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Taking the AIDS response to the next level

For much of the world, what was once a death 
sentence is now a chronic illness, but there is 
still a long way to go. It is time to move beyond 
the emergency response of the past decade to 
a programme that is global in scope but meets 
the needs of each country; that is sustainable, 
effi cient, and effective; that maintains the gains 
of the past decade and expands existing pro-
grammes to the people who are not receiving 
assistance. 

For every three people who newly receive 
medication in low- and middle-income countries, 
fi ve more people become infected. In 2009 there 
were 2.6 million new infections and reducing 
this number must be at the top of the agenda. 

Meeting these two challenges – extending 
treatment to those eligible need, and controlling 
the spread of the disease – is a shared respon-
sibility. It is a global challenge, and everybody 
has something to contribute. 

HIV affects some people more than others, 
and AIDS responses in every sector need to 
overcome exclusion and stigma that facilitate 
HIV’s spread. National health-care plans need 
to address particularly key populations at higher 
risk and recognize that health-care workers are 
often in the front line of the production and 
reproduction of stigma. Education and justice 
systems have to be models of inclusion and 
non-discriminatory practice. Many countries 
in almost all regions of the world do not have 
plans that adequately address the needs of 
men who have sex with men and people who 
inject drugs. ❰❰

End new HIV infections

Game changers in the drive towards zero 

Major innovations in social, medical and communication technologies continue to help transform 
the AIDS response. Among the most exciting developments is the convergence between HIV 
treatment and prevention goals. 

On 12 May 2011, the US National Institutes of Health announced the early closure of a clinical 
trial that tested the effects of early antiretroviral therapy on the risk of transmitting HIV. The trial 
included more than 1 700 couples in 13 sites worldwide. At the start of the trial, one partner in 
each couple was HIV-negative, while the other was HIV-positive but was not medically eligible 
for HIV treatment. The trial was stopped because of an early indication of very good results. 

This compelling evidence of the high degree of effectiveness of antiretroviral drugs in reducing 
the likelihood of HIV transmission has been described by UNAIDS as a 'game changer', and it 
opens up a new front in HIV prevention.

The challenge is to bring innovation rapidly and effectively to the populations in need – and the 
priorities range from fi nancing and implementation architectures, to eradicating social stigma, 
reducing medication toxicity, and making the right to ‘know your HIV status’ a reality for all. 

2.6 million
There were 2.6 million new HIV 

infections worldwide in 2009



Champion a prevention 
revolution by:

 ❱   focusing evidence-informed and rights-
based efforts on the populations that 
account for the largest share of new 
infections and by intensifying proven 
interventions in transmission hotspots;

 ❱  ensuring protective laws, supportive law 
enforcement and access to justice; 

 ❱  scaling up research investments to 
accelerate the development of vaccines, 
female-controlled methods, microbicides 
and other prevention tools.

From the Report of the Secretary-General 
to the 65th General Assembly of the United 
Nations: Uniting for universal access: 
towards zero new HIV infections, zero dis-
crimination and zero AIDS-related deaths.

UNAIDS 2011100

End new HIV infections – continued

Need to do better: 
tools requiring scale-up

These tools, used in combination, are proven ways to turn the tide of the AIDS epidemic. 

 ❱  Treatment, care and support for people living with HIV: Closing the treatment gap is a clear 
and pressing global priority. Fully realizing the potential of antiretroviral therapy to save lives 
and prevent illness also requires proper attention to co-infections, especially tuberculosis 
(TB). AIDS programmes do not adequately screen for TB and other treatable infections. TB 
is the most common cause of death for people with HIV; 25% of all TB deaths are in people 
with HIV, and there are one million cases of TB in people with HIV a year.

 ❱  Preventing vertical transmission: The goal of eliminating new infections in children has 
inspired an unprecedented coalition of partners united in their determination to overcome 
development challenges and close this prevention gap. 

 ❱  Male circumcision: Clinical trials show it reduces the chance of men becoming HIV-positive 
by about 60%. So far, 400,000 circumcisions have been undertaken since it has been 
recommended by UNAIDS and WHO for countries with high prevalence and low rates of 
circumcision. 

 ❱  Social and behavioural change communication: Underlying the reductions in HIV incidence 
over the past decade have been changes in behaviour; in particular, fewer partners, condom 
use with casual partners, and fewer young people becoming sexually active at an early age. 
Sustaining these behaviours needs constant reinforcement.

 ❱  Focused efforts in key populations: Efforts that involve and support sex workers and their 
clients, men who have sex with men, and people who inject drugs are among the most 
direct measures to curb HIV incidence, yet they are still far from universal. 

 ❱  Condom promotion and distribution: Condom use is still far too low. Estimates from 23 
countries with high HIV prevalence indicate that while there has been an overall increase 
in condom use, about three quarters of people had not used a condom the last time they 
had sex. Female condom programming has advanced but still has great growth potential. 
Overcoming the barriers to a broader scale-up, namely, their unaffordability and the lack of a 
secure supply chain, will help give women a powerful prevention tool. 

 ❱  Testing is underutilized: The right to know your HIV status and the enabling environment to 
act upon it – whether to access treatment, support behaviour change, or expand options for 
discordant couples – is far from a reality. Most people still do not know they have HIV until 
they develop symptoms of AIDS. Levels of testing in high-burden countries vary dramatically, 
from 4.8% of women in Cameroon to more than 42% in Lesotho. Community approaches 
that mobilize demand for testing while also bringing down barriers of fear and stigma hold 
great promise.
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To move beyond the emergency approach in 
the AIDS response, more diverse sources of 
funding are required. As more countries have 
recognized their national interest in a decisive 
AIDS response, the need to mobilize additional 
domestic funding has also been acknowledged. 
Yet few countries in sub-Saharan Africa, for exam-
ple, have met the targets they set in Abuja in 2001 
for their health budgets. If high-burden countries 
allocated their domestic investment to the HIV 
response in proportion to the disease burden 
and the size of the health budget, the domestic 
investment in sub-Saharan Africa would almost 
double, and much of that increase would come 
from the region’s largest economy, South Africa. 

The next major shift needed for a more ef-
fective AIDS response is country ownership; not 
only is it central to sustainable AIDS responses, it 
is also the key path to improved aid effectiveness. 
National ownership means inclusive multisectoral 
national leadership at all levels in managing the 
design and implementation of effective AIDS 
policy and strategy, and assuring results-based 
mutual accountability. Countries and donors need 
to move from short-term aid commitments to 
longer-term fi nancing that is both predictable 
and sustainable. Increased incentives are needed 
to foster greater country partner ownership of 
national AIDS policies and programmes, together 
with the aggressive development of technical 
assistance delivered by providers in the South 
and through South-South cooperation.

AIDS is not just a medical problem. The 
response to it should be better integrated into 
existing health systems, particularly women’s 
health programmes, and into community, jus-
tice, education, social protection and welfare 
systems, so that prevention and treatment are 
administered more effectively and capacity is 
built across systems as a whole. ❰❰

Forge a revitalized framework for global 
solidarity to reach universal access to HIV 
prevention, treatment, care and support by 
the year 2015 by:

 ❱  exercising inclusive and accountable 
leadership; 

 ❱  meeting fair-share commitments to reach 
investment needs; 

 ❱  strengthening the capacity of national 
institutions, community systems and 
human resources for health. 

Secretary-General's Report, 2011

Share responsibility to 
build sustainable outcomes
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Liberated from a silent darkness
The South African justice reveals how he overcame fear and shame to reveal his 
HIV-positive status. 

In 1999 I decided to go public about my HIV status. I had kept it secret since I was diagnosed in 1986. Despite 
all the death and suffering in Africa, the epidemic was characterized by silence, fear, and shame. To speak 
out seemed essential. But I had to battle my own fear and shame. Doing so was one of the most potent and 
liberating decisions in my life.

The murder of Gugu Dlamini was pivotal. In late 1998 she was stoned and stabbed to death by neigh-
bours who heard her say on radio she had HIV. This unprotected, impoverished woman spoke out, and died. 
How could I, protected in my middle-class privileges, keep quiet? In November that year, Simon Nkoli, a 
brave activist who had publicly stated he had AIDS, also died. I talked at his funeral service about the signifi -
cance of his openness about AIDS. Yet I was still silent.

I was in tremendous inner confl ict. I was a human-rights advocate fi ghting for justice and equality, repel-
ling ignorance and fear, yet living in fear and silence myself. The imperative was to end this disjuncture. My 
secret status and public profi le had to fi nd union.

The epidemic also needed voices. I knew I could not be the voice of the epidemic in Africa. I was a white 
man on a black continent, a gay man in the midst of a heterosexual epidemic, a relatively affl uent person, 
living on treatment, in a continent of poverty. But I spoke out so my voice could help end the silence.

Twelve years on, there is much cause for optimism. The medical management of HIV is well understood 
and treatment works well. Antiretroviral therapy has also redefi ned the social response to the epidemic. In 
South Africa we have Dr Aaron Motsoaledi, a committed and informed health minister who embodies the 
no-nonsense, “stop agonizing and get it done” approach we need.

But the number of daily infections is cause for dismay and sorrow. Changing people’s patterns of sexual 
behaviour is a big task. Here, gender and human rights are central. Women are disempowered in law, they are 
socially and politically subordinate, and being able to say how and when they are willing to have sex is not a 
reality for many.

HIV has always been an epidemic of the vulnerable and legally disenfranchised. It emerged among gay 
men when homosexuality was illegal in most of the United States of America. It still burdens injecting drug 
users, sex workers, and Africa’s poor. People on society’s fringes face immense barriers to access medical care, 
HIV diagnosis and treatment. Above all, stigma remains a defi ning feature.

People in high offi ce across Africa are still reluctant to talk openly about living with HIV. We have the 
voices of doctors, social scientists and politicians, but need the voice of every person with or at risk of HIV. 
When we can all speak freely and fully, in claiming treatment and fairness and non-discrimination in health 
care and jobs, we will have begun to normalize HIV. ❰❰

Edwin Cameron is a Constitutional Court justice and the fi rst senior South African offi cial to state publicly he 
was living with HIV. 

COMMENTARY

Edwin Cameron
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Commit to forging robust mutual account-
ability mechanisms to translate commit-
ments into action by:

 ❱  setting ambitious national targets with 
periodic reviews of progress;

 ❱  developing a revised framework of core 
global indicators; 

 ❱  reporting progress at the 2013 
Millennium Development Goals (MDG) 
special event and subsequent MDG 
reviews; 

 ❱  establishing annual peer-based re-
gional reviews, organized by competent 
regional political bodies; 

 ❱  ensuring substantive participation 
in national and regional reviews for 
delegations of civil society and affected 
communities, including people living 
with HIV, people who use drugs, men 
who have sex with men, people who buy 
and sell sex, and young people. 

Secretary-General's Report, 2011

Accountability, measuring and evaluation, and 
a focus on results (not just spending) must be 
core components of any plan. The global AIDS 
response prides itself on tracking epidemiology 
and treating more people than almost any other 
disease programme, but a built-in mechanism 
to measure success and identify areas that are 
not working is still lacking. It is time for the AIDS 
community to adopt a systematic approach to 
measuring effectiveness. 

Every programme should be able to answer 
this basic question: is the money doing what it is 
supposed to do? The focus must shift from out-
puts (the number of people covered by services 
or receiving medication) to outcomes (halting 
the increase in new cases and helping people 
who are infected lead healthy, productive lives). 

The case for smarter metrics focused on 
lasting outcomes is nowhere more evident than 
in HIV treatment. The evidence we have now, and 
there is not enough of it, suggests that our focus 
on distributing medication alone is insuffi cient: 
a 2007 study in sub-Saharan Africa found that 
after two years, an average of 40% of patients 
who had been in HIV treatment programmes 
had stopped taking their medication. The next 
frontier is how to keep treatment effective over 
the long term. Social, economic and educational 
factors all play signifi cant roles and must be 

addressed. “Top-down” approaches are valuable 
for reaching scale, but can easily fall apart on 
the ground unless there is signifi cant community 
engagement, and better again, if the projects 
are developed from within the community. 

The smarter-aid approach focuses on identi-
fying, measuring and scaling up programmes 
that work. One strong example of this is the 
campaign to reduce vertical HIV transmission, 
which affected an estimated 400 000 children in 
2009. A good prevention programme can reduce 
the risk of infection from 40% to less than 5%. 
Using this approach, South Africa, with one of 
the world’s highest AIDS burdens, has drastically 
reduced the rate of vertical transmission with 
90% coverage. In sub-Saharan Africa overall, the 
percentage of under-fi ve deaths due to HIV has 
been falling, from 5.4% in 2000 to 3.6% in 2009. 

But making it work means more than just 
handing out drugs. It requires a multifaceted, 
multidisciplinary approach that integrates 
cutting-edge science with local involvement. 
Often the best responses to complex problems 
come from home-grown solutions, which can 
address vital aspects of the AIDS response 
and avoid the perverse incentives and unin-
tended consequences that often undermine 
the well-intentioned efforts of international aid 
organizations. ❰❰

Ensure mutual accountability 
for universal access 
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The global AIDS response is at a critical  tipping 
point. Signifi cant funding is needed to maintain 
the gains of the past decade and extend them 
to the millions more who need help. Today the 
disease affects more than 34 million people 
[30.9-36.9 million]. At least nine million of them 
in low- and middle-income countries are eligible 
for treatment and are not getting it, according 
to the World Health Organization. 

To meet these challenges requires strength-
ened commitments, smarter investment and 
rethinking past approaches. Put simply, more 
lives have to be saved with more effective and 
effi cient treatments, and more people have to 
be prevented from contracting HIV. To promote 
strong and effective prevention, continue existing 
treatment programmes and provide help to those 
being neglected, funding must be increased. 

Universal access to HIV prevention, treat-
ment, care and support can be achieved by 2015 
with a boost in funding. The increase in funding 
since 2001 has already delivered dividends, but 
levels are insuffi cient to turn the tide of the 
epidemic. Taking into account synergies between 
programme elements, potential effi ciencies in 
treatment delivery, and the impact of treatment 
on prevention, a 2011 investment framework 
proposed by UNAIDS and its partners found a 
more focused annual investment of at least US$ 
22–23 billion would be needed by 2015, US$ 6 
billion more than the US$ 16 billion now available. 
This would be a sound investment in the future: 
by 2020 the return on this investment would be 
12 million more infections averted than would 
be possible with current funding levels, and 7.4 
million more deaths averted.

The strides we have made in the response to 
AIDS have been the result of a unique collabora-
tion that has brought together new technology 
and medicines with creative, and sometimes 

unorthodox, methods for using them. Examples 
include the insistence on including marginalized 
groups as part of the solution, not the problem; 
rejecting the notion that “expensive” health care 
should not be available to people in poor coun-
tries; overcoming traditional pricing practices 
to make medicines affordable; and developing 
combination therapies that have given millions 
of people a new lease on life.

It is now possible to halve the current rates 
of HIV infection, but that can only happen if we 
increase the pace of innovation. It is time to focus, 
streamline and intensify our efforts. We must 
move beyond traditional boundaries in dealing 
with disease and how we fund our response to 
it, as the old dynamics of geopolitical power 
become increasing multipolar, while distinctions 
between the rich and the poor expand further. 

 Already we are seeing many novel strategies 
that are taking us in the right direction. Among 
them: directing antiretroviral therapy to the 
site of infection, so that HIV can be effectively 
blocked from entering the body (e.g. delivering 
microbicides to the genital tract); uncovering 
potentially powerful vaccine candidates as a 
result of research on antibodies; and making 
creative structural changes, such as moving from 
rigid institutional approaches to more inclusive, 
community- and network-based responses, 
and helping people take charge of their own 
health care. 

At the same time, we face many new chal-
lenges. A case in point is the urgent need to 
bolster adherence to medication programmes 
and intensify follow-up and supervision. This 
requires a multipronged response: point-of-care 
diagnostics, increasing the use and training of 
community support workers, and reworking 
the clinical relationship between physician and 
patient. ❰❰

Break the upward trajectory of costs

Deliver more effi cient and sustainable 
programmes by:

 ❱  catalysing effi ciency-generating innova-
tion in treatment access – the Treatment 
2.0 agenda;

 ❱  maximizing effi ciency in non drug-related 
costs, including by decentralizing services, 
task-shifting and building the capacity of 
community health workers, and strength-
ening community systems; 

 ❱  ensuring that synergies are exploited 
between the HIV response and efforts 
to achieve the Millennium Development 
Goals.  

Secretary-General's Report, 2011
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Calling all youth to be leaders 

Thirty years into the response to HIV, an estimated 3000 young people are newly infected with HIV every day. 
This is why I hosted a summit in Bamako, Mali, on 15–17 April 2011, bringing together more than 150 young 
HIV activists from across the world to rally a youth-led response on HIV. The Call to Action adopted at the 
summit underlines one of the key elements for discussion at the UN General Assembly Special Session on 
AIDS in June 2011.

In my opening address to the summit, I called upon youth leaders there and around the world to serve as 
an example to others: to reduce HIV transmission through information and sensitization campaigns directed 
to the most vulnerable groups; to eliminate mother-to-child transmission; and to repel all discrimination and 
stigmatization related to HIV and AIDS. These should be, I told them, their new HIV ‘commandments’.

Youth must not carry this burden alone. Nation states have a crucial role to play in the vast mobilization 
that is needed to tackle this pandemic. Mali, for example, has made considerable progress since 2004. The 
number of testing centres has increased 10-fold, from 26 to 260. Treatment sites have expanded from nine 
to 67, and the number of patients receiving antiretroviral therapy has grown from 3300 in 2004 to more than 
27 000 today. Mali has conducted a number of sensitization campaigns and adopted a new bill to protect 
individual rights of infected and affected people. The state budget allocated more than US$ 5 million per year 
and has also established a national fund for HIV and AIDS.

There does not have to be an ‘AIDS fate’ in our countries. But we cannot afford to lower our guards. Our 
vigilance must be permanent. Young people must be given the space to lead. I encourage the youth of the 
world to redouble their vigour and be leaders in the response to HIV and AIDS. ❰❰

Amadou Toumani Touré is the President of Mali.

COMMENTARY

Amadou Toumani Touré
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There are many factors that drive the spread of 
HIV in women and girls: poverty and economic 
disparity; lack of education; violence, or the 
fear of violence; and the lack of sexual and 
reproductive health services. The combination 
of these factors makes it diffi cult for women 
and girls to access HIV prevention, treatment 
and care services.

A comprehensive approach must be adopt-
ed. AIDS education, testing and care are often not 
integrated with sexual and reproductive health 
programmes. In many countries, sexual issues 
for girls are a taboo subject. This needlessly 
increases their risk of HIV infection.

Upholding human rights and protecting 
against stigma and violence are essential to 
responding more effectively to HIV among 
women and girls. Access to effective contracep-
tion and safe abortion must be recognized as a 
human right. Legal protections must be in place 
and enforced to stop violence against women.

Many adolescent girls fear revealing their 
HIV status to a sexual partner due to concerns 
about the impact such disclosure may have on 
maintaining a relationship. Because of the lack 
of integration of HIV prevention with sexual and 
reproductive health, service providers are not 
equipped to identify or care for this “hidden 
population” of adolescents who fear the stigma 
and discrimination that disclosing their status 
will bring. 

National AIDS plans and programming must 
have signifi cant input from women’s groups 
to ensure the interventions are designed and 
implemented to meet the needs of women and 
girls living with and at risk of HIV. That means 
integration with sexual and reproductive health 
services, ranging from contraception to natal 
care, abortion and post-abortion care, and 
comprehensive medical care. ❰❰

Social revolution needed 
for health of women and girls 

26%
More than a quarter of all new 

HIV infections globally are 
in young women aged 15–24
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In the past three decades, AIDS has gone from 
being a global threat to a global movement, a 
disease of stigma to a path to empowerment, and 
from a neglected illness to a shared responsibility. 
We can turn the tide of AIDS, but only if we do 
it creatively, bravely, and together. 

The global youth summit on HIV in Mali in 
April 2011 appealed for youth empowerment to 
usher in a new generation of AIDS leadership.

The vision of a world with no new HIV infec-
tions, no AIDS-related deaths and no discrimi-
nation has been enthusiastically embraced by 
today’s generation of global leaders. But the 

sobering fact is that most of these leaders will 
not live to see this vision realized. 

This responsibility must pass to a new gen-
eration of leaders who are already poised to 
lead a stronger, more resolute and sustained 
AIDS response. The same refusal to accept the 
intolerable, demand for rights to be respected 
and appeal for mass mobilization for a better 
world that have been in evidence in 2011 on the 
streets of Egypt, Tunisia and other locations, are 
already being heard in the response to resist the 
ravages of AIDS. ❰❰

Young leaders share vision, 
demand rights

Ensure that the status of women and girls 
in our societies and our responses to 
HIV promote their health, human rights, 
security and dignity by:

 ❱  reversing harmful gender norms; 
 ❱  providing equal rights and equal access to 

justice and security for women and girls; 
 ❱  protecting the rights of women and girls 
living with HIV, including their sexual and 
reproductive health and human rights; 

 ❱  strengthening social protection, care and 
support; 

 ❱  scaling up programmes to eliminate 
gender-based violence; 

 ❱  ensuring national responses meet the 
HIV-specifi c needs of women and girls; 

 ❱  delivering a comprehensive, integrated 
HIV, TB and sexual and reproductive 
health package addressing the broader 
health needs of women and children. 

Secretary-General's Report, 2011

HIV is the leading cause of death of 
women of reproductive age.

The number of girls aged 10–14 living 
with HIV has grown from about 50 000 in 

1999 to more than 300 000 in 2010.

In Southern Africa, young women are 
up to fi ve times more likely to become 

infected with HIV than young men.

An estimated 12–18% of all pregnancy- 
related deaths are due to HIV.
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Harnessing the power of youth
The HIV-positive Egyptian says young people can change the face of the 
epidemic worldwide.

My journey with HIV began three years ago when I was going to do military service and was diagnosed as 
HIV-positive. Since I was a child I had known the modes of HIV transmission, and I guessed I would be one of 
the infected persons, but when guessing became reality, I refused to accept it. At that time I was shocked, as I 
used to consider HIV a disease of no treatment, a disease of death.

A few months later, I joined The Friends of Life, the only nongovernmental organization in Egypt sup-
porting people living with HIV and providing them with care. I was surprised when I saw others just like me: 
children, women and young people, all living with HIV. Now my life is changed completely. It is a life with a 
heavenly mission to help my peers who are suffering, sharing their pain, providing care and support, and 
preventing others from passing on HIV. 

Living with HIV does not limit our humanity. People living with HIV, young people in particular, have the 
same rights to dignity, health and health care, education, work, housing, and freedom of marriage, assembly 
and self-expression. 

HIV in Egypt is surrounded by the three S words: stigma, silence and shame, due to religious and social 
norms. All of these lead to increased discrimination against people living with HIV, but they do not limit our 
human rights. Breaking the silence of society and giving people living with HIV the opportunity to reveal 
themselves openly can signifi cantly change the face of HIV in Egypt.

Just as young Egyptians changed our country’s destiny in January 2011, so can young people worldwide 
change the face of HIV. We can do it because young people are powerful, energetic and organized. Young 
people living with HIV can also participate in preventive intervention, as they are the most capable of reach-
ing their peers, raising awareness and correcting misconceptions. Their participation is essential to ensure HIV 
programmes achieve their target of greater involvement of people living with HIV.

My message for all young people living with HIV is this: we have to join together as one united power, to 
defend our rights and prevent others from passing on HIV. The battle does not end until we fulfi l our vision: 
zero new HIV infections, zero discrimination and zero AIDS-related deaths. ❰❰

Maged El Sayed El Rabeiy is a project coordinator with The Friends Of Life organization in Egypt.

COMMENTARY

Maged El Sayed El Rabeiy
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Archbishop Desmond Tutu urged all those 
involved in the AIDS response to “keep hope 
alive”, as he passed the baton of leadership for 
HIV prevention to a new generation of leaders in 
symbolic ceremony on Robben Island on 3 May.

The island off the coast of Cape Town in 
South Africa was an inspirational setting for 
Archbishop Tutu, co-chair of the UNAIDS High 
Level Commission on HIV Prevention, to reinforce 
to his fellow commissioners and special guests 
the depth of the AIDS challenge and to urge 
those touched by the epidemic not to lose 
hope during the long days of struggle. The site 
of the former prison where Nelson Mandela 
and other political prisoners were detained 
during the apartheid era has become a powerful 
testimony to the endurance of the human spirit 
and its ability to bring about change in the face 
of imposing barriers.

The Archbishop, who is retiring from public 
life, spoke of the lost years in South Africa’s AIDS 
response, when people were left to perish even 

though the means to save their lives were in 
place. He implored the group to focus on the 
goodness in humanity, adding that “God smiles” 
when he hears of the work for an HIV-free world.
As the voices of the Treatment Action Campaign 
choir rang out, the 79-year-old cleric called 
forward an emblematic group of young people 
from across the world, each member dedicating 
themselves to the HIV prevention revolution and 
to mobilize their peers and communities in a 
renewed, revitalized AIDS response.

These young leaders brought to Robben 
Island the Bamako Declaration: the Mali call to 
action for new leadership in the HIV response. 

Inspired by the spirit of Robben Island, a 
series of specifi c commitments were made during 
the ceremony to further the prevention response:

•  Former National Basketball Association player 
Earvin ‘Magic’ Johnson announced his founda-
tion would be a founding partner in a global 
fellowship programme for young people.

•  The Elena Pinchuk ANTIAIDS Foundation in 
Ukraine announced it would establish a global 
competition for youth social media projects 
in HIV prevention.

•  The Global Centre for Innovation in Mobile 
Health, together with Cell-Life of South Africa, 
pledged to work with UNAIDS and mobile 
service providers to promote HIV prevention 
and behaviour change dialogue through the 
use of mobile phones.

•  A new ‘stand-with’ movement will be created 
to inspire digitally networked young people 
to work together against HIV.

•  MTV international said it would directly involve 
young people in its HIV programming efforts. 

The delegates wholeheartedly endorsed the 
involvement of young people every step of the 
way and were particularly moved by the commit-
ment made by Claire Gasamagera from Rwanda. 
Born with HIV and the head of her household 
of four since the age of 17, she has dedicated 
herself to helping lead the generation that frees 
the world of HIV.

Gasamagera told the meeting that no one 
believed she would survive, but here she was, 
in her 20s and excited to be attending the High 
Level Commission in the presence of Archbishop 
Tutu and other world leaders and dignitaries. 
Gasamagera pledged to use her knowledge, 
skills, experiences and leadership to ensure that 
young people living with HIV in her country were 
empowered and their initiatives supported so 
that they might take their rightful places at the 
front line of the HIV response. ❰❰

Tutu urges young leaders
to keep hope alive

“Keep hope alive and 
focus on the goodness 
in humanity.”
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Youth demand a say in shaping destiny 
This women’s rights campaigner says young people are ready to lead the way – not 
tomorrow, but now!

I am 22 years old. I come from Indonesia, from a religious background, and have experienced what it means 
to be a young woman in today’s world. I have friends who have been raped, married off at a young age, 
sexually harassed, and suffering from HIV and AIDS. Some of these things happened to me and I was not 
supported to demand justice. 

When I was 15, my teacher gathered us for a special meeting. A male guest in a doctor’s coat accompa-
nied by our imam told us that condom campaigns were propaganda to make people lose faith in God and 
turn us into sinners. None of the girls could ask questions because they said only boys were at risk. This was 
our sexual education. I was refused by the clinic when I went for HIV testing. They said it was because I was 
too young and not married. But I know that I am also too young to die of AIDS.

Young people are a diverse and complex group, but one thing we have in common is that we are 
especially vulnerable to HIV. We have rights, but sadly, young peoples’ lives still remain challenged by poverty, 
inequality and violence. We account for 40% of new HIV infections, but youth HIV programmes do not ac-
count for 40% of funding.

We have to do better than this. Who do we hold accountable?
We call on governments, United Nations agencies and decision-makers to promote accurate, timely, 

gender-sensitive and evidence-based sexuality education for young people. This should recognize the rights 
of young people to enjoy their sexuality in a safe and pleasurable way, free from coercion, discrimination and 
violence. 

Young people demand youth-friendly sexual and reproductive health services, including HIV counsel-
ling, testing, and treatment. These services should be delivered by trained health providers who respect the 
diversity and right to confi dentiality of young people, especially young women and girls.

There are a multitude of youth-led initiatives and networks. They cut across geographical, ideological, 
political and other boundaries. Young people have a natural ability to reach out to their peers and to others. 
HIV initiatives should reach out to youth-led networks to connect with young people, better understand their 
needs, and tap into the unique attributes of young people.

We young people are often called the leaders of tomorrow, but we are the leaders of today, and we 
demand a seat at the table where decisions that affect us are made. ❰❰

Rachel Arinii Judhistari is the regional focal point for Asia and the Pacifi c at the Global Youth Coalition on 
HIV/AIDS, and the founder of the Indonesian Independent Youth Alliance. She is also a programme offi cer for 
women’s health and rights and advocacy partnerships at ARROW, the Asian-Pacifi c Resource and Research 
Centre for Women. 
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