV/AIDS response.  He serves as the Director of the AIDS Law Project, and 
is a founding member of the Treatment Action Campaign, the AIDS and Rights 
Alliance of Southern Africa, and the Global Reference Group on HIV/AIDS and 
Human Rights.  
 
Friends and comrades. Good morning. 
 
My theme is: Human Rights – do we believe in them and what if we do? My 
name is Mark Heywood. I am one of the leaders of the Treatment Action 
Campaign and the Deputy Chairperson of the SA National AIDS Council. 
 
We are all equals in this meeting. We each have a responsibility for human 
rights. Some of you, particularly from government, have power and resources to 
better people’s lives. Some of you have little power, but come from communities 
whose rights are violated daily. But whether from government or civil society we 
must admit that we are failing many, many people. This is because in most parts 
of the world human rights violations that increase the risk of HIV infection and 
those that follow after HIV infection are getting worse. 
 
Hundreds of thousands of children still are being born with preventable HIV 
infection – hardly making them equal. People are dying of preventable illnesses. 
People are being confined in squalid prisons for drug resistant TB – with no 
concern for their dignity - in the name of ‘public health’. Woman and children are 
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raped in frightening numbers. Rich people live with HIV -- and poor people die, 
usually after a period of added pain and indignity. 
 
Regrettably – in China, Zimbabwe and other countries – many who fight for 
rights – or expose their violations – find themselves the victims of their 
governments or their self-serving officials. We call on China to free Hu Jia now.  
 
We have to ask: do our governments really believe in human rights?  
 
In the last 20 years nearly one third of UN Members have adopted new 
Constitutions, many of which explicitly protect human rights. But this legal 
commitment is meaningless unless these rights are given effect to. This is a duty 
of governments – not a choice. 
 
And it is the duty of civil society to hold governments up to the standards they 
have accepted on paper. Poor people cannot afford lip service to human rights 
from civil society either. When civil society is snared in endless conferences and 
flattered at “consultations” we become part of the problem. When we gratefully 
accept the hand-me-downs of government, we leave the poor and vulnerable, 
defenseless, and eventually very uncivil – as we have seen in the horrific 
xenophobic violence of South Africa that has displaced 50,000 people. 
 
We say to civil society leaders: work with and assist your governments, but do 
not trust their promises. There is a direct link between the degree to which 
human rights are protected and your pressure on government and its 
institutions.  
 
We have learnt this from experience in South Africa. For example: 
 
Despite our liberation, it took 14 years until a court eventually ordered our 
national defense force to end the mandatory exclusion of people with HIV from 
all positions. 
 
In South Africa it takes pressure from community activists to get the police to 
investigate and the courts to effectively prosecute murder, rape and domestic 
violence. 
 
In South Africa officials of my government (some probably sitting among you) 
still persecute doctors for carrying out WHO recommendations on the 
prevention of mother to child HIV transmission and reducing maternal mortality. 
 
Unfortunately, human rights violations are the global reality, especially when 
people lack power and organization to fight back.  
 
Therefore civil society must recognize that human rights have to be demanded, 
fought for, won and then held onto. This can be done through systematic 
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community organisation, demonstration, legal action, treatment and prevention 
literacy, human rights education and by demanding to be meaningfully involved 
at every level of policy-making. 
 
To the democratic governments here today we say: Recognise us as equals. 
Account to us. The response to HIV will be better for that. When you exclude us 
from planning or implementation, or dismiss our demands, you betray a solemn 
pact to govern with stalwart adherence to democratic principles, which are the 
foundation for respect, protection and fulfillment of human rights. Where 
governments are not democratic and suppress and torture us we call on the UN 
to end its policies of quiet diplomacy. This meeting must not make any more 
false promises. 
 
Human rights will not be realized if they are delivered in e-mailed Declarations 
from New York. 
 
Finally this High Level Meeting must reconfirm the principle that Universal 
Access by will not be achieved without human rights. So we call on you to: 
 
Demand an urgent increase in development aid to meet the commitments that 
have already been promised, particularly by OECD countries; This is not a favour 
to us, but a human rights duty. 
 
Devise and implement systems that measure and monitor human 
rights; have the courage to openly denounce countries such as Zimbabwe 
that violate rights to health; demand investment in justice systems that poor 
people have access to. 
 
Finally, end the distracting talk of AIDS ‘exceptionalism’. Every threat to life and 
dignity of poor people, be it through a disease or other causes, should generate 
an exceptional response. 
 
We call on the UN and the WHO not to relegate the response to AIDS to the 
level of your past failures, such as TB or your mute witness to the demise of our 
health systems. Instead, raise the response to other challenges to the level we 
seek to achieve with AIDS. 
 
Good luck and thank you. 
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Opening Plenary Speaker 
Ratri Suryadarma, Malaysia, Coordination of Action research on AIDS and 
Mobility Asia (CARAM Asia) 
 
Ms. Suryadarma is an Indonesian woman openly living with AIDS and is the 
Program Officer at CARAM Asia, an advocacy and research organization that 
works to promote and protect the rights and health of Asian migrant workers 
globally. 
 
Your Excellencies, President of the General Assembly, Secretary General, 
Honorable Delegates and my dear fellow community members. 

I stand before you as a woman from Asia Pacific, where women’s highest risk 
for HIV infection is through marriage.  

For more than twenty five years now, we have known how HIV is transmitted 
and can be prevented, but some governments still believe that they can protect 
their country from HIV by stopping “non-nationals infected with HIV” from 
entering their country. 

Attitudes and policies such as these will not contribute to reaching the goal of 
Universal Access; it will however contribute to increased stigma and 
discrimination of people living with HIV.   

Yet, your countries have committed to the goal of Universal Access by 2010. So 
we are halfway there and I ask, “How strong do you hold that commitment? 

In my region, experts say there is a “concentrated” epidemic. By that they mean 
HIV is contained within marginalized and vulnerable groups such as drug users, 
sex workers, gay men, Men Who Have Sex with Men; many of whom are 
married, transgenders, migrant workers, prisoners and even refugees who are 
being infected with HIV at a higher rate. Yet they are often denied or have limited 
access to HIV Prevention, Treatment, Care and Support. 
 
I ask you, “why?” Are we not all human and deserving of the same rights and 
treatment?  
 
These communities are not only at a higher risk of HIV in Asia, it is the same 
everywhere. If you allow one group to become infected with HIV, you will never 
stop the epidemic. Isn’t that the lesson we have learned? 
 
In fact the epidemic is moving out of concentrated groups into the general 
population.  Look at the increasing rates of infection among women, children 
and youth. This is where you can see the effect of falsely believing that HIV will 
remain isolated among certain groups.   
 
These groups need services that are sensitive to their needs, supported with 
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adequate finances and resources. Instead, many countries have criminalized 
behaviors that push people underground and make them afraid to come forward 
to receive proper prevention and treatment. 
 
As the Honorable UN Secretary General, Mr. Ban Ki Moon, recently noted, and I 
quote “We must guard against legislation that blocks universal access by 
criminalizing the lifestyles of vulnerable groups. We have to find ways to reach 
out to sex workers, men who have sex with men and drug users, ensuring that 
they have what they need to protect themselves.”  

Here, communities, NGOs and people living with HIV can complement and build 
upon your efforts. You cannot do it alone. We have to work hand in hand 
together!  Here are some recommendations: 

Decriminalize behaviors associated with risk of HIV that are targeted at specific 
groups.  

Eliminate mandatory testing of migrant workers and travel restrictions of people 
living with HIV.  

Pass enabling laws that make it easier to get the right prevention method to 
people who need them, especially clean needles to drug users and condoms to 
sex workers and their clients. 

Stop treating HIV as a separate issue: link the UNGASS on HIV with the 
UNGASS on drugs; integrate reproductive health, gender and human rights into 
HIV prevention and address co-infection of Hepatitis C and TB with urgent 
prevention and treatment responses. 

Make treatment affordable and easy to access for all. Explore exercising the 
TRIPS Flexibility such as compulsory licenses for HIV, Hepatitis C, TB and other 
essential medicines. 

And let us, the Community, sit at the table and make decisions with you.  
 
I am also a Person Living With HIV, and by revealing my HIV status publicly, I am 
taking a risk of being banned from entering this country and over seventy other 
countries around the world.  

When I found out about my HIV status in 2006, it was thought in my country that 
only Sex Workers and Drug users got infected.  I am neither. But really what 
does it matter how I got infected? 

As a woman living with HIV, I could be accused of bringing HIV into my home, 
beaten for something I didn’t do, stripped of any inheritance rights and thrown 
out in the streets because of a health condition. 

As a woman I need my human rights respected as well as my rights to property 
and inheritance, I need protection against domestic and sexual violence, I need 
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to be able to manage and control all matters related to my sexuality and 
reproductive health.  As a Person Living with HIV I need equal access to 
prevention, treatment, care and support. As a mother I ask this not only for 
myself but for my daughter and future generations. 

In closing, I am committed to the working for the best possible life for people 
everywhere.  While it is not my intention to embarrass anyone or point fingers, I 
do want to ask, what is more embarrassing and shameful than a tragedy that 
could have been prevented. We have the tools and knowledge.  We need the 
will.  

But more than anything else, we need action! 

Keep your promise and renew your commitment of Universal Access by 2010. 
To not do so would mean to condemn many people living with HIV, like myself, 
to unnecessary pain, suffering and… even death. I will honor my commitment 
and so I ask.  Will you honor yours?  

 

Sex Workers and HIV 
Gulnara Kurmanova, Kyrgyzstan, Tais Plus 
 
Ms. Kurmanova has been an advocate for the implementation of rights-based 
approaches in the comprehensive response to HIV and AIDS and the 
involvement of key populations in the design, implementation and evaluation of 
AIDS responses. She is involved with the International Committee on the Rights 
of Sex Workers in Europe, the Network of Sex Work Projects, and the Global 
Working Group on Sex Work and HIV Policy. Ms. Kurmanova is the alternate 
representative for Asia for the UNAIDS PCB.  
 
I will begin with an example of institutional repression and violence that explains 
why sex workers remain at high risk of HIV and are unable to access health 
services. Recently one South East Asian country passed an anti-trafficking law 
that has led to massive human rights violations against sex workers. The law 
erroneously equates sex work with trafficking. Sex workers have been forcibly 
detained in so-called “rehabilitation centres” where they have been raped and 
robbed by police and guards. Thousands of women have lost their livelihoods. 
HIV positive sex workers have great difficulty in accessing ARV’s – both in and 
outside the detention centers.  Additionally, sex workers are arrested if found 
with condoms, as evidence of sex work, resulting in sex workers being scared to 
carry condoms and to access STI services.  
 
As sex workers, we call on countries to address the following: 
 
1. Decriminalisation. Sex work is legitimate work and should not be 
criminalized. It is not a crime. It should not be equated to trafficking or sexual 
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exploitation. Sex work should be considered a legitimate form of labor and sex 
workers should be protected under labor laws. People should have right to work 
as a sex workers. 
 
2. Human Rights. The fundamental human rights of sex workers need to be 
protected.  Government policies and AIDS programming continues to undermine 
these rights.  Sex workers’ rights to information, privacy and freedom from 
violence, are violated through compulsory testing, and obligatory status 
disclosure, rape, and murder. 
 
3. Stigma and Discrimination. Even in cases where sex work is formally 
decriminalized, sex workers are persecuted by the police, medical doctors, and 
local communities.  One of the most obvious manifestations of discrimination is 
allowing outsiders to make decisions about sex workers’ lives, health and work, 
or to look at sex workers as hopeless victims who need external help and so-
called ‘rehabilitation’ to ‘become good girls’.  
 
Moralistic policies and programs are not effective. We need to adopt 
approaches that actually work. We call on all UN agencies and the international 
community to develop policies that support sex work as work and that include 
sex workers in their development and decision-making processes that directly 
affect them. This would be a good opportunity to empower sex workers and 
strengthen sex workers groups, unions and networks around the world. 
 
Governments must uphold the human rights of sex workers, prevent all forms of 
violence, including rape and murder, stop the mandatory testing and denial of 
ARV’s, other medications and health services in general for sex workers.  
 
We also call on UNAIDS and UNFPA to accept the perspective of sex workers in 
the Guidance Note on Sex Work and HIV and finally agree on the concept and 
content of this paper in the interest of sex workers and public health.  We need 
an effective tool to protect our lives. 
 
Sex workers are not part of the AIDS problem; we are part of the solution. 
 
Thank you. 
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The Rights of Sexual Minorities 
Leonardo Sanchez, Dominican Republic, Amigos Siempre Amigos (ASA) 
  
Mr. Sanchez is the Executive Director of ASA, the first and only legally registered 
organization dealing exclusively with the rights of gay men in the Dominican 
Republic. A renowned researcher, facilitator, and activist for the rights of sexual 
minorities, Mr. Sanchez has supported the creation and growth of an alliance 
working to secure sexual rights nationally.  
 
(Speech delivered in Spanish – Spanish text below) 
 
The Declaration of Human Rights and the Yogyakarta Principles, reminds us that 
all human beings are created in dignity and rights.   Nevertheless one African 
leader promised to “cut off the heads” of all homosexuals in his country. In the 
Caribbean, one politician in 2006 stated that homosexuals,” will fine no solace”, 
in the midst of concentrated epidemics in the region. These statements were 
made in an environment where African countries invested less than 1% of HIV 
programming targeting MSM populations and where homophobic murders have 
become a critical issue in the Caribbean. 
 
Such inadequate commitments to resources and human rights illustrate that 
stigma is helping to drive a global health problem. Sero-prevalence studies 
around the world have shown a disproportionate impact of HIV on sexual 
minorities with estimates that range between 7% and 46%.  Globally, 
transgenders’ invisibility, is affected by state-sanctioned ill-treatment and 
vulnerability to HIV and AIDS through signed international and national legal 
instruments that does not recognize or refuse to address gender-based identity 
as an issue.  
  
For women who have sex with women, research has lagged behind information 
on their vulnerability, because of perceive low risk about sexual practice, 
creating few opportunities for providing prevention, care and support services. 
Implementing  CEDAW in recognizing the population vulnerability to HIV and 
AIDS.   
 
In  the Asia-Pacific region, HIV resources have climbed from less that $50m to 
close to $200m from the Global Fund, but resources do not necessarily follow 
priorities for 5 out of 24 countries  get the majority of the resources. Such 
inequalities worsen an already dire public health situation in a context where 
persistent human rights abuses, severely complicate efforts at universal access. 
The urgency, is reflected in Hijra communities,  where infection rates reaches 
50%. Such elevated risk is a reflection  of overt or covert marginalization in 
planning, policy design, program development, and resources mobilization, that 
is often expressed through silence, denial or explicit exclusion.  
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We call on governments as representatives of the people, international agencies, 
and the United Nations system to commit financial resources, technical support, 
and sustained institutional dialogue in order to develop and empower sexual 
minority communities to cultivate local leadership, nationally, within regions, and 
globally.  We are call on the UN and the international community to hold itself 
accountable to equal treatment for sexual minorities and to reflect the 
Yogyakarta principles that already existing in national laws. The continued 
violation of our human rights principles is not only a reflection of a double 
standard in state action, but demonstrates the unwillingness of such states to 
respect the humanity of all its citizens. If equality and acceptance is the 
responsibility of leadership for all, then, our nations’ leaders cannot be selective 
in his or her approach to the right to health, safety and security of all its citizens.   
As citizens of the world, and as a fellowship of nations, we have an obligation to 
love and protect all of our citizens, regardless of our differences, in the name of 
our collective well-being that is the foundation of peace. 
 
Spanish 
 
La Declaración de Derechos Humanos y en particular los Principios de 
Yogyakarta, nos recuerdan que todo ser humano ha sido creado en igual 
dignidad y derechos. Sin embargo, recientemente  un jefe de estado Africano 
prometió “decapitar” a todos los homosexuales en su país.  En el Caribe, los 
homicidios homofóbicos se han convertido en un asunto crítico, mientras que 
los dirigentes políticos promueven insistentemente que las minorías sexuales 
nunca tendrán derechos, justificando sus posiciones basándose en 
interpretaciones de doctrinas religiosas. Estos pronunciamientos surgen de un 
ambiente en donde dos tercios de las naciones prohíben sexo entre dos 
hombres, y menos del 1% de los recursos que se invierten en VIH es destinado 
a la población de hombres gay, transgeneros, transexuales y otros hombres que 
tienen sexo con hombres. Esta distribución inadecuada de recursos  violenta el 
ejercicio de los derechos humanos y solo muestra el cómo el estigma y la 
discriminación alimenta y promueve una crisis global de salud.  
En todo el mundo, lo estudios de seroprevalencia han demostrado un impacto 
del VIH desproporcionado sobre las minorías sexuales estimándose en un rango 
de entre 7% y 46%.  
 
Las opciones de sobre vivencia de las transgéneros y transexuales a nivel global 
son muy limitadas.  Las comunidades hijra son conocidas por su habilidosa 
abogacía para la igualdad de acceso. Sin embargo algunos estudios han 
detectado tasas de infección de hasta 50% en esta población. Esta alta 
prevalencia manifiesta una exclusión vergonzosa de las minorías sexuales en 
discusiones sobre prevención, atención y servicios de apoyo. También refleja la 
negligencia  por parte de las autoridades y tomadores de decisiones de permitir 
un involucramiento adecuado de estos grupos en la planificación de servicios 
de salud sexual y reproductiva, y una marginalización en procesos relacionados 
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tanto al diseño e implementación de programas, como en la movilización de 
recursos.  
 
El marco legal y epidemiológico, tanto nacional como internacional, fomenta la 
invisibilidad de esta población, negando o invisibilizando aspectos de identidad 
de genero. El uso de las siglas HSH o en ingles MSM, es otra muestra de esto. 
A su vez conlleva al maltrato y a la vulnerabilidad al VIH con la bendición de los 
Estados y los organismos internacionales, constitutitos en fuerzas hegemónicas. 
En cuanto a las mujeres que tienen sexo con mujeres, la carencia de datos 
silencia las voces  de la comunidad que hablan de su vulnerabilidad. Los 
tomadores de decisiones deben rendir cuenta sobre la vulnerabilidad de estas 
mujeres frente el VIH e implementar los compromisos frente a la CEDAW. 
 
En Asia, los recursos para dar respuesta al VIH por parte del Fondo Mundial se 
han incrementado de $50m hasta casi $200m, pero, estos recursos no 
necesariamente siguen las prioridades ya que solo 5 de 24 países en la región 
de Asia Pacífica reciben la mayoría de estos recursos.  Tal disparidad empeora 
la situación de la salud pública en un contexto de sostenidos abusos hacia las 
minorías sexuales, dificulta marcadamente el acceso universal  y la provisión de 
servicios a una población que carece de recursos esenciales.  
 
Hacemos unl llamado a los gobiernos como representantes de la ciudanía, a las 
agencias internacionales y la familia de las Naciones Unidas, de comprometer 
recursos financieros y técnicos así como de sostener un diálogo institucional 
para desarrollar y empoderar a las minorías sexuales a cultivar un liderazgo 
nacional, regional y global. También para que asuman a lo interno un trato de 
igualdad para las minorías sexuales, y una reflexión sobre la aplicación y 
promoción de los principios de Yogyakarta. Estos principios resaltan 
compromisos ya hechos en materia de derechos humanos y ratificados en leyes 
nacionales.  
 
La violación sostenida de estos principios de derechos humanos no solamente 
evidencia el doble discurso en cuanto la acción de los Estados, sino también 
demuestra la falta de voluntad de ciertos Estados en el respeto la condición 
humana de todos sus ciudadanos y ciudadanas. Si la igualdad y la aceptación 
significan la responsabilidad de un liderazgo común, los dirigentes de nuestras 
naciones no pueden ser selectivos en su abordaje de derechos especialmente 
cuando se trata de la salud y la seguridad para la ciudanía.  
 
Como ciudadanas del mundo y como una confederación de naciones, tenemos 
la obligación de amar y proteger a todas sin importar nuestras diferencias, en el 
nombre del bien estar colectivo, que es la piedra angular de la paz. 
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People who use Drugs 
Albert Zaripov, Russia, International Treatment Preparedness Coalition (ITPC) 
 
Since 2002, Mr. Zaripov has been an HIV counselor at Vera, an organization 
providing support for relatives of people who use drugs. An advocate for access 
to HIV treatment, Mr. Zaripov is also member of ITPC and the Russian Union of 
People with HIV. 
 
(Speech delivered in Russian -  Russian text below) 
 
My name is Alik Zaripov and I am from Russia. 
 
I am not going to quote statistics or criticize the drug treatment system in my 
country. This won’t help my friends who use drugs, nor will it help those who 
have died because of drugs.  I simply want to tell you my story. 
 
I began to use drugs in 1996.  My friends started using drugs at the same time 
as me; there were 12 of us altogether. 
 
I was stopped by the police many times because of injection marks on my arms.  
I didn’t trust the state institutions—how could I?  I was “a drug addict”!  There 
was one harm reduction project in the entire city and even then, it was on other 
side of the city and I had no way of getting there.   
 
Five years after I first started to inject drugs—in 2001—I tested positive for HIV; I 
began to actively seek help in order to stop using drugs. I turned to doctors who 
gave me useless advice.  They would say to me: “You want help?  Then you 
need to get registered as a drug user.”  “Get registered?” I thought to myself, 
“so that my personal information could be available to everyone?  No way. I 
definitely need help, but I don’t need anymore problems in my life!” 
 
Neither I, nor my family had the money for drug treatment.  But I got lucky.  
Thanks to the organization where I work, I was able to go through detoxification 
and rehabilitation free of charge. 
 
I had been sober for about a year and my life was beginning to take shape—I 
began to set goals, wanted to begin my studies at the university, start a family, 
and get a driver’s license.  It was then that I suddenly found out that I had been 
registered as a drug user in the database. 
 
Do you know what my first thought was?  “My past will always follow me like a 
shadow.  How can I become part of this society, when I have already been 
labeled as a ‘drug addict’ and my future employers will be able to access this 
information?”  I decided that all of my attempts at a normal life were useless—I 
figured I might as well start using drugs again, because I would never achieve 
anything in life. 
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But I didn’t relapse that day and, as I later understood, that saved me.  I am 
certain had I used that day, I would now be either in prison, in the hospital, or 
dead. 
 
This is my story.  There were 12 of us altogether, but I was the only one who quit 
drugs.  Three died of drug overdoses.  Seven continue to use to this day. All of 
them have gone through every single drug treatment program available in our 
city.  Their parents have long turned away from them.  Some of them, like me, 
are living with HIV.  All of them have Hepatitis C.  Two have children, but they 
continue to use and they can’t quit! 
 
This story is about me and my 11 friends.  But such stories are numerous 
throughout the world.  Millions of people who use drugs are suffering, unable to 
access basic healthcare services.  Millions of people are persecuted by the 
police. Hundreds of thousands are imprisoned, their only crime being that they 
use drugs.  Hundreds of thousands of people who use drugs die each year of 
drug overdoses, tuberculosis and HIV-related infections.  
 
I am certain that many of their problems could be effectively addressed through 
harm reduction programs and opiate substitution therapy.  Yet, despite the 
evidence pointing to the effectiveness of harm reduction in reducing the risk of 
HIV infection, despite the fact that methadone and buprenorphine are included 
on WHO’s list of essential medicines, needle exchange programs and opiate 
substitution therapy remain unavailable for the overwhelming majority of the 
people who need them.  And for drug users who are HIV positive, access to 
ARVs remains limited.  We are told that, as patients, we are too complicated, 
while no assistance is offered to solve the many other problems we face.  
Treatment of HIV is not just about distribution of medications! 
 
So what is the world waiting for?  What is the United Nations waiting for?  
Universal access means including all people in need! Maybe the issue is the fact 
that it’s the law enforcement and not the healthcare agencies that deal with 
injecting drug users? 
 
Maybe it’s time to change the process by which the global drug policy is 
shaped?  I think that we, the people who are living with HIV, people who use 
drugs and other representatives of civil society have to be actively engaged in 
this process.  Our active participation is needed so that global drug policies take 
into account the issues of health and human rights, so that harm reduction, 
substitution therapy, treatment, and rehabilitation are finally prioritized.  
 
The price of our inaction—the lost lives of our friends. 
�
�
�
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Women and Girls 
Winnie Sseruma, London, UK, Christian Aid 
 
Originally from Uganda, Ms. Sseruma serves as the HIV Mainstreaming 
Coordinator at Christian Aid. Until 2006, Ms. Sseruma chaired the African HIV 
Policy Network, the only organization in Europe that represents the sexual health 
and HIV needs of Africans in UK policy forums. Ms. Sseruma is a researcher and 
regularly writes on issues facing Africans living in the Diaspora, especially the 
impact of HIV on African communities.  
 
 
I am a British National of Ugandan ethnicity. Christian Aid, my employer, has a 
presence in 50 of some of the poorest countries in the world. 
 
Women and girls comprise more than 60 percent of those living with HIV, but 
also face the additional burden of care. The disproportionate impact of HIV on 
women is fueled mainly by socio-economic inequalities, discrimination, lack of 
decision-making power in relationships and violence. Young girls are even more 
vulnerable due to these structural issues and are now the most affected 
population.  
 
HIV positive women in particular, face further discrimination which prevents 
them from accessing HIV services and being able to act on prevention and 
treatment information.  As a woman living with HIV for the last 20 years, I have 
experienced pro-longed illness and could not get treatment, have faced HIV 
related stigma and have felt invisible in meetings where decisions were being 
made about HIV positive people. 
 
My experiences resonate with millions of women and I would like urge you to 
take the following actions: 
 

a)   To take concrete actions to promote the meaningful participation and 
leadership of women and girls in the global response to HIV and AIDS. 
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b)   To bring HIV positive women into key decision making positions in 
planning and implementing HIV programmes and services. 

 
c)   To enforce the legal and policy frameworks that provide effective 

protection for women, against domestic and sexual violence and promote 
gender equality, inheritance and property rights and    access to financial 
credit and employment. 

 
d)   To fund programmes that support the integration of sexual and 

reproductive health services, maternal and HIV services. 
 

e)   Governments should provide comprehensive sexual education to women 
and girls, including condom negotiation strategies, and access to male 
and female condoms. 

 
f)   Older women carers need support to fulfill their critical role care giving 

responsibility they have assumed for Orphaned and Vulnerable Children 
and people living with HIV. 

 
g)   We have to do more to address HIV related stigma and discrimination. 

 
Women and girls make up the majority of migrants and yet the health needs of 
this population have not been adequately been addressed. Instead restrictive 
policies are being implementated and migration as an issue has become a 
political football. we need to reverse this situation by implemeting policies that 
address the needs of migrants.   
 
There is an urgency to continue to invest in prevention technologies, better 
treatment for opportunistic infections like TB which impacts on the lives of the 
my women every year and makes them vulnerable to HIV. 
 
Lastly, please remember, HIV is a virus, not a moral issue. It is an illness, not a 
crime. Abolish laws that criminalise HIV transmission and for all those countries 
that have short and long term travel restrictions, please exercise some common 
sense and remove them.   
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Children and HIV 
Sylvia de Rugama, The Netherlands 
 
Ms. De Rugama, a Mexican national, has been living with HIV since 1993, and 
has openly lived with HIV since 1997. She was granted asylum in 2005 in the 
Netherlands, where she co-founded the only organization for HIV-positive 
migrant women and their children.   
 
Good morning. My name is Sylvia De Rugama Prado. I am Mexican-born, but 
have Dutch nationality and live in The Netherlands. 
Some years ago, my presence on this stage would have been unlikely.   I am 
fortunate enough to be alive and well after 19 years of living with HIV. 
 
I am a migrant, a sister, a daughter, and a wife to be. Sadly, I am not a mother 
and definitely not a teenage girl anymore. 
 
But, I do know first hand through my work with women and can understand why 
a young girl from Africa went looking for a better life. Most of all I know the high 
price that she paid to follow her dreams.  
 
This young woman came to Europe running from poverty, violence, disease and 
injustice. I met her when she had made it all the way to Amsterdam and our 
paths came together. 
 
While searching for a better life she got HIV and now is pregnant with her first 
child.  
 
She has been running for her life and in doing so, she left the devastation of 
AIDS behind her.  She did not expect it to follow her to a new land, where she 
believed her dreams would come true. HIV was not going to be in the baby she 
was longing to hold in her arms. 
 
She and her unborn child are among the fortunate ones who are able to access 
the services and treatment she and her baby needs to be healthy.  Her baby will 
be born HIV free and most probably she will have a second child.  Through her 
eyes and smile and the way she nourishes her child, you can see that her life is 
no longer interrupted by living with HIV.  But this is not the reality for most 
women living with HIV.  No matter where these mothers are living, they and their 
unborn children must be able to access the same treatment that she has 
received and yet we are far falling far short of delivering these services. 
 
In Africa, we have dedicated caretakers, running out of options and being forced 
to crush and dissolve adult HIV medication in water to be able to give it to 
children. Are we living in the same world? Are we doing so well treatment wise in 
some parts of the world that we forget the ones who do not have the same 
access to treatment? How can that be? 
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In many developing countries children living with HIV will die before their second 
birthday. For HIV positive mothers and their unborn children not to have access 
to comprehensive treatment is unthinkable, it is unacceptable, it is a crime in 
progress.  
 
Lost to the world will be hundreds of thousands of creative, gifted, often brilliant 
spirits. We are in a world with an urgent need of true solidarity and commitment. 
In the west, while surviving HIV, we are leaving behind the most vulnerable, the 
most innocent victims of this Pandemic.  We have an obligation to provide these 
children with care and protection.  They deserve a better tomorrow and we must 
fulfill the promises made to them to deliver access to care, welfare, health and 
security.  
 
If it is really the intention and there is a commitment to provide affected children 
and their families with care and support, universal access is critical.  
 
Our young girls and boys, they are never too young for education and 
prevention from harm but they will always be too young to die.  
 
In closing, I urge the global community to listen to the voices of children and 
deliver on the rights of all women and children affected by HIV.  
 

- All mothers living with HIV MUST have access to comprehensive 
treatment 

- Children living with HIV MUST have access to testing and pediatric 
treatment  

- Children orphaned and made vulnerable by HIV MUST receive wholistic 
care and support.   

 
If we do not ACT NOW to achieve universal access for children – history will 
judge us! 
 
 
Young People Living with HIV 
Stephanie Raper, Australia, People Living with HIV Speakers Bureau 
 
Ms.  Stephanie Raper  is 16 years-old, and a well-known advocate for the rights 
of children and adolescents living with HIV. She is a member of People Living 
with HIV/AIDS Speakers Bureau in Victoria, and has been speaking publicly 
about her status and her experiences since she was a girl.  
 
My name is Stephanie Raper; I was born HIV positive in Australia 16 years ago.                                                                                                 
Growing up HIV positive in the so called lucky country is tough, but at least I’ve 
had the chance to grow up, sadly many children born with HIV around the world 
do not. 
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For the past nine years I have been attending a camp for over 100 HIV positive 
children and their families.  Most of these children have lost one or both parents 
to AIDS and many a sibling.  Some are in the foster system; others live with 
relatives that don’t want them.  Some families’ fear of social isolation prevents 
them telling their children of their status until they are teenagers.  These 
teenagers become confused, untrusting and believe their future is limited.  Most 
children born HIV positive in Australia are conditioned at a young age “never to 
tell”, and lose hope and self-esteem. 
 
We are spread far and wide over thousands of miles, but the bond between us 
is very strong and for a few days every year we come together in a place we are 
truly free to be ourselves.  The secrets we tell in our normal lives, hiding the 
terrible side effects caused by our medicine and the social shame surrounding 
HIV is all forgotten. We can be honest, we are treated the same as everyone 
else.  Mealtimes at camp are full of happy, smiling children proudly displaying 
their colorful medicine, instead of being a source of frustration and 
embarrassment; we take our tablets like a badge of honor.   
 
There are many reasons why I am able to speak to you today.  My mum has 
survived, my dad has been the  provider, they fought to gain access to 
medicines and services, taught me to advocate for myself, and most importantly 
are always honest with me.  I am extremely fortunate compared to most. 
 
At high school, my family asked permission for me to attend Camp, but when it 
became clear that it was AIDS camp, the principal demanded that either I tell the 
whole school community of my HIV status, or leave immediately.  I regret not 
standing up for myself now, but at the time I was so shocked by this reaction, 
that I left, started at a new school and resolved never to disclose my status at 
school again.  
 
But the discrimination continues, as I recently discovered I need a blood test to 
study at university, and that travel restrictions apply in many countries around 
the world, which will effect my education.  I will overcome these obstacles, but 
most HIV+ children will not. 
 
Being empowered enables me to believe I will finish my degree in Psychology, 
marry my HIV+ positive boyfriend and eventually have HIV negative children.  
This is made possible by the fantastic advances in medicines that can eliminate 
mother-baby transmission.  Nine out of ten young HIV+ women do not have 
access to these medicines. Until we address this tragedy more babies continue 
to be born with HIV unnecessarily. 
 
While our stories are different, positive youth across the globe share common 
ground which goes beyond cultures and borders.  The social stigma of HIV is an 
unacceptable barrier to empowering HIV+ youth.  It impacts on our ability and 
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willingness to access education, the workforce and health systems.  Children 
with HIV deserve the same rights and opportunities as everyone else. You must 
ensure young people living with HIV have their voices heard.  
 
Thank you for listening to my story. 
 
 
Access to Treatment 
Loon Gangte Henminiun, India, Delhi Network of Positive People and 
Collborative Fund for HIV Treatment Preparedness 
 
Since finding out he was living with HIV in 1997, Mr. Henminuin began working 
as an outreach workers and HIV counselor.  In 1999, he co-founded the Delhi 
Network of Positive People (DNP+), where he currently serves as President.  
Loon also serves as the Regional Coordinator-South Asia for the Collaborative 
Fund for HIV Treatment Preparedness, which provides funding to community 
groups working on treatment access.  
 
Good morning, ladies and gentleman, 
 
My name is Loon Gangte, I am a person living with HIV, from India. 
 
Thank you for this opportunity to raise 7 important points related to UA to 
treatment by 2010. 
 
1. First of all, I want to say that my heart is with all PLHIV who died without 
accessing ART, since we met in 2006. 
 
I also want to express my delight that today 3 million people living with HIV are 
on ART, this is significant achievement. 
 
However, this means that 7 million people are still waiting for their treatment.  
We need to accelerate our coverage of comprehensive treatment urgently and 
we have only 2 years left to do this. 
 
World leaders need to look at the massive regional inequities. While some 
regions have reached 70% coverage of ART, others are still at 7% only. 
 
2. To achieve UA by 2010, I call on the leaders for affordable and accessible 2nd 
line ARV and also to improve 1st line, which is urgently needed. 
 
3. It is evident that the current Patent system doesn’t enhance R&D for the 
neglected diseases affecting the poor countries and poor people. So the world 
needs to find alternative system/solution.  
 



 21 

Seven years after the DOHA declaration, it is unacceptable that poor countries 
are forced to sign FTA or punished for exercising the TRIPS flexibilities.  
Profit should no longer be put before human lives! 
 
4.It is high time to move on from ancient century old to modern and effective 
drugs & diagnostic for this curable disease called TB, which continues to be the 
leading killer of PLHIV. 
 
5. Until and unless treatment for HCV is made available and accessible for the 
drug user community, UA will never be a reality. 
 
6. Prevention of Parents to Child programme should be comprehensive so that it 
takes care of the child health as much as the mother and must goes beyond 
delivery.  
 
No more single pills Nevarapine. 
 
7. Lets stop pitting AIDS against other diseases, and against strengthening 
health systems.  
 
We need to fight for health care for all including ARV, TB, HCV, HBV and all the 
others. 
 
Finally, I would like to challenge the world leaders that the era of declaration 
must end; and begin the era of action with concrete plan and budgetary 
allocation to achieved UA by 2010 and save millions of lives. 
 
Thank you. 
 
 
HIV-related Travels Restrictions, Mobility and Migration 
Gracia Violeta Ross Quiroga, Bolivia, Bolivian People Living with HIV Network 
 
Ms. Ross Quiroga is an HIV positive activist from Bolivia and an expert on sexual 
and reproductive health and rights.  She is member of many national, regional 
and international networks of people living with HIV, and was a founding member 
of the Global Coalition on Women and AIDS, where she currently serves on the 
leadership council.  Ms. Ross Quiroga is the current NGO Delegate for Latin 
America and the Caribbean for the UNAIDS PCB and an NGO delegate for the 
Global Fund to Fight AIDS, Tuberculosis and Malaria.  
 
Good morning. My name is Violeta, I am from Bolivia. I thank God and you all for 
the opportunity to address this audience in this country, despite the fact that I 
am openly living with HIV for the last 8 years.   
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While visiting this country, I can be trusted not to transmit HIV or to become a 
burden on the public health budget of this country.  This is what every country 
with travel restrictions must realize.  It is wrong and unfair to assume that I or 
any other person will transmit HIV.  I am a responsible person and I am here to 
contribute to the fight against this epidemic, just like all my colleagues living with 
HIV present at this meeting. 
  
 But like me, many people living with HIV are likely to face  the prejudice that 
assumes we are not responsible and with it coercive measures such as 
mandatory testing, having visas canceled or denied ,  or even being deported 
from  the  countries  we visit.  This is an outrage in 2008 with all we know about 
HIV.  
  
Regardless of the political commitment and the progress in responding to the 
AIDS epidemic, the reality of HIV related travel restrictions for entry and 
residence continue to exist in at least half countries represented in this forum.  
 
HIV related travel restrictions: 
  

• Create and perpetuate the myth that the risk of AIDS is outside our 
borders.  

• Violate fundamental human dignity and human rights  
• Fuel stigma and discrimination against those of us living with HIV  
• Deny the greater involvement of people living with HIV  in the response to 

the epidemic as well as in the mobility of the world  
• Create the idea that people living with HIV are the enemies in this 

epidemic , not the virus itself  
• Go against the commitments  already made in 2001 and 2006 and the 

goals of Universal Access by 2010 , and     
• Send contradictory  and hypocritical messages, because on the one hand 

we have  commitments made but in the other hand we have borders 
closed  

  
 Therefore, in the name of more than 30 million people living with HIV, we 
recommend: 
  

• That member states abolish ALL HIV related travel & residency 
restrictions and report regularly on progress made.  

• That member states implement programs for migrant and mobile 
populations with a human rights approach, in which HIV status should not 
be a precondition to access work or a reason for deportation  

• That member states enact and enforce legislations that eliminate all forms 
of discrimination against people living with HIV and AIDS.  
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• That member states adopt a resolution that no high level meeting should 
ever again be held in any country with travel restrictions for people living 
with HIV.  

• That member states to the commitments already made in 2001 and to the 
goals of Universal Access of 2006. 

 
HIV related travel restrictions are  discriminatory…even migratory birds have 
laws and treaties that protect them while  moving across borders, but not 
people living with HIV… This has to change. But in order to achieve EQUALITY 
and JUSTICE for people living with HIV, we need to see real POLITICAL WILL 
and political commitment.  
 
This IS possible. Today more than 70 countries do not have any kind of 
restrictions for people living with HIV.   They report no problems and they are 
providing the kind of political leadership this world needs.  We ask all countries 
with HIV travel restrictions to follow their example. Show real commitment to 
lead on HIV by joining them.  
  
Thank you. 
 
Workplace Responses 
Gary Cohen, United States, Becton, Dickson and Company 
 
As Executive Vice President of Becton, Dickinson and Company, Mr. Cohen is 
an advocate and expert in children’s health, HIV/AIDS and health system 
strengthening.  He serves on the boards for Perrigo Company and the US Fund 
for UNICEF, among others, and is a member of the private sector delegation to 
the Global Fund to Fight AIDS, Tuberculosis and Malaria.   
 
My name is Gary Cohen.  I am Executive Vice President of Becton, Dickinson 
and Company, known as ‘BD’, a global medical device and diagnostics 
company with 28,000 employees in 50 countries.  Thank you for the opportunity 
to provide these comments. 
 
As a leader in a company extensively involved in HIV/AIDS and TB, let me first 
mention how important it is for the entire business sector to be included as an 
equal partner in the global response to these diseases.   We need to ensure that 
public private partnerships are created, funded and monitored effectively. 
 
Companies have access to workforces, families and communities throughout 
the world, which can enable health plans and policies to be implemented that 
are complimentary to the efforts of government and non-government 
organizations.  Many companies have already implemented non-discrimination 
policies specifying that HIV status cannot be utilized as a basis of employment, 
promotion and retention. This is the fundamental starting point for corporate 
involvement in HIV and AIDS. Further, these policies often stipulate provision of 
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specific health care services including prevention, VCT and anti-retroviral 
treatment.  These benefits are often extended to families, and some companies 
have expanded their outreach to surrounding communities.  There is still much 
more progress to be made, particularly among employers in the informal sector.  
Public private partnerships are critical in linking employees, their dependents 
and community members to health services, and ensuring the services received 
are of a high standard. 
 
Beyond workforce policies, the application of core competencies represents an 
even broader opportunity for business sector engagement.  One method is to 
create access to appropriate technology.  An example is public/private 
collaboration to advance diagnostic technology for TB, including tests for drug 
resistant strains, to address HIV and TB co-infection.  
  
Another important intervention is to provide technical assistance that 
strengthens local capacities.  Some companies have deployed trainers in 
developing countries in partnership with country health ministries and 
international agencies.  An example is training to improve laboratory worker 
skills to perform diagnostic tests for HIV/AIDS and TB.  This has been deployed 
in 58 countries. 
 
Philanthropic funding represents a further opportunity for business sector 
involvement in core issues impacting HIV/AIDS.  One example is funding and 
technical support to provide HIV prevention and treatment services to health 
workers who are themselves at high risks of disease transmission in the work 
environment, which further constrains the ability to achieve the goal of universal 
access.  
 
Companies can also deploy volunteer programs that provides their most 
precious resource; their people, by sending volunteer teams to strengthen 
health services access for people living in rural districts and villages in poorly 
resourced countries. 
 
When the skills and resources of companies are fully harnessed, the business 
sector can have significant impact in helping address the world’s most pressing 
issues, such as HIV/AIDS and TB.  I’ve provided actual examples of business 
contributions from the health care industry.  Similarly, companies in other 
industries have demonstrated very positive contributions in areas such as 
financing, IT, media, communications, and surveillance systems.  As a business 
leader, and a member of civil society, it is a privilege to be able to contribute in 
this manner, but also to stress that it is incumbent on us to do more.  2010 is 
around the corner and we need to harness every asset at our disposal to 
achieve these ideals. 
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Workplace Responses 
Romano Ojiambo-Ochieng, Uganda, Amalgamated Transport and Geneeral 
Workers’ Union (ATGWU) 
 
Mr. Ojiambo-Ochieng is the General Secretary of ATGWU, which organizes and 
represents workers in the transport, oil, chemical and private security industries. 
As a national and regional trade union leader and HIV/AIDS activist, He works to 
highlight the realities of HIV in the workplace, and the importance of trade union 
participation in workplace HIV programs.   
 
As I speak to you now, millions of workers are in their workplaces, working with 
a virus called HIV and faced with stigma and discrimination and other related 
problems, simply because they are HIV positive. By the time we are through with 
this meeting, hundreds of them will have died due to AIDS.  
 
HIV/AIDS is a workplace issue, linked to the broader issues of economic growth 
and sustainable development. It affects both the individual workers, including 
migrant workers, and the enterprises that employ them. It undermines the 
capacity of the economy to sustain decent jobs and adequate living standards 
for all.  
 
The workplace offers distinct opportunities and advantages as a key delivery 
point for HIV prevention, treatment programmes for workers and their 
dependants.  The position of labour unions in the workplace makes them ideally 
placed to help workers who are reluctant to test for fear of discrimination, as 
well as the millions of workers diagnosed with HIV and who, because of stigma, 
ignorance, fear of dismissal or deportation, have no idea how to deal with their 
situation. From our experience, with unions involved, workers are better 
protected, and receive the support they need.  
 
Despite the 2001 UNGASS Declaration of Commitment on HIV/AIDS, the 2006 
UN Political Declaration and the fact that HIV/AIDS has been with us for nearly 
30 years, the potential of workplaces as a vital entry point for HIV/AIDS 
programmes continues to be overlooked. Workplaces have not been targeted by 
most national programmes and labour unions still do not receive recognition as 
civil society organisations that are key players in workplace interventions.  
 
We, therefore, recommend: 
• Increased public and private  investment for workplace initiatives through 

educational programmes, prevention, care, support and treatment; 
• Increased investment for training of labour union activists and occupational 

health and safety personnel to effectively implement workplace initiatives;  
• The adoption of occupational health and safety measures and non-

discriminatory practices in keeping with the ILO Code of practice on 
HIV/AIDS. 
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• Representation of labour unions and employers on national HIV/AIDS 
consultative and policy-making bodies, with a view to strengthening 
workplace approaches to combating HIV/AIDS. 

 
Let us all work together to make our workplaces safe and healthy.   
 
 
Civil Society involvement and AIDS Accountability 
Allesandra Nilo, Brazil, Gestos 
 
Ms. Nilo is the Executive Director of Gestos, a nongovernmental organization 
working on gender relations, communications, AIDS and human rights. Gestos 
works primarily with low-income communities and professionals in the health 
care, education and legal fields to monitor the creation and implementation of 
public policies through national and international advocacy efforts.  (CSH) 
 
Thank you, Mrs/Mr. Chair 

 
Notwithstanding the efforts of some governments and other key stakeholders, 
none of the UNGASS-AIDS 2001 goals were achieved in 2003 or in 2005, and it 
is likely, at the current rate of progress and insufficient funds made available, it 
is sure that Universal Access will not be reached by 2010 either. It is time to talk 
frankly about this. 
 
UNGASS-AIDS reinforces the necessity for having governments, organized civil 
society, and people living with HIV/AIDS in designing, implementing, and 
evaluating the national AIDS programs in the countries. Civil society is still 
providing services that should be the government’s responsibility. However, we 
are considered annoying when we start monitoring the AIDS response.  
 
We acknowledge that there is a positive examples of civil society participation in 
some countries. But the continued exclusion or tokenistic involvement of the 
community sector in many other countries puts into question the validity of the 
2008 country progress reports.  This exclusion is especially true for groups of 
women, youth, and marginalized populations that governments here still do not 
want to recognize.  To be clear, I am talking about men who have sex with men, 
lesbians, sex workers, people who use drugs, and transgender people,.   
 
Given this, the difficulty of holding governments accountable is a fact. There is a 
clear conflict of interest, because those who implement can not be the only ones 
monitoring and evaluating their responses. We can see this in relation to 
corruption, which remains a grave problem in many non-democratic and 
democratic countries alike (as also in developed and developing countries), 
impacting on the AIDS response, but this is not referenced in the reports.  
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It has become clear that many governments, whether from developing or 
developed countries, have failed to report the reality on the ground to this 
Assembly. In fact over 40 countries failed to even report.  And so what? What 
will happen to them for not reporting properly – where is the accountability? 
 
This High Level Meeting must direct us toward a new and integrated monitoring 
and accountability system, with effective participation of civil society at all 
levels, not only for rubber stamping government reports. Technical assistance or 
any other important strategy will not work without strong mechanisms of social 
and democratic control.  
 
A real partnership between governments, donors, and the affected populations 
requires a balance of power in making decisions – including decision on funding 
allocation. And UNAIDS and other relevant UN organizations, must have a 
stronger position in the countries to defend and support this inclusive 
mechanism.  
 
We are facing a crisis that challenges the political project of Universal Access by 
2010 because there is a development model that creates priorities for problems, 
instead of creating integrated solutions for problems. It is a false competition. 
AIDS can not and should not fight for space with health system strengthening, 
climate change, or energy and food supply crisis. All of these problems must be 
addressed in a coordinated, integrated and consistent way. 
 
This is why we need to review the strategic thinking and create a clear and 
stronger mechanism of mutual accountability — with different levels of 
participation for making both the strategies and the money work. Proper 
accountability, not as I said just a rubber stamping, is required at all levels.  The 
meaningful civil society participation in the monitoring process is required now. 
There is no other realistic choice.  
 
Thank you! 
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 Executive summary 
 The present report reviews progress in implementing the 2001 Declaration of 
Commitment on HIV/AIDS and the 2006 Political Declaration on HIV/AIDS. Its 
findings are based primarily on the reports of 147 Member States on national 
progress in the response to HIV, which together represent the most comprehensive 
body of evidence ever assembled regarding the response to HIV in low-, middle- and 
high-income countries.a The present report has been prepared only two years before 
the target date the world set itself for achieving universal access to HIV prevention, 
treatment, care and support, and at the midway mark towards the target date of 2015 
for achieving the Millennium Development Goals. 

 Since 2006, progress in the response to HIV is evident in many regions, 
reflecting a return on the substantial investments made to date. However, progress is 
uneven and the expansion of the epidemic itself is often outstripping the pace at 
which services are being brought to scale. In 2007, the number of new HIV 
infections was 2.5 times higher than the increase in the number of people receiving 
antiretrovirals, underscoring the pressing need for a stronger commitment to HIV 
prevention. Unless greater and swifter advances are made in reaching those who need 
essential services, the epidemic’s burden on households, communities and societies 
will continue to mount.  

__________________ 

 a  For full analysis of specific country indicators data, see 2008 Report on the Global AIDS 
Epidemic (United Nations publication, forthcoming (August 2008)); meanwhile, country 
progress reports may be consulted on the UNAIDS website at http://www.unaids.org/en/ 
KnowledgeCentre/HIVData/CountryProgress/2007CountryProgress.asp. 
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Key findings 
 

Status of the epidemic 

 As of December 2007, an estimated 33.2 million peopleb worldwide were 
living with HIV. In 2007, an estimated 2.5 million people were newly infected with 
HIV and 2.1 million AIDS deaths occurred. 
 

Young people’s HIV knowledge  

 In 2007, national surveys found that 40 per cent of young males (ages 15-24) 
and 36 per cent of young females had accurate knowledge regarding HIV — still 
well below the 95 per cent goal for young people’s HIV knowledge unanimously 
endorsed by Member States in the Declaration of Commitment on HIV/AIDS. 
 

Prevention of mother-to-child transmission 

 The percentage of HIV-infected pregnant women receiving antiretrovirals to 
prevent mother-to-child transmission increased from 14 per cent in 2005 to 34 per 
cent in 2007. 
 

HIV prevention for populations most at risk 

 Globally, most injecting drug users and men who have sex with men lack 
meaningful access to HIV-prevention services. Sex workers are somewhat more likely to 
receive HIV-prevention services, although access is sharply limited in many countries. 
 

Women and HIV  

 More than 80 per cent of countries, including 85 per cent in sub-Saharan 
Africa, have policies in place to ensure the equal access of women to HIV 
prevention, treatment, care and support. Women in sub-Saharan Africa have equal or 
greater access to antiretrovirals, but the reverse is true for women in concentrated 
epidemics. Although most countries have strategic frameworks that address the 
epidemic’s burden on women, only 53 per cent provide budgeted support for women-
focused programmes. 
 

HIV treatment 

 Antiretroviral coverage rose by 42 per cent in 2007, reaching 3 million people 
in low-income and middle-income countries, approximately 30 per cent of those in 
need. Despite the existence of affordable treatments for tuberculosis (TB), only  
31 per cent of individuals living with HIV and TB co-infection received both 
antiretroviral and anti-TB drugs in 2007. 
 

Children orphaned or made vulnerable by HIV 

 According to recent household surveys conducted in 11 high-prevalence 
countries, an estimated 15 per cent of orphans live in households receiving some 
form of assistance, a modest increase over the estimated 10 per cent reported by 
high-prevalence countries in 2005. 

__________________ 

 b Range: 30.6 to 36.1 million people. 
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Discrimination and stigma 

 Although the number of countries with laws to protect people living with HIV 
from discrimination has increased since 2003, one third of countries still lack such 
legal protections. While 74 per cent of countries have policies in place to ensure 
equal access to HIV-related services for vulnerable groups, 57 per cent of these have 
laws or policies that impede access to HIV services.  
 

Financing 

 Funding for HIV-related activities in low-income and middle-income countries 
reached US$ 10 billion in 2007 — a 12 per cent increase over 2006 and a tenfold 
increase in less than a decade. In low-income and lower middle-income countries, 
per capita domestic spending on HIV more than doubled between 2005 and 2007. 
 

Key recommendations 
 

National leadership 

 Although nearly all countries have national policies on HIV, most have not 
been fully implemented and key components of national strategies often lack any 
budgetary allocation. Senior political leaders in countries, with the assistance of 
donors, technical agencies and civil society, should vigorously lead the process to 
ensure the implementations of policies on HIV.  
 

Sustainability of the response to HIV 

 National leaders and Governments, donors, researchers, non-governmental 
organizations and all other stakeholders engaged in the response to HIV must begin 
planning for the long term, building into their efforts strategies to ensure the 
sustainability of the robust, adaptable and enduring collective effort that will be 
required over generations. 
 

Scaling up HIV prevention in hyper-endemic countries 

 In countries where HIV prevalence exceeds 15 per cent, only an unprecedented 
national mobilization, involving every sector of society and making use of every 
available prevention tool, will meet the challenge posed by such catastrophic 
continued spread of HIV. 
 

Mounting an effective response in concentrated epidemics 

 Even in countries with low levels of HIV infection, populations most at risk are 
experiencing an exceptionally heavy burden of disease, including substantial 
numbers of new HIV infections. Scaling up focused HIV-prevention strategies for 
populations most at risk represents an urgent public health imperative, requiring a 
degree of political courage and leadership that has often been lacking. 
 

Sustaining HIV treatment scale-up while strengthening measures to address  
HIV/TB co-infection 

 While continuing and strengthening efforts to achieve universal access to HIV 
treatment, including antiretrovirals, countries should urgently undertake initiatives to 
improve prevention, diagnosis and treatment of TB in HIV-positive individuals and 
to diagnose HIV infection in those with TB.  
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Addressing the role of gender inequities in the HIV epidemic 

 Countries should ensure a massive political and social mobilization to address 
gender inequities, sexual norms and their roles in increasing HIV risk and 
vulnerability. 
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 I. Introduction 
 
 

1. Since 2006, progress in containing the HIV epidemic is now being seen in 
nearly all regions of the world. In some of the world’s most resource-constrained 
settings, life-preserving HIV treatments are being scaled up and changes in sexual 
behaviours are reducing the number of new HIV infections.  

2. The world is starting to reap the benefits of the unprecedented investments 
made during the present decade in responding to the HIV epidemic. The 
encouraging results reported in many regions demonstrate what can be achieved 
when there is global resolve, political commitment and the active engagement of 
people living with HIV and affected communities.  

3. Yet these positive trends are not uniform across or even within countries. New 
infections continue to increase in several countries, while coverage for essential 
HIV prevention, treatment, care and support remains far too low in many parts of 
the world to have a major impact on the course of the epidemic. Especially in the 
countries most heavily affected by HIV, the epidemic’s impact continues to grow, 
with increasing numbers of HIV-affected households and children orphaned or made 
vulnerable by HIV. Moreover, recent progress cannot obscure the epidemic’s 
continuing human toll, including the deaths of an estimated 25 million people from 
AIDS since the start of the epidemic. 

4. The rate of progress in expanding access to essential services is failing to keep 
pace with the expansion of the epidemic itself, a shortcoming that is especially 
evident with respect to HIV prevention. While an additional 1 million people were 
started on antiretrovirals in 2007, 2.5 million people were newly infected. Unless 
the international community takes immediate action to follow through on the 
pledges made to implement an exceptional response to HIV, the epidemic’s 
humanitarian and economic toll will continue to increase.  
 
 

 II. A time to assess progress 
 
 

5. Following the establishment of the Millennium Development Goals in 2000, 
Member States made the commitment to work towards a world that is safer, 
healthier and more equitable. In 2001, Member States unanimously embraced a 
series of time-bound targets in the Declaration of Commitment on HIV/AIDS 
(General Assembly resolution S-26/2, annex). In the 2006 Political Declaration on 
HIV/AIDS (General Assembly resolution 60/262, annex), Member States restated 
their commitment to achieve the time-bound targets agreed on in 2001 and to move 
towards universal access to HIV prevention, treatment, care and support by 2010. 

6. The response to the HIV epidemic, while specifically linked to Millennium 
Development Goal 6 on reducing the burden of the epidemic, also supports the 
achievement of most of the other Goals. For example, mitigating the epidemic’s 
impact will advance Goal 1, which aims to eradicate extreme poverty and hunger, 
and the response to HIV also helps to empower women and promote gender equality 
(Goal 3). With more than half of all HIV-infected infants dying before age two, the 
prevention of mother-to-child HIV transmission and the provision of paediatric HIV 
treatment together support progress towards Goal 4, to reduce child mortality. The 
response to HIV also supports the push towards universal primary education, in 
support of Goal 2, and is helping drive increased innovation and global partnerships 
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for development (Goal 8). Thus, progress towards reversing the HIV epidemic is 
central to the broad international development agenda.  

7. Since it is only two years before the deadline for universal access to HIV 
prevention, treatment, care and support, and midway towards the target date of 2015 
for achieving the Millennium Development Goals, the present report assesses 
progress to date in the global response to HIV. As of 10 March 2008, 147 Member 
States had reported national information against 25 core indicators that were 
developed to track implementation of the 2001 Declaration of Commitment on 
HIV/AIDS. The core indicators cover a broad array of variables, such as HIV 
prevalence among young people aged 15-24; coverage of antiretroviral therapy and 
key HIV prevention interventions; services to support children orphaned or made 
vulnerable by HIV; and national adoption of recommended HIV policies. 
Information from national progress reports has been supplemented by information 
from other data sources, such as household surveys; civil society reports; and the 
budgets and programme-monitoring data of donor Governments, the co-sponsors of 
the Joint United Nations Programme on HIV/AIDS (UNAIDS), philanthropic 
foundations and research agencies. Further information on the HIV-related work of 
UNAIDS co-sponsors is provided in the annex. 

8. The number of countries reporting on core indicators of national progress has 
steadily increased in recent years (figure 1). 
 

Figure 1 
Percentage of United Nations Member States reporting, by region, 2004-2008 
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9. In nearly all countries, civil society groups were actively involved in the 
monitoring and reporting of progress on the core indicators for the Declaration of 
Commitment on HIV/AIDS. They have provided data to supplement national 
reports, have engaged in national reporting workshops and produced shadow 
reports. In 75 per cent of countries, civil society groups reported that their 
involvement in the national response to HIV improved between 2005 and 2007, 
although they indicated that such engagement remains inadequate in nearly one 
quarter of countries. 
 
 

 III. Status of the HIV epidemic 
 
 

10. Estimates of the magnitude and trajectory of the epidemic have improved due 
to an increasing number of national household surveys, expanded surveillance 
programmes and improved modelling methods. The most recent data include some 
encouraging news, although the breadth and severity of the epidemic remain 
unmatched in modern times by any other infectious disease. An estimated 
33.2 million people1 worldwide were living with HIV as of December 2007 
(figure 2). The annual rate of new HIV infections appears to have decreased over the 
last decade, with an estimated 2.5 million people newly infected with HIV in 
2007 — down from 3.2 million in 1998. The annual number of AIDS deaths has 
declined from 3.9 million in 2001 to 2.1 million in 2007, in part as a result of the 
substantial increase in access to HIV treatment in recent years. Worldwide, women 
represent half of all HIV infections among adults, but 61 per cent of those infected 
in sub-Saharan Africa. 
 

Figure 2 
Estimated number of adults and children living with HIV, by region, 1990-2007 
 
 

 

 

 

__________________ 

 1  Range: 30.6 to 36.1 million people. 
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11. Sub-Saharan Africa accounted for 68 per cent of all adults living with HIV, 
90 per cent of the world’s HIV-infected children and 76 per cent of all AIDS deaths 
in 2007. Although different countries have diverse epidemics, AIDS remains the 
leading cause of death in the region. According to national estimates that 
incorporate sentinel surveillance and population-based sero-prevalence surveys, the 
percentage of adults aged 15-49 and living with HIV ranges from 0.7 per cent in 
Senegal to 25.9 per cent in Swaziland. In many countries, especially outside sub-
Saharan Africa, low levels of infection in the general adult population masks higher 
infection levels among populations most at risk, including sex workers, injecting 
drug users and men who have sex with men. In Asia, where the percentage of the 
population living with HIV is much lower than in sub-Saharan Africa, a recent 
report indicated that AIDS remains the leading cause of death from disease among 
people aged 15-44.  

12. Expanded sets of data and new methods of analysis indicate that although the 
rate of new infections has fallen globally, the number of people newly infected has 
increased in a number of countries. These include China, Indonesia, the Russian 
Federation and Ukraine, while HIV infections also seem to be increasing in 
European Union countries and North America. The number of new infections has 
yet to fall in some of the most heavily affected countries, such as Lesotho, 
Swaziland and South Africa. Moreover, even where infection levels have stabilized 
or declined, the dimensions of the epidemic remain alarming. Especially in 
sub-Saharan Africa, HIV remains a humanitarian crisis and one of the greatest 
threats to development.  

13. The number of patients needing therapy continues to outstrip available 
financial, human and logistical resources. The future viability of HIV treatment 
programmes could be in jeopardy. Every effort is needed to sharply reduce new HIV 
infections. 
 
 

 IV. Status of the response to the HIV epidemic 
 
 

14. Substantial progress has been made in scaling up essential HIV prevention, 
treatment, care and support services for those who need them. Financial resources 
for a multisectoral HIV response continue to increase, and many countries are 
putting in place policies and programmes required to mount an evidence-informed 
response to the epidemic.  

15. Yet few countries have effectively brought to scale the broad range of 
strategies needed to support a comprehensive effort against the epidemic. Certain 
critical services, such as support for children orphaned by the epidemic, are not 
expanding as quickly as others. Moreover, some countries that reported early 
success against the epidemic are having difficulty sustaining previous achievements. 
For example, in Uganda, where an early commitment to a robust response to HIV 
led to widespread behaviour change and sharply lower rates of new HIV infections, 
recent surveys have revealed increases in risk behaviours and a decline in 
knowledge about HIV among young people.  

16. While the resources mobilized to date are impressive, the gap between 
available resources and actual needs is increasing annually. Current trends suggest 
that the world will fall short of achieving universal access to HIV prevention, 
treatment, care and support services, without a significant increase in the level of 
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resources available for HIV programmes in low- and middle-income countries. 
Figure 3 presents the minimum estimated financial resources needed just to continue 
the current rate of scale-up of services. 
 

Figure 3  
Total annual resources available for HIV prevention, treatment, care and 
support from 2000 to 2007, and projected trends of resources required 
according to current scale-up of services for 2008 to 2010  
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 A. National readiness  
 
 

17. The actions that countries must take to plan and implement effective national 
responses to HIV are well defined. Countries should have in place multisectoral, 
costed and prioritized strategies and action plans guided by solid evidence regarding 
their national epidemic, as well as comprehensive policies to support effective 
action against HIV.  

18. Frameworks for effective national responses are in place in most countries: 
97 per cent of countries have a multisectoral HIV strategy, 92 per cent have a 
national HIV coordinating body, 92 per cent have a national monitoring and 
evaluation plan in place or in development, and all low- and middle-income 
countries have integrated HIV into national development plans. In 69 per cent of 
countries, national HIV frameworks have been translated into costed operational 
plans with identified funding sources.  

19. To improve the harmonization and alignment of international development aid 
with country-owned strategies and plans, the “Three Ones” are being promoted in 
countries — one national AIDS authority, one national strategic framework, and one 
national monitoring and evaluation system. Countries have made steady progress in 
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implementing the Three Ones (figure 4), although the quality of their 
implementation needs to improve in many countries.  
 

Figure 4 
Country progress in improving the implementation quality of the Three Ones: 
one national AIDS authority, one national strategic framework and one 
national monitoring and evaluation system 
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bodies include civil society representatives. Reports of civil society groups indicate 
that they have been involved in the review of national HIV strategies in 84 per cent 
of countries and in national planning and budgeting in 59 per cent of countries. 
However, civil society groups have access to adequate financial support in only 
19 per cent of countries. 

21. While national readiness to address HIV has improved, many national 
frameworks have not been effectively implemented. For example, although nearly 
all countries have national strategic frameworks addressing populations most at risk, 
fewer than half have implemented HIV prevention services focused on injecting 
drug users, men who have sex with men or sex workers in all or most districts in 
need. 
 
 

 B. HIV prevention 
 
 

22. The 2001 Declaration of Commitment on HIV/AIDS recognized HIV 
prevention as the “mainstay of the response”. Member States committed to 
implement comprehensive, evidence-informed strategies to reduce the number of 
people newly infected with HIV and to support targeted programmes to prevent HIV 
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transmission in the vulnerable populations most heavily affected by the epidemic. 
The 2006 Political Declaration on HIV/AIDS pledged action at the global, regional 
and national levels to ensure universal access to life-saving HIV prevention measures. 

23. As part of the 2001 Declaration of Commitment, Member States made a 
commitment to reduce the number of HIV infections among young people by 25 per 
cent by 2010. To assess progress towards that goal, countries reported data from 
sero-prevalence surveys of young women in antenatal clinics. In 12 high-prevalence 
countries2 with sufficient data to identify trends, HIV prevalence among young 
women has declined since 2000-2001, in some cases by more than 25 per cent, with 
more modest reductions elsewhere. However, no decrease in HIV prevalence among 
young people has been observed in Mozambique, South Africa and Zambia.  
 

 1. Increasing young people’s knowledge 
 

24. Member States pledged to ensure that 95 per cent of young people aged 15 to 
24 have accurate and complete knowledge of HIV by 2010.  In 2007, national 
surveys found that 40 per cent of young men and 36 per cent of young women had 
accurate knowledge of HIV, as measured by surveys based on five HIV-related 
questions (figure 5). Although these figures show a trend towards improved 
knowledge levels seen earlier this decade, such rates remain far below those 
envisioned in the 2001 Declaration of Commitment.  Both in sub-Saharan Africa 
and globally, young women had lower levels of basic HIV knowledge than males. 
Most young people know that condoms can prevent sexual transmission, and 80 per 
cent of young men and women are aware that being in a monogamous relationship 
with a person of the same sero-status is an effective prevention strategy.  
 

Figure 5 
Comprehensive knowledge of HIV among young people aged 15-24, 1995-2005 
 

 
__________________ 

 2  Including the Bahamas, Botswana, Burkina Faso, Burundi, Côte d’Ivoire, Kenya, Malawi, 
Namibia, Rwanda, Swaziland, the United Republic of Tanzania and Zimbabwe. 
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25. In countries with generalized epidemics, fewer than 70 per cent have 
implemented school-based HIV education in most or all districts, and 61 per cent 
have put in place HIV prevention programmes for out-of-school youth. Where 
programmes exist, their quality has often not been evaluated.  
 

 2. Reducing sexual transmission of HIV 
 

26. In recent years, data from selected countries, such as Kenya and Zimbabwe, 
indicate that significant, population-wide changes in sexual behaviour can be 
achieved and that such behavioural shifts have the potential to reverse national 
epidemics.  

27. In low- and middle-income countries, the percentage of young people having 
sex before age 15 is decreasing in all regions — a continuation of trends detected 
earlier this decade (figure 6). Between 1998 and 2007, the share of young people 
globally reporting sexual intercourse before age 15 fell from 14 per cent to 12 per 
cent. Worldwide, boys are significantly more likely to report sex prior to age 
15 except in sub-Saharan Africa, where adolescent girls under 15 are almost 50 per 
cent more likely than boys to be sexually active. While global trends towards 
delayed sexual debut are clear, surveys reveal substantial variations between 
countries, including a trend towards earlier sexual debut in some countries. 
Globally, 15 per cent of adult men aged 15-49 reported having sex with more than 
one partner in the previous 12 months, compared to 6 per cent of women.  
 

Figure 6 
Percentage of young people who have first sex before age 15, by gender 
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 3. HIV prevention for populations most at risk 
 

28. In diverse countries across the world, certain groups are at especially high risk 
of HIV exposure, including injecting drug users, men who have sex with men and 
sex workers.  
 

Figure 7  
Countries reporting in 2005 and 2007 on prevention services for populations 
most at risk 
 
 

 
 

29. As figure 7 illustrates, an increasing number of countries are reporting on the 
HIV-related needs of populations at greatest risk, a possible reflection of the 
growing awareness of the importance of such groups in the national response. 
However, most countries have yet to implement focused prevention programmes for 
populations most at risk. For example, only 34 per cent of countries with a 
concentrated or low epidemic have implemented programmes to reduce risk among 
injecting drug users. In 17 countries reporting, 46 per cent of injecting drug users 
reported knowing where they could receive an HIV test and be provided with 
condoms and sterile injecting equipment. Regionally, prevention coverage for 
injecting drug users is highest in South and South-East Asia, at 62 per cent. Thus, 
while countries like Indonesia are developing comprehensive harm reduction 
programmes for injecting drug users, access to key components of harm reduction 
remains limited in other countries, including many Eastern European and Central 
Asian countries.  

30. Thirty-nine per cent of countries with concentrated or low epidemics have 
implemented HIV risk reduction programmes for men who have sex with men in all 
or most districts in need. Forty per cent of men who have sex with men surveyed in 
28 countries say they are aware of how to obtain a condom or where they may be 
tested for HIV. In several countries — including Armenia, Greece, Mexico, Papua 
New Guinea and Turkey — fewer than 25 per cent of men who have sex with men 
have access to condoms. Greater national commitment is urgently needed to 
strengthen prevention efforts for men who have sex with men, such as that recently 
shown by Brazil, which in 2008 launched a national media initiative to promote risk 
reduction among young men who have sex with men. 
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31. In general, sex workers are more likely than men who have sex with men to 
have access to HIV prevention services. Sixty-one per cent of countries with 
generalized epidemics say that prevention services for sex workers have been 
implemented in all or most districts. Globally, 60 per cent of sex workers worldwide 
reported having access to HIV testing and condoms, although in several countries 
condom access is limited to fewer than half of those who need them. 
 

 4. Preventing mother-to-child transmission 
 

32. Although the cost-effectiveness of mother-to-child HIV transmission 
prevention programmes was demonstrated in the 1990s, children still accounted for 
one in six new HIV infections in 2007. The vast majority of those infections 
occurred during pregnancy or delivery or as a result of breastfeeding. The majority 
of children infected perinatally die before the age of two.   

33. High-income countries have virtually eliminated the risk of mother-to-child 
HIV transmission through the implementation of comprehensive prevention 
measures, including primary prevention of HIV infection; fewer unintended 
pregnancies among HIV-positive women; provider-initiated HIV testing and 
counselling in antenatal settings; timely delivery of antiretroviral prophylactic 
regimens; and safe infant-feeding. In the 2001 Declaration of Commitment on 
HIV/AIDS, countries pledged to ensure that 80 per cent of pregnant women who 
have access to antenatal care are offered HIV prevention services. Based on revised 
epidemiological estimates, global coverage for prevention of mother-to-child 
transmission increased from 14 per cent in 2005 to 34 per cent in 2007 (figure 8).  

34. However, there are notable exceptions to global averages, such as the 
Bahamas, Botswana and Thailand, where coverage in 2007 reached as high as 
80 per cent, demonstrating that reaching universal access at the country level is 
indeed possible. In Botswana, where the Government made prevention of mother-to-
child transmission a national priority, the country reduced the infection rate for 
children born to HIV-infected mothers in 2007 to 4 per cent, demonstrating the 
feasibility and impact of such programmes in resource-limited settings. 
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  Figure 8 
Number and percentage of HIV-positive pregnant women receiving 
antiretrovirals, 2005-2007 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

35. This progress demonstrates the potential to make mother-to-child HIV 
transmission a rare event even in resource-limited settings. Building on recent 
successes, Governments, donors and other stakeholders should redouble efforts to 
expand access to services to prevent mother-to-child transmission, making special 
efforts to extend such services to both rural areas and urban settings.  
 

 5. The search for new technologies to prevent HIV transmission 
 

36. Since the release of results from clinical trials on adult male circumcision,3 
which reinforced the findings of observational studies that circumcision reduces the 
risk of female-to-male sexual transmission by approximately 60 per cent, many 
countries are now introducing or scaling up circumcision programmes. Studies are 
ongoing to determine whether adult male circumcision confers a direct prevention 
benefit to female partners and for men who have sex with men.  

37. Results from trials of other potential HIV prevention approaches have yielded 
more sobering findings. Studies of the most promising HIV vaccine candidate were 
halted in September 2007 owing to the vaccine’s lack of efficacy. Studies of early-
generation microbicides have similarly failed to detect a prevention benefit, and 
disappointing results were reported on the HIV prevention potential of female 
diaphragms and community-based acyclovir treatment for herpes simplex virus 
type 2. But despite finding a lack of efficacy, those trials were useful in informing 
future research directions. In the case of microbicides, for example, work is already 

__________________ 

 3  Clinical trials were held in South Africa, Kenya and Uganda. 
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under way on the next generation of candidates, including gels with an antiretroviral 
drug to be applied topically. Research continues on other experimental methods, 
such as pre-exposure antiretroviral prophylaxis. The likelihood that the time horizon 
for major new biomedical prevention breakthroughs may be lengthy further 
underscores the importance of making maximum use of the effective prevention 
strategies that are currently available.  
 
 

 C. HIV treatment and care 
 
 

38. By the end of 2007, an estimated 3 million people in low- and middle-income 
countries were receiving antiretrovirals — a 42 per cent increase over December 
2006 and a tenfold rise over the last five years. Globally, almost 30 per cent of those 
who were estimated to need antiretrovirals in 2007 were receiving these drugs 
(figure 9). 
 

Figure 9 
  Number of people receiving antiretrovirals in low- and middle-income countries, 

2002-2007 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

39. Increases in treatment access have been extraordinary in many countries. For 
example, in Namibia, where treatment coverage was negligible in 2003, 88 per cent 
of individuals in need were on antiretrovirals in 2007. In Rwanda, antiretroviral 
coverage increased from 1 per cent in 2003 to almost 60 per cent in 2007. In 
Thailand and Viet Nam, treatment coverage increased more than tenfold between 
2003 and 2007.  

40. Worldwide, gender parity seems to exist in terms of coverage with 
antiretrovirals. In a number of countries with generalized epidemics, however, 
coverage is significantly higher among females. By contrast, women in need are 
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significantly less likely to be on antiretrovirals in several countries with 
concentrated epidemics. 

41. Notwithstanding the considerable achievements in expanding access to life-
preserving HIV treatments, substantially greater progress will be required to achieve 
universal access to HIV treatment and care. If the current trajectory of treatment 
scale-up continues, 4.6 million people in need will be on antiretrovirals in 2010 and 
8 million in 2015. Those figures fall short of projected need; in 2007, an estimated 
9.8 million people living with HIV were medically eligible to be put on 
antiretrovirals, and that number is certain to rise as the disease progresses among the 
more than 33 million people currently living with HIV.  

42. Owing to advocacy by activists, UNAIDS and other partners, the emergence of 
competition from generic manufacturers and significant price cuts by 
pharmaceutical companies,4 prices for many first-line antiretrovirals have fallen 
sharply over the last decade. International intellectual property agreements have also 
helped facilitate improved access to life-preserving medications for people living 
with HIV. Yet further price reductions for antiretrovirals will be needed to ensure the 
sustainability of treatment programmes, especially with respect to newer 
antiretrovirals and drugs for second- and third-line therapy, most of which are 
currently more expensive than standard first-line regimens. Prices for antiretrovirals 
are not immutable, as demonstrated when the Clinton Foundation and UNITAID in 
May 2007 announced steep price cuts for 16 different regimens based on eight 
second-line antiretrovirals.  

43. Despite significant gains in life expectancy for people living with HIV since 
treatment scale-up began, people on antiretrovirals in lower-income countries still 
have higher mortality than their counterparts in high-income settings. A greater 
prevalence of other undiagnosed illnesses and differential access to health care are 
thought to contribute to those unequal medical outcomes. Furthermore, early losses 
to follow-up in antiretroviral programmes are becoming increasingly common as 
antiretroviral services are scaled up, and are associated with fee-for-service 
programmes and more advanced immune suppression when initiating antiretrovirals.  
 

 1. The special plight of children living with HIV 
 

44. Children living with HIV are significantly less likely to receive antiretrovirals 
than HIV-positive adults in sub-Saharan Africa. Disparities in coverage between 
adults and children are especially pronounced in West Africa.  

45. Diagnosis of HIV infection is more difficult in infants than in adults, and the 
adult medicines used as standard treatment are inappropriate for younger children. 
Fortunately, reliable diagnostic tests for HIV infection in infants have become less 
expensive and are now being used at remote sites. User-friendly tools have been 
developed to aid clinicians in administering proper doses of antiretrovirals in 
children, and formulations of medicines designed for children are also becoming 
available. Concerted action is now needed to scale up access to those tools and 
medications throughout the world to ensure that children have equal access to HIV 
treatment.  

__________________ 

 4  For example, the average annual price of lopinavir/ritonavir combination for middle-income 
countries decreased from US$ 4,510 in 2004 to US$ 1,137 in 2007; over the same time period, 
the price of tenofavir decreased from US$ 279 to US$ 225. 
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 2. HIV co-infections and the need for dual treatment 
 

46. Tuberculosis remains one of the leading causes of death among people living 
with HIV, with sub-Saharan Africa alone accounting for 85 per cent of cases of 
people living with HIV and TB. Yet only 31 per cent of people living with HIV and 
TB worldwide and 34 per cent in sub-Saharan Africa received both antiretroviral 
and anti-TB therapies in 2007.  

47. Of the 63 countries that account for 97 per cent of estimated cases of TB in 
people living with HIV, 63 per cent have established national plans that integrate 
HIV and TB programmes. However, actual programme utilization data demonstrate 
that many such plans have not been effectively implemented. Although the Global 
Plan to Stop TB 2006-2015 set a global target of testing 1.6 million TB patients for 
HIV in 2006, only 706,000 were actually tested for HIV in 2006. Similarly, 42 per 
cent of countries with generalized HIV epidemics have implemented routine TB 
screening for people living with HIV, but only 27 per cent provide TB preventive 
therapy in all districts for people living with HIV. In 2006, less than 0.1 per cent of 
people living with HIV received TB preventive therapy.  

48. Hepatitis B (HBV) and C (HCV) are also common co-infections among adults 
and children living with HIV. People living with HIV/HCV have a shorter life 
expectancy than people living with HIV alone, but if people living with HIV/HCV 
receive dual therapy their life expectancy improves. 
 

 3. The need to strengthen health systems 
 

49. Acute shortages of health-care professionals impede the scale-up of HIV 
treatment and prevention services in many countries heavily affected by the 
epidemic. While there are 347 physicians for every 100,000 people in Norway, there 
are only 2 for every 100,000 people in Malawi or the United Republic of Tanzania. 
The human resource challenge in low- and middle-income countries has attracted 
considerable action and innovation in recent years, as manifested in new training 
and education initiatives, creative approaches to capacity-building and technical 
assistance, and task-shifting from doctors to nurses or medical officers in health-
care settings in order to maximize the impact of limited professional capacity. Faith-
based organizations, which provide a substantial share of HIV treatment and care in 
many countries, should be integrally involved in national efforts to expand 
antiretroviral access. As efforts increase to build additional human capacity in 
health-care settings, comparable work is needed to strengthen national capacity for 
drug regulation and the procurement and supply management of drugs and 
diagnostics. While working to strengthen health systems, countries and donors 
should also endeavour to build the capacity of community-based groups to help 
members of vulnerable populations get access to essential health and support 
services. 
 
 

 D. Structural determinants of risk and vulnerability 
 
 

50. Although each case of sexual or drug-related HIV transmission results from 
individual behaviour, risk and vulnerability to HIV infection are also often subject 
to broad social forces beyond the control of individuals. Poverty, gender inequalities 
and the social marginalization suffered by groups most at risk make it difficult for 
individuals to reduce their risk or obtain essential HIV prevention, treatment, care 
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and support services. In addition to providing each individual with access to 
essential information and prevention commodities, efforts to curb the epidemic’s 
spread must also address such structural factors, which increase the risk of HIV 
transmission. 
 

 1. Protecting and promoting the health of women and girls 
 

51. Gender inequities fuel the continued spread of HIV, reducing women’s ability 
to protect themselves from sexual transmission, increasing their vulnerability to 
sexual violence and placing them in circumstances where their risk of acquiring HIV 
is increased. Women now represent 61 per cent of HIV-infected adults in Africa, 
while infection levels among adolescent girls in Africa are several times higher than 
for boys their own age.  

52. Globally, more than 80 per cent of countries, including 85 per cent in 
sub-Saharan Africa, have policies in place to ensure women’s equal access to HIV 
prevention, treatment, care and support. In the case of antiretrovirals, countries have 
generally succeeded in ensuring access for women. The degree to which women-
sensitive strategies have been implemented is unclear because, while most countries 
have strategic frameworks that address the epidemic’s burden on women, only 
53 per cent provide budgeted support for women-focused programmes. 

53. Moreover, policies that provide for women’s equal access to services are 
sometimes undermined by the lack of laws recognizing the right of women to own 
or inherit property. While such discriminatory legal frameworks have particular 
importance for women who are widowed as a result of HIV, they disempower all 
women and girls by increasing their financial dependence on men. 
 

 2. Grounding the AIDS response in human rights 
 

54. In the 2001 Declaration of Commitment on HIV/AIDS, Member States 
pledged to ground their national HIV responses in a broader human rights 
framework. That commitment involves more than a question of fairness. Because 
structural factors in many societies contribute to HIV risk and vulnerability, HIV 
prevention efforts will achieve their desired impact only if changes in individual 
risk behaviours are coupled with broader changes in society. 

55. In 2001, Member States unanimously agreed to implement legal and policy 
frameworks to eliminate all forms of discrimination against people living with HIV. 
In 2007, two out of three countries reported having laws in place to protect people 
living with HIV from discrimination. The degree to which such anti-discrimination 
laws are enforced is unclear, and in some countries such favourable legal 
frameworks are being undermined by the increasing trend towards criminalization of 
HIV transmission. 

56. The 2001 Declaration of Commitment on HIV/AIDS further recognized that 
the stigma and discrimination targeting populations most vulnerable to HIV also 
undermines the response to HIV. Seventy-three per cent of countries reported having 
non-discrimination laws or regulations that specify protections for vulnerable 
populations. Nevertheless, substantial barriers remain that reduce access to HIV 
prevention services: 63 per cent of countries report having policies that interfere 
with access of vulnerable populations to HIV-related services. As figure 10 
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illustrates, countries with higher incomes are more likely to have legal or regulatory 
barriers that reduce the access of key populations to HIV services.  
 

Figure 10 
  Percentage of countries reporting laws, regulations or policies that impede HIV 

services for vulnerable populations, by income status 
 

 

 

 

 

 

 

 

 

 

 

 

 
 
 

 E. Addressing the needs of orphans and other children made 
vulnerable by AIDS 
 
 

57. An estimated 12 million children under 18 have lost one or both parents to 
AIDS in sub-Saharan Africa. Surveys indicate that the number of households with 
persons newly infected by HIV is rapidly increasing in some of the most heavily 
affected countries in Southern Africa. 

58. The 2001 Declaration of Commitment provided that countries would 
implement national strategies to strengthen the capacity of Governments, families 
and communities to support children orphaned and made vulnerable by HIV. 
Member States also pledged to protect orphans and other children from stigma or 
discrimination, and donors agreed to prioritize children-focused programming.  

59. Thirty-three countries with generalized epidemics reported having a national 
strategy to address the needs of children orphaned or made vulnerable by HIV. 
However, many of those policies remain largely unimplemented. Among 11 high-
prevalence countries with an adult HIV prevalence of 5 per cent or more where 
recent household surveys have been conducted, 15 per cent of orphans lived in 
households receiving some form of assistance, including medical care, school 
assistance, financial support or psychosocial services. That represents only a modest 
increase over the 10 per cent reported by high-prevalence countries in 2005.  

60. Education is critical to children’s future potential and sense of self-esteem and 
to the transmission of knowledge and values between generations within societies. 
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In 15 high-burden countries5 where recent household survey data are available, 
orphans were on average 3 per cent less likely to attend school than non-orphans, 
suggesting that the gap in schooling between orphans and non-orphans seen earlier 
in the epidemic may be closing.  
 
 

 F. Humanitarian emergencies and post-conflict settings 
 
 

61. The 2001 Declaration of Commitment stated that Governments and 
humanitarian actors should address HIV in post-conflict settings. Although efforts to 
implement HIV programmes in such settings encounter considerable challenges, 
significant progress has been made in improving access to services for displaced 
populations. Substantial additional work is required, however, because universal 
access to HIV prevention, treatment, care and support will not be achieved unless 
refugees and displaced populations are included in programmatic scale-up.  
 
 

 G. Mobilizing adequate financial resources 
 
 

62. In 2001, Member States committed to mobilize between US$ 7 billion and 
US$ 10 billion for the AIDS response in low- and middle-income countries in 2005. 
That target was met in 2007.  

63. Contributors to the growth in funding for HIV programmes in low- and 
middle-income countries were numerous. Created in direct response to the 2001 
Declaration of Commitment, the Global Fund to Fight AIDS, Tuberculosis and 
Malaria had by March 2008 committed US$ 10.1 billion in multi-year funding for 
health programmes in 136 countries, with the majority of such funding dedicated to 
HIV initiatives. The United States President’s Emergency Plan for AIDS Relief 
(PEPFAR) has provided more than US$ 15 billion in financial assistance for HIV 
prevention, treatment, care and support over the last five years, with the expectation 
that such assistance will increase further in the coming years. In 2006, the in-
country disbursements from the Global Fund reached US$ 640 million and PEPFAR 
$2.1 billion. Philanthropic support for HIV activities in low- and middle-income 
countries nearly doubled between 2004 and 2006, reaching US$ 979 million.  

64. Especially noteworthy are recent increases in expenditures by the countries 
most affected by HIV. In low-income and lower middle-income countries, per capita 
domestic spending on HIV more than doubled between 2005 and 2007 (figure 11). 
Per capita expenditure in low-income and lower middle-income countries continues 
to increase. Highest per capita expenditures were reported by five upper middle-
income countries in sub-Saharan Africa, with spending projected to reach 
approximately US$ 12 per capita in those countries in 2007.  
 

__________________ 

 5  Including Botswana, Cameroon, Central African Republic, Côte d’Ivoire, Gabon, Kenya, 
Lesotho, Malawi, Namibia, South Africa, Swaziland, Uganda, United Republic of Tanzania, 
Zambia and Zimbabwe. 
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Figure 11 
  Per capita HIV expenditures from domestic public sources in low- and middle-

income countries, 2004-2007 
 

 

 

 

 

 

 

 

 

 

 

 

 
 

65. Over time and following further analysis, it has become clear that the 2001 
Declaration of Commitment on HIV/AIDS underestimated the financial resources 
that would be required to mount a comprehensive, evidence-informed response in 
low- and middle-income countries. As figure 12 indicates, despite the increase in 
annual resources available to low- and middle-income countries, the current pace of 
scale-up will not meet the estimated resources needed to achieve universal access to 
HIV prevention, treatment, care and support by 2010. 
 

Figure 12 
  Funding gap between resource needs and resource availability, 2005-2007 
  (Billions of United States dollars) 
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 V. Moving towards universal access to HIV prevention, 
treatment, care and support: recommendations for action 
 
 

66. Two years away from the universal access targets and midway towards 
achieving the Millennium Development Goals, the world must build on its successes 
to accelerate the pace towards achieving universal access to HIV prevention, 
treatment, care and support. Unless the rate of scale-up increases, the world is 
unlikely to achieve such universal access by 2010. However, in a variety of 
countries, universal access may be achieved for specific sub-targets; for example, 
the Bahamas, Botswana and Thailand, among others, have already achieved 80 per 
cent (or universal) coverage for prevention of mother-to-child transmission. 
Similarly challenging is the Millennium Development Goals target of beginning to 
reverse national epidemics by 2015, as measured by a decrease in the percentage of 
young people who are HIV-positive. To successfully address those major challenges, 
urgent attention should be paid to the implementation of the recommendations set 
out below. 
 

  Leadership 
 

67. Strong, sustained political commitment and leadership must exist, 
involving all relevant sectors of society, civil society and people living with HIV, 
to build on recent successes and move more rapidly towards universal access to 
HIV prevention, treatment, care and support. True leadership is reflected in 
action, not words. In many countries, a gap exists between national strategic 
frameworks and their actual implementation. Where such gaps exist, they 
should be addressed and reduced. Similarly, the Governments of high-income 
countries must ensure universal access to HIV prevention, treatment, care and 
support, and must also provide substantially increased financial assistance to 
low- and middle-income countries to enable them to meet targets for universal 
access. Achieving and sustaining universal access to HIV prevention, treatment, 
care and support is the best means of ensuring that recent progress achieved by 
countries is maintained and can be extended to others.  
 

  Ensuring the sustainability of the response to HIV 
 

68. To date, the response to HIV has been largely managed and viewed as an 
emergency effort. The HIV epidemic requires a sustained, long-term response 
in order to be overcome. The sustainability of the response must become central 
to all HIV-related planning and implementation. To that end, financing 
mechanisms need to be strong and durable over the long term and must be 
strengthened where they are weak or created where they are currently 
non-existent; unprecedented human resources must be mobilized in low- and 
middle-income countries; and, where required, critical new systems must be 
built and maintained to support a sustainable response. National leaders in 
affected countries, leaders of donor Governments, researchers, 
non-governmental organizations and all other stakeholders engaged in the 
response to HIV must plan for the long term.  
 

  Scaling up comprehensive HIV prevention in hyper-endemic countries 
 

69. In countries where adult HIV prevalence is 15 per cent or greater, nothing 
short of a full-scale mobilization across society will successfully address the 
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problems posed by HIV. However, in many such countries, young people remain 
poorly educated about HIV, coverage for basic HIV prevention services is far 
too low and few workplaces provide essential HIV prevention activities. Every 
available tool appropriate to national circumstances must be brought to scale, 
including population-wide campaigns on the risks associated with concurrent 
partnerships; energetic promotion of universal knowledge of HIV serostatus; 
adult male circumcision; prevention programmes focused on young people and 
populations most at risk; prevention activities in the workplace; and 
comprehensive services to prevent mother-to-child transmission. As treatment 
is scaled up, it should be closely linked with HIV prevention efforts.  
 

  Mounting an effective response to HIV in concentrated epidemics 
 

70. Although overall HIV prevalence remains low in countries with 
concentrated epidemics, HIV is exacting an extraordinary toll on key 
subpopulations, including injecting drug users, men who have sex with men 
and sex workers. In some countries with concentrated epidemics, the existence 
of potential epidemiological “bridges” between populations most at risk and the 
general population poses the risk that the epidemic could become generalized in 
the absence of effective prevention measures. Scaling up focused HIV 
prevention strategies for populations most at risk represents an urgent public 
health necessity. HIV prevention coverage remains especially low for such 
groups, not because of the complexity of the task but primarily because of a 
lack of political will. National leaders must work to enact legislation and 
policies that protect and promote the human rights of populations most at risk 
of exposure to HIV; implement policies that improve service access; eliminate 
laws, policies and conditions that impede access to HIV prevention, treatment, 
care and support; and prioritize focused prevention programmes for 
populations most at risk. The recent report by the Commission on AIDS in Asia 
provides an excellent road map for building a strong and sustainable response 
to HIV in settings with low-level and concentrated epidemics. 
 

  Sustaining accelerated treatment scale-up while strengthening measures to 
address HIV/TB co-infection 
 

71. While recent increases in treatment access represent a major achievement, 
the current pace of scale-up will not achieve universal access to treatment, 
resulting in millions of people living with HIV failing to obtain the life-
preserving treatments they need. National Governments, donors and other 
stakeholders should work to quicken the pace of treatment scale-up. This will 
require continued increases in financial assistance for treatment scale-up; and 
the establishment and strengthening of strong national systems for 
procurement, supply management, drug regulation, quality assurance and 
training of health-care workers. Despite being mostly treatable and curable, 
tuberculosis remains one of the most common causes of illness and death in 
people living with HIV. While continuing and strengthening efforts to achieve 
universal access to antiretrovirals, countries should urgently undertake 
initiatives to improve the prevention, diagnosis and treatment of TB in order to 
reduce the unacceptable burden of TB among people living with HIV.  
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  Addressing the role of gender inequities in deepening the HIV epidemic 
 

72. Because HIV is most often transmitted sexually, the unequal relationships 
between men and women, as well as gender stereotypes, fuel the spread of HIV. 
It is therefore vital that Governments incorporate massive political and social 
mobilization to address gender inequality and sexual norms within their 
national responses to HIV. Programmes must be grounded in a commitment to 
the protection of the human rights of girls and women, must seek to empower 
them to protect themselves from infection, and must meaningfully engage men 
as partners in the effort. National responses should ensure that women have 
access to the full range of sexual and reproductive health services, take action 
against gender-based violence, protect women’s property and inheritance 
rights, and address the disproportionate burden of care experienced by women. 
Governments should ensure that gender is integrated into national action plans, 
that funding is identified and that national responses benefit from the full 
participation of women.  
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Annex 
 

  Role of the United Nations in strengthening and supporting 
the HIV response 
 
 

 The Joint United Nations Programme on AIDS (UNAIDS) unites in a single 
biannual budget and workplan the HIV-related activities of 10 co-sponsors and the 
United Nations Secretariat pursuing HIV-related work in line with the UNAIDS 
Technical Support Division of Labour. Activities undertaken in 2007 include: 

 • The Office of the United Nations High Commissioner for Refugees (UNHCR), 
working closely with United Nations partners, Governments and 
non-governmental organizations, has provided technical and financial support 
to more than 70 countries. UNHCR has issued formal guidance on HIV in 
humanitarian and post-conflict settings, led inter-agency assessments of HIV 
programmes in such settings in 10 countries, and contributed to a significant 
increase in antiretroviral utilization among refugees and displaced populations. 

 • The United Nations Children’s Fund (UNICEF) supports national scale-up of 
prevention of mother-to-child transmission of HIV; paediatric HIV diagnosis 
and treatment; protection, care and support for children affected by AIDS; and 
prevention of HIV transmission in adolescents in over 100 countries.  

 • The United Nations Development Programme (UNDP) supported more than 90 
countries in addressing the links between HIV and development. UNDP and 
partners aided countries in strengthening HIV priorities in poverty reduction 
strategy papers and national development plans, and also facilitated national 
efforts to exercise flexibility in intellectual property agreements so as to 
increase access to essential medications. Together with the United Nations 
Development Fund for Women (UNIFEM) and the UNAIDS secretariat, 
UNDP convened a global consultation on gender and AIDS to develop gender 
guidance for national AIDS responses.  

 • The United Nations Educational, Scientific and Cultural Organization 
(UNESCO) leads the Global Initiative on HIV & AIDS, which in 2007 
encompassed activities in 60 countries, including identification of national 
priority actions in 39 countries. UNESCO provided extensive technical support 
for HIV-related activities in education sectors throughout the world, including 
seven subregional capacity-building workshops in 2007. 

 • The United Nations Population Fund (UNFPA) supported 154 countries in 
expanding access to sexual and reproductive health services and supplies, 
including scaling up comprehensive condom programmes. The number of 
female condoms distributed increased from 13.9 million in 2005 to 25.9 
million in 2007 and, in conjunction with UNHCR, UNFPA has brought more 
than 28 million male condoms and almost 300,000 female condoms to refugees 
in 23 countries.  

 • The United Nations Office on Drugs and Crime (UNODC) provided technical 
or financial support to at least 30 countries on HIV prevention and care among 
injecting drug users and prisoners. This included the development of a 
framework to assist countries in mounting effective national HIV strategies in 
prison settings, standards for treatment of drug dependence, and a technical 
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guide for countries to move towards universal access to HIV prevention, 
treatment, care and support for injecting drug users. 

 • The International Labour Organization (ILO) in 2007 provided technical 
support to Governments, employers and workers organizations in more than 70 
countries, across all regions, in accordance with the principles established in 
the ILO Code of practice on HIV/AIDS and the world of work. The ILO 
network of peer educators works in 47 countries, and 28 countries in 2007 
received ILO assistance in developing or revising laws and policies on HIV. 

 • The World Food Programme (WFP) reached more than 330,000 beneficiaries 
in 16 African countries with food support during the initiation of HIV 
treatment, as part of its support for HIV prevention, treatment, care and 
support in 50 countries. In 2007, WFP provided food support for programmes 
to prevent mother-to-child transmission in 14 countries, working closely with 
Governments, civil society groups and the UNAIDS family. 

 • The World Health Organization (WHO) encouraged the scale-up of HIV 
testing and counselling in health settings, collaborated with the UNAIDS 
secretariat to develop operational tools for the implementation of male 
circumcision services and supported population-based scale-up of programmes 
to prevent mother-to-child transmission. WHO has also assisted countries in 
estimating human resource needs and developing training, staff retention and 
task-shifting in line with national plans. First- and second-line treatment 
regimens for both adults and children have been simplified, and countries have 
been supported with global purchasing and procurement arrangements for 
second-line drugs. 

 • The World Bank funded national and regional HIV programmes, supported 
accelerated programme implementation, and helped strengthen monitoring and 
evaluation capacity in countries, in part through hands-on support for 
monitoring and evaluation activities in 56 countries through the Global 
HIV/AIDS Monitoring and Evaluation Team. Through the UNAIDS AIDS 
Strategy and Action Plan services, hosted by the World Bank, 39 countries 
received direct technical assistance to enhance national strategies and action 
plans.  
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in realizing the Declaration of Commitment on HIV/AIDS  
and the Political Declaration on HIV/AIDS, to be convened  
on 10 and 11 June 2008 
 
 

 The General Assembly decides to approve for participation in the high-level 
meeting on a comprehensive review of the progress achieved in realizing the 
Declaration of Commitment on HIV/AIDS and the Political Declaration on 
HIV/AIDS, to be convened on 10 and 11 June 2008, the list of civil society 
representatives contained in document A/62/CRP.1, which was drawn up by the 
President of the Assembly pursuant to paragraph 8 of Assembly resolution 62/178 of 
19 December 2007. 
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Sixty-second session 
Agenda item 44 
Implementation of the Declaration of Commitment on  
HIV/AIDS and the Political Declaration on HIV/AIDS 

 
 
 

  List of civil society representatives to be invited to 
participate in the high-level meeting on a comprehensive 
review of the progress achieved in realizing the Declaration 
of Commitment on HIV/AIDS and the Political Declaration 
on HIV/AIDS, to be convened on 10 and 11 June 2008 
 
 

  Note by the President of the General Assembly 
 
 

1. By its resolution 62/178, the General Assembly decided to convene on 10 and 
11 June 2008 a high-level meeting on a comprehensive review of the progress 
achieved in realizing the Declaration of Commitment on HIV/AIDS and the 
Political Declaration on HIV/AIDS. 

2. By the same resolution, in addition to Member States, the General Assembly 
decided to invite the Holy See, in its capacity as Observer State; Palestine, in its 
capacity as observer; the United Nations system, including programmes, funds, 
specialized agencies and regional commissions; the Global Fund to Fight AIDS, 
Tuberculosis and Malaria; the Special Envoys of the Secretary-General on 
HIV/AIDS; the Special Envoy of the Secretary-General to Stop Tuberculosis; 
intergovernmental organizations and entities that have observer status with the 
General Assembly; non-governmental organizations in consultative status with the 
Economic and Social Council; and non-governmental members of the Programme 
Coordinating Board of the Joint United Nations Programme on HIV/AIDS 
(UNAIDS) to participate in the high-level meeting. The Assembly requested the 
President of the Assembly, following appropriate consultations with Member States, 
to draw up, no later than 31 March 2008, a list of other relevant civil society 
representatives, in particular associations of people living with HIV; 
non-governmental organizations, including organizations of women, young people, 
girls and boys and men; faith-based organizations; and the private sector, especially 
pharmaceutical companies and representatives of labour, including on the basis of 
the recommendations of UNAIDS and taking into account the principle of equitable 
geographical representation, and to submit the list to Member States for 
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consideration on a no-objection basis for a final decision by the Assembly on 
participation in the high-level meeting, including panel discussions. 

3. Pursuant to resolution 62/178, on 31 March 2008 the President of the General 
Assembly circulated a letter containing a list of civil society representatives for the 
consideration of Member States.  

4. The President of the General Assembly has the honour to submit to the 
General Assembly a revised list of civil society representatives, taking into account 
objections received from Member States, for its final decision (see annex). 
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Annex 
 

  List of civil society representatives to be invited to 
participate in the high-level meeting on a comprehensive 
review of the progress achieved in realizing the Declaration 
of Commitment on HIV/AIDS and the Political Declaration 
on HIV/AIDS, to be convened on 10 and 11 June 2008 
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# Name NGO
Faith-based 
organization

Private 
sector 

organization
Labour 

organization

Association 
of people 

living with 
HIV Other Country 

1 Aksion Plus yes no no no no no Albania 
2 Albanian Association of People Living with HIV/AIDS yes no no no yes no Albania 
3 Accao Angolana para a Mulher yes no no no no no Angola 
4 ACM - YMCA - SECRET. REGIONAL SUL yes no no no no no Angola 
5 ASPALSIDA - Association of the sero-positive ones and fight activist 

against the HIV/AIDS in Huila province. 
no no no no yes no Angola 

6 Doctors with Africa CUAMM yes no no no no no Angola 
7 fight for life no no no no yes no Angola 
8 INSTITUTO PORTUGUÊS DE MEDICINA PREVENTIVA yes no no no no no Angola 
9 MIFRO - Missão sem Fronteiras yes no no no no no Angola 

10 MWENHO no no no no yes no Angola 
11 National Counselling Centre- NCC yes no no no no no Angola 
12 Organizacao PRAZEDOR yes no no no no no Angola 
13 Population Services International Angola yes no no no no no Angola 
14 Rede Mulher yes no no no no yes Angola 
15 Rede NAcional De Pessoas Vivendo com VIH e SIDA - RNP+ no no no no yes yes Angola 
16 S.O.S./CEDIA yes no no no no no Angola 
17 SCARJOV - Association for Reintegretion of Youth/Children in Social 

Life 
yes no no no no no Angola 

18 Scripture Union Angola no yes no no yes no Angola 
19 Argentinian Network of Women Living with hiv-aids yes no no no yes no Argentina 
20 Asociación Civil SOLDAR yes no no no no no Argentina 
21 Cruz Roja Argentina /Argentina Red Cross yes no no no no no Argentina 
22 Foro de ONG que luchan contra la Discriminación yes no no no no no Argentina 
23 Fundación Buenos Aires Sida yes no no no yes no Argentina 
24 Fundacion Huesped yes no no no no no Argentina 
25 FUNDAMIND yes no no no no no Argentina 
26 FUNDESO - Fundación por los Detenidos Sociales yes no no no no no Argentina 
27 GRUPO DE MUJERES DE LA ARGENTINA - FORO DE VIH 

MUJERES Y FAMILIA 
yes no no no no no Argentina 

28 ICW LATINA no no no no yes no Argentina 
29 Intercambios Civil Association yes no no no no no Argentina 
30 INTILLA Asociación Civil yes no no no no no Argentina 
31 Latin America and the Caribbean Network of Female Sex Workers 

(RedTraSex) 
yes no no no no yes Argentina 

32 Movimiento Latinoamericano y del Caribe de Mujeres Positivas no no no no yes no Argentina 
33 Observatorio Social sobre el Impacto del SIDA en América Latina 

(OSISAL) 
no no no no no yes Argentina 

34 Pastoral Ecuménica VIH-SIDA no yes no no no no Argentina 
35 Red Argentina de Personas Viviendo con VIH Sida (REDAR+) no no no no yes no Argentina 
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36 Red Bonaerense de Personas Viviendo con VIH-Sida no no no no yes no Argentina 
37 Red de Personas Viviendo con vih/sida Mar del Plata yes no no no yes no Argentina 
38 RED LAC TRANS (red latinoamericana y el caribe de personas travestis, 

transexuales, trangeneros 
no no no no yes yes Argentina 

39 Red Latinoamericana de personas viviendo convih/sida no no no no yes no Argentina 
40 Armenian National AIDS Foundation (ANAF) yes no no no no no Armenia 
41 World Council of Churches Armenia Inter-Church Charitable Round 

Table Foundation 
no yes no no no no Armenia 

42 International Centre for Health Equity Inc yes no no no no no Australia 
43 National Association of People Living with HIV/AIDS (NAPWA)- 

Australia 
no no no no yes no Australia 

44 Youth Empowerment Against HIV/AIDS (Y.E.A.H.) yes no no no no no Australia 
45 SANKOFA yes yes no no yes no Austria 
46 PRANTIK Manobik Unnoyan Kendra yes no no no no no Bangladesh 
47 Interchurch Mission "Christian Social Service" no yes no no no no Belarus 
48 International Network Of People Who Use Drugs (INPUD vzw) yes no no no no no Belgium 
49 United Belize Advocacy Movement yes no no no no no Belize 
50 NATIONAL YOUTH COUNCIL BENIN (NYC - BENIN) yes no no no no no Benin 
51 Réseau des ONG Béninoises de Santé (ROBS) no no no no no yes Benin 
52 Fundación REDVIHDA yes no no no yes no Bolivia 
53 Instituto para el Desarrollo Humano - Programa SidAcción yes no no no no no Bolivia 
54 NGO Delegation of the Program Coordinating Board UNAIDS on behalf 

of LAC 
yes no no no yes no Bolivia 

55 REDBOL no no no no yes no Bolivia 
56 Bomme Isago Association no no no no yes no Botswana 
57 ABGLT - Associacao Brasileira de Gays, Lesbicas, Bissexuais, Travestis 

e Transexuais 
yes no no no no no Brazil 

58 ABRAMD - Associação Brasileira Multidisciplinar de Estudos sobre 
Drogas 

yes no no no no no Brazil 

59 Brazilian Interdisciplinary AIDS Association -ABIA yes no no no no no Brazil 
60 Davida - Prostituição, Direitos Civis, Saúde yes no no no no no Brazil 
61 E-JOVEM GROUP - Brazilian Gay, Lesbian and Allied Youth yes no no no no no Brazil 
62 GAPA - Grupo de Apoio a Prevençao a AIDS yes no no no no no Brazil 
63 Gestos - Soropositivity, Communication and Gender Issues yes no no no no no Brazil 
64 Group of studies of the relationship of the Gender Faculty South American no no yes no no no Brazil 
65 Grupo de Apoio à Prevenção da Aids do Rio Grande do Sul - GAPA/RS yes no no no no no Brazil 
66 Grupo Esperança yes no no no no no Brazil 
67 Grupo Humanus yes no no no no no Brazil 
68 humanar yes no no no no no Brazil 
69 LATIN AMERICAN HARM REDUCTION NETWORK - RELARD no no no no no yes Brazil 
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70 REDUC - Brazilian Harm Reduction Network and Human rights yes no no no no no Brazil 
71 UNITED REDE INTERNACIONAL DE DIREITOS HUMANOS yes no no no no no Brazil 
72 Action Volontaire yes no no no no no Burkina Faso 
73 Association Burkin-Action (ABA/BF) no no no no yes no Burkina Faso 
74 Organisation d'Appui au Monde Associatif et Communautaire (OAMAC) no no no no no yes Burkina Faso 
75 Réseau Accès aux Médicaments Essentiels (RAME) yes no no no no no Burkina Faso 
76 Organisation pour la Promotion et la Protection des Droits de la Femme 

et de l'Enfant 
yes no no no no yes Burundi 

77 SWAA-BURUNDI yes no no no no no Burundi 
78 Cambodian Human Rights and HIV/AIDS Network yes no no no no yes Cambodia 
79 Cambodian People Living with HIV/AIDS Network (CPN+) no no no no yes no Cambodia 
80 Korsang yes no no no no no Cambodia 
81 Operations Enfants du Cambodge (OEC yes no no no no no Cambodia 
82 AASM (Association des amis Solidaires MERO) yes no no no no no Cameroon 
83 ACTWID KONGADZEM NGO no no no no yes no Cameroon 
84 ASD (Association pour l'action sociale et le développement) yes no no no no no Cameroon 
85 CANASO yes no no no no no Cameroon 
86 CERCLE DES AMIS DU CAMEROUN yes no no no no no Cameroon 
87 CERCLE D'INITIATIVE COMMUNE POUR LA RECHERCHE, 

L'ENVIRONNEMENT ET LA QUALITE (CICREQ) 
yes no no no no no Cameroon 

88 COLIBRI no no no no yes no Cameroon 
89 Comité National d'Action pour les Droits de l'Enfant et de la Femme - 

CADEF- 
yes no no no no no Cameroon 

90 FONDATION GENEREUSE DEVELOPPEMENT - FGD yes no no no yes no Cameroon 
91 LIGUE CAMEROUNAISE DES DROITS HUMAINS yes no no no no no Cameroon 
92 Martin Luther King Jr. Memorial Foundation ( LUKMEF-Cameroon) yes no no no no no Cameroon 
93 Natural Initiative for Voluntary Blood Donors "NIVBLODON" NGO yes no no no no no Cameroon 
94 Prolife aids league yes no no no no no Cameroon 
95 RéCAP+ (Cameroon Network of Associations of PLWHA) no no no no no yes Cameroon 
96 reseau camerounais des associations des pvvih no no no no no yes Cameroon 
97 SUNAIDS no no no no yes no Cameroon 
98 THE FEDERATION OF ENVIRONMENTAL AND ECOLOGICAL 

DIVERSITY FOR AGRICULTURAL REVAMPMENT AND HUMAN 
RIGHTS (FEEDAR & HR) 

yes no no no no no Cameroon 

99 YEDIA FOUNDATION (Initiative for Youths Education and Agricultural 
Organisation) 

yes no no no no no Cameroon 

100 Alberta Teachers' Association ( Edmonton Public Teachers) no no no yes no no Canada 
101 Canadian AIDS Society yes no no no no no Canada 
102 Canadian AIDS Treatment Information Exchange yes no no no no no Canada 
103 Canadian HIV/AIDS Legal Network yes no no no no no Canada 
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104 Canadian Treatment Action Council (CTAC) yes no no no yes no Canada 
105 Centre for Agricultural Resources and International Development 

(CEFARD) Canada 
yes no no no no no Canada 

106 HIV Network of Edmonton Society (HIV Edmonton) yes no no no no no Canada 
107 Interagency Coalition on AIDS and Development (ICAD) yes no no no no yes Canada 
108 Positive Youth Outreach yes no no no yes no Canada 
109 Victoria AIDS Resource & Community Service Society (VARCS) yes no no no yes no Canada 
110 GAPAFOT yes no no no no no Central African 

Republic 
111 ALMA VIVA no no no no yes no Chile 
112 Centro Cultural Aporte Kolektivo Independiente - AKI yes no no no no no Chile 
113 Corporación chilena de Prevención del SIDA yes no no no no no Chile 
114 traveschile yes no no no no no Chile 
115 Aibai Culture and Education Center yes no no no no no China 
116 Beijing LovingSource Information Center yes no no no no no China 
117 Beijing YIRENPING Center yes no no no no no China 
118 China Global Fund Watch Initiative yes no no no no no China 
119 China HIV/AIDS Information Network(CHAIN) yes no no no no no China 
120 China National AIDS joint meeting of civil society organizations yes no no no no no China 
121 China Orchid AIDS Project yes no no no no no China 
122 Chinese Association of STD&AIDS Prevention and Control yes no no no no no China 
123 Hong Kong AIDS Foundation yes no no no no no China 
124 AFROAMERICA XXI yes no no no no yes Colombia 
125 Association Coeur Africain yes no no no no no Congo 
126 Association Congolaise pour le Développement Economique et Social. yes no no no no no Congo 
127 Association de la jeunesse congolaise pour le Developpement yes no no no no no Congo 
128 Réseau National des Associations des Positifs du Congo (RENAPC) no no no no no yes Congo 
129 CONSEIL D'APPUI AU DEVELOPPEMENT COMMUNAUTAIRE 

ELIKYA(CADEC ELIKYA) 
yes no no no no no Congo, 

Democratic 
Republic of the 

130 Fondation des Oeuvres pour la Solidarité et le Bien Etre Social (FOSBES 
ONG) 

yes no no no no no Congo, 
Democratic 

Republic of the 
131 FORUM DE LA FEMME MENAGERE "FORFEM" yes no no no no yes Congo, 

Democratic 
Republic of the 

132 JEUNESSE POUR LE DEVELOPPEMENT COMMUNAUTAIRE 
(JEDEC) 

yes no no no no no Congo, 
Democratic 

Republic of the 
133 LIPILDRO yes no no no no no Congo, 

Democratic 
Republic of the 
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134 ONG/D Mutualité Volontaires Africains pour Développement en 
République Démocratique Congo 

yes no no no yes no Congo, 
Democratic 

Republic of the 
135 UNION PAYSANE POUR LE DEVELOPPEMENT 

COMMUNAUTAIRE "UPDC" 
yes no no no no no Congo, 

Democratic 
Republic of the 

136 UNITED NATIONS YOUTH ASSOCIATION DR CONGO 
ASSOCIATION DES JEUNES DES NATIONS UNIES RD CONGO 

yes no no no no no Congo, 
Democratic 

Republic of the 
137 I.C.W. LATINA (Comunidad Internacional de mujeres que viven con 

VIH y sida) 
no no no no yes no Costa Rica 

138 Red de Organizaciones no Gubernamentales que trabajan en VIH yes no no no no no Costa Rica 
139 Comunidad Internacional de Mujeres ICW Capitulo Cubano yes no no no no no Cuba 
140 Bliss without Risk yes no no no no no Czech Republic 
141 RESEAU ENSEMBLE POUR LE DEVELOPPEMENT DURABLE DU 

DISTRICT D'ARTA (E.D.D.A.) 
yes no no no no no Djibouti 

142 alianza Solidaria para la lucha contra el VIH/SIDA yes no no no yes no Dominican 
Republic 

143 AMIGOS SIEMPRE AMIGOS (ASA) yes no no no no no Dominican 
Republic 

144 CENTRO DE ORIENTACIN E INVESTIGACIN INTEGRAL (COIN) yes no no no no no Dominican 
Republic 

145 Colectiva Mujer y Salud yes no no no no no Dominican 
Republic 

146 Fundacion Emmanuel Internacional, Inc. -LA FEI- yes no no no no no Dominican 
Republic 

147 Red Nacional de Adolecentes y Jovenes en Salud Sexual y Prevencion de 
VIH/SIDA 

no no no no no yes Dominican 
Republic 

148 Reserch Center for Feminist action yes no no no no no Dominican 
Republic 

149 Coalición Ecuatoriana de personas que viven con vih/sida no no no no yes no Ecuador 
150 Al Shehab Institution for Comprehensive Development yes no no no no no Egypt 
151 Red Centroamericana de Personas que viven con VIH-SIDA REDCA+ no no no no yes no El Salvador 
152 Youngs Men Christian Association from El Salvador yes no no no no no El Salvador 
153 Baltic Positive Network (Latvia, Lithuania, Estonia) yes no no no yes no Estonia 
154 Estonian Network of PLWH yes no no no yes no Estonia 
155 Association of Ethiopians Living with HIV/AIDS no no no no yes no Ethiopia 
156 Christian Relief and Development Association (CRDA) no no no no no yes Ethiopia 
157 Confederation of Ethiopian Trade Unions no no no yes no no Ethiopia 
158 Ethiopain Muslims Relief and Development Association yes no no no no no Ethiopia 
159 Ethiopian Business Coalition Against HIV/AIDS (EBCA) yes no yes no no yes Ethiopia 
160 Ethiopian Interfaith Forum for Development, Dialogue, and Action 

(EIFDDA). 
no yes no no no no Ethiopia 

161 ETHIOPIAN KALE HEYWET CHURCH no yes no no no no Ethiopia 
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162 Ethiopian Muslims Development Agency no yes no no no no Ethiopia 
163 MEKDIM ETHIOPIA NATIONAL ASSOCIATION no no no no yes no Ethiopia 
164 National Network of Positive Women Ethiopians (NNPWE) yes no no no no yes Ethiopia 
165 Network of PLHIV in Ethiopia (NEP+) no no no no yes no Ethiopia 
166 Timret Le Hiwot yes no no no no no Ethiopia 
167 YE ETHIOPIA YOUTH NETWORK no no no no no yes Ethiopia 
168 AIDS Task Force of Fiji yes no no no no no Fiji 
169 Equal Ground Pasifik yes no no no no no Fiji 
170 Pacific Islands AIDS Foundation yes no no no no no Fiji 
171 AIDES no no no no yes no France 
172 Riders for Health - The Gambia yes no no no no no Gambia 
173 World Initiative for Orpans yes no no no no no Gambia 
174 New Vector yes no no no no no Georgia 
175 PUBLIC UNION BEMONI yes no no no no no Georgia 
176 Action Against AIDS Germany yes yes no no no yes Germany 
177 Afrika Initiative e.V. yes no no no no no Germany 
178 AIDS-Waisenhilfe China e. V. (AIDS orphans China) yes no no no no no Germany 
179 Bread for the World no yes no no no no Germany 
180 BUKO Pharma-Kampagne yes no no no no no Germany 
181 Church Development Service (Evangelischer Entwicklungsdienst, EAA) no yes no no no no Germany 
182 Deutsche AIDS-Hilfe e.V. yes no no no yes no Germany 
183 German Foundation for World Population (DSW) yes no no no no no Germany 
184 Medical Mission Institute Würzburg no yes no no no no Germany 
185 Positive Aktion: MigrantInnen gegen AIDS e.V. yes no yes yes yes no Germany 
186 AFRICAN WOMEN'S DEVELOPMENT FUND no no no no no yes Ghana 
187 CHRIST CARES FOR THE NEEDY FOUNDATION yes no no no no no Ghana 
188 Foresight Generation Club yes no no no no no Ghana 
189 FOUNDATION FOR FUTURE CHRISTIAN WORKERS 

INTERNATIONAL FFCWI 
yes no no no no no Ghana 

190 FREE WORLD FOUNDATION yes no no no no no Ghana 
191 Ghana Healthy Life International yes no no no no no Ghana 
192 Ghana HIV/AIDS Network yes no no no no yes Ghana 
193 GOODWILL AID no no no no yes no Ghana 
194 Hopelink International yes no no no no no Ghana 
195 OBRA FOUNDATION yes no no no no no Ghana 
196 PLANNED PARENTHOOD ASSOCIATION OF GHANA yes no no no no no Ghana 
197 Seeds 4 African Relief Agency (SARA) yes no no no yes no Ghana 
198 SEND Foundation of West Africa (GHANA) yes no no no no no Ghana 



List of civil society representatives to be invited to participate in the high-level meeting on a comprehensive review of the progress achieved in realizing  
the Declaration of Commitment on HIV/AIDS and the Political Declaration on HIV/AIDS, to be convened on 10 and 11 June 2008 

 

A
/62/C

R
P.1 

 

10 
08-31664

# Name NGO
Faith-based 
organization

Private 
sector 

organization
Labour 

organization

Association 
of people 

living with 
HIV Other Country 

199 thiskertt international foundation yes yes no no no no Ghana 
200 Young Activists Against AIDS yes yes no no yes yes Ghana 
201 Young People We Care (YPWC) yes no no no no no Ghana 
202 ACT UP DRASE HELLAS yes no no no no no Greece 
203 Caribbean Women's Association yes no no no no no Grenada 
204 Grenada National Organisation of Women yes no no no no no Grenada 
205 Asociación de Investigación, Desarrollo y Educación Integral yes no no no no no Guatemala 
206 CoNEVIH yes no yes no no no Guatemala 
207 Society Against Sexual Orientation Discrimination (SASOD) yes no no no no no Guyana 
208 FOSREF (Fondation Pour la Santé Reproductrice et l'Education Familiale) yes no no no no no Haiti 
209 PAIDEH yes no no no no no Haiti 
210 reseau des citoyens haitiens pour la promotion des droits de l'homme yes no no no no no Haiti 
211 SEROvie yes no no no no no Haiti 
212 Colectivo Travesti Transegenero y transexual de San pedro Sula. yes no no no no no Honduras 
213 AIDS PREVENTION SOCIETY yes no no no no no India 
214 Association for Rural Uplift and National Allegiance yes no no no no no India 
215 Bikash Bharati Welfare Society yes no no no no no India 
216 Bill Clinton Center for AIDS Research & Education, (B'Care) yes no no no yes no India 
217 BOSS & CIPCA (Blood donors Organisation for Social Service (BOSS) 

and its AIDS branch Center for Information; Prevention and Counselling 
on AIDS (CIPCA) 

yes no no no no no India 

218 Buds of Christ yes no no no no no India 
219 CARE FOUNDATION yes no no no no yes India 
220 CHILD FOUNDATION OF INDIA yes no no no no no India 
221 Christian AIDS National Alliance yes yes no no no no India 
222 DISASTER MANAGEMENT TRAINING INSTITUTE (DMTI), yes no no no no no India 
223 EMPOWER yes no no no no no India 
224 Evangelical Social Action Forum (ESAF) yes no no no no no India 
225 FELLOWS FOR RECONSTRUCTION, INITIATIVE, EDUCATION, 

NOURISHMENT & DEVELOPMENT OF THE SOCIETY (FRIENDS) 
yes no no no no no India 

226 Freedom Foundation yes no no no no no India 
227 GGS INSTITUTE OF INFORMATION COMMUNICATION 

TECHNOLOGY INDIA 
yes no yes yes yes no India 

228 GLOBAL CENTER FOR PREVENTION OF DISEASES (GCPD), yes no no no no no India 
229 GLOBAL HARMONY, Non-Profit NGO yes no no no no yes India 
230 GLORIOUS WORLD ORGANISATION yes no no no no no India 
231 Gram Bharati Samiti (GBS) yes no no no no no India 
232 Health and Public Welfare Society of IHO yes no no no no no India 
233 HIV-Network no no no no no yes India 
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234 IMAECSED (International Movement for Advancement of Education 
Culture Social & Economic Development) 

yes no no no no no India 

235 India HIV/AIDS Alliance yes no no no no no India 
236 Indira Gandhi Charitable Foundation yes no no no no no India 
237 Indu Health Research Foundation yes no no no no no India 
238 International Services Association INSA India yes no no no no no India 
239 Late Dr G M Bhavsar Charitable Trust yes no no no no no India 
240 LEPRA SOCIETY yes no no no no no India 
241 lokdeep manav vikas sanstha parbhani india yes no no no no no India 
242 Maitri yes no no no no no India 
243 Mamta Samajik Sanstha yes no no no no no India 
244 MISBAH yes no no no no no India 
245 NAROTTAM LALBHAI RURAL DEVELOPMENT FUND yes no no no no no India 
246 National Council of Churches in India no yes no no no no India 
247 Network of Asia Pacific Youth no no no no no yes India 
248 NOBLE ACADEMY yes no no no no no India 
249 North East India Harm Reduction Network no no no no no yes India 
250 Orissa Voluntary Health Association no no no no no yes India 
251 People Like Us (PLUS) Kolkata no no no no yes yes India 
252 PEOPLES ACTION FOR SOCIAL SERVICE yes no no no no no India 
253 People's Action for Social Service no no no no no yes India 
254 positive awareness service society yes no no no no no India 
255 Positive Women Network no no no no yes no India 
256 Regional AIDS Training Center and Network in India (RATNEI), 

International Health Organization 
yes no no no no no India 

257 RRR INDUSTRIES, Member Company of GBC and Coordinator of SME 
Business Initiative on HIV/AIDS in INDIA 

no no yes no no yes India 

258 rural organisation for social education yes no no no no no India 
259 Sampada Grameen Mahila Sanstha yes no no no no no India 
260 Sarada Society for Care & Counselling of AIDS(SSCCA) yes no no no yes no India 
261 Shantiniketan Mahila Kalyan Samiti yes no no no no no India 
262 SKG SANGHA yes no no no no no India 
263 Social Awareness Service Organisation yes no no no no no India 
264 SOMA - (Social Organisation for Mental Health Action) yes no no no no no India 
265 SPACE (Society for People's Awareness, Care & Empowerment) yes no no no no no India 
266 ST. PAUL'S TRUST yes no no no yes no India 
267 Swapnil education Society yes no no no no no India 
268 The Catholic Health Association of India yes no no no no no India 
269 YR Gaitonde Centre for AIDS Research and Education yes no no no no no India 
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270 Indonesia UNGASS Community no no no no no yes Indonesia 
271 Stigma Foundation yes no no no no no Indonesia 
272 AIDS/Addiction research and Intervention Association yes no no no no no Iran 
273 Mashhad Positive Club (Kanoon Hamyaran Mosbat) yes no no no yes no Iran 
274 The Society for the Protection and Assistance of Socially Disadvantaged 

Individuals (SPASDI) 
yes no no no no no Iran 

275 Development Without Borders Institution DWBI yes no no no no no Iraq 
276 The Jerusalem AIDS Project yes no no no no no Israel 
277 ARISTOTELION, INTERNATIONAL INSTITUTE OF CULTURE yes no no no no no Italy 
278 MEDITERRAID no no yes no no no Italy 
279 Permanent Secretariat of Nobel Peace Laureates no no no no yes no Italy 
280 ARC EN CIEL + yes no no no no no Ivory Coast 
281 Bouaké Eveil no no no no yes no Ivory Coast 
282 LUMIERE ACTION no no no no yes no Ivory Coast 
283 Caribbean Vulnerable Communities Coalition yes no no no no no Jamaica 
284 Jamaica AIDS Support for Life yes no no no no no Jamaica 
285 Africa Japan Forum yes no no no no no Japan 
286 Japan AIDS and Society Association yes no no no no no Japan 
287 Kazakhstan Association of Organizations working in the sphere of 

HIV/AIDS and Drug Abuse 
no no no no no yes Kazakhstan 

288 Africa Democracy Forum yes no no no no yes Kenya 
289 AMBASADORS OF CHANGE no no no no yes no Kenya 
290 Christian Reformed World Relief Committee - CRWRC no yes no no no no Kenya 
291 COALITION OF HIV INFECTED AND AFFECTED COMMUNITY 

SERVICE ORGANIZATION IN KENYA (CHIACSOK) 
no no no no yes no Kenya 

292 DEEDE - KENYA "The Disabled for Education and Economic 
Development Support Kenya" 

yes no no no no no Kenya 

293 Ecumenical HIV&AIDS Initiative in Africa (EHAIA) no yes no no no no Kenya 
294 Equality Now! Development Group no no no no no yes Kenya 
295 GALEBITRA-KENYA(Association for HIV+gay and lesbian people in 

Kenya) 
no no no no yes no Kenya 

296 GUCHA ASSOCIATION OF RURAL FARMERS yes no no no yes no Kenya 
297 HOME ZION TABERNACLE FOR HIV/AIDS COMMUNITY CENTRE no yes no no no no Kenya 
298 Indigenous Tabernacle council of Kenya no yes no no no no Kenya 
299 INTEGRATED DEVELOPMENT FACILITY yes no no no no no Kenya 
300 International Community of Women Living with HIV/AIDS, KENYA no no no no yes no Kenya 
301 KAIPPG (Kenya AIDS Intervention Prevention Project) yes no no no no no Kenya 
302 Kariobangi South Welfare & Slums Housing Association (KASWESHA) no no no no yes yes Kenya 
303 KENYA AIDS NGO'S CONSORTIUM yes no no no no no Kenya 
304 Kenya Network of HIV Positive Teachers [KENEPOTE] no no no no yes no Kenya 
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305 KENYA NETWORK OF WOMEN WITH AIDS yes no no no no no Kenya 
306 Kenya Orphans and Vulnerable Children Network yes no no no no no Kenya 
307 Kenya traditional and spiritual healers association no no no no no yes Kenya 
308 Laikipia HIV/AIDS Control Organisation yes no no no no no Kenya 
309 Medical Care Development Inputs yes no no no no no Kenya 
310 Mothers' Rural Care for AIDS Orphans yes no no no no no Kenya 
311 Network of African People Living with HIV/AIDS (NAP+) no no no no no yes Kenya 
312 Ogiek Peoples Development Program yes no no no no yes Kenya 
313 Oxfam GB, Pan Africa Programme no no no no no yes Kenya 
314 RAFIKI REHABILITATION PROGRAMME yes no no no no no Kenya 
315 Relief and Environmental Care Africa (RECA) yes no no no no no Kenya 
316 Resources Oriented Development Initiatives (RODI-Kenya) yes no no no no no Kenya 
317 Rural Awareness and Development Services (RADES) yes no no no no no Kenya 
318 Sima Community Based Organization no no no no no yes Kenya 
319 Slums Information Development & Resource Centres (SIDAREC) yes no no no no yes Kenya 
320 Social Development Network yes no no no no yes Kenya 
321 TAABCO RESEARCH AND DEVLOPMENT CONSULTANTS no yes no no no no Kenya 
322 TAABCO Reserch and Development Consultants no no yes no no no Kenya 
323 TABITHA ORPHANS PROJECT OF KENYA (TOPK) yes no no no no no Kenya 
324 Tobacco, Alcohol, Substance Abuse, HIV/AIDS Counseling Centre 

(TASAHACC) 
yes no no no no no Kenya 

325 VETAID yes no no no no no Kenya 
326 Sakbol NGO for prevention and treatment of HIV/AIDS, STIs and 

infections transmitted through injective way. 
yes no no no no no Kyrgyzstan 

327 AGIHAS (PLWHA Support Group) yes no no no yes no Latvia 
328 PELUM LESOTHO ASSOCIATION yes no no no no no Lesotho 
329 ASSOCIATION OF DISABLED FEMALES INTYERNATIONAL (ADFI) yes no no no no yes Liberia 
330 Charity Aid Foundation (CAF) yes no no no no no Liberia 
331 COBEC-AIDS yes no no no no no Liberia 
332 Community Humanitarian and Advocacy Organization (COHADO) yes no no no no no Liberia 
333 Concerned Women Against the Spread of HIV/AIDS yes no no no no no Liberia 
334 Consortium of HIV/AIDS and Development Organizations yes no no no no no Liberia 
335 ELWA Hospital no yes no no no no Liberia 
336 Faith - Base Netof PLWHAs no yes no no no no Liberia 
337 Group Integrated for Voluntary Empowerment (G I V E ) no yes no no no no Liberia 
338 Help Eradicate AIDS & Proverty (HEAP) yes no no no no no Liberia 
339 HIV and AIDS at the WORKPLACE PROJECT no no no yes no no Liberia 
340 Lakayta Township Resettlement Union yes no no no no no Liberia 
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341 Liberia Local Cash Crops Farmers Association and 
Development/LIFARADE 

yes no no no no no Liberia 

342 Liberia Network of AIDS Service Organization (LINASO) yes no no no no no Liberia 
343 Liberian Empowerment Against Drugs and Alcohol Demand (LEADAD) yes no no no no no Liberia 
344 Muslim United Against AIDS no yes no no no no Liberia 
345 SAVE AFRICA INTERNATIONAL,INC yes no no no yes no Liberia 
346 Tasly Net Work & Tasly Modern Traditional Complementary Chinese 

Health Center (Tasly Liberia) 
no no yes no no no Liberia 

347 United Christians Campaiging Against AIDS, Violence, Injustice and 
Proverty (UCCA - AIDS) 

no yes no no no no Liberia 

348 Women in Progress for Community Services yes no no no no no Liberia 
349 Youth Action to Promote Health Care & Development (YAPHCAD) yes no no no no no Liberia 
350 Youth Care INc. yes no no no no no Liberia 
351 Youth United for Sustainable Development yes no no no no no Liberia 
352 Zorzor Distrit Women Care (ZODWOCA) yes no no no no no Liberia 
353 Association "Pozityvus gyvenimas no no no no yes no Lithuania 
354 Association If HIV Affected Women and their Intimates yes no no no yes no Lithuania 
355 Ecumenical HIV and AIDS Initiative in Africa Madagascar no yes no no no no Madagascar 
356 Fifafi no no no no yes no Madagascar 
357 PLeROC no yes no no no no Madagascar 
358 Centre for the Development of People yes no no no no no Malawi 
359 Malawi National Assembly no no no no no yes Malawi 
360 Manerela+ no yes no no yes no Malawi 
361 National Association for people living with HIV and AIDS in Malawi 

(NAPHAM) 
no no no no yes no Malawi 

362 Asia Pacific Council of AIDS Service Organizations yes no no no no no Malaysia 
363 CARAM Asia Berhad no no no no no yes Malaysia 
364 Drugs Intervention Community Pahang yes no no no yes yes Malaysia 
365 Malaysian AIDS Council yes no no no no no Malaysia 
366 MTAAG PLUS BHD no no no no yes no Malaysia 
367 Association de recherche de communication et d'accompagnement à 

domicile des personnes vivant avec la VIH 
yes no no no no no Mali 

368 Mali AIDS Candlelight Memorial Team no yes no yes no no Mali 
369 Tombouctou Koiro Hinsa yes no no no no no Mali 
370 Gathering of the Young Mauritanians for the Development yes no no no no no Mauritania 
371 Mauritanian Association for Human Rights (AMDH) yes no no no no no Mauritania 
372 Sanatan Holistic Vidhya Academy no yes no no no no Mauritius 
373 APROASE A.C. yes no no no no no Mexico 
374 Asociacion Mexicana de Educacion Sexual yes no no no no no Mexico 
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375 CENTER OF PROFESSIONAL ATTENTION To PEOPLE WITH AIDS 
A.C. 

yes no no no no no Mexico 

376 Colectivo Sol, AC yes no no no no no Mexico 
377 Derechohabientes Viviendo con VIH del IMSS DVVIMSS no no no no yes no Mexico 
378 Frente Nacional de Personas Afectadas por el VIH/SIDA no no no no yes no Mexico 
379 La Manta de Mexico A. C. yes no no no no no Mexico 
380 MEXSIDA yes no no no no no Mexico 
381 Movimiento Mexicano de Ciudadania Positiva no no no no yes no Mexico 
382 PROFINVIH A.C. yes no no no no no Mexico 
383 Vanguardia Mexicana de Personas Afectadas por el vih no no no no yes no Mexico 
384 Vivir. Participacion, Incidencia y Transparencia, A.C. yes no no no yes no Mexico 
385 League of People Living with HIV in Moldova no no no no yes no Moldova 
386 Mongolian Family Welfare Association no no no no yes yes Mongolia 
387 Youth for Health yes no no no no no Mongolia 
388 Association Marocaine des Jeunes Contre le SIDA yes no no no no yes Morocco 
389 NGO "Credinta" no no no no yes no Morocco 
390 MATRAM-Mozambican AIDS Treatment Access Movement yes no no no no no Mozambique 
391 Lironga Eparu( National Association of People living with HIV/AIDS no no no no yes no Namibia 
392 NAMIBIA NETWORK OF AIDS SERVICE ORGANISATIONS 

(NANASO) 
yes no no no no no Namibia 

393 The Southern African Network of AIDS Service Organisations yes no no no no no Namibia 
394 Blue Diamond Society yes no no no yes yes Nepal 
395 Children At Risk Network Nepal (CarNetNepal) yes yes no no no no Nepal 
396 Diyalo Pariwar yes no no no no no Nepal 
397 FPAN (Family Planning Association of Nepal) no no no no no yes Nepal 
398 National NGOs Network Group Against AIDS Nepal (NANGAN) no no no no no yes Nepal 
399 Nepal Harm Reduction Council yes no no no no no Nepal 
400 Nepal HIV/AIDS Alliance (NEHA) yes no no no no no Nepal 
401 NEPAL INDIGENOUS NATIONALITIES PRESERVATION 

ASSOCIATION 
yes no no no no no Nepal 

402 NEPAL PLUS no no no no yes no Nepal 
403 Nepal Rural Information Technology Development Society(NRIDS) yes no no no no no Nepal 
404 Nepal Sports Federation Against Drug And HIV/AIDS(NESFADA) yes no no no no no Nepal 
405 Oxygen Research and Development Forum- ORDF yes no no no no no Nepal 
406 PRERANA (an organisation by & for PLWHAs) yes no no no no no Nepal 
407 Rural Area Development Programme, RADP yes no no no no no Nepal 
408 Skill Information Society Nepal (SISo Nepal) yes no no no no no Nepal 
409 White Feather Nepal no no no no yes no Nepal 
410 AIDS & Rights Alliance for Southern Africa (ARASA) yes no no no no no Netherlands 
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411 AIDS Foundation East-West yes no no no no no Netherlands 
412 CHOICE for youth and sexuality no no no no no yes Netherlands 
413 Foundation Positive women of the world yes no no no yes no Netherlands 
414 World AIDS Campaign yes no no no no no Netherlands 
415 YouAct, European Youth Network on Sexual and Reproductive Rights no no no no no yes Netherlands 
416 Body Positive Incorporated no no no no yes no New Zealand 
417 ASSOCIATION DES JEUNES AUX INITIATIVES 

PROFESSIONNELLES 
yes no no no no no Niger 

418 Lafia Matassa yes no no no no no Niger 
419 Priorité Action Positive NIGER no no no no yes no Niger 
420 Réseau Nigerien des Personnes Vivant Avec le VIH/SIDA no no no no yes no Niger 
421 AFRICAN CHRISTIAN CARE TRUST ORGANISATION no yes no no no no Nigeria 
422 ALPHA VISION ALLIANCE INT'L yes yes no no yes no Nigeria 
423 Anglican Students Movement (ASM) no yes no no no no Nigeria 
424 Association of Positive Youth in Nigeria (APYIN) no no no no yes no Nigeria 
425 Association of Women Living With HIV and AIDS in Nigeria 

(ASWHAN) 
yes no no no yes no Nigeria 

426 Awaka Go Forward Centre For Youth Development (AGFICFYD) yes yes no no no yes Nigeria 
427 Children's Rights Infiormation Network (CRIn) yes no no no no no Nigeria 
428 Christian Coalition Against HIV/AIDS no yes no no no no Nigeria 
429 Christian health association of Nigeria no yes no no no no Nigeria 
430 Civil Power Africa yes no no no no no Nigeria 
431 COMMUNITY HEALTH AND DEVELOPMENT ADVISORY TRUST yes no no no no no Nigeria 
432 Development in Africa, Nigeria yes yes no no no no Nigeria 
433 Foundation Aid Solution for Talent Empowerment and Development 

(FASTED) 
yes no no no no no Nigeria 

434 GEODORA SAMARITANS INC. (GSI) yes no no no no no Nigeria 
435 GUILDANCE COMMUNITY DEVELOPMENT INITIATIVE yes no no no no no Nigeria 
436 Health Matters Incorporated yes no no no no no Nigeria 
437 Interfaith HIV/AIDS Coalition of Nigeria no yes no no no yes Nigeria 
438 International women communication center yes no no no no no Nigeria 
439 Journalists Against AIDS (JAAIDS) Nigeria yes no no no no yes Nigeria 
440 LABOUR,HEALTH AND HUMAN RIGHTS DEVELOMENT 

CENTRE, lhahrdev 
yes no no no no no Nigeria 

441 National Youth Council of Nigeria (NYCN)/Network of Young People 
Living with HIV/AIDS in Nigeria (NYPLHAN) 

yes no no no yes yes Nigeria 

442 National Youth Network On HIV/AIDS in Nigeria (NYNETHA) yes no no no no no Nigeria 
443 Network of People Living with HIV/AIDS in Anambra State 

(NEPWHAS) 
no no no no yes no Nigeria 

444 ngoworldnigeria no no no no no yes Nigeria 
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445 Nigerian Youth Action Network (NYAN) yes no no no no no Nigeria 
446 Oodua Peoples Congress.OPC yes no no no no no Nigeria 
447 Positive Life Association of Nigeria (PLAN) yes no no no yes no Nigeria 
448 PRO-NATIONAL CONFERENCE ORGANISATION, PRONACO yes no no no no yes Nigeria 
449 SOCIETY FOR DEVELOPMENT & COMMUNITY 

EMPOWERMENT(SDCE) 
yes no no no no no Nigeria 

450 THE ENVIRONMNETAL AMELIORATORS (E.A.) yes no no no no no Nigeria 
451 The Starfish Project- Centre for Special Studies; New York Presbyterian 

Hospital/Weill Medical College of Cornell University, an affiliate of 
Olabisi Onabanjo University Teaching Hospital, Sagamu. 

yes no no no no no Nigeria 

452 United Nations of Youth Network Nigeria(UNOY) yes no no no no no Nigeria 
453 United Nations of Youth-Nigeria yes no no no no no Nigeria 
454 Youth Action Rangers of Nigeria (YARN) no no no no no yes Nigeria 
455 Youth Dignity International yes no no no no no Nigeria 
456 Youth PRO-FiLE yes no no no no no Nigeria 
457 AIDS PREVENTION SOCIETY OF PAKISTAN (APSOP) yes no no no no no Pakistan 
458 Frontier Foundation(Welfare Hospital and Blood Transfusion Services) no no no no yes no Pakistan 
459 Fundamental Human Rights and Rural Development Association 

(HRRDA) 
yes no no no no no Pakistan 

460 Goth Sudhar Sangat MAtoo no no yes no no no Pakistan 
461 Himalayan Rural Support Program HRSP-AJK yes no no no no no Pakistan 
462 Institute of Peace and Development (INSPAD) yes yes no no no yes Pakistan 
463 International Human Rights Observer(IHRO) yes no no no no no Pakistan 
464 International Peace Commission - IPC no no no no no yes Pakistan 
465 Kohistan Development & Enviromental Council yes no no no no no Pakistan 
466 Life Foundation yes no no no no no Pakistan 
467 Pakistan AIDS Control Federation yes no no no no no Pakistan 
468 Pakistan Labour Federation(PLF) no no no yes no no Pakistan 
469 SUKKUR BLOOD AND DRUGS DONATING SOCIETY/SBDDS yes no no no no no Pakistan 
470 ZAMANA NGO yes no no no no no Pakistan 
471 Friends Of Environment and Development yes no no no no no Palestine 
472 FUNDACION PARA APOYO AL DETENIDO yes no no no no no Panama 
473 Vencer Foundations no no no no yes no Paraguay 
474 AID FOR AIDS - PERÚ yes no no no no no Peru 
475 Asociación de trabajadoras sexuales MILUSKA VIDA Y DIGNIDAD no no no no no yes Peru 
476 Centro para el Desarrollo Urbano y Rural -CEPDUR- yes no no no no no Peru 
477 Coordinadora Peruana de PVVS - Peruanos Positivos no no no no yes no Peru 
478 RED DE COMUNICACION E INFORMACION PARA GRUPOS DE 

AYUDA MUTUA DEL PERU 
yes no no no yes no Peru 

479 RESEARCH QUALITY INSTITUTE no no no no no yes Peru 
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480 Via Libre yes no no no no no Peru 
481 Health and Development Initiatives Institute yes no no no no no Philippines 
482 PILIPINA Legal Resources Center as a member of Forum-Asia yes no no no no no Philippines 
483 PSA SOCCSKSARGEN Inc. yes no no no no no Philippines 
484 TLF SHARE Collective Inc. yes no no no no no Philippines 
485 Social AIDS Committee (Spoleczny Komitet ds. AIDS - SKA) yes no no no no no Poland 
486 Fundação Portuguesa "A Comunidade Contra a Sida" yes no no no no no Portugal 
487 SERES no no no no yes no Portugal 
488 Community of People Living with HIV yes no no no no no Russia 
489 Public Health and Social Development Foundation "FOCUS-MEDIA" yes no no no no no Russia 
490 Russian Harm Reduction Network yes no no no no yes Russia 
491 The Russian Health Care Foundation yes no no no no yes Russia 
492 Association Bethesaida du Rwanda no yes no no yes no Rwanda 
493 RWANDA WOMEN'S NETWORK yes no no no no no Rwanda 
494 Caribbean Drug Abuse Research Institute yes no no no no no Saint Lucia 
495 UNITED AND STRONG INC yes no no no no no Saint Lucia 
496 Samoa AIDS Foundation yes no no no yes no Samoa 
497 African Council of AIDS Service Organizations (AfriCASO) no no no no no yes Senegal 
498 ASSOCIATION AWA yes no no no no no Senegal 
499 Association des Jeunes pour le Developpement AJD/PASTEEF yes no no no no no Senegal 
500 CENTRE FOR HIV/AIDS CAMPAIGN no yes no no no no Sierra Leone 
501 People With Aids Sierra Leone yes no no no yes no Sierra Leone 
502 Society for Women and AIDS in Africa, Sierra Leone no no no no no yes Sierra Leone 
503 UNITED YOUTH FOR SUCCESS AND DEVELOPMENT no yes no no no yes Sierra Leone 
504 Disable Welfare Foundation (DWF) yes no no no yes no Somalia 
505 Discovery Health no no yes no no no South Africa 
506 Health Systems Trust yes no no no no no South Africa 
507 INERELA+ no yes no no yes no South Africa 
508 International Community of Women Living with HIV/AIDS, SOUTH 

AFRICA 
no no no no yes no South Africa 

509 Joint Learning Initiative on CHildren and AIDS (JLICA) no no no no no yes South Africa 
510 Mosaic Training, Service and Healing Centre yes no no no no no South Africa 
511 reisumi impumelelo yes no no no no no South Africa 
512 Southern Africa Treatment Access Movement no no no no no yes South Africa 
513 The AIDS Consortium yes no no no no no South Africa 
514 YENEPAD yes no no no no no South Africa 
515 Tenemos SIDA yes no no no no no Spain 
516 VyH en contexto yes no no no no no Spain 
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517 ZOA REFUGEE CARE no yes no no no no Sri Lanka 
518 ACF no yes no no no no Sudan 
519 Agency for CO-Operation & Research in Development(ACORD) yes no no no no no Sudan 
520 Ana Assudan Organization yes no no no yes no Sudan 
521 Hope And Homes For Children Sudan yes no no no no no Sudan 
522 pan health care(pancare) yes no no no no no Sudan 
523 Patient Helping Fund (PHF) yes no no no no no Sudan 
524 Sudan Family Planning Association SFPA yes no no no no yes Sudan 
525 Together For Sudan no no no no no yes Sudan 
526 UNIVERSITY OF MEDICAL SCIENCES AND TECHNOLOGY 

(UMST) 
no no yes no no no Sudan 

527 Zenab For Women In Development yes no no no no no Sudan 
528 Stichting Mamio Namen Project yes no no no no no Suriname 
529 International Community of Women Living with HIV/AIDS, 

SWAZILAND 
no no no no yes no Swaziland 

530 Miles Communications yes no no no no no Swaziland 
531 Swaziland Positive Living ( SWAPOL) yes no no no no no Swaziland 
532 Heteroplus yes no no no yes no Sweden 
533 African Care and Development Initiative-ACDI yes no no no no no Switzerland 
534 Ecumenical Advocacy Alliance yes yes no no no no Switzerland 
535 Global Hope Network, Int'l yes no no no no no Switzerland 
536 International AIDS Society no no no no no yes Switzerland 
537 Church Of God no yes no no no no Tanzania 
538 EASTERN AFRICA NATIONAL NETWORKS OF AIDS SERVICE 

ORGANIZATIONS (EANNASO) 
yes no no no no no Tanzania 

539 Human Development Trust (HDT) yes no no no no no Tanzania 
540 TANGA AIDS WORKING GROUP ( TAWG) yes no no no yes yes Tanzania 
541 TANZANIA NATIONAL NETWORK OF PEOPLE WITH HIV/AIDS no no no no yes no Tanzania 
542 TANZANIA NETWORK OF WOMEN LIVING WITH HIV AND AIDS 

(TNW+) 
no no no no yes no Tanzania 

543 The Leadership Forum yes no no no no no Tanzania 
544 Asia Pacific Network of Sex Workers no no no yes no yes Thailand 
545 Health & Development Networks yes no no no no no Thailand 
546 Raks Thai Foundation yes no no no no no Thailand 
547 The Coalition of Asia Pacific Regional Networks on HIV/AIDS (7 

Sisters) 
no no no no no yes Thailand 

548 Action Santé pour Tous yes no no no no no Togo 
549 Association des Nations Unies du Togo (ANU-TO) yes no no no yes no Togo 
550 Club Initié pour la Lutte contre le SIDA (CILSIDA) yes no no no no no Togo 
551 Espoir Vie-Togo no no no no yes no Togo 
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552 Le Rônier yes yes no no no no Togo 
553 ONG/REAILD (Recherche, Echange et Appui aux Initiatives Locales de 

Développement) 
yes no no no no no Togo 

554 SANTE ET ACTION GLOBALE yes no no no no no Togo 
555 TERRE NOUVELLE yes no no no no no Togo 
556 CARIBBEAN REGIONAL NETWORK OF PEOPLE LIVING WITH 

HIV/AIDS 
yes no no no yes no Trinidad and 

Tobago 
557 Family Planning Association of Trinidad and Tobago yes no no no no no Trinidad and 

Tobago 
558 RED Initiatives yes no no no no no Trinidad and 

Tobago 
559 African Women' Economic Policy Network (AWEPON) no yes no no no no Uganda 
560 AIDS INFORMATION CENTER - UGANDA yes no no no no no Uganda 
561 COMMUNITY WELFARE INITIATIVE NETWORK (CWIN) yes no no no yes no Uganda 
562 International Community of Women Living with HIV/AIDS, UGANDA no no no no yes no Uganda 
563 Inter-Religious Council of Uganda no yes no no no no Uganda 
564 KITGUM DISTRICT FORUM OF PEOPLELIVING WITH 

HIV/AIDSNETWORK 
no no no no yes no Uganda 

565 National Forum of people living with HIV/AIDS in Uganda no no no no yes no Uganda 
566 New Horizons, Women's Education Centre yes no no no no no Uganda 
567 TASO(The Aids Support Organization) yes no no no no no Uganda 
568 Uganda Episcopal Conference/Uganda Catholic Secretariat no yes no no no no Uganda 
569 Uganda Network of Young People Living with HIV and AIDS no no no no yes no Uganda 
570 All-Ukrainian Interchurch Charitable Fund "Vira. Nadiya. Lybov." no yes no no no no Ukraine 
571 All-Ukrainian Network PLWH no no no no yes no Ukraine 
572 East European and Central Asian UNION PLWH no no no no yes no Ukraine 
573 International Charity Organization "Rehabilitation Center "Steps" yes no no no yes no Ukraine 
574 Light of Hope yes no no no yes no Ukraine 
575 Affirm Facilitation Associates no yes no no no no United 

Kingdom 
576 African HIV Policy Network yes no no no no no United 

Kingdom 
577 BBC World Service Trust yes no yes no no no United 

Kingdom 
578 Christian HIV/AIDS Alliance yes yes no no no no United 

Kingdom 
579 European HIV/AIDS Funders Group no no no no no yes United 

Kingdom 
580 GlaxoSmithKline no no yes no no no United 

Kingdom 
581 Help the Hospices/ Worldwide Palliative Care Alliance yes no no no no no United 

Kingdom 
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582 ICW International Community of Women living with HIV/AIDS no no no no yes no United 
Kingdom 

583 International Community of Women Living with HIV/AIDS, UK yes no no no yes no United 
Kingdom 

584 Muslim Aid - UK yes no no no no no United 
Kingdom 

585 National AIDS Trust yes no no no no no United 
Kingdom 

586 SURTAL SABHIACHAR & SAMAJ BHALAI CLUB 
INTERNATIONAL 

no yes no no no no United 
Kingdom 

587 The Female Health Foundation yes no no no no no United 
Kingdom 

588 VSO no no no no no yes United 
Kingdom 

589 Youth RISE: An International Youth Network for Reducing Drug-related 
Harm (an initiative under the International Harm Reduction Association) 

yes no no no no yes United 
Kingdom 

590 AID FOR AIDS yes yes no no no no United States 
591 AIDS Community Research Initiative of America yes no no no no no United States 
592 AIDS Vaccine Advocacy Coalition yes no no no no no United States 
593 AIDS-Free World no yes no no no no United States 
594 American Association for Health Education (AAHE) yes no no no no no United States 
595 AmericaShare yes no no no no no United States 
596 amfAR, The Foundation for AIDS Research yes no yes no no no United States 
597 Asia Catalyst yes no no no no no United States 
598 BD (Becton, Dickinson and Company) no no yes no no no United States 
599 Brandon's House I Inc. no no yes no no no United States 
600 Bristol-Myers Squibb no no yes no no no United States 
601 Brown University Medical School Division of Infectious Disease no no no no no yes United States 
602 Center for Health and Gender Equity yes no no no no no United States 
603 Center for Women Policy Studies yes no no no no no United States 
604 Christian Connections for International Health no yes no no no no United States 
605 CMMICorp. no yes no no no no United States 
606 Community Education Group (CEG) yes no no no no no United States 
607 Congregation of the Passion of Jesus (Passionists International) no yes no no no no United States 
608 Congregation of the Sisters of St. Joseph of Peace yes yes no no no no United States 
609 Elizabeth Glaser Pediatric AIDS Foundation yes no no no no no United States 
610 Exxon Mobil Corporation no no yes no no no United States 
611 FACE AIDS yes no no no no no United States 
612 First Congregational Church of Los Angeles no yes no no no no United States 
613 FOCNICSO - USA yes no no no no no United States 
614 Foundation for Integrative AIDS Research (FIAR) yes no no no no no United States 
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615 Funders Concerned About AIDS yes no no no no yes United States 
616 Global Business Coalition on HIV/AIDS, Tuberculosis and Malaria-GBC yes no no no no no United States 
617 Global Helping to Advance Women and Children (Global Hawk) yes no no no no yes United States 
618 Harm Reduction Coalition yes no no no no no United States 
619 He Intends Victory yes yes no no yes no United States 
620 Health Global Access Project, Inc. yes no no no no no United States 
621 Heartland Alliance for Human Needs and Human Rights yes no no no no no United States 
622 Housing Works, Inc yes no no no no no United States 
623 Institute of the Blessed Virgin Mary yes yes no no no no United States 
624 International AIDS Empowerment yes no no no yes no United States 
625 International Association of Schools of Social Work yes no no no no no United States 
626 International Community of Women Living with HIV / AIDS, 

Washington DC 
no no no no yes no United States 

627 International Health Organization (IHO) yes no no no no no United States 
628 International Women's Media Foundation yes no no no no no United States 
629 J-CAP LIVING PROOF HIV/AIDS Services no no no no no yes United States 
630 KBJ Consulting no no yes no no no United States 
631 Linda Hakim MS CASAC no no no no no yes United States 
632 Merck & Co., Inc. no no yes no no no United States 
633 Missionary Oblates of Mary Immaculate yes yes no no no no United States 
634 Mylan Inc. no no yes no no no United States 
635 National Alliance of State and Territorial AIDS Directors yes no no no no no United States 
636 National Association of Social Workers yes no no no no no United States 
637 New York Harm Reduction Educators, Inc. yes no no no no no United States 
638 Orphans International yes no no no yes no United States 
639 OTHER SHEEP no yes no no no no United States 
640 Pfizer no no yes no no no United States 
641 Physicians for Human Rights yes no no no no no United States 
642 Primer Movimiento Peruano GLBT no no no no yes no United States 
643 Program on International Health and Human Rights yes no no no no no United States 
644 Project Hope for Africa yes no no no no no United States 
645 redlactrans no no no no yes yes United States 
646 Religious Institute on Sexual Morality, Justice, and Healing no yes no no no no United States 
647 Sexuality Information and Education Council of the US (SIECUS) yes no no no no no United States 
648 SHALOM 2 YOU, Inc. no no no no yes yes United States 
649 SONA Consulting Inc. no no yes no no no United States 
650 Stuart Leiderman, Environmental Response yes no no no no yes United States 
651 The AIDS Institute yes no no no no no United States 
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652 The ATHENA Network yes no no no no no United States 
653 The Ford Foundation no no yes no no no United States 
654 The Human Rights Program, Harvard Law School yes no no no no no United States 
655 THE RIBBON INTERNATIONAL yes no no no no no United States 
656 The River Fund, Inc. no no no no no yes United States 
657 The Women's Collective no no no no yes no United States 
658 U.S. Fund for UNICEF yes no no no no no United States 
659 VIVAT International yes no no no no no United States 
660 WhyAfrica yes no no no no no United States 
661 Women's Equity in Access to Care and Treatment yes no no no no no United States 
662 WOMEN'S FEDERATION FOR WORLD PEACE INTERNATIONAL yes no no no no no United States 
663 World Council of Muslim Communities yes yes no no yes yes United States 
664 ASEPO yes no no no no no Uruguay 
665 IZA Foundation no no no no yes no Vanuatu 
666 ASOCIACION CIVIL AMAVIDA no no no no yes no Venezuela 
667 LACCASO yes no no no no no Venezuela 
668 MUJERES EN POSITIVO POR VENEZUELA yes no no no yes no Venezuela 
669 Mujeres Unidas por la Salud (MUSAS) yes no no no no no Venezuela 
670 Consultation of Investment in Health Promotion (CIHP) yes no no no no no Vietnam 
671 CIVIL SERVANTS & ALLIED WORKERS UNION OF ZAMIA no no no yes no no Zambia 
672 GROUPS FOCUSED CONSULTATIONS yes no no no no yes Zambia 
673 INDEPENDENT CHURCHES OF ZAMBIA (ICOZ) no yes no no no no Zambia 
674 Mthuzi Development Foundation yes no no no no no Zambia 
675 Network of Zambian People Living with HIV/AIDS (NZP+) no no no no yes no Zambia 
676 NGWIHI MUVWEENDE COMMUNITY CARE PROJECT yes no no no no no Zambia 
677 OVC NETWORK yes no no no no no Zambia 
678 RAPIDS yes yes no no no no Zambia 
679 Society for Women and AIDS in Zambia yes no no no no no Zambia 
680 TBTV.ORG STUDIO1 yes no no no no no Zambia 
681 TREATMENT ADVOCACY AND LITERACY CAMPAIGN no no no no no yes Zambia 
682 TRUE CHRISTIAN YOUTH OUTREACH OF ZAMBIA yes yes no no no no Zambia 
683 Twafwilishe Chambishi Community Centre yes no no no no no Zambia 
684 Young Women's Christian Association, Western Region yes no no no no no Zambia 
685 Youth Vision Zambia yes no no no yes yes Zambia 
686 Zambia National Association of persons with physical disabilities 

(ZNAPD) 
yes no no no no no Zambia 

687 ZAMBIA NATIONAL UNION OF TEACHERS no no no yes no no Zambia 
688 ZAMBIA NSUNGA COMMUNITY WITHOUT BORDERS yes no no no no no Zambia 
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689 Zambia Society for the Prevention of Child Abuse and Neglect 
(ZASPCAN) NATIONAL CHAPTER 

yes no no no no no Zambia 

690 Batanai HIV and AIDS Support Group yes no no no no no Zimbabwe 
691 Public Personalities Against Aids Trus yes no no no no no Zimbabwe 
692 Southern Africa HIV/Information Dissemination Service yes no no no no no Zimbabwe 
693 The Centre yes no no no no no Zimbabwe 
694 Students Aids Action Forum no no no no no yes Zimbabwe 
695 Women and AIDS Support Network yes no no no no no Zimbabwe 
696 ZIMPAPERS-The Herald no no no no no yes Zimbabwe 
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Attachment 1 
 

Panel 1: How do we build on results achieved and speed up progress 
towards Universal Access—moving on to 2015 in order to reach Millennium 
Development Goals? 
 

Overview 
During the 2006 High Level Meeting on HIV/AIDS, countries committed to set ambitious national targets 
for scaling up towards Universal Access to HIV prevention, treatment, care and support by 2010. This 
commitment was intended as a mid-point towards achieving the Millennium Development Goals, 
recognizing that many obstacles in the path to Universal Access were systemic and would impinge upon 
the achievement of several Goals (e.g. 4, 5, 6 and 8). Reinvigoration of interest in and action towards 
achieving the Millennium Development Goals has the potential to contribute significantly to HIV efforts. 

Current situation 
The 2008 Secretary-General’s Report on the Declaration of Commitment on HIV/AIDS and Political 
Declaration on HIV/AIDS confirm that countries have utilized the Universal Access process as a catalyst 
to accelerate their national HIV responses. Most countries have made good but variable progress in 
responding to the HIV epidemic, especially in the areas of antiretroviral treatment, prevention of mother-
to-child transmission and confidential voluntary testing and counselling. Significantly less progress has 
been made on other HIV prevention efforts, and progress towards ensuring the care of orphans and 
vulnerable children remains poor in many countries. Moreover, it would appear that most progress has 
been in areas that have allowed for easier ‘wins’, not necessarily facilitating equal access for those most 
in need. This variable progress raises serious unease about whether Universal Access and the health-
related Millennium Development Goals can be achieved at the current rate of progress. 

Outline of the Panel discussion 
The panel will reflect on progress made towards Universal Access and the actions required to speed up 
progress towards Universal Access by 2010 in order to reach the Millennium Development Goals in 
2015. The panel will consider specific actions to be taken in the following key areas:  

  

1. Improving national political leadership and coordination 
Countries that have made good progress have demonstrated strong leadership and coordination of the 
HIV response and fostered linkages with other development issues. Clear political direction from the 
very highest levels enables a comprehensive, multisectoral and decentralized HIV response. This also 
encourages development partners to align closely with the national priorities. However, few countries 
have been able to put all these elements in place, with the main challenges continuing to be weak 
multisectoral and local government commitment and low levels of national funding.  

Question: What are the catalysts that will improve and enhance political will so that countries, with less 
engaged leadership and weaker coordination mechanisms, can accelerate their response? 

2. Addressing obstacles to Universal Access and Millennium Development Goals 



16 May 2008, p. 11  
 

Country reports indicate that progress on scaling up has been achieved when national HIV strategies 
have successfully identified and addressed critical obstacles through an inclusive process. These 
obstacles include systems strengthening, affordable commodities, predictable and sustainable financing, 
countering stigma and discrimination and the lack of integration of HIV into key services, such as sexual 
and reproductive, maternal and child health and tuberculosis services. Investments in HIV programming 
have longer-term benefits to broader health-system provision, such as increasing human resource 
capacity for service delivery, improving access to commodities and equipment and making efforts to 
improve health systems. However, it is also clear that significant capacity constraints remain, and are in 
some cases exacerbated by the strain placed on service provision due to accelerated scale up of 
services.  

Question: What strategies can be put in place to unblock these obstacles to scaling up towards 
Universal Access and achieving Millennium Development Goals and ensure that international partners 
sustain their commitment to support countries to achieve these Goals? 

 

3. Enhancing an evidence-informed response 
While many countries have reported substantial improvements in their understanding of the HIV 
epidemic, scaling up of HIV prevention programmes remains patchy. Key at-risk populations are barely 
being reached in many countries. Until decision makers at national and local levels use evidence to 
inform HIV prevention and treatment programmes, it will be impossible for them to halt and reverse the 
epidemic. 

Question: What are the mechanisms and incentives to ensure countries increase demand for, and use 
evidence for implementation of the national HIV programmes?  

 

4. Tackling stigma and discrimination 
Countries report that stigma and discrimination against people living with HIV, most-at-risk populations, 
and orphans and vulnerable children, continue to be a main challenge to achieving Universal Access. 
Some countries have put in place strong policies and strategies in support of a human rights-based 
approach, especially for people living with HIV, women, men who have sex with men, injecting drug 
users, refugees, and/or migrants. Other countries continue to have policies and regulations that actively 
criminalize and discriminate against people living with HIV and members of other populations at high 
risk of exposure to HIV, often resulting in inappropriate prevention programmes, inequitable access to 
services, and low levels of care for orphans and vulnerable children.  

Question: How can we eliminate stigma and discrimination so that we can normalise HIV in society? 

 

5. A greater role for civil society 
Significant civil society engagement has been key to successful scaling up, in particular in expanding 
implementation capacity in countries and ensuring service availability for marginalised populations and 
those most in need. Unfortunately, in a number of countries, despite the fact that civil society 
organizations, including networks of people living with HIV are at least partly meeting needs left unmet 
by inadequate government responses, the legal status of these organizations remains opaque, and civil 
society remains only marginally included in the national HIV response, including access to sustainable 
financing. 

Question: How can governments provide political and programmatic space for civil society participation 
in scaling up towards universal access? 
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Attachment 2 
 

Panel 2: Challenges of providing leadership and political support in 
countries with concentrated epidemics 
 
Overview  
A concentrated HIV epidemic is one where HIV has spread rapidly in one or more defined 
subpopulations but is not well-established in the general population. In a concentrated epidemic 
there is still the opportunity to focus HIV prevention, treatment, care and support efforts on those 
populations which are most affected, while recognizing that no subpopulation is fully self-
contained. In many regions of the world, including Europe, Asia, Latin America and West Africa, 
most countries are experiencing concentrated epidemics.  

In most situations, a combination of social vulnerabilities, and biological and behavioural factors 
place the following populations at differentially higher risk of acquiring and/or transmitting HIV: sex 
workers and their clients; injecting drug users; men who have sex with men; and incarcerated 
people (prisoners). 

Members of other populations, such as people with sexually transmitted infections, mobile or 
migrant workers who endure long periods of spousal or partner separation, uniformed services 
personnel and ethnic or cultural minorities may also be likely to be exposed to HIV at a significant 
level, depending on the local situation.  
 
Current situation 
The 2008 Secretary-General’s Report on the Declaration of Commitment on HIV/AIDS and 
Political Declaration on HIV/AIDS show some progress but many remaining challenges. Many 
most-at-risk populations lack meaningful access to HIV prevention services which is a key 
concern—for example, the use of contaminated injection equipment accounts for more than 80% 
of all HIV infections in Eastern Europe and Central Asia. It is also one of the main entry points for 
HIV epidemics in countries in the Middle East, North Africa, South and South-East Asia and Latin 
America.   

The Secretary-General’s Report also shows three quarters of reporting countries have protections 
in place for those most-at-risk populations, principally for women and young people, but only 
around one third have protection against discrimination for sex workers, men who have sex with 
men and injecting drug users. In half of all reporting countries there are laws or policies which 
actually impede access by the most-at-risk populations to HIV prevention, treatment, care and 
support. It is also notable that while women’s access to antiretroviral medicines has reached parity 
with or exceeded that of men in countries with generalized epidemics, women in need are 
significantly less likely to be on antiretroviral medicines in several countries with concentrated 
epidemics.  

 
 
Outline of Panel Discussion 



This panel will consider specific actions which can be taken in countries with concentrated 
epidemics to increase the leadership and political support for more effective responses to AIDS, 
and especially those which address the main barriers to access to HIV prevention, treatment, care 
and support. The following key issues will be considered.  
 

1. Tailoring responses to AIDS to the context of the epidemic 
Only through a process of ‘knowing your epidemic and response’ is it possible to ensure  
responses to AIDS are fully effective. Situational analyses of size of the vulnerable populations, 
where they can be reached, and rates of HIV infection should be undertaken to inform responses. 
Concentrated HIV epidemics can be prevented, stabilized and even reversed using a 
comprehensive programme of HIV prevention, treatment, care and support activities. 

Question: How do political leaders in concentrated epidemics ensure that responses to 
AIDS are on track? 
 
2. Addressing underlying drivers of HIV risk and vulnerability among most at risk 
populations  
Underlying drivers of concentrated epidemics include gender inequality, stigma and discrimination, 
and human rights violations. These drivers need to be addressed through a range of measures 
including: training and community awareness raising, especially involving policy makers, law 
enforcement and health care and other service providers. Also legal and policy reform is needed 
to help remove barriers to accessing HIV prevention, treatment, care and support, including 
access to essential commodities and services for HIV prevention and care.  

Question: How can political, religious and social leaders work together to overturn stigma and 
break taboos on sensitive subjects?  
 
3. Involving most-at-risk populations in devising and delivering the response to AIDS 
Where injecting drug users, sex workers, men who have sex with men, and prisoners have been 
engaged in responses to the epidemic, they have often been among the most effective actors in 
those responses. The legitimate incorporation of civil society actors into responses to AIDS has 
proven particularly successful in addressing concentrated HIV epidemics. Funding and capacity-
building initiatives for civil society organizations representing those most at risk and vulnerable is 
important, particularly with regard to participation and peer provision of information, education and 
commodities and “know your rights” programmes. 

Question: Are the right voices being heard in guiding the response to AIDS? 
 
4. Creating partnerships between policy makers and affected populations 
Key HIV programmes for most-at-risk populations include implementing public health approaches 
to the management of sex work, injecting drug use and sex between men. Partnerships which 
include health and law enforcement agencies can be highly effective in moving beyond legal 
constraints in reaching key populations at higher risk with HIV prevention, treatment, care and 
support and are particularly important in reaching some of the most marginalized and abused 
populations, such as transgender populations.  

Question: How do law enforcement, justice and other sectors work with and not against most 
affected populations? 
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Attachment 3 
 

Panel 3: Making the response to AIDS work for women and girls: gender 
equality and AIDS 
Overview 
HIV infections in women have continued to rise in each region of the world. Globally, women comprised 
half of adults living with HIV in 2007. In sub-Saharan Africa, 61% of people living with HIV are women, 
and in all other regions, the proportions of women living with HIV are steadily growing. Even as many 
countries have accelerated their national responses, the epidemic continues to spread among women 
due to deeper underlying factors of gender inequality, persistent stigma and discrimination against 
women and girls, and lack of empowerment to reduce their vulnerabilities to HIV. 

In order to sustain the progress countries have made in responding to their HIV epidemics, national 
programmes must address the factors that continue to put women and girls at risk. The social, cultural 
and economic factors that make women vulnerable to HIV and that disproportionately burden them with 
the epidemic’s impact are major challenges in national AIDS responses.  

 

Current situation 
Young women represent about two thirds of all people aged 15–24 in developing countries newly living 
with HIV, making them the most-affected group in the world. The vulnerability of women to HIV starts 
well before they become adults. Many girls under the age of 18 years are at particular risk due to early 
sexual initiation, unsafe sex, early marriage and widespread sexual exploitation and violence. Because 
they are experiencing gender discrimination and often have less access to education, health services, 
and income-earning opportunities than men and boys, women and girls bear a heavy burden of the 
epidemic, often including providing care and support to household members with AIDS.  

We are falling short of fulfilling the commitments of governments in the 2001 Declaration of Commitment 
on HIV/AIDS and in the 2006 Political Declaration on HIV/AIDS which acknowledged that HIV services 
and programmes reaching women and girls need to be scaled up, if the course of the epidemic is to be 
reversed.  

For example, services to provide women living with HIV with antiretroviral prophylaxis to prevent mother-
to-child transmission reach only 34% of women living with HIV, far below the 80% target. Ways of 
reducing gender inequalities are not sufficiently integrated in national strategies, thus hindering 
adequate scaling up and funding of programmes that will benefit women and girls. While women’s 
leadership and participation help make HIV services and programmes more sensitive to gender 
inequalities, opportunities for their participation in decision-making are limited. Women are too often 
absent from policy dialogues that shape global and national AIDS policies and programmes. 
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Outline of Panel discussion 
The panel will reflect on progress in meeting the commitments to women and girls since the last 
substantive review of the Declaration of Commitment in 2006 and will consider specific actions which 
can be taken on three key areas: importance of the funded multisectoral approach, making the response 
work for young women and girls, and women's participation and leadership.  
 
1. Creating an enabling environment for HIV programmes through a fully-funded, multisectoral 
approach 
In order to make the response work for women and girls, national strategies should reflect a 
multisectoral approach with strong commitments and accountable leadership, sufficient resources and 
concrete plans for implementation in all sectors, not just the health sector.  An empowering approach to 
reducing inequalities of women and girls ensures availability of comprehensive HIV services and of 
social and economic services including those that reduce their burden of care. A multisectoral approach 
covering social and economic empowerment of women and girls confers many benefits, including 
reduction in intimate partner violence and facilitation of women’s access to services.  

Question: How can countries better operationalize a multisectoral response to achieve universal access 
to prevention, treatment, care and support, and to empower women and girls?  

 

2. Prioritizing young women and girls  

Young people need accurate and relevant information about HIV transmission, the skills to put this 
information into practice, and access to appropriate services. However, national surveys undertaken in 
2007 found that only 40% of young men and 36% of young women had accurate knowledge of HIV. 
Access of adolescent girls to HIV prevention services and other sexual and reproductive health services 
is still constrained by factors such as community norms and shortage of youth-friendly, gender-sensitive 
health facilities.  

Question: What can be done to overcome the barriers to universal access to HIV prevention services 
faced by young women and girls? What can be done to translate information into knowledge, and 
knowledge into behaviour change? How can men and boys be involved in promoting knowledge and 
behaviour change? 

 
3. Ensuring participation and leadership of HIV-positive women in the response 
Commitments to ensuring women’s and girl’s voices are incorporated in decision-making processes and 
mechanisms need to be reinforced and implemented in order to ensure that those most affected are in a 
leading role. AIDS policies and programmes are more effective when women’s organizations—
particularly those of HIV-positive women—help form their content and direction. In a UNAIDS 2007 
survey of 80 countries, only one third of these countries had full formal participation from women living 
with HIV, and only 28% had full formal participation from women’s organizations. In addition, an analysis 
of 45 current national strategic plans shows minimal effort to scale up economic and psychosocial 
programmes and services targeting women living with HIV. 

Question: How can governments, bilateral and multilateral organizations strengthen the resilience of 
and further engage women living with HIV and those on the front-line of care-giving in households so 
that they are successfully engaged as leaders in the response and key participants in formal decision-
making processes?  
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Attachment 4 
 

Panel 4: AIDS: A Multigenerational Challenge – Providing a Robust and 
Long-Term Response 
 
Overview 

New and old challenges face the global community in building a long term and robust response to 
HIV. Many impediments, from poverty to tuberculosis, are proving to be powerful obstacles, and in 
some instances turning back advances gained. Enduring and collective efforts are required over 
generations to come and depends on actions taken now by national leaders, donors, researchers, 
non-governmental organizations, and all other stakeholders engaged in the HIV response.  The 
response to HIV requires investment in both HIV disease-specific interventions and broad health 
systems strengthening. More research and investments are required, while scaling up of proven and 
effective HIV prevention tools and strategies is urgent. Social protection for the most vulnerable 
populations, especially orphans and children, must remain a priority. 

Current situation 

Substantial progress has been made in the past decade in scaling up essential HIV prevention, 
treatment, care, and support services, reinforcing health system components such as procurement 
and laboratory capacity. Important developments have also been achieved in the search for new 
technologies to prevent HIV transmission. Mobilising sustained support commensurate with the long-
term effects of the HIV epidemic is a challenge for both governments and development partners to 
meet. 

Outline of the Panel discussion 

This panel addresses the importance of HIV to overall development, the role of social protection, the 
urgent need for a combined approach to tuberculosis and HIV, the value of health systems 
strengthening, and the promise of scientific innovation. The panel will consider specific actions to be 
taken in the following key areas:  

  

1. Progress in HIV key to overall development 

The global response to HIV, while specifically linked to Millennium Development Goal 6, also supports 
the achievement of most of the other Goals. For example, mitigating the epidemic’s impact will 
advance Goal 1 – eradicating extreme poverty and hunger, and Goal 3 – to empower women and 
promote gender equality. With more than half of all HIV-infected infants dying before age two, the 
prevention of mother-to-child HIV transmission and the provision of paediatric HIV treatment together 
contributes towards Goal 4 – reducing child mortality. The multisectoral response that is essential to 
effectively address the broad nature of HIV must give equal importance to health, education, 
employment, development, humanitarian and human rights concerns, and the perspectives of women 
and children. Thus, progress towards reversing the HIV epidemic is central to the human development 
agenda. 

Question: How can national development plans better integrate and reinforce the response to HIV? 
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2. Social Protection for affected populations 

Social protection, including family and child support programmes, helps mitigate the social and 
economic impact of HIV on families and communities and builds social support foundations for long-
term development. Children orphaned by AIDS and other vulnerable children require special attention 
to reduce their vulnerability and to ensure access to education, health care, and legal support to 
address child abuse and inheritance rights. They also need to be protected from stigma and 
discrimination.  

Question: How can social protection programmes be innovative and contribute towards Universal 
Access? 

 

3. “One life, two diseases” – Combined approach needed for tuberculosis and HIV 

HIV responses that integrate HIV and  tuberculosis prevention and treatment programmes into poverty 
reduction strategies and national development plans can address the long-term and multi-generational 
challenges of these co-infections. Tuberculosis, particularly drug-resistant  tuberculosis, poses an 
urgent threat to people living with HIV. It is critical to build the capacity of affected populations to 
respond to tuberculosis and HIV, helping to ensure programme relevance, transparency and improved 
accountability.  

Question: How can collaboration between national TB and HIV programmes be facilitated?  

 

4.  Need for health system strengthening 

Health system strengthening aims to improve the six building blocks of health systems, managing their 
interactions to achieve more equitable and sustained improvements across health services and health 
outcomes. These blocks are service delivery; health workforce; strategic information; medical 
products, vaccines, and technologies; financing; and leadership/governance. HIV has highlighted a 
range of chronic health systems problems and has stimulated interest in and investment in addressing 
them. The challenge is to achieve the right balance between HIV disease interventions and broad 
health system strengthening.  

Question: How can HIV investments best contribute to overall health outcomes? 

 

5. Scientific innovation for securing the future 

Despite some setbacks, the search for new technologies to prevent HIV transmission has been 
rewarded by the compelling findings of male circumcision trials which have proven to reduce the risk 
of female-to-male sexual transmission by approximately 60%. A number of countries are now 
introducing or scaling up male circumcision services within comprehensive prevention programmes 
emphasising safer sex practices. Trials of pre-exposure prophylaxis hold out for hope for discordant 
couples and those at high risk. However, the main diagnostic test for TB is over 120 years old, and 
there have been no new anti-tuberculosis drugs in 40 years. 

Question: How can we support scientific innovation and prepare for rapid implementation of new 
technologies? 
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Attachment 5 
 

Panel 5: Resources and universal access: opportunities and limitations 
 
Overview  
Responding to the call for increased resources to support to the global AIDS response in 2001, 
new initiatives by multilateral institutions such as the World Bank’s Africa Multi-Country HIV/AIDS 
Program and by bilateral donors, such as the United States President’s Emergency Plan for AIDS 
Relief were launched to mobilize international resources in response to the spread of the AIDS 
epidemic. The Global Fund to Fight AIDS, Tuberculosis and Malaria was established to provide 
low- and middle-income countries with additional financing. Prices of some HIV medicines have 
been greatly reduced and now millions of people are on antiretroviral treatment.  
At the High-Level Meeting on AIDS in 2006, governments capped these achievements with an 
even bolder commitment: to achieve universal access to HIV prevention, treatment, care and 
support by 2010. National, regional and global consultations leading up to the High-Level Meeting 
of 2006 cited predictable financing as one of the major challenges to achieving universal access. 
Current situation 
From 1996, when UNAIDS was launched, to 2005—the annual funding available for the response 
to AIDS in low- and middle-income countries increased 28-fold. Funding reached a projected 
US$ 8.9 billion in 2006 and US$ 10 billion in 2007. While impressive, there is still a gap between 
the needs and the estimated available funding.  
Outline of Panel Discussion 
This panel will consider specific actions and steps which can be taken to ensure predictable 
funding well into the future, from all sources, including domestic budgets, without imposing 
excessive burdens on poor nations and the poorest communities. The following key issues will be 
considered. 
 
1. Predictability and sustainability of HIV funding 
HIV is a long-term epidemic and although there are more financial resources available now, 
governments need to demonstrate increased national commitment and responsibility to respond to 
HIV and the health issues of those in need over the long term.  
Question: What can countries do to minimize the impact of uncertain and variable external 
funding? How can countries ensure it is sustainable? 
 
2. Mobilizing adequate financing 
If the scaling up of HIV services continues at the current pace, the funding required is estimated to 
be US$ 15.7 billion in 2010 and US$ 23.6 billion in 2015. Even with these resources, the world will 
not achieve universal access by either 2010 or 2015. Of the nearly 9.6 million who will be in need 
of antiretroviral treatment in 2010, only 4.7 million people will receive it. The Universal Access by 
2010 scenario envisages the need for significant increases in available resources—between US$ 
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27 billion–US$ 43 billion in 2010 and between US$ 35 billion–US$ 49 billion in 2015. To close the 
gap, existing international donor commitments must be fulfilled and new ones made.  
Question: Can adequate financing be achieved in the short and long term? If yes, then how will 
we do this?  
 
3. Moving governments to mobilize their own resources   
A long-term effort to support HIV programmes also depends on an increase in public expenditure 
by low- and middle-income countries. In low-income countries, official development assistance will 
continue to be the main source of HIV financing. However a greater percentage of national 
budgets could still be dedicated to health (for example as proposed in the 2001 Abuja declaration 
by African leaders to allocate 15% of annual national budgets to the improvement of the health 
sector). Governments, if they have not done so, need to put in place national HIV strategies and 
operational plans that are prioritized, costed and based on evidence. Governments must reduce 
tariffs on HIV commodities and exploit fully the flexibilities of international trade law. 
Question: What can low- and middle-income countries do to increase public expenditure on HIV? 
Is there a role for social health insurance? 
 
4. Mobilizing new and innovative sources of finance  
In addition to donor and public sources of funding, various initiatives have used innovative ways 
such as channelling monies from debt relief to health programmes. Resources have also been 
raised from corporate champions and products, private sector, philanthropists and the general 
public.  
Question: What role are these initiatives likely to play in bringing additional resources to the HIV 
response?  
 
5. Making the money work 
The development and use of comprehensive, credible, costed strategic and action plans is a first 
step in making the money work. Investments on HIV programmes must be evidence informed and 
tailored to local realities. National and international partners must make policies, procedures and 
financial flows transparent so as to militate against all forms of waste and misallocation of funds. 
Civil society organizations and communities must be involved in decision making at all levels and 
have an influence on the proper use of funds. How can we show returns for investment made on 
HIV? 
Only through a process of ‘knowing your epidemic and response’ is it possible to ensure that AIDS 
responses are fully effective. Situational analyses of the sizes of  vulnerable populations, where 
they can be reached, and rates of HIV infection should be undertaken to inform responses.  
Question: How can we show return on investments made in HIV programming? How can it be 
ensured that countries develop sufficient and quality strategic information to know their epidemic 
and act accordingly? 
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Attachment 6 

 
Civil Society Interactive Hearing 
 
Action for Universal Access 2010:  Myths and Realities  
 
Overview 
During the 2006 High Level Meeting on AIDS, countries committed to set ambitious national targets for 
scaling up towards Universal Access to HIV prevention, treatment, care and support by 2010.  

It is important that all sectors show leadership in ensuring that this commitment leads to action in 
achieving Universal Access by 2010.  The urgent need for action has to be clearly communicated at the 
High Level Meeting and then acted upon because millions of lives depend on this commitment, which 
cannot be delayed. A failure to fulfill international commitments has human and social costs which are 
unacceptable. 

 

Current situation 
Twenty-seven years into the epidemic, millions of lives have been lost and hundreds of millions more 
changed forever. We are not keeping pace with, let alone overcoming the impact of the AIDS epidemic. 
We are slipping behind on the target of reaching Universal Access by 2010 and the 6th Millennium 
Development Goal. Many are falling short in the response to HIV and AIDS – in matching action, 
commitment, leadership, and resources to the rhetoric. 

 
Outline of the Civil Society Hearing  
Following remarks from the President of the General Assembly and the Secretary-General, civil society 
speakers will bring frontline experience to the session, addressing the challenging issues underlying the 
spread of the epidemic, while stressing the importance of accountability and involvement as we near the 
targets set to fulfil the Declaration of Commitment and Universal Access.  

 

The civil society hearing will address the current reality of an insufficient response to HIV and the impact 
it is has on communities around the world. The hearing will also address some of the myths that 
themselves have become barriers to effectively responding to the epidemic.  It will provide an open, 
honest and dynamic forum to discuss these myths and realities in the urgent work needed to achieve 
Universal Access by 2010. 

 

The Hearing aims to: 
• Actively engage with government representatives on key issues for the high level meeting. 
• Provide a space for the voices of those who face marginalization, stigma, and discrimination, in 

particular people living with HIV, to push for accountability and urgent action to achieve Universal 
Access by 2010. 
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• Demonstrate the strength, diversity and commitment of civil society in the response to the 
epidemic. 

• Provide official civil society input to the high-level meeting. 
 

 
Issue for discussion in the Civil Society Hearing 
The overall theme of the Civil Society Hearing is Action for Universal Access 2010:  Myths and 
Realities. Speakers will address issues related to achieving Universal Access from a number of 
different perspectives: 

• HIV and Human Rights  

• Sex Workers  

• Sexual Minorities  

• People who Use Drugs 

• Women and Girls 

• Children  

• Young People Living with HIV 

• Access to Treatment 

• HIV-related Travel Restrictions, Mobility and Migration 

• Workplace Responses 

• Civil Society Involvement and AIDS Accountability 
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Annex A 

 
Updated Programme of the high-level meeting 
 
 

Monday, 9 June 2008 
 Side-events2 

 
 

Tuesday, 10 June 2008 
9 – 11 a.m. Opening plenary meeting  

  
GA Hall* 

11 a.m. – 1 p.m. Informal interactive civil society hearing 
 

Conf Room 4* 

1:15 - 2:45 p.m. Side-events 
 

 

Plenary meeting 
 

GA Hall 

3:00 - 4:30 p.m. Panel Discussion 1 
How do we build on results achieved and speed up 
progress towards universal access by 2010 – moving 
on to reach the MDGs by 2015? 

Conf Room 4* 

3 - 6 p.m. 
 

4:30 - 6:00 p.m. Panel Discussion 2 
The challenges of providing leadership and political 
support in countries with concentrated epidemics. 

Conf Room 4* 

6 – 9 p.m. Plenary meeting, if/as necessary 
 

GA Hall 

Wednesday, 11 June 2008  
8:30 - 9:45 a.m. Side-events 

 
 

Plenary meeting 
 

GA Hall 

10:00 - 11:30 a.m. Panel Discussion 3 
Making the Response to AIDS Work for Women and 
Girls – Gender Equality and    AIDS. 

Conf Room 4* 

10 a.m. - 1 p.m. 
 

11:30 a.m. - 1:00 p.m. Panel Discussion 4 
AIDS: A Multigenerational Challenge – Providing a 
Robust and Long Term Response. 

Conf Room 4* 

1:15 - 2:45 p.m. Side-events 
 

 

Plenary meeting 
 

GA Hall 3 – 6 p.m. 

3:00 - 4:30 p.m. Panel Discussion 5 
Resources and Universal Access: Opportunities and 
Limitations. 

Conf Room 4* 

6 - 9 p.m. Plenary meeting, if/as necessary; 
Conclusion of the high-level meeting 
 

GA Hall 

                                                 
2 See: www.un.org/ga/president/62/issues/hiv/calendar_hlm_sideevents.pdf 
* Proceedings of these meetings would be transmitted in the overflow room (Conference Room 1). 
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Calendar of Side Events 
 

     Sunday, 8 June 
 
 

04:30-07:30 
 HIV/AIDS Current Medical and Scientific Issues: Updates for the Non-

Scientists 
  NYU School of Medicine, Alumni Hall 550 First Avenue (Open Access) 
 Organizers: New York University Center for Global Health 
 Contact: fred.valentine@med.nyu.edu 
 

     Monday, 9 June 

 
 
08:30-01:00 

Civil Society Orientation and Caucus 
UN Conference Room 1(Open Access) 
Organizers: Civil Society Task Force 

                Contact: cstf@unaids.org; sawyere@unaids.org 
 
09:00-10:30 

Launch of “Securing Our Future,” the report of the Commission  
on HIV/AIDS and Governance in Africa (CHGA) - Panel Discussion 
on “Keeping the Promise: Regional Lessons in the Progress  
Towards Universal Access” 
UN Conference Room 2 (Open Access) 
Organizers: UN Economic Commission for Africa 
Contact: YAdeyemi@uneca.org 

 
11:00-01:00 

Universal Access to Affordable HIV/AIDS Diagnostics and  
Treatment: In Search of Sustainable Solutions 
UN Conference Room 2 (Open Access) 
Organizers: UN-Office of the High-Representatives for the  
Least Developed Countries (OHRLLS), Office of Special  
Advisor on Africa (OSAA), UNAIDS 

               Contact: kirungi@un.org 
 

01:00-02:30 
Supporting Countries in Strengthening National AIDS Strategies 
Delegates Dining Room, 4th Floor (By invitation only) 
Organizers: World Bank, UNDP, UNICEF, UNESCO, ILO, 

                UNAIDS Secretariat 
Contact: emziray@worldbank.org; mguidry@worldbank.org  
 

01:15- 02:45  
Full Enjoyment of Human Rights by All: Vulnerable groups social exclusion 
and progress towards universal access 
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UN Conference Room 2 (Open Access) 
Organizers: American Foundation for AIDS Research (amfAR), Global 
Forum on MSM and HIV, UNDP and UNAIDS Secretariat 
Contact: jeffreystanton@amfar.org; nadia.rasheed@undp.org 

 
02:00-04:00    
 Financing and Resourcing Gender Equality and Women’s Empowerment in 

the Context of HIV and AIDS  
 UN Dag Hammarskjöld Auditorium (Open Access) 
 Organizers: World YWCA, UNIFEM and Church World Services 
 Contact: sophie.dilmitis@worldywca.org 

 
03:00-06:00 

               Parliamentary Briefing 
ECOSOC Chamber (By invitation only) 
Organizers: Inter-Parliamentary Union, UNDP, UNAIDS Secretariat 
Contact: am@mail.ipu.org 

 
HIV-TB Global Leaders Forum 
UN Conference Room 2 (Open Access) 
Organizers: Special Envoy of the UN Secretary General to Stop TB,  
WHO, UNAIDS Secretariat, World Bank, EU, and the Global Fund to Fight 
HIV/AIDS, TB and Malaria 
Contact: bakerl@who.int; reida@unaids.org 
 

04:00-06:00  
Marginalized Communities: Meeting Targets for Sex Workers and Drug 
Users by 2010 
UN Conference Room D (Open Access) 
Organizers: International HIV/AIDS Alliance 
Contact: mdhaliwal@aidsalliance.org 

 
06:00- 09:00 

Awards Gala of the Global Business Coalition on AIDS, TB and Malaria 
                Cipriani - 55 Wall Street (Limited Access) 

Organizers: Global Business Coalition on AIDS, TB and Malaria (GBC), 
UNAIDS-Private Sector Partnership 
Contact: castillor@unaids.org 
 

06:15-07.45 
 HIV and Injecting Drug Use 
 Permanent Mission of Australia to the United Nations (150 Wall Street) 
 (by invitation only) 
 Organizers: the Permanent Mission of Australia to the United Nations, the 

Permanent Mission of the Netherlands to the United Nations, the Permanent 
Mission of the United Kingdom to the United Nations and UNODC  

 Contact: Natalie.cohen@dfat,gov.au 
 

06:30-09:15 
 Interfaith Service followed by a reception 

Saint Peter’s Church-Corner of 54th and Lexington (Open Access) 
Organizers: Ecumenical Advocacy Alliance, UNFPA, UNAIDS Secretariat 
Contacts: karam@unfpa.org; smiths@unaids.org; cab@wcc-coe.org 

 
 

 
Tuesday, 10 June 
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09:00-01:00 

Official Events 
1:15-2:45 

Overcoming barriers in educating young people about sex and HIV 
UN Delegates Dining Room, 4th Floor (By invitation only) 
Organizers: UNESCO, UNAIDS Secretariat, UNFPA,  
International Planned Parenthood-Western Hemisphere 
Contact: c.castle@unesco.org 
 
ARVs, Refugees and Displaced Persons 
UN Conference Room 6 (Open Access) 
Organizers: Government of Canada, UNHCR and  
BC Centre for Excellence in HIV/AIDS 
Contact: Michael.McCulloch@international.gc.ca 

 
 Entry Denied: What you need to know about HIV Related 
                      Travel Restrictions 
 UN Conference Room 4 (Open Access) 
 Organizers: International AIDS Society, Gay Men’s Health  
 Crisis, UNAIDS  
 Contact:NathanS@GMHC.org 

 
01:00-09:00 

Official Events 
 
 
 
 
 
 

Wednesday, 11 June 
 
08:00-09:45 

Accelerating scale-up of Prevention of Mother-to-Child  
Transmission of HIV: Stories of hope 
UN Delegates Dining Room, 4th Floor West Terrace (By invitation only) 
Organizers: UNICEF and WHO on behalf of Interagency  
Task Team on the Prevention of HIV Infection in Pregnant 
Women, Mothers and their Children 
Contact: tdebodt@unicef.org; cluo@unicef.org; Loyi@who.int 

 
10:00-01:00 

Official Events 
 
01:15-02:45 

Parliamentary Action on AIDS 
UN Delegates Dining Room, 4th Floor (By invitation only) 
Organizers: UNDP, Inter-Parliamentary Union,  
UNAIDS Secretariat 
Contact: violet.baffour@undp.org 
 
Panel Discussion on “PEPFAR”: Moving to a Sustainable Response 
UN Conference Room 6 
Organizers: Permanent Mission of the United States  
Contact: kerryp@state.gov 
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01:15-02:45 
Treating Preventing and Caring: Three approaches to addressing 

                HIV and AIDS 
 UN Conference Room 9 
 Organizers: Permanent Observer Mission of the Holy See 
 Contact: lswanep@gmail.com 

 
 

03:00-09:00 
Official Events  
 

Exhibits and Booths 
 
07June-23 July 

  
Body Mapping Exhibit 
UN Visitors Lobby (Opening reception on 10 June, 18:00-20:00) 
Organizers: Permanent Mission of Canada, Permanent  
Mission of Tanzania, Permanent Mission of Zambia,  
UNAIDS Cosponsors and Secretariat 

                 
9-11 June 

Common Booth 
Conference Room 1 Hallway 
Organizers: UNAIDS Cosponsors and Secretariat 
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Organizational arrangements for the 2008 high-level meeting on the comprehensive review of 
the progress achieved in realizing the Declaration of Commitment on HIV/AIDS and the 

Political Declaration on HIV/AIDS (10-11 June 2008, New York) 
 

Information Note 2 
 
Introduction  
 
1. The organizational arrangements for the high-level meeting have been made in accordance with 
General Assembly resolution 62/178, which, inter alia, requested the President of the General 
Assembly, with support from the Joint United Nations Programme on HIV/AIDS (UNAIDS) and in 
consultation with Member States, to finalize arrangements for the General Assembly high-level 
meeting on HIV/AIDS, to be held on 10 and 11 June 2008. This note elaborates on and supersedes 
the information note issued on 11 April 2008.  
 
Participation 
 
2. Participation in the high-level meeting will be in accordance with paragraphs 3, 4, 5, 6 and 8 of 
resolution 62/178.  
 
3. It is expected that the high-level meeting will be attended by several Heads of State and 
Government and will have a significant level of ministerial participation (ministers of health, 
economy, development, finance, foreign affairs etc.). In a letter dated 4 February 2008, the Secretary-
General extended an invitation to all governments to be represented by a delegation of foremost 
authority and ability.  
 
4. Pursuant to paragraph 8 of the resolution, a list of civil society representatives to be invited to 
participate in the high-level meeting as listed in A/62/CRP.1, was approved by General Assembly 
decision 62/548 of 29 April 2008. 
 
5. In accordance with paragraph 3 of the resolution, Member States are encouraged to include in 
their national delegations to the high-level meeting parliamentarians and representatives of civil 
society. 
 
Programme of the high-level meeting 
 
6. The high-level meeting will comprise plenary meetings, five thematic panel discussions and an 
informal interactive hearing with civil society. 
 
7. The programme of the high-level meeting is contained in Annex A. 
 
8. The President of the General Assembly will circulate a comprehensive summary after the 
conclusion of the high-level meeting. 
 
Plenary meetings  
 
9. The plenary meetings are scheduled from 9 - 11 a.m. and from 3 - 6 p.m. on Tuesday, 10 June, 
and from 10 a.m. - 1 p.m. and from 3 - 6 p.m. on Wednesday, 11 June. Additional plenary meetings 
may be held from 6 - 9 p.m. on both days, as necessary, to accommodate all inscribed speakers. 
 
10. The person openly living with HIV invited to address the opening plenary is Ms. Ratri Suksma, 
who is accredited through Coordination of Action Research on AIDS (CARAM Asia Berhad).   
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11. To enable maximum participation within the limited time available, statements in plenary 
should not exceed five minutes when speaking in the national capacity and eight minutes when 
speaking on behalf of a group. A list of speakers has been opened for inscription at the General 
Assembly Affairs Branch from 1 May 2008 (room S-2940B; tel. 1 (212) 963-5063; fax 1 (212) 
963-3783; or e-mail heddachem@un.org). 
 
12. Representatives of civil society may attend the plenary meetings in the public gallery, within the 
limits of the space available.  
 
Five Thematic Panel Discussions 
 
13. The five panel discussions will be held as follows: two on Tuesday 10 June from 3 – 6 p.m., two 
on Wednesday, 11 June, from 10 a.m. – 1 p.m., and one on 11 June, from 3 - 4:30 p.m. Given limited 
time, panel discussions will be 90 minutes-long and will be held consecutively. 
 
14. The panel discussions will be open to Member States and observers, as well as civil society 
representatives.  
 
15. The panel discussions provide an opportunity to have in-depth discussions on the main findings 
and recommendations of the report of the Secretary-General (A/62/780), which is based on the 
national progress reports submitted by 147 Member States. They will focus on selected areas that 
require special attention to advance the HIV/AIDS response, and will help examine the progress 
made, promote sharing of best practices, identify challenges and gaps and sustainable ways to 
overcome them. The panels will also consider cross-cutting issues, including human rights, and 
urgency in meeting commitments set out in the 2001 Declaration of Commitment and the 2006 
Political Declaration. 
 
16. To promote interactive, free-flowing discussions, participants will be invited to make brief 
remarks not to exceed three minutes, raise questions and to respond to other speakers. Written 
statements are strongly discouraged.  
 
17. To help focus on the specific issues relevant to each of the five panel discussions, background 
papers for each panel discussion, prepared by UNAIDS, are attached to this Note.  
 
18. Each panel discussion will be chaired by a representative of government, nominated through their 
respective regional groups. The President of the General Assembly selected, by a drawing of lots, the 
regional group that will chair each of the five panel discussions.  
 
19. The chairs of the panel discussions will present summaries of the discussions to the President of 
the General Assembly.   
 
20. The themes and composition of the panel discussions are contained in Annex B.   
 
Informal interactive hearing with civil society  
 
21. An informal interactive hearing with civil society (Hearing) will be convened on Tuesday, 10 
June, from 11 a.m. – 1 p.m.  
 
22. The Hearing will provide an opportunity for an exchange of views between civil society 
(including the private sector) and Member States and observers on various issues, including those 
arising from the report of the Secretary-General (A/62/780) and with a particular focus on key 
priority issues for civil society in achieving universal access to prevention, treatment, care and 
support by 2010.  

mailto:heddachem@un.org
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23. The details on the organizational arrangements for the Hearing are contained in Annex C.  
 
24. A background paper for the Hearing, prepared by the Civil Society Task Force1, is attached to 
this Note. 
 
Passes for Delegations  
 
25. The United Nations Pass and ID Office will be open for registration of delegates on the following 
days at the following times: Sunday, 8 June, from 1 - 5 p.m.; Monday, 9 June, from 8 a.m. - 5 p.m.; 
Tuesday, 10 June, from 8 a.m. - 4 p.m.; and Wednesday, 11 June, at regular business hours from 9 
a.m. - 4 p.m.  
 
26. The United Nations Protocol and Liaison Service will authorize delegation passes, as well as VIP 
passes for Heads of State and Government and Cabinet Ministers. To facilitate the issuance of these 
passes, lists of delegations should be submitted to the United Nations Protocol and Liaison Service 
(room S-201P; tel: 1 (212) 963-7181; fax: 1 (212) 963-1921; or email: chuaw@un.org). 
 
Overflow Room and Webcast  
 
27. Conference Room 1 will serve as the “overflow room” to enable participants to follow 
proceedings of the opening plenary meeting, the informal interactive civil society hearing, and panel 
discussions.  
 
28. Plenary meetings, the informal interactive civil society hearing and the five panel discussions, 
will be transmitted by live Webcast.  
 
Side-Events  
 
29. A calendar of various events related to the high-level meeting from 9 to 11 June is posted on the 
website of the President of the General Assembly 
(http://www.un.org/ga/president/62/issues/hiv/calendar_hlm_sideevents.pdf). The side-events listed 
are subject to change. The organizers of these events are responsible for providing detailed 
information and updates, as appropriate.  
 
List of Annexes and Attachments 
 
30. The annexes and attachments to this information note are as follows:  
 
Annex A Updated Programme of the high-level meeting (page 4) 
Annex B Information on Panel Discussions (page 5)  
Annex C Information on Civil Society Hearing (page 8) 
Attachment 1 Background paper for Panel Discussion 1 (page 10) 
Attachment 2 Background paper for Panel Discussion 2 (page 12) 
Attachment 3 Background paper for Panel Discussion 3 (page 14) 
Attachment 4 Background paper for Panel Discussion 4 (page 16) 
Attachment 5 Background paper for Panel Discussion 5 (page 18) 
Attachment 6 Background paper for Civil Society Hearing (page 20) 

 
1 The President of the General Assembly established the Civil Society Task Force based on the recommendations for 
membership provided by the UNAIDS Secretariat, to help facilitate civil society’s effective contribution to the high-
level meeting. 
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Annex A 

 
Updated Programme of the high-level meeting 
 
 

Monday, 9 June 2008 
 Side-events2

 
 

Tuesday, 10 June 2008 
9 – 11 a.m. Opening plenary meeting  

  
GA Hall*

11 a.m. – 1 p.m. Informal interactive civil society hearing 
 

Conf Room 4* 

1:15 - 2:45 p.m. Side-events 
 

 

Plenary meeting 
 

GA Hall 

3:00 - 4:30 p.m. Panel Discussion 1 
How do we build on results achieved and speed up 
progress towards universal access by 2010 – moving 
on to reach the MDGs by 2015? 

Conf Room 4* 

3 - 6 p.m. 
 

4:30 - 6:00 p.m. Panel Discussion 2 
The challenges of providing leadership and political 
support in countries with concentrated epidemics. 

Conf Room 4* 

6 – 9 p.m. Plenary meeting, if/as necessary 
 

GA Hall 

Wednesday, 11 June 2008  
8:30 - 9:45 a.m. Side-events 

 
 

Plenary meeting 
 

GA Hall 

10:00 - 11:30 a.m. Panel Discussion 3 
Making the Response to AIDS Work for Women and 
Girls – Gender Equality and    AIDS. 

Conf Room 4* 

10 a.m. - 1 p.m. 
 

11:30 a.m. - 1:00 p.m. Panel Discussion 4 
AIDS: A Multigenerational Challenge – Providing a 
Robust and Long Term Response. 

Conf Room 4* 

1:15 - 2:45 p.m. Side-events 
 

 

Plenary meeting 
 

GA Hall 3 – 6 p.m. 

3:00 - 4:30 p.m. Panel Discussion 5 
Resources and Universal Access: Opportunities and 
Limitations. 

Conf Room 4* 

6 - 9 p.m. Plenary meeting, if/as necessary; 
Conclusion of the high-level meeting 
 

GA Hall 

                                                 
2 See: www.un.org/ga/president/62/issues/hiv/calendar_hlm_sideevents.pdf 
* Proceedings of these meetings would be transmitted in the overflow room (Conference Room 1). 
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Annex B  
  

Title:   Panel Discussions  
 
Date/Time:  Tuesday, 10 June, 3 - 6 p.m.; Wednesday, 11 June, 10 a.m. – 1 p.m. and 3 – 4:30 

p.m.  
 
Venue:  Conference Room 4  
 
 
 
Panel discussions will be open to representatives of all Member States and observers, and civil society 
representatives. Civil society representatives are invited to attend the panel discussions in the public 
gallery, within the limits of the space available. 
 
The panelists have been selected based on their specific expertise and the recommendations of 
UNAIDS and civil society. Effort was made to ensure equitable geographical representation and 
gender balance.  
 
The format for each panel will be as follows:  
 
• The chair will give a brief introduction (maximum of seven minutes). 

 
• Each panelist will speak for a maximum of seven minutes to the specific topic identified to 

ensure complementarity among the presentations.  
 
• Panelists’ presentations will be followed by an interactive discussion, also involving civil 

society representatives. Interventions should not exceed 3 minutes.  
 
• Participants are strongly discouraged from reading prepared statements in order to 

ensure that the discussions are interactive.  
 

 
The themes and composition of the panel discussions are as follows:   
 
Panel 1:  How do we build on results achieved and speed up progress towards universal access by 
2010 – moving on to reach the MDGs by 2015? 
 
The panel will take stock of results and focus on remaining gaps and key decisions that need to be 
taken - along with actions at country, regional and global levels. The panel will examine specific 
findings from country progress reports. 
 
Date/time:  Tuesday, 10 June, 3 – 4:30 p.m. (Conference Room 4) 
Chair:  H. E. Mr. Nimal Siripala De Silva, Minister of Healthcare and Nutrition (Sri Lanka)  
Panelists: 
National representative: H.E. Ms. Nilcéa Sreire, Minister of Women’s Affairs (Brazil) 

 

Civil Society Representative: Dr Lydia Mungherera of The AIDS Service Organisation (TASO)  
(Uganda) 

 

UN Representative: Dr. Margaret Chan, Director General, World Health Organization (WHO) 
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Panel 2: The challenges of providing leadership and political support in countries with 
concentrated epidemics. 
 
The panel will focus on the various drivers of the epidemic, HIV and human rights and how to reach 
stigmatized, hard to reach and vulnerable populations. What specific actions are needed to overcome 
socio-economic barriers and other obstacles to access to prevention, treatment, care and support.  

 
Date/Time:  Tuesday, 10 June, 4:30 – 6 p.m. (Conference Room 4) 
Chair:      H.E. Mr. Elias Antonio Saca Gonzales, President (El Salvador) 
Panelists: 
National representative: H.E. Ms. Rigmor Aasrud, State Secretary of Health and Care Services  

(Norway) 
 

Civil Society Representative: Ms. Sonal Mehta of India HIV/AIDS Alliance (India) 
 

UN Representative: Mr Antonio Maria Costa, Executive Director, United Nations Office on Drugs  
and Crime (UNODC)  

 
 
Panel 3:  Making the Response to AIDS Work for Women and Girls – Gender Equality and    
AIDS. 
 
The panel will review findings from country reports on the progress, or lack thereof, with regard to 
the feminization of the epidemic and gender equality; remaining barriers and proposed actions to 
overcome these. 
 
Date/Time:  Wednesday, 11 June, 10 – 11:30 a.m. (Conference Room 4) 
Chair:     Ms. Anna Marzec – Boguslawska, Head of the National AIDS Centre (Poland) 
Panelists: 
National Representative: H.E. Mr. Francisco Duque III, Minister of Health (Philippines)  
 

Civil Society Representative: Ms. Rosa González (Honduras), LACASSO - ICASO3
 

UN Representative: Ms. Thoraya Obaid, Executive Director, United Nations Population Fund  
(UNFPA)  

 
 
Panel 4:  AIDS: A Multigenerational Challenge – Providing a Robust and Long Term Response. 
 
The panel will examine critical linkages between the response to AIDS and long-term development, 
health system strengthening, social protection, scientific innovation and the lethal combination of 
HIV and Tuberculosis. The UN Special Envoy to Stop TB will present the outcome and 
recommendations of the “HIV-TB Global Leaders’ Forum”. What more can be done to ensure a 
robust, sustainable and multi-generational response? 
 
Date/Time:  Wednesday, 11 June, 11:30 a.m. – 1 p.m. (Conference Room 4) 
Chair:      H.E. Dr. Tabita Botros Shokai, Minister of Health (Republic of the Sudan)  
Panelists: 
National Representative: H. E. Ms. Maret Maripuu, Minister of Social Affairs (Estonia)  
 

Civil Society Representative: Mr. Gregg Gonsalves (US), Global Network of People Living with  
HIV/AIDS (GNP+) 

 

UN Representative: Ms. Ann Veneman, Executive Director, United Nations Children’s Fund  
(UNICEF) 
 

3 Latin American and Caribbean Council of AIDS Service Organizations - International Council of AIDS Service 
Organizations.
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Panel 5: Resources and Universal Access: Opportunities and Limitations. 
 
The panel will examine aspects of financing of the response to AIDS, including sources of funding, 
resource allocation, and spending, “making the money work”, accountability and predictable and 
multi-year funding. How can sustainable funding be assured at country level for the long-term? 
 
Date/Time:  Wednesday, 11 June, 3 – 4:30 p.m. (Conference Room 4) 
Chair:     H.E. Mr. Gudlaugur Thor Thordarson, Minister of Health (Iceland) 
Panelists: 
National Representative: H.E. Mr. Daniel Kwelagobe, Minister, Presidential Affairs and Public  

Administration (Botswana)  
 

Civil Society Representative: Mr. Vladimir Zhovtyak of Eastern European and Central Asian Union  
of People Living with HIV/AIDS (Ukraine) 
 

International organization representative: Mr. Michel Kazatchkine, Executive Director, Global Fund  
to fight AIDS, Tuberculosis and Malaria   
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Annex C  
 

 
Title:   Informal Interactive Hearing with Civil Society  
 
Date/Time:  Tuesday, 10 June, 11 a.m. - 1:00 p.m.  
 
Venue:  Conference Room 4  
 
 
The Civil Society Hearing will be open to all Member States and observers, with the active 
participation of representatives of civil society organizations. Access to the Hearing will be on a first-
come-first-served basis.  
 
The theme for the Hearing is Action for Universal Access 2010:  Myths and Realities. 
 
The Hearing will be chaired by the President of the General Assembly. Opening remarks will be 
made by the President of the General Assembly and the Secretary-General. 
 
The opening civil society speaker will be Mr. Mark Heywood (South Africa) of International 
Council of AIDS Service Organizations (ICASO). His address will have a special focus on the 
theme of the Hearing, as well as on HIV and Human Rights.  
 
Eleven other civil society speakers will be invited to make short presentations on selected topics 
relating myths and realities, and the call for “Action for Universal Access 2010”. Presentations will 
be as brief as possible. Presentations should be as brief as possible with a maximum time limit of 
four minutes. 
 
The speakers and topics will be: 
 
Sex Workers: Ms. Gulnara Kurmanova (Kyrgyzstan), International Women’s Health Coalition  

(IWHC)  
 
Sexual Minorities: Mr. Leonardo Sanchez (Dominican Republic), Amigos Siempre Amigos  

 
People Who Use Drugs: Mr. Albert Zaripov (Russia), ICASO  

 
Women and Girls: Ms. Winnie Sseruma (United Kingdom), World Council of Churches 

 
Children:  Ms. Miriam Banda (Zambia), the Network of Zambian People Living with HIV and AIDS  

 
Young People Living with HIV: Ms. Stephanie Raper (Australia), Global Network of People Living  

with HIV (GNP+). 
 

Access to Treatment: Mr. Loon Gangte Hemninlun (India), GNP+. 
 

HIV-related Travel Restrictions, Mobility and Migration: Ms. Gracia Violeta Ross Quiroga  
(Bolivia), the Bolivian Network of people living with HIV/AIDS  
 

Workplace Responses: Mr. Gary Cohen of Becton Dickinson (USA); and  
Mr. Romano Ojiambo-Ochieng (Uganda), ICASO.  

 
Civil Society Involvement and AIDS Accountability: Ms. Alessandra Nilo (Brazil), GESTOS.  
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Presentations will be followed by an interactive discussion among Member States, observers and 
civil society representatives. Interventions should not exceed 3 minutes. 
 
Ms. Morolake Odetoyinbo (Nigeria) of the Global Network of People Living with HIV/AIDS 
(GNP+) and a member of the Civil Society Task Force will present concluding remarks on behalf of 
the civil society.  
  
Following an open call for nominations, which yielded more than 250 proposed speakers, the Civil 
Society Task Force recommended speakers to the President of the General Assembly. The selection 
was based on criteria established by the Civil Society Task Force, which included experience, people 
living with HIV, gender and regional diversity. Six of the civil society speakers are openly living 
with HIV. 
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Attachment 1 
 

Panel 1: How do we build on results achieved and speed up progress 
towards Universal Access—moving on to 2015 in order to reach Millennium 
Development Goals? 
 

Overview 
During the 2006 High Level Meeting on HIV/AIDS, countries committed to set ambitious national targets 
for scaling up towards Universal Access to HIV prevention, treatment, care and support by 2010. This 
commitment was intended as a mid-point towards achieving the Millennium Development Goals, 
recognizing that many obstacles in the path to Universal Access were systemic and would impinge upon 
the achievement of several Goals (e.g. 4, 5, 6 and 8). Reinvigoration of interest in and action towards 
achieving the Millennium Development Goals has the potential to contribute significantly to HIV efforts. 

Current situation 
The 2008 Secretary-General’s Report on the Declaration of Commitment on HIV/AIDS and Political 
Declaration on HIV/AIDS confirm that countries have utilized the Universal Access process as a catalyst 
to accelerate their national HIV responses. Most countries have made good but variable progress in 
responding to the HIV epidemic, especially in the areas of antiretroviral treatment, prevention of mother-
to-child transmission and confidential voluntary testing and counselling. Significantly less progress has 
been made on other HIV prevention efforts, and progress towards ensuring the care of orphans and 
vulnerable children remains poor in many countries. Moreover, it would appear that most progress has 
been in areas that have allowed for easier ‘wins’, not necessarily facilitating equal access for those most 
in need. This variable progress raises serious unease about whether Universal Access and the health-
related Millennium Development Goals can be achieved at the current rate of progress. 

Outline of the Panel discussion 
The panel will reflect on progress made towards Universal Access and the actions required to speed up 
progress towards Universal Access by 2010 in order to reach the Millennium Development Goals in 
2015. The panel will consider specific actions to be taken in the following key areas:  

  

1. Improving national political leadership and coordination 
Countries that have made good progress have demonstrated strong leadership and coordination of the 
HIV response and fostered linkages with other development issues. Clear political direction from the 
very highest levels enables a comprehensive, multisectoral and decentralized HIV response. This also 
encourages development partners to align closely with the national priorities. However, few countries 
have been able to put all these elements in place, with the main challenges continuing to be weak 
multisectoral and local government commitment and low levels of national funding.  

Question: What are the catalysts that will improve and enhance political will so that countries, with less 
engaged leadership and weaker coordination mechanisms, can accelerate their response? 

2. Addressing obstacles to Universal Access and Millennium Development Goals 



16 May 2008, p. 11  
 

Country reports indicate that progress on scaling up has been achieved when national HIV strategies 
have successfully identified and addressed critical obstacles through an inclusive process. These 
obstacles include systems strengthening, affordable commodities, predictable and sustainable financing, 
countering stigma and discrimination and the lack of integration of HIV into key services, such as sexual 
and reproductive, maternal and child health and tuberculosis services. Investments in HIV programming 
have longer-term benefits to broader health-system provision, such as increasing human resource 
capacity for service delivery, improving access to commodities and equipment and making efforts to 
improve health systems. However, it is also clear that significant capacity constraints remain, and are in 
some cases exacerbated by the strain placed on service provision due to accelerated scale up of 
services.  

Question: What strategies can be put in place to unblock these obstacles to scaling up towards 
Universal Access and achieving Millennium Development Goals and ensure that international partners 
sustain their commitment to support countries to achieve these Goals? 

 

3. Enhancing an evidence-informed response 
While many countries have reported substantial improvements in their understanding of the HIV 
epidemic, scaling up of HIV prevention programmes remains patchy. Key at-risk populations are barely 
being reached in many countries. Until decision makers at national and local levels use evidence to 
inform HIV prevention and treatment programmes, it will be impossible for them to halt and reverse the 
epidemic. 

Question: What are the mechanisms and incentives to ensure countries increase demand for, and use 
evidence for implementation of the national HIV programmes?  

 

4. Tackling stigma and discrimination 
Countries report that stigma and discrimination against people living with HIV, most-at-risk populations, 
and orphans and vulnerable children, continue to be a main challenge to achieving Universal Access. 
Some countries have put in place strong policies and strategies in support of a human rights-based 
approach, especially for people living with HIV, women, men who have sex with men, injecting drug 
users, refugees, and/or migrants. Other countries continue to have policies and regulations that actively 
criminalize and discriminate against people living with HIV and members of other populations at high 
risk of exposure to HIV, often resulting in inappropriate prevention programmes, inequitable access to 
services, and low levels of care for orphans and vulnerable children.  

Question: How can we eliminate stigma and discrimination so that we can normalise HIV in society? 

 

5. A greater role for civil society 
Significant civil society engagement has been key to successful scaling up, in particular in expanding 
implementation capacity in countries and ensuring service availability for marginalised populations and 
those most in need. Unfortunately, in a number of countries, despite the fact that civil society 
organizations, including networks of people living with HIV are at least partly meeting needs left unmet 
by inadequate government responses, the legal status of these organizations remains opaque, and civil 
society remains only marginally included in the national HIV response, including access to sustainable 
financing. 

Question: How can governments provide political and programmatic space for civil society participation 
in scaling up towards universal access? 
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Attachment 2 
 

Panel 2: Challenges of providing leadership and political support in 
countries with concentrated epidemics 
 
Overview  
A concentrated HIV epidemic is one where HIV has spread rapidly in one or more defined 
subpopulations but is not well-established in the general population. In a concentrated epidemic 
there is still the opportunity to focus HIV prevention, treatment, care and support efforts on those 
populations which are most affected, while recognizing that no subpopulation is fully self-
contained. In many regions of the world, including Europe, Asia, Latin America and West Africa, 
most countries are experiencing concentrated epidemics.  

In most situations, a combination of social vulnerabilities, and biological and behavioural factors 
place the following populations at differentially higher risk of acquiring and/or transmitting HIV: sex 
workers and their clients; injecting drug users; men who have sex with men; and incarcerated 
people (prisoners). 

Members of other populations, such as people with sexually transmitted infections, mobile or 
migrant workers who endure long periods of spousal or partner separation, uniformed services 
personnel and ethnic or cultural minorities may also be likely to be exposed to HIV at a significant 
level, depending on the local situation.  
 
Current situation 
The 2008 Secretary-General’s Report on the Declaration of Commitment on HIV/AIDS and 
Political Declaration on HIV/AIDS show some progress but many remaining challenges. Many 
most-at-risk populations lack meaningful access to HIV prevention services which is a key 
concern—for example, the use of contaminated injection equipment accounts for more than 80% 
of all HIV infections in Eastern Europe and Central Asia. It is also one of the main entry points for 
HIV epidemics in countries in the Middle East, North Africa, South and South-East Asia and Latin 
America.   

The Secretary-General’s Report also shows three quarters of reporting countries have protections 
in place for those most-at-risk populations, principally for women and young people, but only 
around one third have protection against discrimination for sex workers, men who have sex with 
men and injecting drug users. In half of all reporting countries there are laws or policies which 
actually impede access by the most-at-risk populations to HIV prevention, treatment, care and 
support. It is also notable that while women’s access to antiretroviral medicines has reached parity 
with or exceeded that of men in countries with generalized epidemics, women in need are 
significantly less likely to be on antiretroviral medicines in several countries with concentrated 
epidemics.  

 
 
Outline of Panel Discussion 



This panel will consider specific actions which can be taken in countries with concentrated 
epidemics to increase the leadership and political support for more effective responses to AIDS, 
and especially those which address the main barriers to access to HIV prevention, treatment, care 
and support. The following key issues will be considered.  
 

1. Tailoring responses to AIDS to the context of the epidemic 
Only through a process of ‘knowing your epidemic and response’ is it possible to ensure  
responses to AIDS are fully effective. Situational analyses of size of the vulnerable populations, 
where they can be reached, and rates of HIV infection should be undertaken to inform responses. 
Concentrated HIV epidemics can be prevented, stabilized and even reversed using a 
comprehensive programme of HIV prevention, treatment, care and support activities. 

Question: How do political leaders in concentrated epidemics ensure that responses to 
AIDS are on track? 
 
2. Addressing underlying drivers of HIV risk and vulnerability among most at risk 
populations  
Underlying drivers of concentrated epidemics include gender inequality, stigma and discrimination, 
and human rights violations. These drivers need to be addressed through a range of measures 
including: training and community awareness raising, especially involving policy makers, law 
enforcement and health care and other service providers. Also legal and policy reform is needed 
to help remove barriers to accessing HIV prevention, treatment, care and support, including 
access to essential commodities and services for HIV prevention and care.  

Question: How can political, religious and social leaders work together to overturn stigma and 
break taboos on sensitive subjects?  
 
3. Involving most-at-risk populations in devising and delivering the response to AIDS 
Where injecting drug users, sex workers, men who have sex with men, and prisoners have been 
engaged in responses to the epidemic, they have often been among the most effective actors in 
those responses. The legitimate incorporation of civil society actors into responses to AIDS has 
proven particularly successful in addressing concentrated HIV epidemics. Funding and capacity-
building initiatives for civil society organizations representing those most at risk and vulnerable is 
important, particularly with regard to participation and peer provision of information, education and 
commodities and “know your rights” programmes. 

Question: Are the right voices being heard in guiding the response to AIDS? 
 
4. Creating partnerships between policy makers and affected populations 
Key HIV programmes for most-at-risk populations include implementing public health approaches 
to the management of sex work, injecting drug use and sex between men. Partnerships which 
include health and law enforcement agencies can be highly effective in moving beyond legal 
constraints in reaching key populations at higher risk with HIV prevention, treatment, care and 
support and are particularly important in reaching some of the most marginalized and abused 
populations, such as transgender populations.  

Question: How do law enforcement, justice and other sectors work with and not against most 
affected populations? 

16 May 2008, p. 13 



2008 High Level Meeting on AIDS 
General Assembly, United Nations, New York  

10 – 11 June 2008 

Uniting the world against AIDS 
 

16 May 2008, p. 14 

Attachment 3 
 

Panel 3: Making the response to AIDS work for women and girls: gender 
equality and AIDS 
Overview 
HIV infections in women have continued to rise in each region of the world. Globally, women comprised 
half of adults living with HIV in 2007. In sub-Saharan Africa, 61% of people living with HIV are women, 
and in all other regions, the proportions of women living with HIV are steadily growing. Even as many 
countries have accelerated their national responses, the epidemic continues to spread among women 
due to deeper underlying factors of gender inequality, persistent stigma and discrimination against 
women and girls, and lack of empowerment to reduce their vulnerabilities to HIV. 

In order to sustain the progress countries have made in responding to their HIV epidemics, national 
programmes must address the factors that continue to put women and girls at risk. The social, cultural 
and economic factors that make women vulnerable to HIV and that disproportionately burden them with 
the epidemic’s impact are major challenges in national AIDS responses.  

 

Current situation 
Young women represent about two thirds of all people aged 15–24 in developing countries newly living 
with HIV, making them the most-affected group in the world. The vulnerability of women to HIV starts 
well before they become adults. Many girls under the age of 18 years are at particular risk due to early 
sexual initiation, unsafe sex, early marriage and widespread sexual exploitation and violence. Because 
they are experiencing gender discrimination and often have less access to education, health services, 
and income-earning opportunities than men and boys, women and girls bear a heavy burden of the 
epidemic, often including providing care and support to household members with AIDS.  

We are falling short of fulfilling the commitments of governments in the 2001 Declaration of Commitment 
on HIV/AIDS and in the 2006 Political Declaration on HIV/AIDS which acknowledged that HIV services 
and programmes reaching women and girls need to be scaled up, if the course of the epidemic is to be 
reversed.  

For example, services to provide women living with HIV with antiretroviral prophylaxis to prevent mother-
to-child transmission reach only 34% of women living with HIV, far below the 80% target. Ways of 
reducing gender inequalities are not sufficiently integrated in national strategies, thus hindering 
adequate scaling up and funding of programmes that will benefit women and girls. While women’s 
leadership and participation help make HIV services and programmes more sensitive to gender 
inequalities, opportunities for their participation in decision-making are limited. Women are too often 
absent from policy dialogues that shape global and national AIDS policies and programmes. 
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Outline of Panel discussion 
The panel will reflect on progress in meeting the commitments to women and girls since the last 
substantive review of the Declaration of Commitment in 2006 and will consider specific actions which 
can be taken on three key areas: importance of the funded multisectoral approach, making the response 
work for young women and girls, and women's participation and leadership.  
 
1. Creating an enabling environment for HIV programmes through a fully-funded, multisectoral 
approach 
In order to make the response work for women and girls, national strategies should reflect a 
multisectoral approach with strong commitments and accountable leadership, sufficient resources and 
concrete plans for implementation in all sectors, not just the health sector.  An empowering approach to 
reducing inequalities of women and girls ensures availability of comprehensive HIV services and of 
social and economic services including those that reduce their burden of care. A multisectoral approach 
covering social and economic empowerment of women and girls confers many benefits, including 
reduction in intimate partner violence and facilitation of women’s access to services.  

Question: How can countries better operationalize a multisectoral response to achieve universal access 
to prevention, treatment, care and support, and to empower women and girls?  

 

2. Prioritizing young women and girls  

Young people need accurate and relevant information about HIV transmission, the skills to put this 
information into practice, and access to appropriate services. However, national surveys undertaken in 
2007 found that only 40% of young men and 36% of young women had accurate knowledge of HIV. 
Access of adolescent girls to HIV prevention services and other sexual and reproductive health services 
is still constrained by factors such as community norms and shortage of youth-friendly, gender-sensitive 
health facilities.  

Question: What can be done to overcome the barriers to universal access to HIV prevention services 
faced by young women and girls? What can be done to translate information into knowledge, and 
knowledge into behaviour change? How can men and boys be involved in promoting knowledge and 
behaviour change? 

 
3. Ensuring participation and leadership of HIV-positive women in the response 
Commitments to ensuring women’s and girl’s voices are incorporated in decision-making processes and 
mechanisms need to be reinforced and implemented in order to ensure that those most affected are in a 
leading role. AIDS policies and programmes are more effective when women’s organizations—
particularly those of HIV-positive women—help form their content and direction. In a UNAIDS 2007 
survey of 80 countries, only one third of these countries had full formal participation from women living 
with HIV, and only 28% had full formal participation from women’s organizations. In addition, an analysis 
of 45 current national strategic plans shows minimal effort to scale up economic and psychosocial 
programmes and services targeting women living with HIV. 

Question: How can governments, bilateral and multilateral organizations strengthen the resilience of 
and further engage women living with HIV and those on the front-line of care-giving in households so 
that they are successfully engaged as leaders in the response and key participants in formal decision-
making processes?  
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Attachment 4 
 

Panel 4: AIDS: A Multigenerational Challenge – Providing a Robust and 
Long-Term Response 
 
Overview 

New and old challenges face the global community in building a long term and robust response to 
HIV. Many impediments, from poverty to tuberculosis, are proving to be powerful obstacles, and in 
some instances turning back advances gained. Enduring and collective efforts are required over 
generations to come and depends on actions taken now by national leaders, donors, researchers, 
non-governmental organizations, and all other stakeholders engaged in the HIV response.  The 
response to HIV requires investment in both HIV disease-specific interventions and broad health 
systems strengthening. More research and investments are required, while scaling up of proven and 
effective HIV prevention tools and strategies is urgent. Social protection for the most vulnerable 
populations, especially orphans and children, must remain a priority. 

Current situation 

Substantial progress has been made in the past decade in scaling up essential HIV prevention, 
treatment, care, and support services, reinforcing health system components such as procurement 
and laboratory capacity. Important developments have also been achieved in the search for new 
technologies to prevent HIV transmission. Mobilising sustained support commensurate with the long-
term effects of the HIV epidemic is a challenge for both governments and development partners to 
meet. 

Outline of the Panel discussion 

This panel addresses the importance of HIV to overall development, the role of social protection, the 
urgent need for a combined approach to tuberculosis and HIV, the value of health systems 
strengthening, and the promise of scientific innovation. The panel will consider specific actions to be 
taken in the following key areas:  

  

1. Progress in HIV key to overall development 

The global response to HIV, while specifically linked to Millennium Development Goal 6, also supports 
the achievement of most of the other Goals. For example, mitigating the epidemic’s impact will 
advance Goal 1 – eradicating extreme poverty and hunger, and Goal 3 – to empower women and 
promote gender equality. With more than half of all HIV-infected infants dying before age two, the 
prevention of mother-to-child HIV transmission and the provision of paediatric HIV treatment together 
contributes towards Goal 4 – reducing child mortality. The multisectoral response that is essential to 
effectively address the broad nature of HIV must give equal importance to health, education, 
employment, development, humanitarian and human rights concerns, and the perspectives of women 
and children. Thus, progress towards reversing the HIV epidemic is central to the human development 
agenda. 

Question: How can national development plans better integrate and reinforce the response to HIV? 
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2. Social Protection for affected populations 

Social protection, including family and child support programmes, helps mitigate the social and 
economic impact of HIV on families and communities and builds social support foundations for long-
term development. Children orphaned by AIDS and other vulnerable children require special attention 
to reduce their vulnerability and to ensure access to education, health care, and legal support to 
address child abuse and inheritance rights. They also need to be protected from stigma and 
discrimination.  

Question: How can social protection programmes be innovative and contribute towards Universal 
Access? 

 

3. “One life, two diseases” – Combined approach needed for tuberculosis and HIV 

HIV responses that integrate HIV and  tuberculosis prevention and treatment programmes into poverty 
reduction strategies and national development plans can address the long-term and multi-generational 
challenges of these co-infections. Tuberculosis, particularly drug-resistant  tuberculosis, poses an 
urgent threat to people living with HIV. It is critical to build the capacity of affected populations to 
respond to tuberculosis and HIV, helping to ensure programme relevance, transparency and improved 
accountability.  

Question: How can collaboration between national TB and HIV programmes be facilitated?  

 

4.  Need for health system strengthening 

Health system strengthening aims to improve the six building blocks of health systems, managing their 
interactions to achieve more equitable and sustained improvements across health services and health 
outcomes. These blocks are service delivery; health workforce; strategic information; medical 
products, vaccines, and technologies; financing; and leadership/governance. HIV has highlighted a 
range of chronic health systems problems and has stimulated interest in and investment in addressing 
them. The challenge is to achieve the right balance between HIV disease interventions and broad 
health system strengthening.  

Question: How can HIV investments best contribute to overall health outcomes? 

 

5. Scientific innovation for securing the future 

Despite some setbacks, the search for new technologies to prevent HIV transmission has been 
rewarded by the compelling findings of male circumcision trials which have proven to reduce the risk 
of female-to-male sexual transmission by approximately 60%. A number of countries are now 
introducing or scaling up male circumcision services within comprehensive prevention programmes 
emphasising safer sex practices. Trials of pre-exposure prophylaxis hold out for hope for discordant 
couples and those at high risk. However, the main diagnostic test for TB is over 120 years old, and 
there have been no new anti-tuberculosis drugs in 40 years. 

Question: How can we support scientific innovation and prepare for rapid implementation of new 
technologies? 
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Attachment 5 
 

Panel 5: Resources and universal access: opportunities and limitations 
 
Overview  
Responding to the call for increased resources to support to the global AIDS response in 2001, 
new initiatives by multilateral institutions such as the World Bank’s Africa Multi-Country HIV/AIDS 
Program and by bilateral donors, such as the United States President’s Emergency Plan for AIDS 
Relief were launched to mobilize international resources in response to the spread of the AIDS 
epidemic. The Global Fund to Fight AIDS, Tuberculosis and Malaria was established to provide 
low- and middle-income countries with additional financing. Prices of some HIV medicines have 
been greatly reduced and now millions of people are on antiretroviral treatment.  
At the High-Level Meeting on AIDS in 2006, governments capped these achievements with an 
even bolder commitment: to achieve universal access to HIV prevention, treatment, care and 
support by 2010. National, regional and global consultations leading up to the High-Level Meeting 
of 2006 cited predictable financing as one of the major challenges to achieving universal access. 
Current situation 
From 1996, when UNAIDS was launched, to 2005—the annual funding available for the response 
to AIDS in low- and middle-income countries increased 28-fold. Funding reached a projected 
US$ 8.9 billion in 2006 and US$ 10 billion in 2007. While impressive, there is still a gap between 
the needs and the estimated available funding.  
Outline of Panel Discussion 
This panel will consider specific actions and steps which can be taken to ensure predictable 
funding well into the future, from all sources, including domestic budgets, without imposing 
excessive burdens on poor nations and the poorest communities. The following key issues will be 
considered. 
 
1. Predictability and sustainability of HIV funding 
HIV is a long-term epidemic and although there are more financial resources available now, 
governments need to demonstrate increased national commitment and responsibility to respond to 
HIV and the health issues of those in need over the long term.  
Question: What can countries do to minimize the impact of uncertain and variable external 
funding? How can countries ensure it is sustainable? 
 
2. Mobilizing adequate financing 
If the scaling up of HIV services continues at the current pace, the funding required is estimated to 
be US$ 15.7 billion in 2010 and US$ 23.6 billion in 2015. Even with these resources, the world will 
not achieve universal access by either 2010 or 2015. Of the nearly 9.6 million who will be in need 
of antiretroviral treatment in 2010, only 4.7 million people will receive it. The Universal Access by 
2010 scenario envisages the need for significant increases in available resources—between US$ 
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27 billion–US$ 43 billion in 2010 and between US$ 35 billion–US$ 49 billion in 2015. To close the 
gap, existing international donor commitments must be fulfilled and new ones made.  
Question: Can adequate financing be achieved in the short and long term? If yes, then how will 
we do this?  
 
3. Moving governments to mobilize their own resources   
A long-term effort to support HIV programmes also depends on an increase in public expenditure 
by low- and middle-income countries. In low-income countries, official development assistance will 
continue to be the main source of HIV financing. However a greater percentage of national 
budgets could still be dedicated to health (for example as proposed in the 2001 Abuja declaration 
by African leaders to allocate 15% of annual national budgets to the improvement of the health 
sector). Governments, if they have not done so, need to put in place national HIV strategies and 
operational plans that are prioritized, costed and based on evidence. Governments must reduce 
tariffs on HIV commodities and exploit fully the flexibilities of international trade law. 
Question: What can low- and middle-income countries do to increase public expenditure on HIV? 
Is there a role for social health insurance? 
 
4. Mobilizing new and innovative sources of finance  
In addition to donor and public sources of funding, various initiatives have used innovative ways 
such as channelling monies from debt relief to health programmes. Resources have also been 
raised from corporate champions and products, private sector, philanthropists and the general 
public.  
Question: What role are these initiatives likely to play in bringing additional resources to the HIV 
response?  
 
5. Making the money work 
The development and use of comprehensive, credible, costed strategic and action plans is a first 
step in making the money work. Investments on HIV programmes must be evidence informed and 
tailored to local realities. National and international partners must make policies, procedures and 
financial flows transparent so as to militate against all forms of waste and misallocation of funds. 
Civil society organizations and communities must be involved in decision making at all levels and 
have an influence on the proper use of funds. How can we show returns for investment made on 
HIV? 
Only through a process of ‘knowing your epidemic and response’ is it possible to ensure that AIDS 
responses are fully effective. Situational analyses of the sizes of  vulnerable populations, where 
they can be reached, and rates of HIV infection should be undertaken to inform responses.  
Question: How can we show return on investments made in HIV programming? How can it be 
ensured that countries develop sufficient and quality strategic information to know their epidemic 
and act accordingly? 
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Attachment 6 

 
Civil Society Interactive Hearing 
 
Action for Universal Access 2010:  Myths and Realities  
 
Overview 
During the 2006 High Level Meeting on AIDS, countries committed to set ambitious national targets for 
scaling up towards Universal Access to HIV prevention, treatment, care and support by 2010.  

It is important that all sectors show leadership in ensuring that this commitment leads to action in 
achieving Universal Access by 2010.  The urgent need for action has to be clearly communicated at the 
High Level Meeting and then acted upon because millions of lives depend on this commitment, which 
cannot be delayed. A failure to fulfill international commitments has human and social costs which are 
unacceptable. 

 

Current situation 
Twenty-seven years into the epidemic, millions of lives have been lost and hundreds of millions more 
changed forever. We are not keeping pace with, let alone overcoming the impact of the AIDS epidemic. 
We are slipping behind on the target of reaching Universal Access by 2010 and the 6th Millennium 
Development Goal. Many are falling short in the response to HIV and AIDS – in matching action, 
commitment, leadership, and resources to the rhetoric. 

 
Outline of the Civil Society Hearing  
Following remarks from the President of the General Assembly and the Secretary-General, civil society 
speakers will bring frontline experience to the session, addressing the challenging issues underlying the 
spread of the epidemic, while stressing the importance of accountability and involvement as we near the 
targets set to fulfil the Declaration of Commitment and Universal Access.  

 

The civil society hearing will address the current reality of an insufficient response to HIV and the impact 
it is has on communities around the world. The hearing will also address some of the myths that 
themselves have become barriers to effectively responding to the epidemic.  It will provide an open, 
honest and dynamic forum to discuss these myths and realities in the urgent work needed to achieve 
Universal Access by 2010. 

 

The Hearing aims to: 
• Actively engage with government representatives on key issues for the high level meeting. 
• Provide a space for the voices of those who face marginalization, stigma, and discrimination, in 

particular people living with HIV, to push for accountability and urgent action to achieve Universal 
Access by 2010. 
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• Demonstrate the strength, diversity and commitment of civil society in the response to the 
epidemic. 

• Provide official civil society input to the high-level meeting. 
 

 
Issue for discussion in the Civil Society Hearing 
The overall theme of the Civil Society Hearing is Action for Universal Access 2010:  Myths and 
Realities. Speakers will address issues related to achieving Universal Access from a number of 
different perspectives: 

• HIV and Human Rights  

• Sex Workers  

• Sexual Minorities  

• People who Use Drugs 

• Women and Girls 

• Children  

• Young People Living with HIV 

• Access to Treatment 

• HIV-related Travel Restrictions, Mobility and Migration 

• Workplace Responses 

• Civil Society Involvement and AIDS Accountability 

 

 



 

 
 
 
 

18 April 2008
 
 
Excellency, 
 
Pursuant to my letter of 11 April 2008 to Member States transmitting the information note 
on the arrangements for the high-level meeting on HIV/AIDS scheduled for 10-11 June 
2008, I invited the Chairpersons of the five regional groups for the month of April 2008 to 
my office today to witness the drawing of lots to select the regional group that will nominate 
a candidate to chair one of the five panel discussions at the high-level meeting. The results of 
the draw are as follows: 
 
Panel 1:  How do we build on results achieved and speed up progress towards universal access by 2010 – 
moving on to reach the MDGs by 2015? 
Chair: Group of Asian States 
 
Panel 2:  The challenges of providing leadership and political support in countries with concentrated epidemics 
Chair: Group of Latin American and Caribbean States 
 
Panel 3:  Making the Response to AIDS Work for Women and Girls – Gender Equality and AIDS  
Chair: Group of Eastern European States 
 
Panel 4:  AIDS: A Multigenerational Challenge – Providing a Robust and Long Term Response 
Chair: Group of African States 
 
Panel 5:  Resources and Universal Access: Opportunities and Limitations 
Chair: Group of Western European and Other States 
 
Each panel discussion will be chaired by a representative of a government, at the ministerial 
level or above. Regional group Chairpersons are requested to communicate the name of the 
panel chair not later than 9 May 2008.  
 
Please accept, Excellency, the assurances of my highest consideration. 
 
 

 
 

 
 
 
All Permanent Representatives and 
Permanent Observers to the United Nations 
New York 
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