
Section Two

Regions united



AIDS AT 30: NATIONS AT THE CROSSROADS 77

The 2001 United Nations General Assembly Special Session on AIDS started something big. The principles 
of universal access were based on the explicit recognition of the needs of all people for equitable access to 
prevention, treatment, care and support, as demonstrated in the resulting Declaration of Commitment:

“HIV and AIDS services and products must be accessible, acceptable, affordable, available, of good quality and 
sustainable to all people in need, regardless of their status and free from any form of stigma or discrimination.”

In 2005, the Gleneagles Group of Eight Summit endorsed the notion of universal access and UNAIDS formally 
launched that ambitious initiative the following year.

Universal access has turned into something more than an initiative: it is now a full-fl edged movement, with support 
from governments, civil society, nongovernmental organizations, including networks of people living with HIV, 
and multinational systems such as the UN. Targets have been set collaboratively and progress assessments are 
conducted jointly. Debates and discord continue, but they have become more constructive as everyone works 
towards the same goals. 

Over the past two years, 117 countries have taken stock of their progress towards universal access. Their as-
sessments fed into the six regional consultations summarized in the following pages. These snapshots of AIDS 
epidemics around the world demonstrate the strengths and weaknesses of various approaches, the issues and 
opportunities ahead and the priorities and commitments of countries and regions. They are intended to support 
ongoing work through objective analyses.

Universal access is a process of improving and expanding services so that all people in every part of the world, 
regardless of their status, can protect themselves from HIV and get the treatment and care they might need. 
Ultimately the outcome will refl ect the vision articulated by UNAIDS in 2010: zero new HIV infections, zero 
discrimination and zero AIDS-related deaths. ❰❰

Regions united 
for universal access





Africa
African Civil Society Declaration on the Review of Progress towards Universal Access to HIV and AIDS 
Prevention, Treatment, Care and Support in Africa, April 2011 / Africa’s Common Position to the High Level 
Meeting of the UN General Assembly Special Session on AIDS, April 2011 / The Windhoek Declaration: 
Women, Girls Gender Equality and HIV: Progress towards Universal Access, April 2011 / Conference of African 
Ministers of Health Commitments to Universal Access, Windhoek, April 2011 

Eastern and Southern Africa 
Eastern and Southern African Civil Society Position Paper on Universal Access to HIV and 
AIDS Prevention, Treatment, Care and Support, March 2011

West and Central Africa 
Regional Consultation of the Civil Society on Universal Access in West and Central Africa: 
Resolutions, March 2011

Middle east and North Africa
Regional Consensus Statement: Policy Dialogue Towards Achieving Universal Access to HIV Prevention, 
Treatment, Care and Support in the Middle East and North Africa, June 2010

Latin America 
Results of the Regional Latin America Consultation Political Commitment, March 2011

Caribbean 
Progress towards Universal Access in the Caribbean Regional Review 10th PANCAP Annual 
general Meeting, November 2010

Eastern Europe and Central Asia 
Statement at the Regional Consultation on Universal Access to prevention, treatment, care and support for 
HIV in Europe and Central Asia, Kiev Ukraine March 2011 (by Eurasian Harm Reduction Network, East Europe 
and Central Asia Union of PLWH, International Treatment Preparedness Coalition in Eastern Europe and 
Central Asia, European AIDS Treatment Group)

Asia and the Pacifi c 
Resolution of the Asia Pacifi c Regional Consultation on Universal Access to HIV Prevention, Treatment, Care 
and Support, March 2011
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In graphics depicting the global AIDS epidemic there is always one piece of the pie chart that is 
biggest, one vertical column that is tallest, one trend line that is steepest: Africa. What has been 
happening in Africa over the past 30 years is the greatest public health challenge in human history.

Yet some of the most progressive and demanding AIDS policies come out of Africa. The Abuja 
Declaration, the Maputo Plan of Action, the Kampala Heads of State Summit and, most recently, 
the African Union Health Ministers’ Common Position, all aim to conquer AIDS. 

On track to universal access
Coverage of services to prevent new child infections increased from 15% in 2005 to 54% in 2009. 
The HIV incidence rate declined by more than 25% between 2001 and 2009. Antiretroviral treatment 
coverage is increasing. Almost all governments on the continent have national AIDS plans, and some 
of the most heavily affected countries are projected to achieve universal access. Africa’s Common 
Position acknowledges universal access across the continent may take longer than 2015, and urges 
governments to quickly integrate the AIDS response into “national development instruments” and 
pursue “evidence-informed and rights-based responses”. It spurs the prevention revolution by 
committing to “halve the number of infections by 2015”, mandating legal systems to “eradicate 
HIV-related stigma and discrimination”, and challenging researchers to “accelerate vaccine and 
microbicide development”. 

United and determined
Some 22.5 million people now live with HIV in Africa. The majority (60%) are women and girls. HIV 
prevalence is as high as 25% in some countries, and the rate of people becoming newly infected 
outpaces treatment access. Of the 16.6 million children globally who have lost one or both parents 
to an AIDS-related illness, 14.9 million are in Africa. 

As international aid falters, many have called for African governments to contribute more of 
their own resources regardless of their national income. International organizations, donors and 
governments must resolve the contradiction between need and the capacity to pay if fragile progress 
is to be strengthened and global commitment to shared responsibility is to be renewed. ❰❰

Greatest public health
challenge in history

Africa

KEY MESSAGES 

 ❱  Exceptional measures needed to halve 
new HIV infections by 2015.

 ❱  Women and girls are more affected 
as HIV mostly transmits through 
heterosexual contact.

 ❱  A rights-based response must be more 
than a convenient slogan.

 ❱  AIDS, health and development must be 
integrated for maximum impact.

 ❱  Eliminate vertical transmission and 
strengthen maternal and newborn health 
as a priority.



AIDS AT 30: NATIONS AT THE CROSSROADS 81

Owning AIDS in East 
and Southern Africa

Parts of East and Southern Africa have hyper-
endemic HIV rates and HIV prevalence remains 
high with feeble signs of subsiding. For every 
three people who start treatment, another fi ve 
are infected. The rates of infection, the loss 
of productivity, the numbers of orphans and 
other data make bleak reading.

Yet, there is progress. Treatment coverage 
in the subregion is accelerating; it is 90% in 
some places. New infections in children are 
decreasing, while prevention of mother-to-child 
transmission is increasing. As antiretroviral drugs 
become more available, people are living with 
HIV longer and AIDS-related deaths decline.

Governments are not blind. Political leaders are 
mobilized and collaborating with civil society. 
People living with HIV are part of broader 
development responses, and more services 
are targeting key populations at higher risk.

Progress will remain fl eeting, however, as 
long as only a fraction of the population 
knows their HIV status, and the risk of HIV 
exposure continues through widespread 
unprotected sex. Governments have the 
responsibility to provide services and create 
the enabling environment for change. But 
ultimately, people must take responsibility 
for reducing their own risk of infection.

60%
Women and girls comprise 60% of 

Africans living with HIV

Scaling up the response in 
West and Central Africa

There has been signifi cant progress in West and Central Africa in recent years, with HIV incidence 
decreasing in 10 countries and HIV prevalence stabilizing in seven. Access to antiretroviral treat-
ment has increased from 1% in 2001 to 25% in 2009, and the coverage of prevention of vertical 
transmission services has increased from 4% in 2005 to 23% in 2009. New leaders, including 
ministers of justice and parliamentarians, have championed human rights, and civil society has 
been instrumental in moving the agenda forward. 

It is clear, however, that this progress is fragile and signifi cant disparities remain among and within 
countries and localities. Many countries have generalized epidemics but also have very signifi cant 
concentrations of infections in key populations: prevalence among sex workers is nearly 40% in 
some countries, and new infections among men who have sex with men are up to 20%. In 2009, 
West and Central Africa had 6.45 million people living with HIV and 75% of people in need of 
antiretroviral drugs were not receiving them. 

Of particular concern is the service coverage for prevention of new child infections. While signifi cant 
gains have been made, prevention coverage for pregnant women is well below the average for 
low- and middle-income countries overall, and Nigeria alone accounts for nearly one third (32%) 
of the global coverage gap for services to prevent vertical transmission.

A diverse range of factors means AIDS continues to impact heavily on West and Central Africa: 
political and institutional instability; 50% of States in confl ict or post-confl ict situations; weak 
community and health infrastructure; a high dependency on foreign aid; persistent stigma and 
discrimination of key populations at higher risk and inadequate drug management systems. 
Until evidence-based interventions are scaled up to make optimal use of resources and innovative 
fi nancing, including increased domestic funding, the epidemic will persevere.
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Gaining ground on
‘zero’ targets

Asia and the Pacifi c

KEY MESSAGES 

 ❱  Countries are making progress but time 
is running out. Programmes must be 
accelerated, particularly in South Asia.

 ❱  Treatment sustainability is facing a 
double challenge of unmet funding 
needs and threats to access to affordable 
drugs. 

 ❱  Responses must target key affected 
populations. Communities to own their 
programmes.

 ❱  Young people from key affected 
populations can lead a prevention 
revolution.

 ❱  Discriminatory laws and practices must 
be abolished. An enabling environment 
is critical for progress.

 ❱  Countries must honour their 
commitments to the AIDS response and 
increase domestic funding.

The Asia Pacifi c region has made signifi cant progress in controlling HIV’s spread. The number of 
people living with HIV has remained stable for the past fi ve years and estimated new infections are 
20% lower than in 2001. Thailand, Cambodia and certain parts of India have turned their epidemics 
around by providing quality services to their key populations at higher risk. Cambodia is one of 
eight countries worldwide to have reached universal access to antiretroviral therapy (94% coverage). 
Signifi cantly fewer children are getting HIV and dying from AIDS than 10 years ago, and two countries 
report 80% coverage of services to prevent new child infections. 

These gains, however, are insuffi cient and fragile. In 2009, median reported prevention coverage 
for people who inject drugs was 17%; for men who have sex with men 36.5%; and for female sex 
workers 41%. Programmes in key affected populations to prevent transmission to intimate sexual 
partners are severely lacking. 

The region demonstrates that sustained access to HIV treatment must go hand-in-hand with 
sustained access to prevention for key populations at higher risk. 

Unlocking progress
There are laws obstructing the rights of people living with HIV and those most vulnerable to HIV 
infection in 90% of the region, and 16 countries restrict their travel. Sex with a same-sex partner is 
criminalized in 20 countries, while 29 countries criminalize some aspect of sex work. Eight countries 
compulsorily detain people who use drugs and 11 apply the death penalty for drug offences. 
Distributing needles and syringes to drug users is prohibited in seven countries. Such punitive 
environments damage public health as the marginalized are unlikely to seek services.

According to the latest UNGASS reports, AIDS expenditures in 2009 totalled US$ 1.07 billion. 
Estimates based on the methodology suggested by the Commission on AIDS in Asia indicate that 
US$ 3.3 billion is needed for a targeted response across the region. International funding accounted 
for more than 50% of AIDS spending in most of the region’s countries. To reach universal access, a 
rapid increase in domestic funding is needed, particularly in middle-income countries, which would 
need to spend less than 0.5% of gross national income to fund their response. ❱❱
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Sustaining policy momentum 

The Resolution of the Asia and Pacifi c 
Regional Consultation on Universal Access 
to HIV Prevention, Treatment, Care and 
Support adopted in March 2011 urged the 
governments of Asia and the Pacifi c to:

 ❱  Lead their own prevention revolution by 
realizing that optimal coverage of key 
affected populations and their partners is 
the most effective way to manage HIV.

 ❱  Translate Treatment 2.0 into 
comprehensive action and address gaps 
in country treatment, care and support 
programmes.

 ❱  Address human rights, legal environment 
and stigma and discrimination issues 
that impede progress towards universal 
access.

 ❱  Promote fi nancial sustainability through 
strengthened national ownership and 
improved capacity for programme 
effectiveness.

Inclusive consultation, strong resolution
The Asia and Pacifi c Regional Consultation on Universal Access brought together more than 250 
participants from 27 countries in Bangkok in March 2011. Governments, civil society, United Nations 
agencies and other development partners were represented. 

Civil society and regional governmental bodies played leading roles in the debates, while young 
leaders from key affected populations demanded a voice in the HIV response.

The consultation delivered a thorough and progressive resolution that prescribed the following 
actions to achieve the targets of zero new HIV infections, zero discrimination and zero AIDS-related 
deaths: instigate a prevention revolution focusing on key populations at higher risk; increase efforts to 
sustain gains in treatment; and redress legal barriers, stigma and discrimination, and funding gaps. ❰❰

❱❱
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Civil society steps in to 
lead the response

Eastern Europe and Central Asia

KEY MESSAGES 

 ❱  The epidemic is still growing but political 
mobilization has decreased.

 ❱  Civil society plays an essential role. 
 ❱  More than 50% of infections in 2010 
were through shared drug-injecting 
equipment. Scaling-up harm reduction is 
a priority. 

 ❱  Sexual transmission is increasing but 
sexual education and condom promotion 
are missing in most countries.

 ❱  Effective control of HIV/TB coinfection is 
essential, notably in prisons.

 ❱  Legal and social discrimination of key 
populations at higher risk fuels the 
epidemic. 

 ❱  More cost effective prevention, targeting 
high-risk groups, and cheaper treatments 
are needed.

Seventeen countries in Eastern Europe and Central Asia (EECA) reported spending more than US$ 
1.2 billion on HIV and AIDS in 2009, of which US$ 750 million was spent in the Russian Federation. 
As the region assesses its progress towards universal access, it is reasonable to consider the return 
on that investment in making prevention, care and treatment services available to everyone. 

Some progress has been made: prevention of vertical transmission coverage exceeds 90%; 
access to antiretroviral drugs is increasing although it remains among the lowest in the world; there 
has been progress in the legal systems on travel restrictions and harm-reduction in several coun-
tries; and public-sector spending on AIDS is rising. The recent Regional Consultation on Universal 
Access concluded, however, that the region’s epidemic “remains serious” and “the burden of HIV 
is increasing”. 

Injecting drug users form a key population at higher risk in the sexual transmission of HIV, to 
their spouses and partners. Transmission also occurs via sex workers, and to a lesser but growing 
extent, through men who have sex with men (MSM). Prevention and treatment services are increas-
ingly failing to reach them. 

High stakes
There are encouraging trends in harm-reduction policy-making, but access to oral substitution 
services remains limited and often stigmatized. There are reports of harm-reduction services being 
denied; abuse of confi dential drug-user registries; and police harassment and arbitrary arrests. HIV 
and tuberculosis (TB) coinfections are a particular concern in prisons, where multidrug resistant TB 
is common. Access to prevention and treatment for prisoners is low. Migrants have limited access 
to HIV prevention and treatment and lack health insurance coverage. 

Investing in cooperation
The region is home to a vigorous community of AIDS policy-makers, researchers and activists. More 
than 150 high-ranking offi cials, experts and members of civil society gathered in Kiev for three days 
in March to assess their region’s progress towards universal access and to set targets for 2015.

Cross-border collaboration between national governments remains insuffi cient and hampers 
initiatives for migrants. Civil society has assumed leadership and is willing to collaborate with 
governments, which sometimes adopt a confrontational rather than cooperative approach. ❱❱
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Priorities for 
achieving universal access 

By 2015: 

 ❱  Treatment coverage will increase to 
100% of identifi ed patients needing 
antiretroviral drugs.

 ❱  Countries where injecting drug use is the 
main driver will expand coverage to 60%.

 ❱  All countries will expand domestic 
funding for HIV by at least 20% from 
current levels.

 ❱  All countries will eliminate vertical 
transmission. 

 ❱  All countries will realign laws and policies 
that criminalize most at-risk populations 
with international standards. 

 ❱  Interstate systems will be established that 
provide universal access for migrants.

 ❱  At least 50% of countries of the region 
will have legal mechanisms to redress 
discrimination.

The bottom line
While some countries show progress, and a regional path towards universal access is emerging, 
most of the region’s governments are not accelerating policies and programmes as epidemics 
worsen. That is particularly worrisome given that external aid will diminish as a result of reduced 
access to Global Fund grants. 

Stronger policies, cost-effectiveness, bolder programming and political leadership are crucial 
to achieving a favourable return on investments. Investments to date are for the long term. Just how 
long depends on the pace at which the virus spreads compared with the pace at which governments 
respond. ❰❰

❱❱

50%
Half of HIV infections 

in Eastern Europe and 
Central Asia in 2010 

were due to drug users 
sharing needles
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Impressive numbers 
hide disparities

Latin America

KEY MESSAGES 

 ❱  Great strides in treatment coverage 
aided by the production of generic drugs 
in Brazil.

 ❱  Achievements threatened by weak 
logistics that lead to drug stock-outs. 

 ❱  Under-served, vulnerable communities 
need greater protection from inequality.

 ❱  Law enforcement agencies must stop 
hate crimes.

 ❱  Regional response funded by substantial 
domestic resources, but it needs to be 
better targeted.

At fi rst glance, statistics suggest HIV in Latin America is under control. Prevalence in the general 
population is stable at 0.4%. More than half the people needing treatment can receive it and 
universal access to treatment is a reality in Brazil, Costa Rica and Mexico. Costa Rica reported zero 
cases of vertical transmission in 2009. 

But these numbers hide disparities. HIV prevalence is alarmingly high among men who have 
sex with men (MSM; up to 20.3%), sex workers (up to 19.3%) and transgender people (up to 34%), 
in some countries. Access to treatment is uneven, with diffi culties particularly for key populations 
at risk, where stigma and discrimination continue to fuel the epidemic.

There is political will: 95% of the region’s response to AIDS is funded by domestic resources, but 
allocations are not suffi ciently aligned to the patterns of the epidemic, and funding for treatment 
far outweighs that for prevention, particularly among at-risk populations. 

Early engagement
In 2006, Latin America was one of the fi rst regions to commit to universal access when stakeholders 
gathered in Brazil to discuss scaling up HIV programmes.

To prepare for the second regional consultation in Mexico City in March 2011, 16 country-based 
technical reviews assessed progress against the 2006 targets. Findings were mixed: more MSM 
were getting tested, but young people were being diagnosed too late; generic antiretroviral drug 
production had increased but stock-outs were frequent; despite Costa Rica’s success, there was no 
measurable improvement in preventing vertical transmission across the region; and data showed 
greater condom use among sex workers and more people who inject drugs using sterile equipment, 
but MSM still not being widely reached by prevention programmes promoting safer sex. 

Hard truths
Unless every person in Latin America is able to access services without fear of reprisal or violence, 
access will not be universal. Ingrained social, cultural and economic barriers make women and girls 
and key populations at higher risk of infection. Initiatives that target men who have sex with men and 
transgender people must link to broader efforts that promote human rights and protect public health. 

On the right path 
The region can be proud of its low HIV prevalence in the general population. Over the past 30 years, 
Latin America has kept infection rates low and services available, although strong efforts are still 
required to reach those most vulnerable to HIV. The 2006 and 2011 consultations demonstrate the 
region is responding to the epidemic’s toughest challenges, and there is every reason to believe 
it has set the correct course. ❰❰
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Making commitments 

Latin American leaders have proposed the 
following reforms to achieve universal access.

1  Leadership Build regional and national 
leadership capable of functioning “differ-
ently and strategically”. Build relationships 
between governments and civil society.

2  Prevention Turn the health and education 
ministers’ declaration, Prevention through 
Education, Mexico 2008, into action, with 
new projects for youth, including sexual 
and reproductive health education and 
services.

3  Care and treatment Scale up treatment to 
100% through price negotiations, expanding 
local production and distributing antiret-
roviral drugs. Broaden access to friendly 
health-care services, including diagnosis, 
for people most at risk. Integrate people 
living with HIV into treatment adherence 
programmes. 

4  Human rights Establish regional and na-
tional observatories to oversee justice for 
the marginalized. Document hate crimes 
and human-rights violations. Create a legal 
defence paradigm to uphold the human 
right to sexual health. Engage law enforce-
ment and justice systems to safeguard 
against stigma and discrimination.

5  Sustainability Identify and develop evi-
dence-based, cost-effective interventions 
to strengthen health systems and integrate 
HIV with primary and chronic disease care. 

6  Gender equity Include gender equity in 
national and regional legal frameworks, 
and in school curricula.

0.4%
HIV prevalence is stable in Latin America 
at 0.4% overall, but key populations at 
higher risk need more support
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Inclusion, investment 
the smart way forward

The Caribbean

KEY MESSAGES 

 ❱  Upper middle-income countries must 
invest more in responding to epidemics.

 ❱  Treatment services must target key 
populations at risk.

 ❱  Laws should protect human rights and 
against arbitrary discrimination.

 ❱   The region is on track to be the fi rst to 
eliminate travel restrictions.

 ❱  Silence is no option. The region must 
assert itself as a key voice in the global 
response.

With 1% prevalence, the Caribbean has the highest infection rate in the world after sub-Saharan 
Africa. Prevalence is highest among men who have sex with men (MSM) and sex workers, according 
to the most recent data. In Jamaica, 33% of MSM are living with HIV. In Suriname, 24% of female 
sex workers are infected with HIV.

With many Caribbean countries criminalizing sex work and sex between men, universal access 
will be impossible unless those laws change. 

At the recent Regional Consultation on Universal Access in Trinidad and Tobago, leaders agreed 
those laws had to be repealed and revised. They called for a Pan-Caribbean Human Rights Charter 
to guarantee the right to health for all, a welcome united front against legalized discrimination. 
Following the consultation, the Jamaican Prime Minister and the Leader of the Opposition signed 
a 'Declaration against HIV Stigma and Discrimination'. 

Women can lead the way
A review of the Caribbean AIDS epidemic offers good news and bad news. There was a 14% reduction 
in HIV incidence between 2001 and 2009 – four countries reduced new HIV infections by 25% – and 
greater access to treatment reduced AIDS-related deaths by 43% over the same period. But 18 000 
new infections took place in 2009, an average of 50 daily. Some 7000 women needed treatment to 
prevent vertical transmission but only 4000 received it. Most alarmingly, AIDS is the leading cause 
of death among Caribbeans aged 20–59. 

In the past decade the Caribbean received more than US$ 1.8 billion in external funding. In 2009 
external sources funded 64% of overall AIDS spending. As international development assistance 
diminishes, national investments must increase. 

Regional leaders know they must think creatively and inclusively about new approaches. At 
the regional consultation in Trinidad and Tobago there was support for more women to assume 
leadership roles. If young men and women are to be reached, attention should be paid to the role of 
popular culture, education and links between HIV and sexual and reproductive health. Modernizing 
societal views on the key populations at higher risk requires innovation from new leaders. It is quite 
possible women will lead the way. 

The right of Caribbean people to make their own history was a resounding message at the 
consultation. It is up to the region’s leaders to determine the role of AIDS in its history. AIDS could 
continue to decimate legally stigmatized populations, strain national budgets, and hurt industries. 
Caribbean societies need to make wiser investments and secure the needs and rights of all citizens. ❰❰
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Health is wealth

A dollar can go only so far; it can be spent 
wisely or unwisely. Evidence indicates more 
money should be spent on prevention and 
treatment for men who have sex with men and 
female sex workers, though they are less likely 
to access services due to stigma, discrimina-
tion and criminalization. Resolving this confl ict 
requires complex government cooperation: 
ministries of fi nance, labour, education, social 
development and health have equal stakes 
in ensuring public investments in prevention 
are strategic and evidence-based. 

‘Health is wealth’ was another key message at 
the recent regional consultation on universal 
access. Experts are examining the lessons 
learnt from successful disease eradication pro-
grammes, such as measles and polio, as well 
as the broad advances in the health systems. 
Both have contributed to the improvement in 
the health status and economic development 
since the independence of the Caribbean 
islands. Investing in AIDS and linking it with 
broader development agendas could be 
a smart investment strategy for public and 
private fi nanciers. Experts say it is a smart 
public-health strategy too.

43%
In 2001–2009, greater access to 

treatment reduced AIDS-related deaths 
in the Caribbean by 43%
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New approaches 
for a new day

Middle East and North Africa

KEY MESSAGES 

 ❱  The Middle East and North Africa 
is one of the two regions with the 
fastest-growing epidemics and where 
treatment coverage is low. 

 ❱  Stigma and discrimination are major 
obstacles to universal access, including 
quality services

 ❱  Responses must be tailored to key 
affected populations. 

 ❱  Rights-based programmes must be 
adopted and focus on young people to 
lead the prevention revolution.

 ❱  Creating an enabling environment is 
critical for universal access. Countries 
must abolish discriminatory laws and 
practices.

Ten years ago, HIV had no place on mainstream political or social agendas in the Middle East and 
North Africa, but today there is evidence that most countries in the region have changed course. In 
2008, only eight countries contributed to multilateral progress reports; in 2010 that number was 20. 
All countries have developed national AIDS strategies, many using emerging evidence to shape 
their responses. All countries provide free antiretroviral drugs (ARVs), yet more must be done to 
improve access to health services. 

Stigma and discrimination against key populations at higher risk of infection still hamper 
progress towards universal access; a majority of countries in the region have laws that criminalize 
key populations. However, there have been improvements over the past fi ve years. Egypt, Lebanon, 
Morocco and Tunisia have programmes targeting men who have sex with men, and sex workers. 
The Islamic Republic of Iran has adopted a combination prevention approach to reduce new HIV 
infections among people who inject drugs, while Djibouti has integrated migrant and mobile 
populations in its strategy. 

From Dubai to Djibouti – a call for universal access
The consensus statement from the Dubai Consultation in June 2010 was a milestone in the region’s 
response to HIV. Government and civil society representatives confronted controversial social and 
political issues, and committed to universal access to HIV prevention, treatment, care and support. 
They demanded an enabling environment that protects the human rights of vulnerable groups, 
including women and girls and people living with HIV. Participants agreed that people living with 
HIV and civil society should be better integrated into government policy-making and programming. 

The 16 government offi cials who signed the statement acknowledged that innovative fi nancing 
initiatives, including domestic funding, were needed. The Global Fund is by far the region’s largest 
donor (US$ 326.4 million over fi ve years), and the percentage of HIV allocations in national budgets is 
still low overall, yet history shows progress depends on governments increasing domestic spending 
on the AIDS response. 

The Declaration of Commitment and Call for Action endorsed at the Djibouti conference in 
September 2010 represented another major breakthrough, with participants calling for access to 
services for all mobile and migrant populations. ❱❱
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Youth go online 
to challenge traditions

A powerful social and political youth movement is 
coalescing in the region to defi ne its future. The 
Internet is buzzing with a new generation of col-
lege graduates and young professionals who do 
not abide by state-sanctioned communications. 

The major changes in the region are happening 
through youth-based social networking and go 
far beyond the political. Young activists have 
long been using this medium to inform each 
other about sexually transmitted infections and 
HIV treatments, locate family planning services, 
and organize advocacy. They do not limit their 
social networking to any one topic, because 
they want full-scale change. 

Youth know their online voice goes beyond 
political borders, and can transcend cultural 
traditions that allow HIV to spread and jeopord-
ize their human right to health. They are in the 
vanguard of a social revolution that is challenging 
conventional wisdom.

As Dr Mohamed ElBaradei and Archbishop 
Emeritus Desmond Tutu said in a recent editorial: 

“The young people who overwhelmingly led 
the popular uprising which tore down Egypt’s 
corrupt and morally bankrupt regime are a global 
inspiration. Their spirit, and their mastery of new 
forms of cellphone- and internet-accelerated 
social movements, are part of the agenda we 
must harness for an HIV prevention revolution.”

The way forward 
By endorsing the Dubai consensus statement, AIDS leaders in the Middle East and North Africa 
committed to integrating services; focusing on women and girls; combating stigma and discrimi-
nation; generating knowledge about epidemics and responses; developing innovative funding; 
fomenting an interministerial government response; building a strong civil society; and engaging 
in multilateral systems. ❰❰

❱❱
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International Advisory Group Statement

Solidarity for 
universal access: 
The IAG consensus
Only history will be able to judge the impact AIDS has on humanity, but one thing is certain: the 
global response to this epidemic has changed the paradigm of economic and social development 
by identifying and acting on shared principles that are essential for success: HIV does not stand 
alone; partnerships are essential. Human rights are fundamental. The most affected communities 
must be at the centre. Traditional gender norms can be obstacles. Resource allocations and fl ows 
need rigorous coordination and mutual accountability. Young people will inherit problems the 
current generation cannot solve. 

A worldwide crisis requires worldwide mobilization, which 182 countries embraced in the United 
Nations General Assembly 2006 Political Declaration, aptly titled universal access. The premise is 
simple: when every nation achieves universal access to HIV prevention, treatment, care and support 
for all its populations, this epidemic will end.

In the past two years, 117 countries took stock of their progress towards universal access and 
those assessments fed into multiple regional consultations. A multi-stakeholder International Advisory 
Group (IAG), mandated by the UNAIDS Programme Coordinating Board, reviewed the fi ndings 
of countries and regions, as well as other global and regional studies and declarations. The IAG 
found overwhelming and ongoing support for the universal access movement. This diverse group 
endorsed the recommendations from these aggregate consultations and concluded that fi ve global 
challenges are pivotal now. This IAG consensus, formalised in Johannesburg, South Africa in April 
2011, does not extend to every detail of every response, but its collective perspective highlights 
where action is critical. 

1. Human rights save lives
No HIV response can be effective unless it combats discrimination and exclusion. Punitive laws and 
stigma against men who have sex with men, transgender people, people who use drugs, sex workers 
and migrants, undermine the programmes that are most effective and needed.

Girls and women are routinely denied their human rights. They have less access to education, 
nutrition, health care and economic opportunity than men. Many societies continue to tolerate or 
justify violence against girls and women. 

Until the human rights of all people are protected, HIV will continue to spread. 
 

“We need 
mechanisms to 
ensure that both 
public and private 
services are free 
of stigma and 
discrimination or 
homophobia.”
– Dr José A Córdova, 
Secretary of Health 
of Mexico, at the 
Latin America 
regional consultation.
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 ❱  International human rights legal frameworks should be updated to include sexual rights. 
 ❱   Regional mechanisms, from charters to legal services, should be used to provide access to 
justice for those whose rights are violated.

 ❱   Parliamentarians, the judiciary, law enforcement, educators, media, and civil and religious 
leaders should be mobilized to build a culture of tolerance and respect.

 ❱   UNAIDS should lead the development and ratifi cation of a set of human rights indicators for 
national monitoring, accountability and budgeting.

 ❱   There must be zero tolerance of violence against girls and women. Homophobia must be 
fought. There must be zero tolerance of violence against gay and other men who have sex 
with men, and transgender people.

2. Prevention and treatment: two sides of the same coin
Treatment has transformed AIDS from a death sentence into a challenge for lifelong care, giving 
hope, restoring productivity, and providing incentives for knowing your HIV status. It has created a 
new understanding of HIV prevention. Yet the costs of AIDS drugs remain too high and often are 
subject to narrow commercial interests. Tuberculosis (TB) is the biggest killer of people living with 
HIV, and viral hepatitis and other coinfections need to be addressed. 

Prevention has fallen dangerously behind treatment because the causes of new infections – sexuality, 
gender inequalities, socioeconomic disparities and drug use – are hard to talk about, and hard to change. 
Stigma around these issues, and around HIV itself, continues to hinder support for and uptake of services. 
Well-designed prevention programmes work. Families and communities are central to their success. 

 ❱  Countries and communities need to own their HIV responses and demand full 
implementation of proven strategies with ambitious targets. 

 ❱   Young people must have unfettered access to quality sexuality education and 
comprehensive sexual and reproductive health services. 

 ❱   Harm-reduction services need to be available for all people who use drugs. 
 ❱   Every country should provide and promote access to continuous and comprehensive HIV 
treatment, as early as possible. Treatment should be integrated with strengthened TB, 
sexual, reproductive and maternal health-care services. 

 ❱   All countries should remove barriers to the manufacture, import and export of life-saving 
generic medications in order to lower the costs of treatment, and use all available 
mechanisms to achieve simpler, affordable, high-quality antiretroviral therapy. 

 ❱   National programmes should bring combination prevention to scale. Cultural and religious 
differences should not deter the provision of life-saving services.

3. Inspiring leaders 
Strong leaders have a clear vision and use all ethical, technical and political means to achieve it. 
They take on diffi cult topics, seek evidence from stakeholders, and lead by example. 

AIDS cuts across health, education, economics, justice, religion, labour and politics worldwide, 
and in hyperendemic settings it intersects with agriculture, water, sanitation, transport, housing, 
culture and sport. Because of this diversity, informed leadership is needed not only in government, 
but also from civil society, affected communities, scientists, trade unions, the media, faith-based 
organizations and the private sector. ❱❱
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 ❱  Countries should invest in new and courageous leaders, especially young people, to drive 
coordinated partnerships that engage with the communities where AIDS hits hardest.

 ❱   Leaders should challenge conventional wisdom and prejudices, promote fairness, and 
ensure the voices of minorities are heard. 

 ❱   Programmes should be led by people who understand and use the power of inclusion and 
solidarity.

4. Investing and resourcing: getting smarter 
All current and future investments need to be based on evidence and allocated with the “know your 
epidemic, know your response” principle. If done correctly, this will deliver high-impact interventions, 
‘tipping point’ strategies, and evidence-informed planning, all designed to yield the maximum return 
on investment: the end of AIDS. 

Long-term responses need to be fi nanced by domestic expenditures where possible, although 
there will always be a need and a role for international fi nancing. More resources are required to 
scale up the response. The Global Fund, UNITAID and other innovative fi nancing mechanisms 
should be fully endowed by current and new donors.

❱❱
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The International Advisory Group

Chairs:
Paul De Lay, Deputy Executive Director, UNAIDS 
Bathabile Dlamini, Minister of Social Development, 
Republic of South Africa

Members:
Aleksandra Blagojevic, Inter-Parliamentary Union, 
Switzerland
Pamela Bolton, Global Business Coalition on HIV/
AIDS, TB and Malaria, USA
Hafedh Chekir, United Nations Population Fund, Egypt
Michaela Clayton, AIDS & Rights Alliance for 
Southern Africa / UNAIDS Reference Group on HIV 
and Human Rights, Namibia
Jose Angel Cordova Villalobos, Secretary of Health, Mexico
Clifton Cortez, United Nations Development 
Programme, Thailand
Kieran Daly, International Council of AIDS Service 
Organizations, Canada
Mary Guinn Delaney, United Nations Educational, 
Scientifi c and Cultural Organization, Chile
Lucica Ditiu, Stop TB Partnership, Switzerland
Nicole Fraser-Hurt, The World Bank, USA
Loon Gangte, International Treatment Preparedness 
Coalition, India
Eric Goosby, United States Global AIDS Coordinator, USA
Javier Hourcade Bellocq, International HIV/AIDS 
Alliance, Argentina
Marie Laga, Institute of Tropical Medicine / Scientifi c 
Advisory Panel for the High Level Commission on HIV 
Prevention, Belgium
Innocent Laison, African Council of AIDS Service 
Organizations, Senegal
Kyomya Macklean, Women’s Organization Network 
for Human Rights Advocacy, Uganda
Ian McKnight, Caribbean Vulnerable Communities 
Coalition, Jamaica
Ren Minghui, Ministry of Health, China
Amirreza Moradi, Iranian Positive Life, Iran
Svitlana Moroz, All-Ukrainian Network of People 
Living with HIV/AIDS / Civil Society Task Force for the 
HLM, Ukraine
Mia Mottley, Member of Parliament, Barbados
Zuzanna Muskat-Gorska, International Trade Union 
Confederation, Belgium
Litha Musyimi Ogana, African Union Commission, Ethiopia
Alloys Orago, National AIDS Control Council, Kenya
Vadim Pokrovsky, Russian AIDS Centre, Russian Federation
Peter Prove, Ecumenical Advocacy Alliance, Switzerland
Nadia Rafi f, Fight Against AIDS Association / UNAIDS 
Programme Coordinating Board NGO, Morocco
Milinda Rajapaksha, International Planned 
Parenthood Foundation, Sri Lanka
Yves Souteyrand, World Health Organization, 
Switzerland
Papa Salif Sow, African Network for Care of People 
Living with HIV/AIDS, Senegal
Elhadj As Sy, United Nations Children’s Fund, Kenya
Jérôme Traoré, Minister of Justice, Burkina Faso
Marijke Wijnroks, AIDS Ambassador, Netherlands
Georgina Theodora Wood, Chief Justice, Ghana

 ❱  UNAIDS should lead the development of a long-term (20 years) global investment and 
fi nancing strategy, identifying the key elements, and the most cost-effective and effi cient 
ways to fund them.

 ❱  Countries need to develop and apply evidence-informed investment criteria and tools to 
support the most effective and effi cient use of resources for programming at community 
and national levels. 

 ❱   National AIDS authorities should require all partners, domestic and international, to adhere 
to these criteria in order to maximize value for money.

5. Shared accountability
Thousands of people and organizations are involved in universal access at all levels. With so many 
resources on the line and so many millions of lives at stake, stronger systems are needed to monitor 
and account for how human and fi nancial resources are deployed, and to measure their impact. 

 ❱   National programmes must include people living with HIV and those most at risk in decision-
making. They have the biggest stake in effective HIV programming; they know what is 
working, what is not, and why. 

 ❱   Governments should be responsible and accountable for allocating resources where they 
are most needed, and for monitoring the impact of investments on achieving national 
targets aligned with global indicators. 

 ❱   Recognized government authorities, such as parliaments, should exercise their oversight 
functions by calling for regular reporting from governmental, civil society and international 
partners in their national responses.

 ❱   The United Nations General Assembly should continue to hold biennial reporting on 
progress towards universal access. Regional economic and political communities should also 
hold routine reviews of progress until universal access is achieved.

Only global solidarity on these issues will change the trajectory of the epidemic, save lives and lead 
to zero new HIV infections, zero discrimination and zero AIDS-related deaths. ❰❰
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Tide of progress sweeps across Africa
The African Union Commission Chairperson says the continent is ready to shed its 
needy image to be a land of opportunity.

For too long, Africa has been commonly perceived as the problematic continent, suffering from poverty, poor 
governance and AIDS, and having value only as a source of raw materials. 

But the surprise story of the past decade has been Africa’s emergence as the continent of opportunity. It 
has made signifi cant economic progress and the most robust economies, such as those in Ghana, Botswana and 
South Africa, are wielding greater global infl uence. In 2011, Africa is expected to grow by 5.1%, the highest rate 
outside Asia. The World Bank says Africa has the potential to lead global growth in the next two decades. 

That opportunity is being cemented as we break the trajectory of the devastating AIDS epidemic and realize 
the vision of zero new HIV infections and zero AIDS-related deaths. 

Since the turn of the century, we have seen the fi rst signs of decisive progress, with a more than 25% drop 
in new HIV cases in 22 countries of sub-Saharan Africa. Botswana, Namibia, South Africa and Swaziland have 
achieved the target of at least 80% coverage of treatment to prevent vertical transmission of HIV, and several 
others, including Mali and Côte d’Ivoire, are on track, with a fi ve-fold coverage increase in the past two years. 

At the African Union Summit in Kampala in July 2010, heads of states and governments extended the Abuja 
Call for Accelerated Action Towards Universal Access to HIV/AIDS, TB and Malaria Services by 2015. Member 
States pledged to commit 15% of their domestic national budget to health; Benin, Burkina Faso, Djibouti, 
Malawi, Rwanda and the United Republic of Tanzania are already consistently allocating an average of total gov-
ernment expenditures to health. The summit also agreed to intensify efforts to prevent vertical transmission of 
HIV and to improve maternal and child health, and a broad partnership was mobilized to realize these objectives. 

The milestones in the fi ght against AIDS are matched in other social sectors. For instance, Burkina Faso 
nearly doubled the number of children in primary schools, while providing daily meals for all children and 
take-home rations for girls. Ghana has already achieved its target to reduce the proportion of under-nourished 
people, by increasing agricultural productivity through fertilizer subsidies and providing supplements and 
school-feeding programmes. 

Rwanda was ranked fi rst in the world in 2009 with women comprising more than 50% of the representation 
in the national parliament, while in Angola, Burundi, Lesotho, Mozambique, Namibia, South Africa, Tanzania and 
Uganda more than a quarter of the representatives in parliament are women.

Today’s story of AIDS in Africa is one of optimism about progress, but with a warning to remain vigilant. 
The African Union has agreed to revitalize AIDS Watch Africa, which will be our continental instrument to lead 
advocacy efforts and monitor performance. 

We are witness to a tide of progress sweeping Africa. The changing global economy has created new 
opportunities, and innovation, scientifi c developments, and shared knowledge and best practices on HIV, have 
been part of the new cycle of opportunity. ❰❰

Jean Ping was the Foreign Minister of Gabon from 1999–2008 and President of the UN General Assembly 
from 2004–2005.
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