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) Introduction

Every global epidemic poses many challenges. Howekisoughout its three-decade
history, the AIDS epidemic has brought about unigoallenges. In response to these
challenges, Brazil, within its cultural diversitpdisignificant social and geographical
differences, has helped to design a distinctivparse to HIV/AIDS. The Brazilian
experience has also stood as a hub for dialogue etiter countries and with this
perspective that Brazil participates once agaithe process of drafting the Global
AIDS Response Report - GARPR.

Brazilian GARPR assessment was carried out betwebnuary and March 2014 and
has demostrated that new challenges have beenoovercHowever, the overall
highlight of the Brazilian response, which is comied in this report, takes into

account the permanent struggle of all countrig'gyéd down to zero".

The HIV/AIDS epidemic is known as a condition afegt impact in developing
countries. In 2001, the global commitmerolitical Declaration on HIV/AIDS:
Intensifying our Efforts to Eliminate HIV/AIDSVas established to halt the spread of
HIV, with the engagement of leaders, for the depelent of an integrated health
responses at communities and local levels, by maltiand regional governmenihis
document represented the materialization of a woatis process of commitments
reviews and led to a series of high level meetimgswell as in-depth analysis of a

decade of global efforts to reduce new HIV infecti@nd AIDS-related deaths.

Within this context, ten global targets were esshigld to be achieved by 2015. Brazil
became intensively involved with the preparationhaf Mid Term Review document -
the Ten Targets for 2015. Representing the Ministrijlealth, together with UNAIDS
Brazil, the Brazilian Department of STD/AIDS and Viral Hapa (DDAHV) and a

group of experts took the lead in this process.



Considered one of the most inclusive public pesan the world, the Brazilian health
policy has as its foremost initiative the Unifieéalth Care System (Sistema Unico de
Saulde, SUS). The SUS provides health care to rhare 190 million Brazilians and
gualifies health &s a right of all and a duty of the State, guaradteéhrough social
and economic policies aimed at reducing the riskloéss and other hazards and at
universal and equal access to actions and serices#s promotion, protection and
recovery (Brazilian Federal Constitution, 1988). The HbalLaw No. 8.080/90
created the Unified Health Care System in 1990 wag regulated in 2011 by
Presidential Decree No. 7508. The coordinationsamdeillance of SUS, as well as of

health policies are under the responsibility of Mhaistry of Health.

For the preparation o06ARPR 2014, the Brazilian Department of STD/AIDS and
Viral Hepatitis again adopted the Working Groupatgy as a reference for data
gathering and subsequent response of the indicatbesDepartment also coordinated
the completion of the National Commitment Policgtlmment (NCPI) using the same
methodology and data collection instruments suggeby UNAIDS.Since February

2014, when the guidelines were released by UNAIS Department worked through

three different sources of information gathering:

() Information system for the UNAIDS GARPR 2061#h which data on the
country epidemic were recorded (DDAHV, March/20a4y consolidated into
indicators related to the ten goals of the 201 1l@aton;

(2) NCPI Standard Form (Part A) open and closed questions for each section
answered by appointed Department’s representativesiccordance with
UNAIDS: managers at the national, state and lomatls. The "Part B" of the
NCPI was answered with the crucial collaboratiorregfresentatives of social

movements, civil society organizations and acadensittutions;

(3) National Public Consultatiomeld on March 2B, 2014 - With 53 people in
attendance, including representatives of governnaeiministration (federal,
state and local levels) civil society organizatioasademic institutions; and

the UN system agencies. Besides the audience pi@sentatives of different
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key levels and sectors also responded the NCPItiqoeaires. The
consultation was organized in two phases: in thening, presentation of data,
followed by the main conclusions; and the aftern@a@ssion when group

activities took place in order to collect furthextal from discussions.

Although much has been achieved, national challengenain, requiring new
actions to fight the epidemic. In the period betwéwe first notification in Brazil,
in 1983, and June 2013, 686,478 cumulative AIDSewecorded, with an average
of 37,000 new cases per year from 2002 to 2012ndnsame period, the country
had a total of 265,698 deaths due to AIDS, with artatity rate in 2012 of
5.5/100,000 inhabitants. Given this scenario, mapranges have been
implemented in the AIDS response, with the suppod participation of all key

stakeholders, especially since the second hald82

The new phase of the AIDS response in Brazil

Brazil has today an HIV/AIDS epidemic that is selait the national level and
concentrated in key populations. In 2011, the HPévalence rate in the general
population was 0.4%. However, the country has & ki)Y prevalence among gay
men and other men who have sex with men (MSM) d3%0(RDS 2009/10); 5.0%
among people who use drugs (PWUD) (data from? 2043 of 4.9% among
female commercial sex workers(Fonte/data?). Indbedecade, there has been an
increase of AIDS cases among gay men and other M&ad 15-24 years with a
prevalence of 4% in the age group of 18-24 year$Sdo Paulo, for example, the
prevalence rate in this group reached 15% in 2012.

From 2008 to 2012, 33,577 HIV exposed children aride months of age were
followed-up in the health system, with an averafyé,315 (6,357-6,993) children
per year. Of these, 1680 children under 12 monthreet! out to be HIV-positive, an
average of 336 (307-354) cases/year. Only in 2@DZ, HIV cases in children



under 12 months were diagnosed, and the natiotefremained at 0.11/1,000 live
births.

Thus, in the second half of 2013, the DDAHV starfedusing its efforts on
innovative strategies based on scientific evidenoentensifying the dialogue with
all actors involved in the Brazilian response; amdexpanding its international
mind-setting proactive role. Consequently the maticAIDS response changed its
course leading to an update of its policy and areetion of the everyday

management, care and interventions related topitemic.

Treatment as Prevention (TasBjazil, as the first developing country to adopt it

Brazil has taken the leadership position as tts fieveloping country in the world
to provide Treatment as Prevention (TasP), sinceedder 2013. With this
measure, treatment can be initiated immediatebyr dfte confirmation of the HIV
diagnosis regardless the CD4 count. The implemientatf this new approach will
improve the quality of life of people living withIM and reduce the likelihood of

transmission, hence promoting a public health ihpac

The DDAHYV is currently strengthening the strategodsexpansion to foster the
capillarity of testing, through increasing the usferapid tests (finger-prick) in
primary care services throughout the country. dditon, Brazil is also preparing
the health services for the use of fixed-dose coatlon in order to improve both
treatment adherence and retention to services.s@Gorl2014 include increasing
antiretroviral treatment coverage with the inclusiof at least 100,000 new

patients; and the expansion of HIV managementtiongry care.

The country has solid information systems for nammig data related to the
epidemic, namely: Information System for Notifialdseases (SINAN), Mortality
Information System (SIM), Laboratory Tests Cont®ystem (SISCEL) and
Medication Logistics Control System (SICLOM). Caesiing that the country only
reported aids cases since the beginning the epidetris important to highlight
that the country recently established a mandatgsiem of HIV notification which
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will provide qualified data around the epidemicifr@014 and, consequently, drive

new prevention, care and treatment actions.

Regarding the control of sexually transmitted ds&sathe DDAHV highlights the
development and launching of management protoamischildren/adolescents;
mother to child transmission of HIV, syphilis anephatitis B; and adults, in
addition to the “Management Protocol of Sexuallyadgmitted Infections”.
Moreover, the Brazilian Government launched the HRWnunization strategy
targeting girls between 11 to 13 years old, andtakinnovative strategies for the
treatment of syphilis, including campaigns and etiooal activities aimed at
fighting congenital syphilis.

Public consultationgolicies with the participation of the civil sogret

The Brazilian government has invested in permanestitutional forums for
dialogue between the Government and the generatgpowhich resulted in public
consultations. Between October 2013 and January,2@dur regional public

consultations were held, of a total of six to benpteted by April 2014.

The audience of these consultations included reptasves from academia,
researchers, civil society organizations, healtivesillance boards, state and local
coordination of HIV/AIDS and viral hepatitis, peepliving with AIDS, health
councils, among other key actors. The Brazilian istrlg of Health ensured
complete cooperation from society through real timdual access to these
meetings, enabling questions and suggestions seitteremotely and answered live
by representatives of the Brazilian governmentti@nMinistry’s webpage, textual
and audiovisual educational materials were alsoemahilable to support the
consultations (documents on the current situatich@HIV/AIDS epidemic and of
viral hepatitis, reference materials and an insgoimwith the main points for
discussion). Each consultation was attended byoappately 200 key strategic
actors. The participation of different actors anglamizations again proved essential
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in the construction of the Brazilian response toVMIDS and viral

hepatitis.Another important action of the Braziligovernment has been the focus
of the Brazilian response in populations at mask,ras well as in hotspots of the
epidemic (places were the epidemic has higher fFpga), such as the ones seen in

the states of Rio Grande do Sul and Amazonas.

One advantage of regionalized consultations was tustomization of
understanding different regional epidemics in antguof vast territorial size and,

as such, the development of appropriate respons#ifférent contexts.

With this in mind, a document was produced wittoremendations for developing
inter-state actions. These recommendations highligh direct engagement of
governmental and nongovernmental organizationsjedisas researchers and other
actors; specific actions for key populations; tastl treat; Hepatitis B vaccine

expansion, among other actions.

Inter-state Cooperatiofocal realities, local action

The HIV/AIDS epidemic shows contrasting rates bemvalifferent regions of
Brazil. Therefore, new strategies to enhance tepamse to the epidemic include,
in addition to national initiatives, measures faisn places where the epidemic is
still very explosive (hotspots). The actions ofemstate cooperation, a strategy
adopted as an approach to hotspots, seek to ufoeseof the managers of the
three national levels and key stakeholders to re$paore intensively to HIV. The
first states to try out the strategy were Rio Geadd Sul (highest notification rate
of AIDS cases in the country) and Amazonas (higéBIS mortality rate in the
country). In these actions, managers articulatér whe different stakeholders to
enhance the actions in testing, prevention, arartrent; and to improve the quality

of epidemiological information.



Financial sustainabilitynew forms and rules

Brazil has financial self-sufficiency for the nata response to the HIV/AIDS
epidemic. The investment needs are estimated dgmwiaén preparing the Annual
Budget Law (LOAJin the context of the total federal budget for itn@lementation
of the actions of the Unified Health System. Theoteces allocated to the Ministry
of Health are automatically transferred directlgnfr the National Health Fund to
the state, district and municipal fuAdi terms of the financial contribution by the
states, the Federal District and municipalitiesn&iutional Amendment 29 (EC
29), enacted in January 2012, establishes an afiphcceiling of a minimum
amount required of income resulting from state $ax®5%), Federal District
revenue 12% to 15% and municipal revenue (12%) for the maintenance a
development of actions and public health servi€xs.average, the allocation of
resources in the national budget is equivalentéosiconomic growth achieved over

the previous three years.

Until 2013, the "Health Surveillance Actions and\gees" (ASVS) were financed
through three incentives, which limited the apglma of resources by states and
municipalities. In order to strengthen the decdiatidon of the ASVS, the
Ministry of Health changed its financing, estabiigh a single incentive:
“STD/AIDS and Viral Hepatitis Surveillance, Previemt and Control” (AVPC).

With this, the funding rules were simplified, ensgrgreater flexibility.

In addition to the health professionals and actiovslved in SUS management at
the federal, state and municipal levels, it is Wwdntghlighting the importance of
intersectoral partnerships with different sectofghe federal government in the

construction of the Brazilian response to HIV/AID#inistry of Women’s

! The Annual Budget Law estimates Government revamaeauthorizes expenditures in accordance
with the revenue forecast. The annual budget isdiat implementing the goals and objectives
proposed in the Multiyear Plan, which is a medi@myt plan to establish the guidelines, goals and
objectives to be followed by federal, state an@lgovernments over a period of four years (Article
165 of the Federal Constitution).

2 The municipalities were selected taking into ac¢@pidemiological criteria and gualification wagetenined through
adherence.



Policies; Ministry of Human Rights; Ministry of Ydu and the Ministry for

Promotion of Racial Equality, Ministry of Social tere, among others.

Improved management

In 2011, with the new Minister of Health, measuvesre taken to implement the
guiding principles of the National Health Policyge.i universality, equality and
integrity of health care offered to the populaticas well as to ensure better
organizational resolution in the process of SUSed#&alization based on federal
entities: Union, States, Federal District and Mipatties; regionalization and
hierarchical aspects of health services networksthls end, the Ministry of Health
developed a strategic plan, establishing sixteestegfic objectives to be achieved

from 2011 to 2015 (Figure 1).
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Figure 1 - Strategic Objectives - 2011 to 2015
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The Department of STD/AIDS and Viral Hepatitis Kiéd to the Department of Health
Surveillance, is responsible for the implementatanthree parts of the Strategic
Objective 2 - related to health promotion and siliarece: Reducing HIV
transmission (Strategy 08); Improving the qualityife of patients with viral hepatitis
(Strategy 09); and Strategy 10 - eliminating comgérsyphilis as a public health
problem (Figure 2).

Since the second half of 2013, the Department dD/BIDS and Viral Hepatitis
started to work with the following organizationdlact: directly linked to the DDAHV
board are the Legal Consultancies (ASJUR), Intewnat Cooperation (ACI),
Communication (ASCOM), Monitoring and EvaluationMA) and Strategic Action
(AAE). The program coordinators are distributeddobsen the guidelines that support
the national response to diseases for which theabeent of STD/AIDS and Viral
Hepatitis is responsible: General Coordination afeCand Treatment (CAT), General
Coordination of Prevention and Social Articulati@PAS), General Coordination of
Strategic Information (CIE), General CoordinationManagement and Governance
11



(CGC), General Coordination of Viral Hepatitis (CHVWNnd General Coordination

Laboratories (CLAB).

Figure 2 - Organizational Chart of the Braziliannidiry of Health
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Figure 3 - New Organizational Chart of the Deparitred STD/AIDS and Viral
Hepatitis
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Tackling inequalities, fighting AIDS

Brazil has shown significant progress in tacklingcieeconomic inequalities that
interfere with ensuring universal access to hedlthong these advances, we highlight
those involving the improvement of quality of liéamd minimization of the impact of
the global economic crisis on the Brazilian popaolat These are advances that
provide a direct and indirect benefit to peopleiniy with HIV/AIDS and their

families.

In 2011, the Federal Government launched the Bi&iihout Poverty PlanBrasil
Sem MisériaBSM), with the aim of overcoming extreme povdrtythe end of 2014.
The BSM is organized into three pillars: income rgnéee, for immediate relief of
extreme poverty; access to public services to ingrthe education, health and
citizenship of families; and productive inclusida,increase the capabilities and work
opportunities for income generation among poor fiasi

13



In 2013 an important milestone was reached by tB&BPlan, when 22 million
Brazilian citizens benefited by ti@nlsa FamiliaProgram (a family allowance welfare
program) managed to cross the line of extreme pypvieris important to highlight the
creation of theAcdo Brasil Carinhoso, @rogram that offers prevention and treatment
of health conditions that hamper development idyeahildhood. This is done by
expanding the distribution of vitamin A and ferradfate, as well as free distribution
of medicines for asthma and expansion of the ScHealth Program in kindergartens

and preschools.

With regard to the pillar Access to Services, thees a growth of the network and
primary care services in areas with higher poveates. In this sense, the role of

community health agents and family health teamdleas critical.

Measures to extend tHgolsa FamiliaProgram benefits, taken from 2012 onwards,
have already brought health impacts, namely: tloeeedse of 46% in infant mortality
from diarrhea and reduction of 58% in malnutritiongcreased coverage of family

health teams in priority municipalities, which bétesl over 3.3 million families.
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Table 1 - Summary - Indicators for Goal 1: Redusegual transmission
of HIV by 50 percent by 2015

Indicator #

Sub-indicator

%
Tot

%
Male

% Female

11

Percentage (%) of respondents between 15 an

d924

years old who responded correctly to all five

questions.

48.4

49.6

Percentage (%) of respondents between 15 an
years old who responded correctly to question &n
the risk of HIV transmission be reduced by haviag

de2
C
S

with only one uninfected partner who has no other

partners?"

80.4

72

Percentage (%) of respondents between 15 arn
years old who responded correctly to question 2n

®6Z3!
C

a person reduce the risk of getting HIV by using a

condom every time he/she has sex?"

95.9

96.4

Percentage (%) of respondents between 15 arn
years old who responded correctly to question &n
a healthy-looking person have HIV?"

0B}
C

87.3

73.3

Percentage (%) of respondents between 15 an
years old who responded correctly to question
Can a person be infected by sharing tools for diey
such as syringes, needles, pipes, tins, strawswatc
others? "(Or specific question for the country).

@
4: "

84.3

85.4

Percentage (%) of respondents between 15 arn
years old who responded correctly to question &n
a person get HIV by sharing food with someone
is infected?" (Or specific question for the couhtry

a3
C
Wwho

69.9

77.9

1.2

Percentage (%) of young men and women aged 1

who had sexual intercourse before the age of 15.

3824

42.4

26

1.3

Percentage of women and men aged 15-49 who

2ave

had sexual intercourse with more than one parimer i

the past 12 months.

39.7

18.3

14

Percentage of women and men aged 15-49 whg
more than one partner in the past 12 months who
a condom during their last sexual intercourse.

sl
use

68.6

53.1

1.5

Percentage (%) of men and women aged 15-49
were tested for HIV in the last 12 months and
know their results.

0h6
vho

9.7

154

1.6

Percentage (%) of young women between 15 an
years of age infected with HIV.

®.24

1.7

Percentage (%) of sex workers who answered "

Yes"

to both questions.

46.81
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Percentage of sex workers who answered "Yes"-to | - 56.76
question 1: “Do you know where to go if you wish to

have an HIV test done?

Percentage (%) of sex workers who answered "Yes" | - 77.09
to Question 2: "In the last 12 months, have |you

received condoms?"

1.8 Percentage (%) of sex workers (men and women)who | - 90.09
reported using a condom with their most recenttlie

19 Percentage (%) of sex workers who were tested-for |- 17.52
HIV in the last 12 months and know their results.

1.10 Percentage (%) of sex workers infected with HIV. | - - 4.91
Percentage (%) of MSM who answered "Yes" to beth | 38.74 -
questions.

Percentage (%) of MSM who answered "Yes'l to |40.47 -

111 Question 1: “Do you know where to go if you wish to

' have an HIV test done?
Percentage (%) of MSM who answered "Yes'l to |70.2 -
Question 2: "In the last 12 months, have you reazkiv
condoms?"

1.12 Percentage (%) of men who reported using condoms |59.73 -
the last time they had anal sex with a male partnef

1.13 Percentage (%) of MSM who were tested for HIV in 19.11 -
the last 12 months and know their results.

1.14 Percentage (%) of MSM who are HIV-positive. - 10.51 -

Indicator | Sub-indicator % % Male |%

# tot Female
HIV testing and counseling in women and men aged |- -

1.16 15 and older

1.16.1 Percentage of health facilities dispensing HIV dapi - -
test kits that experienced a stock-out in the It
months

1 Percentage (%) of women in antenatal care testegd-fo | - 89.5
syphilis at the first antenatal care visit.
2 Percentage (%) of women receiving antenatal [care | - 0.7

117 who tested positive for syphilis.

' Percentage (%) of women receiving antenatal [care | - 834

3 |who tested positive for syphilis and receiyed
treatment.

4 | Percentage (%) of sex workers with active syphilis, - - 2.5

5 Percentage of men who have sex with men with agtive |8.27 -
syphilis

10 Number of adults reported with genital ulcer diseads 19 63
in the past 12 months
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Table 2 — Summary — Indicators for Goal 2: Redud¥ Hansmission among

injecting drug users by 50 percent by 2015

Indicator | Sub-indicator Total # % Total

#

2.2 Percentage (%) of injection drug users who repaotezi35 40.8
using a condom the last time they had sejkual
intercourse.

2.3 Percentage (%) of injection drug users who repo22d 54.31
using sterile equipment the last time they injected
drugs.

24 Percentage (%) of injection drug users who Wbl 15.0
tested for HIV in the last 12 months and know |the
results.

25 Percentage (%) of injection drug users who are HP?2 5.92
positive.

2.6 Estimated number of opiate users (injection and non -
injection).

Table 3 — Summary — Indicators for Goal 3: Elimenatother-to-child transmission
of HIV by 2012 and significantly reduce maternahthes by AIDS

Indicator #

Sub-indicator Total #

% Total

3.1

Percentage (%) of HIV-positive pregnant womeri776
who received antiretrovirals to reduce the risk of
mother-to-child transmission.

63.86

3.2

Percentage of infants born to HIV-positive womé&j095
receiving a virological test for HIV within 2
months of birth

36.99

3.3

\399
the

Percentage (%) of infections in children of H
positive pregnant women who gave birth in
past 12 months.

3.6

3.6

Percentage (%) of HIV-infected pregnant worméAg4
assessed for ART eligibility through either clifica
staging or CD4 testing

36.82

3.7

Percentage (%) of infants of HIV-positive women752
(HIV-exposed children) who received antiretrovjral
prophylaxis to reduce the risk of early mothertto-
child transmission in the first 6 weeks (i.e. early
postpartum transmission around 6 weeks of age).

68.2
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311

Number of pregnant women who had at least
antenatal visit during the reporting period.

argd8,0
96

3.12

Number of infants born to HIV positive mothg
(“HIV-exposed infants”) born in 2012 (or late
data available)

D876
hSt

Number of infants, born in 2012 (or latest d
available) to HIV positive mothers, classified
indeterminate (i.e.: all lost to follow up, de:
before definitive diagnosis, indeterminate
results)

aee
as

ath
lab

Number of infants born in 2012 (or latest d
available) to HIV positive mothers that &
diagnosed as positive for HIV

v
Are

Number of infants born to HIV positive mothers
2012 (or latest data available) that are diagnesx

6,467
ad

negative for HIV

Table 4 — Summary - Indicators for Goal 4. Reachmifion people living with

HIV on antiretroviral treatment by 2015

Indicator #

Sub-indicator

Total #

% Total

41

Percentage (%) of eligible adults and childrés2,617

currently receiving antiretroviral therapy*

74,6

4.2.a

Percentage (%) of HIV-positive adults amnB,198
children who remain in treatment 12 months after
starting antiretroviral therapy (among those who

initiated therapy in 2010).

86.4

4.2b

Percentage (%) of HIV-positive adults arsd,804
children who are still alive and in treatment |24
months after starting antiretroviral therapy (ampng

those who initiated therapy in 2009).

79.1

4.2.c

Percentage of HIV-positive adults and childr

61,813

who are still alive and in treatment 60 monthsrafte
starting antiretroviral therapy (among those who

initiated therapy in 2006).

75.2

4.3.a

Health facilities that offer antiretroviral therapy

734

4.3b

Health facilities that offer pediatric antiretroai
therapy

1470

4.5

Percentage of HIV-positive persons with first C03,606

cell count < 200 cells/uL in 2013

28,5
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46.a Number of adults and children enrolled in HA67,780 |-
care at the end of the reporting period

46.b Number of adults and children newly enrolled 64,806 -
HIV care during the reporting period

4.7.a Percentage of people on ART tested for viral [d89,890 |86.9
who have a suppressed viral load in the reporting
period

4.7.b Percentage of people on ART tested for viral |dad35 86.7

(VL) with VL level < 1000 copies/ml after 12
months of therapy

Table 5 — Summary - Indicators for Goal 5: Redudegths due to tuberculosis in

people living with HIV by 50 percent by 2015

Indicator # | Sub-indicator Total # | % Total

51 Co-management of tuberculosis and HI¥,611 35.1
treatment

52 Percentage of adults and children living with,480 13.5

HIV newly enrolled in care who are detected
having active TB disease

54 Percentage of adults and children enrolled in HR8,997 89.6
care who had TB status assessed and recorded
during their last visit
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Table 6 — Summary - Distribution of spending byegairy, Brazil (Real)

Category 2009 % 2010 % 2013 %
446,848,

Prevention | 265,170,632 20.2 | 264,700,268 199 27,25
241,00

Care  and | g71 399 850 66.3 | 933,417,719| 702 895,153,762,08 ,6054

treatment

Strengthenin

g the

management

and 104,205,312 7.9 72,202,450 5.4/ 214,230,212,47 13,0

administrati

on of

programs

It is worth noting that the data presented in thlsle refers to expenses related to
the DDAHV. As such, they do not include states amuhicipalities.
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Il) Overview

According to the estimates of the Department of SAIDS and Viral Hepatitis,
there are approximately 718,000 people living whthV/AIDS in Brazil. In the
young population, the prevalence rate of HIV infact has started to rise.
Considering studies conducted on Brazilian armyscaopts (17-21 years old) the
HIV prevalence increased from 0.09% in 2002 to %12 2007, with the most
significant increase having occurred in the gay rmepulation and other young
MSM, whose prevalence increased from 0.56% in 20022% in 2007

With respect to key populations, studies of indists over 18 years of age,
conducted in 10 municipalities between 2008 andd28&&imated HIV prevalence
rates of 5.9% among people who use drugs4, 10.5@n@nVISM5 and 4.9%

between female commercial sex workers6.

Regarding AIDS cases in Brazil, and taking the clatne data (1980 to June
2013) into account, a total of 686,478 cases of RWere identified, of which

445,197 (64.9%) are male and 241,223 (35.1%) fen@i¢he total cases reported
between 1980 and June 2013, 379,045 (55.2%) ame fine Southeast; 137,126
(20.0%) from the South; 95,516 (13.9%) from the tNeast; 39,691 (5.8%) from
the Midwest; and 35,100 (5.1%) from the North regiof the country (Graph 1).

8 SZWARCWALD, C. L. et al. HIV-related risky practis among Brazilian Young men, 20@ad. Satde PublicaRio de
Janeiro, v. 27, Supl 1:519-S26, 2011.

4BASTOS, F. | Taxas de infecgéo de HIV e sifilis e inventaricdehecimento, atitudes e praticas de risco relaaitas as
infeccBes sexualmente transmissiveis entre usudeafrogas em 10 municipios brasileird®chnical report submitted to
the Department of STD, AIDS and Viral Hepatitisp20

5 KERR, L. Comportamento, atitudes, praticas e prevalénciaHiié e sifilis entre homens que fazem sexo com t®men
(HSH) em 10 cidades brasileiraBechnical report submitted to the Department™D SAIDS and Viral Hepatitis, 2009.

® SZWARCWALD, C. L.Taxas de prevaléncia de HIV e sifilis e conhecimeatitudes e praticas de risco relacionadas as
infecgbes sexualmente transmissiveis nos gruposdieeres profissionais do sexo, no Brasgchnical report submitted to
the Department of STD, AIDS and Viral Hepatitisp20
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Graph 1 - Percentage distribution of AIDS casesdgion of residence. Brazil.
1980 - 2013(1).
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Source: Brazilian Ministry of Health/Health Survarice Department/Department of STDs, AIDS

and Viral Hepatitis.
Note: (1) Cases reported through Sinan and Siscklrs as of 30/June/2013 and SIM from 2000

through 2012.

In 2012, 39,185 AIDS cases were reported in SINAfdted on SIM and reported
in Siscel/Siclom, of which 16,398 (41.8%) in theu8wast, 8,571 (21.9%) in the
South, 7,971 (20,3%) in the Northeast, 3,427 (8.irethe North and 2,818 (7.2%)

in the Midwest.

As for the detection of AIDS cases reported in 8IBIAN, stated on SIM and
reported in Siscel/Siclom, in 2012 Brazil showedegection rate of 20.2/100,000.
The highest detection rate was observed in thehS@@.9/100,000 inhabitants),
followed by the Southeast (20.1), North (21.0), Wast (19.5), and Northeast
(14.8), as shown in Graph 2.
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Graph 2 - Detection rate of AIDS cases by regionrefidence and year of
diagnosis. Brazil, 2003 - 2012.
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Source: Brazilian Ministry of Health/Health Survarice Department/Department of STDs, AIDS
and Viral Hepatitis.

Note: (1) Cases reported through SINAN and Sisgdt/® as of 30/June/2013 and SIM from 2000
through 2012.

Although national data indicate an increase of &l#%a in the detection rate of
AIDS cases in the last 10 years in Brazil as a whohere are significant
differences in trends among the geographical reggadrthe country. In the period
between 2003 and 2012, there was a decrease df1i8.6he detection rate in the
Southeast Region and 0.3% in the South, while hrerotegions there was an
increase, with 92.7% in the North, 62.6% in the tNeast and 6.0% in the
Midwest.

In 2012, the AIDS detection rate in men was 26.0/200 inhabitants and 14.5 in
women, with a gender ratio of 1.7 cases in mer&wh case in women. The gender
ratio has shown gradual changes over time; in 20@&ched its lowest value (1.4),

and since then it has shown an increase. (Graph 3).
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Graph 3 - Detection rate of AIDS by sex and gemdto. Brazil, 2003-2012
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Source: Brazilian Ministry of Health/Health Survafice Department/Department of STDs, AIDS
and Viral Hepatitis.
Note: (1) Cases reported through SINAN and Sisgdt/® as of 30/June/2013 and SIM from 2000

through 2012

Considering the last 10 years, the age profile idi$\cases has shifted to younger
individuals, among both, men and women. Over tre p@ years (2003-2012) the
highest rates of AIDS detection were observed anpeuple aged 30 to 49 years
old. However, there is a downward trend in the EHt&0 to 39 year-olds and a
slight stabilization among 40 to 49 year-olds. Rertore, there is an increasing
trend in detection rates among young people agead 28 years and adults aged 50

years or more (Graph 4).
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Graph 4 - Detection rate of AIDS in individuals dg&5 years or older, by age
group and year of diagnosis. Brazil, 2003-2012
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Source: Brazilian Ministry of Health/Health Survafice Department/Department of STDs, AIDS
and Viral Hepatitis.

Note: (1) Cases reported through SINAN and Sisgdt/® as of 30/June/2013 and SIM from 2000
through 2012.

In 2012, the detection rate of AIDS among men aminen was higher among
those aged 35 to 39, 56.1 and 30.3 per 100,00bitdmés, respectively. That same
year, 475 AIDS cases were notified - in SINAN, athin SIM and reported in
Siscel/Siclom - in children under the age of 5, maiswhom in the Southeast
(32.8%), followed by the Northeast (25,7%), Sou2t.7%), North (14.9%) and
Midwest (4.8%). The detection rate of AIDS caseshitdren under five years old
is an indicator used in Brazil as a proxy to manibe reduction of mother-to-child
transmission of HIV, and it was 3.4 per 100,000 inhabitants in 201&h w
substantial differences between regions: 5.8 inSbeth; 4.4 in the North; 3.0 in
the Southeast; 2.8 in the Northeast; and 2.1 ivildevest.

7 PEREIRA, G. F. M.; CUNHA, A. R. C. da; MOREIRA, M. B. R. et al. Perspectivas para o controle da

transmissao vertical do HIV no Brasil. In: Saude Brasil 2010. Uma andlise da situa¢do de saude e de
evidéncias selecionadas de impacto de a¢des de vigildncia em saude. Brasilia, 2011.
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Over the past 10 years, Brazil observed a 35.8%neéem the detection rate of
AIDS cases in children under five years old; howeaenong the Brazilian regions,
the Southeast, Midwest and South regions exhildtsdteases (respectively, about
55.2%, 51.2% and 41.4%), and the North and Northeggons showed increases
(respectively, approximately 41.9% and 3.7%) of thte (Graph 5).

Graph 5 - Detection rate of AIDS cases in childvewer 5 years old by region of

residence and year of diagnosis. Brazil, 2003-2012.
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Source: Brazilian Ministry of Health/Health Survafice Department/Department of STDs, AIDS
and Viral Hepatitis.

Note: (1) Cases reported through Sinan and Sisckdrs as of 30/June/2013 and SIM from 2000
through 2012.

Also in 2012, 4,118 AIDS cases were notified - iiINSN, stated in SIM and
reported in Siscel/Siclom - in young people age45Southeast Region (39.8%),
followed by Northeast (20.3%); South (19.0%); Noitt2.4%) and Midwest
(8.5%). The detection rate of AIDS cases in Brazithis age group was 11.8 per
100,000 inhabitants, in 2012, with significant difnces between regions: 16.5 in
the South; 15.4 in the North; 13.3 in the Midwést; in the Southeast; and 7 in the

Northeast.

Brazil showed a decrease in the AIDS detection iratgoung people, from 9.8 to
7.7 per 100,000 inhabitants from 2003 to 2006. Fr2007 onwards this rate
increased up to 11.8 per 100,000 inhabitants ir2 2Bilthe last ten years, there was
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a trend of increase in the detection rate amonggqeople in Brazil in almost all
regions - except in the South, which showed a 18¥aton approximately. The
North and Northeast regions stand out, with in@esasef 120.0% and 72.3%

respectively, in comparison between 2003 and 2G&taph 6).

Graph 6 - Detection rate of AIDS cases in youngppeaged 15-24 years by region

of residence and year of diagnosis. Brazil, 2008220
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Source: Brazilian Ministry of Health/Health Survafice Department/Department of STDs, AIDS
and Viral Hepatitis.
Note: (1) Cases reported through SINAN and Sisgadt/® as of 30/June/2013 and SIM from 2000

through 2012

The detection rate of AIDS cases in men (15-24 sy@drage) was 15.1/100,000
inhabitants and 8.6 in women (2012). The gendé&v mtthis age group decreased
from the beginning of the epidemic until 2005, &wven reversed its trend between
2000 and 2005 (0.9 cases in men for each casenmenp Since 2008, the number
of AIDS cases in young men has increased at arfaste than among women,

affecting the gender ratio. The gender ratio resuitseprevious trend, reaching 1.9
cases in men for each case in women in 2012.wbish noting that in the last 10

years, Brazil has shown an increase of 67.8% iml#tection rate of AIDS cases in

young males and a decrease of 12.2% among yourgderfGraph 7).
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Graph 7 - Detection rate of AIDS cases in youngppe@ged 15-24 years by
gender and gender ratio. Brazil 2003 to 2012.
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Source: Brazilian Ministry of Health/Health Survarice Department/Department of STDs, AIDS
and Viral Hepatitis.

Note: (1) Cases reported through Sinan and Sisckdrs as of 30/June/2013 and SIM from 2000
through 2012.

Of the total of 16,464 AIDS cases reported in SINAN2012 in males aged 13
years or older, 18.3% do not have information oposxre category. Among those
with that information (13,447), 32.0% were homos#Ex19.4% bisexual, 52.7%
heterosexual, 5.2% people who inject drugs (IDUJl &7% were infected by
mother-to-child transmission. Over the past 10 gyetliere was an increase of about
20% in the proportion of cases among gay men aner ahen who have sex with
men (MSM) and a reduction of 3% in heterosexuala 8).

Of the total of 8,622 cases of AIDS in women repdrin SINAN in 2012, 91.2%
have information on exposure category. Of these6%6are heterosexual; 2.5%
IDU; 0.8% occurred through mother-to-child transsios; and 0.1% by
transfusion. In both sexes, in the last 10 yedrstet has been a decrease in the
proportion of AIDS cases in IDU of about 65% in namd 48% in women.
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Graph 8 - Proportion of AIDS cases in men aged ri8laer reported in Sinan by

exposure category and year of diagnosis. Brazi)322012.
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Source: Brazilian Ministry of Health/Health Survarice Department/Department of STDs, AIDS
and Viral Hepatitis.
Note: (1) Cases reported through Sinan as of 36/204.3.

Among the AIDS cases reported in SINAN whose exppsategory was mother-
to-child transmission, in 2012, 41.8% of cases weeatified in children under 5

years old. There has been a downward trend in ribygoption of cases of mother-
to-child transmission observed in this age grouprdhe past 10 years; in 2003,
this same age group accounted for 63.8% of suckscds contrast, during the
same period, there was an increasing trend in tbpoption of mother-to-child

transmission cases in 14 year old or older ped@ecerning race/color, excluding
6.5% of cases with unknown information, 46.3% dafesain SINAN, in 2012, were
reported in white persons; 42.5% mixed race; 10bB26k; 0.5% yellow; and 0.4%
indigenous people. According to gender, excludirg/® of cases with unknown
information, in 2012, 48.4% of reported cases aexliin white men; 41.3% in

mixed race men; 9.6% black; 0.5% vyellow; and 0.3#digenous men. Among
women, excluding the 6.5% for whom there was naatanformation, 45.6% of

the cases occurred in white women; 41.4% in mixacke;r 12.0% black; 0.5%
yellow; and 0.5% in indigenous women. Thus, noedéhce between the profiles

by race/color according to gender was observed.
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Notwithstanding the concentration of cases amonigewdeople, a higher detection
rate was found among black people in the last Hdsydor both genders. However,
in the same period, there was a downward trenddstvthis group and an increase

among whites and those of mixed race (Graph 9).

Graph 9 - Detection rate of AIDS cases by racefcahd year of diagnosis. Brazil,
2003-2012.
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Source: Brazilian Ministry of Health/Health Survafice Department/Department of STDs, AIDS
and Viral Hepatitis.

Note: (1) Cases reported through Sinan as of 36/200.3

Regarding education, in 2012, 76.8% of individuailst reported through SINAN
informed their education level. Of these, the mgjohad incomplete secondary
school level (23.2%) and complete secondary sc(®i0B%). The same profile is

observed when stratification by gender is done.

AIDS mortality in Brazil

The context of AIDS mortality in Brazil shows thatnce the discovery of the first

cases of AIDS (1980) until the year 2012, 265,6@atkls classified as having

“disease caused by the HIV virus" as the underlyagse of death (ICD 10: B20-
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B24). Of those deaths, more than half occurredh@ $outheast (62.6%), a
percentage that is explained by the high volumecadges in the region. The
percentages for the South Region were 17.1%; inNbgheast 11.6%; in the
Midwest 4.9%; and in the North 3.8%.

Considering the causes of deaths related to HIVB\lihere was an increase of
8,353 deaths. These deaths are distributed inreiftechapters of the International
Classification of Diseases (ICD 10), though maitdycentrated in chapters related
to neoplasms (Chapter Il), circulatory diseasesdigdstive diseases, representing
25.7%; 20.1% and 15.5%, respectively.

The death rate of AIDS decreased in Brazil in #s 1.0 years. However, this trend
is not observed in all regions, as the North andtid@ast regions have showed
increases over this period. In 2012, the standeddmortality rate in Brazil was 5.5

deaths/100,000 inhabitants, while between regibmn&s 5.6 for the North; 4.0 for

the Northeast; 5.6 for the Southeast; 7.7 for tbatl® and 4.7 for the Midwest

(Graph 10).

31



Graph 10 - Mortality rate (standardizel due to AIDS by region of residence and
year of death. Brazil, 2003-2012.
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Source: MS/SVS/DASIS/Sistema de Informacéo de Midede (Mortality Information System, SIM).
Note: (1) Standardized coefficient by the directhme, based on the Brazilian population census 6020

Of the total AIDS deaths which occurred in Brazl af 2012, 190,215 (71.6%)
occurred among men and 75,371 (28.4%) among wontengender ratio of AIDS

deaths remained constant since 2008, at 1.9 deatlo;ig men for each death
among women. The mortality rate by gender has Inowva great variations in the
last 10 years. In 2012 this rate among men wad@)]000 inhabitants and 4.2
among women (Graph 11).
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Graph 11 - AIDS mortality rate by gender, gendeiorand year of death. Brazil,
2003-2012.
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Source: MS/SVS/DASIS/Sistema de Informacdo de Nidede (Mortality Information System,
SIM).

A review of the AIDS mortality profile by age groghmows that the mortality rate

in the last 10 years has been decreasing in seagealgroups, especially among
younger people. The mortality rate among childredeu the age of 9 is the lowest
among all other age groups, and from 2003 to 2@12howed a decrease of
approximately 50%, regardless of gender. Among there was a reduction in the
age groups up to 44 years, except the 10-14 ari® Mears age groups. Among the
groups showing an increase, the 55-59 years an@#&® old or more increased by
22.7% and 33.3%, respectively. Among women, theas avreduction in mortality

in age groups up to 9 years old and 20-34 yearsTdld other groups showed an
increase from 2003 to 2012 with emphasis on themaf 60 years old or more,

which increased by 81.3%.

Regarding the race/color of individuals who dieddaese of AIDS, it appears that
the majority are still of white race/color in bostexes. However, there was a
reduction in the percentage of deaths in this categnd consequently an increase
in the participation of black and mixed race indivals, also in both sexes.
Moreover, it is noted that although the concerdratf cases of death is among
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white people, black people of both sexes have theelst mortality rates for the
entire period. In 2012, the rate among blacks wa$/200,000 inhabitants for
males and 17.5/100,000 inhabitants for females|endoimong whites it was 16.0
and 7.4/100,000 for the respective genders.

HIV in pregnant women

With regard to HIV infection in pregnant women inetlast sentinel study in
pregnant women in 2010, the HIV prevalence was%.38pplying this prevalence
to the estimated number of pregnant women in 2€i&e was a total of 12,177
HIV-positive pregnant women. Comparing the estimadata with the number of
cases reported in 2012 (7,097 HIV+ pregnant womien} estimated that HIV

surveillance among pregnant women reached 58.38%p#cted cases.

Between 2000 and June 2013 a total of 77,066 aafsedV in pregnant women
were notified in SINAN, most in the Southeast Reg{d1.7%), followed by the
South (31.3%); Northeast (14.9%); North (6.3%) dfidwest (5.7%). In 2012, the
number of cases was 7,097 in Brazil: 2,478 (34.9%80}Yhe Southeast; 2,200
(31.0%) in the South, 1,244 (17.5%) in the Nortkied@S0 (10.6%) in the North;
and 425 (6.0%) in the Midwest.

The detection rate of HIV in pregnant women in Hrdam 2012, amounted to 2.4
cases per 1,000 live births. The only region witegection rate above the national
average was the South Region, with 5.8 cases P80 live births. In the 2003-
2012 period, Brazil showed a 25.4% increase in datection rate of HIV in
pregnant women. For the regions, there was a reduof 4.3% in the Southeast
and an increase in other regions, namely 380.0%HerNorth, 66.7% for the
Northeast, 26.7% for the Midwest and 23.4% forSloaith (Graph 12).
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Graph 12 - Detection rate of HIV in pregnant won{per 1,000 live births) by
region of residence and year of birth. Brazil, 2Q03.2.
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Source: Brazilian Ministry of Health/Health Survafice Department/Department of STDs, AIDS
and Viral Hepatitis.

Overall, the highest proportion of pregnant womaedted with HIV in 2012 was
concentrated in the ages between 20-29 (50.7%yardistinct ranges of schooling
- incomplete 6th to 9th grade (32.7% ) and comgldtigh school (19.1%) - and
races/colors whites (41.6%) and mixed race (42.0Plag completeness of these
fields was 99.2%, 80.6% and 94.3%, respectively.

Knowledge, attitudes and practices related to HAYOS

In general terms, we can say that the Brazilianufadmn is well informed about
how the HIV transmission occurs. In 2013, approxetya97% of the population
aged 15 to 64 years old agreed with the staterhabtcbndom use is the best way
to avoid HIV infection, similar to the proportionbgserved in 2004 and 2008.
However, considering the overall indicator of kneddé, which measures
knowledge related to major misconceptions about tlvismission was about 50%
in 2013.

& When all of the following questions are answeregteamily: a healthy-looking person can be infected
with HIV; condom use is the best way to prevent kh¥éction; if a person has sex with only faith&und
uninfected partner this reduces the risk of trassion of the AIDS virus; a person can be infecteghnaring
tools for drug use, such as syringes, needlesspijmecans and straws with others; a person camotfected
with the AIDS virus by sharing cutlery, glassesp@als.
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In 2013, a quarter of the Brazilian populationiatiéd sexual activity before the age
of 15, 35% among young people 15-19 years. Moreoaknost 30% of the
population aged 15 to 49 years old reported hamngiple partners( having more

than one sexual partner in the last 12 months): df7ften and 18% of women.

The percentages of individuals who reported usimigdoms regularly are not yet
satisfactory. Condom use in the last sexual intesm in the last 12 months was
39% among people between 15-64 years of age. Howewrsidering the use of
condoms in all sexual relations in the last 12 menthis proportion drops to 20%
with a steady partner and reaches 55% with a cgmuraier. Considering condom
use during the last sexual relation of those imtlisls who had more than one
sexual partner in the last 12 months, this proporteached 64% in the population
aged 15 to 49 years old. It’s important to hightlitite gender differences in this
indicator: while almost 83% of males from 15-19 ngeald who had more than one
sexual partner in the last year declared condomatfieeir last sexual intercourse,
the comparable proportion among women was 66%.

Condom use observed in key populations is highear that observed in the general
population. About 60% of gay men and other MSM riggab having used condom
during their last sexual intercourse in the last i@nths. Among IDUs this

proportion was almost 41%. Among female commersg workers, condom use

at last sexual encounter with client reaches nfoare 90%.
HIV testing

The coverage of at least one HIV test in the Biazikexually active population
aged 15 to 64 years old increased from approxim&®&¥o in 2004 to almost 37%
in 2013: an increase of 32%. However, testing cayerdrops to 13% (9.7% among
men and 15.4% among women) when considering indalgdfrom 15 to 49 years

old who have had at least one HIV test in the pasnonths and know the result.

36



Graph 13 - Coverage of HIV testing at least oncearag time in the general
population and key populations in Brazil.
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Respondents in key populations are referred to ting at least once in life
more often than the general Brazilian populatiorrafd 1). However, when

considering an HIV test in the last 12 months wittowledge of the results, the
proportions are similar, except among gay men ahdraMSM whose HIV test

coverage (19%) was twice that found among men inegd. Among female

commercial sex workers, HIV testing coverage inghst 12 months was 18% and
among the IDU it was 15%.
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Access to prevention programs

One third of the population received condoms freeharge in the public health
services, non-governmental organizations (NGOsptber institutions, and this
proportion reaches 70% among gay men and other MB#177% among female

commercial sex workers.

Regarding testing services, 51% of individuals a@&dto 64 know some place
where HIV testing is done free of charge. A simpaoportion was found among
gay men and other MSM (50%). Among female commekrmeéx workers, the

observed proportion was 57%.

The knowledge of a place to get tested for HIV andessibility to free condoms
was considered to be an indicator of access tcepten programs. Therefore, 16%
of individuals aged 15 to 64 reported having aceggseventive programs - 20%
among men and 8% among women. Access to condorfesriale commercial sex
workers (47%) was five times higher than among woinehe general population.
Among gay men and other MSM this proportion was 38%re than twice the one

found among heterosexual men.
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lll) National Response

111.1) Prevention

The recent changes in the policy and managemetiteoHIV/AIDS epidemic in
Brazil are significantly transforming the prospeitghe field of prevention. Male
and female condoms and lubricant gel continue tdistebuted, as well as supplies
for people who use drugs; however, the expansiomapid testing, especially
among key populations, is increasingly seen asierifyy combined with the

provision of pre and post-exposure prophylaxis.

One of these recent approaches is the treatmermrea®ntion (TasP), which
impacts the way of understanding the concept aadtipe of prevention. Efforts
include the diversification of methods, contextsesiting in the community, as well
as expanding the coverage of health services imagwmyi care. The historic
partnership between civil society and the goverrirararacteristic in the Brazilian
response, is once again shown to be crucial. Repas/es of civil society are
being trained in direct intervention to scale up/Hésting, explore new forms of

leadership with which they always acted with theéefal government.

While there is a political willingness in the Brian government to support civil
society organizations actions, the Department dD,SAIDS and Viral Hepatitis
has been working on the creation of a Fund for Stpp Civil Society
Organizations working in the fight against the Al@fidemic and viral hepatitis,
entitled: “FUNDO POSITHIVO” (POSITIVE FUND). This #hd aims at
contributing to the financial sustainability of Heeorganizations. The intention is
that it will be established through initial allowat of financial resources from the
federal government and supplemented later by dommatirom multiple sources,
including the private sector.
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The Brazilian AIDS response in the field of HumaiglRs has been promoting the
visibility of health as a right and address stigaral discrimination, particularly
related to key populations and people living wittvtand AIDS. The violence that
translates into stigma and discrimination is gtilesent in the Brazilian reality,
despite many legal and cultural achievements thaé lmade the fight against the
epidemic a great example to the world. With thigrimd, the DDAHV supports
community projects with civil society, and strergtls dialogue with the Human
Rights Office of the Presidency Cabinet, the Mnyisif Justice and the National

Congress. Several initiatives are being supportedis line of work.

Strengthening dialogue with different actors ofilcsociety

 To support the activities conducted by civil sogi@rganizations, the
Department of STD/AIDS and Viral Hepatitis is coniing the project
“Quero Fazer” (I want to be tested) (testing gayd @ansvestites with the
use of a mobile unit), already deployed in fiveesif as a result of the
partnership with the United States Agency for Iné&ional Development —
USAID and the NGO EPAH, from S&o Paulo. This supgws been
consolidated through the investment of technical famancial resources of
the cities of Recife, Rio de Janeiro, Brasilia, 8aolo and Fortaleza, which

are already part of the Project.

 With regard to decentralized actions, the DDAHV eoff continued
technical and political support to states and mipaliies to implement
plans for fighting the epidemic in specific popidas, namely: National
plan do fight the AIDS epidemic and STI among gaMSM and
transvestitis; and the Comprehensive Plan to Cortitsat-Feminization of
the STDs and the AIDS Epidemic. These plans astaguidelines, and a
set of intersectoral actions geared towards premerdf STDs, AIDS and
Viral Hepatitis. During 2012-2013, 144,4 million lmacondoms and 1,08
million female condoms and 5,7 million units of tidant were distributed

to these populations.
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At the end of the second half of 2012, the IX Bliami Congress of STD
and AIDS Prevention, the most important event ie Hrea in Brazil,
gathered approximately 5,000 people. During thregsdthe audience
debated the topic of the Health System and CommuNgtworks. In

parallel, the event also hosted the Il Braziliam@ess of Prevention of
Viral Hepatitis, the IV Latin American and CariblmeBorum on HIV/AIDS

and STDs; and the V Community Forum which put tbgekey actors from
Latin America and Caribbean regions.

Expansion of testing, focusing on key populations

In total, 1,123 health professionals were trainedapid HIV testing and
counseling. Thirty-three non-governmental orgamiret were trained to
develop strategic projects for oral fluid rapidtiteg. This strategy covers 21
states and 30 municipalities. The documents HIViRR&psting Manual and

Guidelines for Syphilis Rapid Testing in Primaryr€aere also designed.

The joint efforts towards the elimination of HIV ther-to-child
transmission and congenital syphilis has as ite,ctre actions of the
“Medical Offices in the Street” - a mobile teamttsaeks to meet the needs
and demands of homeless populations - and the “Redenha Program” -
obstetric and neonatal care. For the feasibility thése actions, the
Department of STD/AIDS and Viral Hepatitis worksgébher with the
Department of Primary Care and the Department afat&iic and

Programmatic Actions within the Brazilian Ministoy Health.

The expansion of testing and care to the nativaammdopulation is
becoming possible through integrated actions whtn $pecial Indigenous
Health Districts, and the joint actions between tbBepartment of
STD/AIDS and Viral Hepatitis and the Indigenous &lagon Office within

the Brazilian Ministry of Health.
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In 2012-2013, 7,040,487 rapid tests for syphilid &479,885 for HIV to
the Rede Cegonha Program (2,827,790) and to serv&geting native
Indian populations (120,937) were distributed.

It is also worth highlighting the partnership witie Federal University of
Bahia and the S&o Paulo city government for thdempntation of the Oral
Fluid Rapid Testing Strategic Plan for reduction mifother-to-child
transmission of HIV, syphilis and hepatitis B irop& who smoke crack.

The Department of STD/AIDS and Viral Hepatitis mplementing joint
actions with the National Tuberculosis Control Remgme, with regard to
the strengthening the comprehensive care serviceBE/HIV co-infection,
including expansion of HIV testing, TB preventiomdaorganization of care
networks for early diagnosis.

Strengthening the prevention policy

The Department of STD/AIDS and Viral Hepatitis ispporting the

implementation of community prevention projectspartnership with civil

society, in the following areas: strengtheningahganization and policy for
people living with HIV and priority segments; stgihening the prevention
of STD/AIDS among gay men and fighting homopholbégal counseling
projects to strengthen promotion of and advocatéd@imnan rights related to
the HIV, AIDS and viral hepatitis; prevention netko projects in

STD/AIDS and viral hepatitis with people in sitwais of greater
vulnerability; promotion and prevention actions ®fDs, AIDS and viral

hepatitis.

The implementation of the ongoing National Poliay Gomprehensive
Health Care for Prison Populations, launched inudgn 2014, aims to

ensure access to the Unified Health System forgbpulation. Within the
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National Healthcare Policy for the Homeless Popahat regional
management workshops were carried out , targehfgmation on HIV
testing and provision of supplies to prevent STRIES and viral hepatitis,
in order to support the implementation of its Operal Plan for 2012-
2015.. The National Policy on Comprehensive He#thLesbian, Gay,
Bisexual and Transgender People was drafted img@atip with the Office
of Strategic and Participative Management, of theidtry of Health.

» The DDAHYV has led mobilization of national syphitessting services, with
103,000 rapid tests made available in all 27 Biaziktate capitals. As an
example, there is the mobilization for Hepatiti@id C testing in the Belo
Monte Dam site in the state of Par4, where 6,11%keve uptake testing. In
addition, health teams were trained for implementtV diagnosis, as well
as for syphilis, hepatitis B and C in the routink psison units. The
Department of STD/AIDS and Viral Hepatitis has beeorking closely
with the Department of Strategic and Programmatatiohs within the
Brazilian Ministry of Health.

[11.2) Care and Treatment

Recommendations for antiretroviral therapy (ART)vdiaundergone constant
revisions in recent years. Beginning in 2012, Maoavwas incorporated into the
Health System antiretroviral list and the recomnatioeh to start treatment was
extended to patients with CD4 counts between 35@ &00 cells/mm
Furthermore, patients in serodiscordant relatigysleould initiate ART to reduce
transmissibility.

But it was in December 2013 that the concept @tinent as a prevention tool was,
in fact, embedded into national treatment recomragons, to the extent that
treatment for all people living with HIV, regardgeesof CD4 cell levels is

recommended. Brazil is the first developing coumbrpdopt treatment for all.
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Implementation of early diagnosis

Earlier treatment initiation is essential to reduro@acts on clinical morbidity and
mortality related to HIV infection and co-infect®nsuch as tuberculosis, in
addition to providing a reduction in collective alirload, and consequently in
sexual and mother-to-child transmissions. The neeommendations were
included in the Clinical Protocol and Therapeutiaidglines for HIV Infection
Management in Adults. This protocol — so called HCID Portuguese - was
launched on December 1, 2013 and published as ergoent decree, which must
be followed by managers and professionals withenBhazilian SUS.

For the first time, this document brought a cleefirdtion of first and second-line
treatment, so that the system used for dispensitigeroviral started to prevent the
supply of regimens not provided for in the PCDThiéy are not clearly justified in

situations of contraindication to recommended pezfeal regimens.

Before the release of the final version, the PC&E wlaced for public consultation
on the Ministry of Health website, over 30 days.nylauggestions from various
sectors of the Brazilian society were made, anch esegne from foreign countries,

and were considered in the final review of the doent.

An online version of the PCDT was created, so thaire revisions may generate
real time changes in the document. Moreover, PCpfdsdor smartphones and
tablets were developed (for iOS and Android platf®y, which will be available as
of April 2014 to any healthcare professional resiae for antiretroviral drug

management.

Expansion of antiretroviral coverage

For the satisfactory implementation of the new ttrest recommendations, it is
necessary to expand the coverage of antiretroireatment in Brazil. Thus, using

information systems, in 2013 a listing of patiefubowed in health services was
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compiled, showing those with less than 500 CD4straifi? who had not yet started
treatment. A meeting with state and municipal adsmators was conducted, to
present this listing of patients and request thay e placed on treatment as soon
as possible in 2014. The inclusion of these pai#émttreatment will be monitored

by the federal government every 3 months.

With the new recommendations and the treatmenttiémts being followed-up in
the health services and who already have CD4 cdweltsv 500 cells/mn it is
expected that at least 100,000 patients will itetiantiretroviral therapy in 2014,
representing an enlargement of expansion of pempl#eatment never seen since
the publication of the law of universal access niratroviral drugs in Brazil, in

1996, 18 years ago.

New structure for the management of HIV in primeaye

A comprehensive dialogue was undertaken in 2018 warious sectors of society
on improving access to and quality of HIV managemien primary care. In
February 2014, a working group for the developnwdrntmplementation strategies
for the management of HIV in primary care was d&hbd from successful
experiences in some Brazilian cities. These stiedeghould be implemented in the

Brazilian state capitals until the end of 2014.

In Brazil, a network of specialized services in thanagement of HIV infection
was structured: the Specialized Care Services (SAHmjrently, there are 724
SAEs, located in all Brazilian states. Despite pdimg quality care to people living
with HIV, many specialized services, especiallysindocated in state capitals, are
overburdened and are not able to absorb the derffmandew patients or even

patients who are already being followed up.

Moreover, the evolution of HIV infection treatmepgrticularly the establishment
of highly active triple therapy for all patientsgsificantly modified the natural
history of HIV infection and the complexity of itsanagement, in such a way that
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only few specific situations, such as co-infectiomsesence of opportunistic

infections, viral resistance, etc., require trybgsialized attention.

New generations protected from AIDS

Various measures and actions have been implemenittd a focus on HIV
prevention and AIDS treatment for children and aedoénts. In 2012, Brazil
adopted the recommendation B+, in which pregnamh@roshould start treatment
regardless of CD4 levels, and should not discoetiherapy after childbirth.

In 2013 an updated version of the Guidelines of P@mensive Care to
Adolescents and Young People Living with HIV and&l — so called PCDT for
Children and Adolescents was published. The PCDTfaldren and Adolescents
also underwent a public consultation period of 39sdand is in final review for
publication by May 2014. The main updates are: earcdefinition of first and

second line treatment regimens; the recommendatictart treatment in children
older than 5 years old with CD4 below 500 cellsfAnand indication to associate
nevirapine and zidovudine in specific prophylaxtsations of children exposure to
HIV.

The PCDT for Management of HIV in Children and Aekilents will have an

online version and an app for tablets and smartpéion

Mother-to-child transmission of HIV has undergon@jon reduction in recent
years; the AIDS detection rate in children undgeérs old, which was 1,083 cases
in 2002 decreased to 475 cases in 2012. Currehtyrate of HIV mother-to-child
transmission is around 4,4% in children followedhypthe Unified Health System
with significant regional differences. Major chaltges such as poor access to health
services in regions like the Amazon, and low adiezdo prophylactic measures in
particular situations, such as crack and other glugg, hinder the elimination of

HIV mother-to-child transmission cases at a nafitezel.

Brazil has the overall goal of eliminating motherehild transmission of HIV and

syphilis by 2015. Several strategies are beingemginted to achieve this goal:
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* Project for improving strategies on mother-to-chitdnsmission of HIV,
syphilis and hepatitis B in the Amazon and Branrilsgemiarid regions. In
this project, a partnership with UNICEF, health vem¥s management
aspects in the prevention of mother-to-child traigsion are presented to
state managers, as well as the historical diffiesiliof access to existing
services in these locations. Based on this articulastate managers seek to
organize actions to prevent mother-to-child trarssimon in their health

services networks.

* Advisory Committee on Mother-to-Child Transmissiofrormed in 2013,
the Committee of experts began the process of wavie national
recommendations. For the first time, the recommeows regarding
mother-to-child transmission of HIV, syphilis ancepatitis B will be

published in a single document, in June 2014.

» Significant expansion of services in the stateson2011 to 2013, some
states have significantly expanded the number wices that offer actions
to prevent mother-to-child transmission for pregnaomen and children,
such as the states of Ceara, Pard and Tocantins. 2604, the
implementation of this project is expected to reatier states that have
serious problems of access to health services, asidkmazonas. Resulting
from that work in partnership with UNICEF, is theaihtication of the
document* Guidelines for Qualification of Care Lines of Motke-Child
Transmission of HIV, Hepatitis B and Syphilis) ieldfuary 2014, a guide
for managers and health professionals to bettelifgueealth services as
more effective in reducing mother-to-child transsios of HIV, syphilis

and Hepatitis B.

Municipal Committees in the Fight Against HIV angp®ilis Mother-to-Child

Transmission
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In recent years, a few major Brazilian cities li8&o Paulo and Porto Alegre
instituted the so-called Mother-to-child Transnmossi Committees, which are
composed of experts from municipal health departsmeim the areas of
epidemiology, surveillance and care. The Committegs responsible for
investigating new infections through mother-to-dhitansmission, on a case by
case basis, and also for promoting discussion en pibssible failures in the
prevention of mother-to-child transmission with #ie services involved in the
antenatal/labor/postpartum care of women and expabddren. At the end of
2013, it was determined that the federal governmahtmobilize the Brazilian
state capitals, which comprise the majority of saseHIV and syphilis mother-to-
child transmission , so that by the end of 2014eatt 10 capitals will have

functional committees.

The Challenge of TB-HIV Co-infection

Historically, tuberculosis and HIV infections areanaged at distinct health services
in Brazil. For some time, however, strategies dayetl in conjunction with the
National TB Control Programme have sought to eslalihe management of TB-

HIV coinfection in the same service.

An important step in this direction occurred in 20&hen the units that distribute
ARVs started to also dispense TB medicines. Intamdithe same information
system which supports the ARV logistics also regisiB drugs supply data.
Currently, eleven priority municipalities have ongeed their service networks so
that patients with TB-HIV co-infection are treatft both infections at the same
service. The goal for 2014 is to implement thiscess in all remaining country

capitals.

Living with AIDS and Quality of Life

The Guidelines of Mental Health Care in STD/AIDS\&&es was published by the

Ministry of Health, in 2012. This is the first daoent concerning to mental health
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of people living with HIV, dedicated to health pestionals. . The The Handbook
for health professionals on HIV lipodystrophy syme published in 2011, sought
to present in a simplified manner the main aspeetated to lipodystrophy

syndrome for professionals in the public healtlvises.

Physical educators in four Brazilian state capivedse trained in physical exercise
for people living with HIV using the Recommendasoaof Physical Activity for
People Living with HIV and AIDS, published in 2012.

[11.3) Sustainability of the Brazilian Response

The information generated to account for the exparighe Brazilian response to
the HIV epidemic in the country was obtained fromdpet of the Health
Surveillance Office of the Ministry of Health, whicconsists of a fixed and a
variable minimum levels. The minimum fixed levelresponsible for financing all
health surveillance actions and has universal emer i.e. each state and

municipality can access these resources basedprigbion criteria.

The minimum variable is intended to finance specdnd selective actions of
interest to public health, so its scope is regtdand subjected to epidemiological
criteria. The budget of the DDAHYV follows this ratial, and is organized into three
components: a) component of health surveillancemption and prevention:

aiming to provide the resources for epidemiologmaiveillance and prevention,
acquisition of prevention supplies, diagnostic geahd clinical monitoring of

patients, maintenance of technical and managemattare of the central core of
the Department; b) component of incentive for déedimed funding actions taken

by states and municipalities and ¢) component ndlifug for ARV drugs.

The Brazilian Unified Health System carries out Itiegolicy in an integrated,
regionalized and decentralized manner. Its budgethared between the federal
entities that mobilize around 159.2 billion , ofiain 39.9% are funds derived from

Union funding sources and 60.1% originate fromest@nd municipalities.
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Table 7 — Budget of the Departament of STD/Aid8022013

Prevention and

Year Incentive Promotion ARV

2003 68,000,000.00 70,000,000.00 551,000,000.00
2004 | 116,000,000.00 139,730,800.00 624,547,958.88
2005 | 124,265,000.00 132,792,000.00 684,479,443.55
2006 | 135,500,000.00 209,857,000.00 960,000,000.00
2007 | 141,500,000.00 236,892,500.00 984,000,000.00
2008 | 145,750,000.00 181,705,867.00 1,013,300,000.00
2009 | 155,952,500.00 197,259,095.00 1,084,100,000.00
2010 | 155,952,500.00 196,918,412.00 784,100,000.00
2011 | 160,000,000.00 197,140,000.00 846,720,000.00
2012 | 168,000,000.00 227,500,000.00 788,000,000.00
2013 168,000,000.00 232,000,000.00 770,200,000.00

To answer the "Global AIDS Response Progress RegbrfGARPR) request, the
budget of the Department of STD/AIDS and Viral Himwas broken down, as
far as possible, to meet the reporting requiremientarge groups and subgroups of
actions. The information was obtained from the ewnily available management
information systems databases, notably the Prdjestitoring System (SIMOP),
Information System on AIDS (SIAIDS) and Actions a@dals Program (PAM), to
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obtain decentralized information and spreadsheatkihg budget execution at the

central level.

Spending on the response to HIV/AIDS accounts fa#dlof the total expenditure
in the health sector. Total expenditure on the @pid, involving all forms of
funding, is equivalent to 1.6% of the budget of Mmistry of Health. Between
2010 and 2013, there was an increase in spenditigeddIV/AIDS response, from
1.3 billion to 1.7 billion reais. This increase associated with the expansion of
sector policies in the social area, such as fundiitgatives to combat crack use,
affirmative action in the area of human rights ansilestments made in the

incorporation of new technologies for diagnosis aredtment

Table 8 - Total expenditure by GARPR component

Prevention R$ 446,848,241.00
Care and Treatment R$ 960,950,857.22
Programme Management R$ 214,230,212.47
Enabling Environment R$ 63,604,227.95
Research R$ 19,764,198.95
Total R$ 1,705,397,737.59

Concerning the prevention component, the option wasselect sources and
organize data from three references: a) the depatah budget itself; b)
expenditure on advertising and campaigns, with $uddrived from the budget
share of the Health Surveillance Department ofBrezilian Ministry of Health c)
expenses of programs for quality of blood and heatftschoolchildren, obtained
from the coordination of the programs of the difarareas within the Ministry of
Health. The breakdown of the information for these last cases was not possible,
in part because the programs did not have the satl@ssified by condition.
Resources to maintain the quality of the bloodteassferred to the entire network
of blood centers in the country and to health sexwithat use such blood products.
The amount was not disaggregated for HIV becauseytiality system is carried

out from a panel that includes other blood borrseases. In this case, we chose to
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include in the GARPR item “blood quality” the tonount of resources devoted

to maintaining the quality of the blood in trans@usservices.

In addition, the resources allocated to schooltheatograms are transferred to
states and municipalities and include two compaértte first component consists
of assistance actions and the second is focusetheoriinancing of sexual and
reproductive health promotion and violence prewentiThere is no consolidated
spending data on the specific population of youagpte who are out of school.
This population is included in the financing ofians that make up the policy of
comprehensive health care to children, adolescami young people and

programmatic actions of the national youth policy.

On the other hand, spending on key populationsskgsficantly increased, both
from federal and decentralized resources. The HI3 allocated and paid
approximately 8.7 million reaisfrom the federal gatiand 8.4 million reais from
decentralized sources. Considering that only 1@staresented the declaration, it
can be assumed that the decentralized value idy like be much higher.
Importantly, the total federal expenditure with \@etive actions implemented by
non-governmental organizations also increased coedpaith previous years; in
2013 it was 22.4 million reais for preventive ansacarried out by NGOs. Much of
the support and funding of non-governmental orgaions comes from the public

sector.
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Table 9 — GARPR - prevention component

Public/Sub-

Prevention Public/Centra National Subtotal
[.01 Communication 12,500,000.00 12,500,000.00
1.04 Risk Reduction 1,850,000.00 1,850,000.00
1.05 Youth out of school
[.06 Youth attending school 23,787,258.1% 23,787,258.15
1.07 People living with HIV/AIDS 2,332,103.28 2,332,103.28
.08 Sex workers 591,316.00 591,316.00
.09 MSM 3,074,637.92 3,074,637.92
[.10 Drugs 859,756.00 36,198,869.39 37,058,625.39
.11 Workplace
[.13 Male Condoms 50,756,378.61  3,101,301.88 53,857,680.49
[.14 Female Condoms 1,916,000.00 1,916,000.00
.16 STls 39,417,645.05 39,417,645.05
[.17 Mother-to-child Transmission 337,959.14 337,959.14
[.19 Blood Safety 256,381,950.00256,381,950.00
.22 PEP
.23 PrEP
1.98 Non-Disaggregated Prevention
Activity 10,155,178.98
1.99 Unclassified Prevention Activity 3,587,886/60
SUBTOTAL 85,707,257.3¢ 361,140,983.6/433,105,175.42

In short, the expenditure in the prevention compbrggew significantly between
2006 and 2013. In 2006, spending on prevention wated for 6% of total
spending, and today this spendingis four timesédrighas it can be seen in the graph

9.
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Graph 14 — UNGASS 2006 — 2010 and 2013 — by cayegor

Distribuicdao dos Graficos por Categoria- UNGAS 2006-2010 e 2013
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Source: Brazilian Ministry of Health/Health SurVaiice Department/Department of STDs, AIDS
and Viral Hepatitis.

The Brazilian response also depends on funding thgrolevels of the health
system, whose budget is not incorporated into theuet of the budget for health
surveillance. This way, the AIDS care spending digzared in the GARPR, other
than with ARV drugs, were obtained from the regalatsystem, comprised of the
Fund for Strategic Actions and Compensation, Mediand High Complexity

Financing Actions, and the Primary Care Budget.

This information was obtained through the data s®uof the Information
Technology Department of the Unified Health Syst@ATASUS), the Hospital
Information System database, the Outpatient InftionaSystem and the Primary
Care Information System. These systems have prowdpenditures information
on hospitalizations, outpatient care and all curexpenditures related to diagnosis
and testing for patients clinical monitoring. Inngeal, these expenditures are

composed of services that encompass the statesmanctipalities health care
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network, but also by the federal departments themseThe Ministry of Health is
responsible for centralized procurement of ARV drugnd part of laboratory
supplies for diagnosis and patients clinical mamig. States and municipalities are

responsible for opportunistic infections and ot8&D drugs purchase.

The item which deals with management and coordinadf the response also
included information on expeditures of the U.S. &ownent technical cooperation
through the CDC and USAID local offices, represemti2.53% of total
expenditures made by the Brazilian governmentenstime component.

The data sources for obtaining information reldtedctions for the protection and
promotion of human rights and gender equality ametlte "transparency web
portal” that provides data on expenditures madectir by the federal government
and transfers to states and municipalities. In itei), a search was done for the
type of programmatic action, vulnerable populatiand government agency

responsible for implementation.

Spending on human rights included: a) financingeférence centers for human
rights; b) spending with actions that promote rgglstuch as actions directed at the

LGBT population; c) promotion of rights for poputats in vulnerable situations.

As for spending on gender equality, this coversormiation obtained from
programs conducted by the Department of Human Ri¢hDH) and the Office on
Women'’s Policies (SPM) with respect to actions gdaowards the promotion of
gender equality and combating violence against wonide programs do not
disaggregate information for gender inequality agiowomen living with
HIV/AIDS.

The information to measure social spending on passand sick leaves is not
available for 2013, but by observing the variatimm the data in the 2010 report,
we can estimate that the growth in the number toilereents may reach 40 million,
while spending on sick leave tends to decrease vdoempared to the previous

period.

The survey on spending for the category "reseaiduk into account the

information from bids for research funding from thMinistry of Health, not
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including information from the C&T system (CNPq, BBS, FINEP, BNDS and
State Foundations for Research Support) for HIV/JBo the value of research

spending is underestimated.

The Department is preparing a detailed study abxgdenses related to the Brazilian
response to the HIV/AIDS epidemic in Brazil, an@ tlesults are expected to be
included in GARPR 2015. That report will presentrenaletailed and accurate
information from those presented here.

[11.4) Monitoring and Evaluation

Nearly 40% of the sexually active population in Braas uptaken at least one HIV
testing (Pascom and Szwarcwald, 2010), a similacgmtage of developed
countries (CDC, 2011). Of the 718,000 individuasng with HIV and AIDS in
Brazil, it is estimated that 80% (574,000) haverbdeagnosed (Graph 15), and
almost 30% of them were diagnosed with CD4 couggs than 200 cells per mMim
(Graph 16).
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Graph 15 - Stages of continued care for peoplediwiith HIV/AIDS in Brazil in
2012 (in thousands).
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Source: Brazilian Ministry of Health/Health Surtaiice Department/Department of STDs, AIDS
and Viral Hepatitis.
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Graph 16 - Distribution of PLWHA by value of thesi CD4 count in treatment-
naive patients per year of collection. Brazil, 204 3.
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Source: Brazilian Ministry of Health/Health Surveiice Department/Department of STDs, AIDS
and Viral Hepatitis.

The late diagnosis has presented the worst ratiee iNorth and Northeast regions,
in contrast to the South and Southeast, followirgggattern of social inequalities in
the country. While the CD4 median of those patietitat never undergone
treatment in the North was 329 cells per inim the Southeast region the observed
value was 403 cells per nirt22% higher) (Graph 17).
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Graph 17 - Evolution of the first CD4 value in tire@nt-naive patients by region of
residence, per year of collection. Brazil, 2006201
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Source: Brazilian Ministry of Health/Health SurVaiice Department/Department of STDs, AIDS
and Viral Hepatitis.

Also according to Graph 1, the analysis of the PLAMEbntinuum of care shows
that approximately 74% (531,000) of HIV-infectedlimiduals have been linked to
health care services and have had at least oneatabp examination of CD4 or
viral load, or had dispensed ARVs in 2012. AlImo6fc/ of PLWHA linked to
public health services in 2012 were concentratelBhlarge municipalities (Figure
4). With regard to retention, about 61% (436,000PbWHA were retained in the
health system for laboratory monitoring of HIV iof®en (CD4 or VL) or ARV

treatment during the analyzed period.
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Figure 4 - Spatial distribution of PLWHA linked the public health service in
2012
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Source: Brazilian Ministry of Health/Health Surtaiice Department/Department of STDs, AIDS
and Viral Hepatitis.

Among PLWHA, 44% (313,000) were on ART in 2012 (@ral), a figure that
more than doubled in the last 10 years, from 1Z5i22002 to 352,617 in 2013 .
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Graph 18 - Number of PLWHA on ART per year. Braz$99-2013
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Source: Brazilian Ministry of Health/Health Sunlafice Department/Department of STDs, AIDS
and Viral Hepatitis.

Despite the significant increase observed in thebar of individuals on ART, a
considerable amount of PLWHA with CD4 counts beB0 cells per mrhare not
being treated. Graph 5 shows that in 2012, whik thdusand individuals had less
than 350 CD4 cells per min70 000 (65%) were in treatment, which indicates a
gap of 38,000 individuals. When considering theoffubr treatment determined in
the Brazilian Consensus, launched in September, Z0® cells per mf the gap

increases to 63,000 individuals.
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Graph 19 - Evolution of the number of PLWHA with €Bounts under 350 cells
per mn? and number of PLWHA with the same CD4 on ART. Br£008-2012
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Source: Brazilian Ministry of Health/Health SurVaiice Department/Department of STDs, AIDS
and Viral Hepatitis.

Out of approximately 50,000 PLWHA who started ARIT2012, 86% remained on
treatment a year later. Two years after startingatinent retention was

approximately 80%, and after five years of ARTiatibn it was 75%.

Around 33% (236,000) of the PLWHA had viral loaddve 50 copies of virus per
ml of blood. In 2013, approximately 75% of indivads on ART had undetectable
viral load, whereas in 2009 this number was 72%apBr20). Note also that in
2013, 87% of individuals on ART had viral load beld,000 copies per ml and
87% had viral suppression 12 months after stattegtment.
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Graph 20 - Evolution of the number of PLWHA with €@ounts under 350 cells
per mn? and number of PLWHA with the same CD4 on ART. Br&008-2012

2013 75%

2012 mfs

2011 78%

2010 73%

2009 72%

+ + + . . . 1
10% 20% 30% 40% 50% 60% 70% 80%

@7

Source: Brazilian Ministry of Health/Health Surtaiice Department/Department of STDs, AIDS
and Viral Hepatitis.
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[11.5) International Cooperation

The responsibilities of the Office of Internation@looperation (ACI) of the
Department of STD, AIDS and Viral Hepatitis argoatated in Article 41, item IV

of Decree No. 7.530/2011 which defines that itghattion is to “provide technical
assistance and establish national and internatamageration”. The ACI works in
conjunction with the different areas of the DDAHVsdlf, the Office of

International Affairs of the Minister's cabinet @A), and other areas of the
Ministry of Health. The Ministry of Foreign Affairsthrough the Brazilian
Cooperation Agency, as well as other ministrie®vegnment and non-

governmental institutions are the main ACI extepaatners.

Moreover, the ACI works in collaboration and coostion with national AIDS
programs of different countries; the United NatiorSystem(UNAIDS,
PAHO/WHO, UNESCO, UNICEF, UNODC, ILO, UNFPA and UREM); formal
regional blocks such as Mercosur, the CPLP (ComtyuriiPortuguese Language

Countries); and bilateral cooperating agencies.

This report was organized by the Office of Inteior@dl Cooperation to record the
main activities of the international agenda of 2@d8n the Department of STD,
AIDS and Viral Hepatitis, in collaboration with vaus areas of the DDAHV

partners within the Ministry and external actors.

A) Brazil-France Cooperation

the Agreement on Scientific and Technical CoopenaBrazil-France is a bilateral
cooperation agreement, from 1968, which falls urglazilian foreign policy on
science and technology defined by the Ministry ofdign Affairs. After 1989, it
was included specific parameters for the BrazilkEeacooperation in the area of
HIV/AIDS epidemic, defining the following topics afterest: personnel training,

exchanges of experience through exchange semindrspgcialist visits.
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Since 1990, when the first event resulting frons twoperation was completed, a
total of 20 seminars were held, addressing issakged to common needs and
priorities for cooperation by the two countries: dRgric AIDS (1990);
Opportunistic infections and AIDS (1991); AIDS Peetion: from research to
action (1992); Diversification of HIV patient caf£993); Development process of
HIV vaccines: problems and benefits (1994); Manag@nand care: care services
for AIDS (1995); Clinical trials within the contexf HIV/AIDS (1996); AIDS and
women (1997); Health professionals in the managén@nHIV infection:
Psychosocial and technical aspects (1998); Motirehild transmission of HIV
(1999); AIDS and harm reduction: paradigm shiftdrug policy (2000); New
Challenges in the Prevention of the HIV/AIDS Epiderm Men who have Sex
with Men (2001); Access to Antiretroviral Treatmermconomic, clinical and
behavioral aspects (2002), HIV and Viral Hepat8igveillance : Perspectives and
Strategies (2003); Surveillance of HIV and Viralgdétis Infections: Perspectives
and Strategies (2004); Conception, birth and kfeallenges in coping with HIV
and syphilis (2005); Clinical Management (2006)d d&iscrimination and Human
Rights: 25 years after the emergence of HIV/AIDSO®).

In 2013, the 20th edition of the Brazil-France Ssamipromoted the debate on the
use of antiretroviral drugs as a prevention stratagainst HIV/AIDS (TASP),
bringing together about 60 Brazilian and Frenchipaants

During the 2013 Seminar, activists, health profassis, managers and specialists
in HIV/AIDS/Viral Hepatitis, ex-trainees of the Tlagical Cooperation Programme
and representatives of civil society were able hare their experiences on pre-
exposure prophylaxis (PREP) for sexual exposur@®julations at higher risk; the
early start of antiretroviral therapy (ART); andethsupplementary role of
biomedical interventions vis-a-vis traditional agftective barrier methods.

The closing of the seminar was marked by the lausfcthe 2013 scholarships
selection for Brazilian internships in France wékperience in the fields of STD,
HIV, AIDS and viral hepatitis. Proposed thematieas were prevention, social

control, human rights promotion, epidemiology, tmeent and/or assistance.
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Between 1991 and 2011, the Brazil-France InternBnggram had a total of 164

participants.

B) ARV Donation

For around ten years Brazil has been making domatmf ARVs to different

countries. Some of these donations meet emergerexysrand other requests within
the South-South Cooperation Network formed by coesmtthat receive annual
grants from Brazil to complete their AIDS treatme8ince 2003, according to
reports from different beneficiary countries, deoas from Brazil have supported

more than 30,000 treatments.

C)Activities of the Mercosur Intergovernmental HIV @mittee

The Intergovernmental Committee on HIV/AIDS MercogGIHIV) is linked to
the Meeting of Mercosur Ministers of Health (RM8)includes representatives of
the Ministries of Health of the Member States (Avyea, Brazil, Uruguay and
Venezuela) and Associated States (Bolivia, Chilelo@bia, Ecuador, Peru). The
CIHIV is a working group with the purpose of buildi consensus on the basis of
the national policies and guidelines. The Coordomatof the Mercosur health
agenda is the responsibility of the Minister's CHfi and its technical
implementation is responsibility of the Intergaverental Committee on HIV
(CIHIV) through the ACI/DDAHV. The following activieswere developed during
the first half of 2013:

* HIV Technical Project Meeting in Border Areas of idaesur

Meeting on HIV prevention, care and support in leordreas of Mercosur
countries, Montevideo, 29 to 30 May 2013. - Interggmmental Committee
on HIV in Mercosur

» Epidemiological Bulletin of Mercosur - Year Il
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D) World Health Assembly Satellite Meeting on Viral péeitis

The Ministry of Health of Brazil hosted and sporgbthe Satellite Meeting on
Viral Hepatitis held in May 2013 - during the WoHtkalth Assembly of the WHO,
in Geneva. In a partnership with the World Hepa#iliance, and with the theme
"Viral Hepatitis: addressing a challenge of thetZEntury”, the meeting aimed to
raise awareness among Member States on the negivetqpriority to fighting

hepatitis in global agendas, and to improve théaloesponse to these diseases.

The meeting was leaded by the Brazilian Secretérifaalth Surveillance. The
discussions included authorities from Indonesia,nytdia, Egypt, Scotland and
Japan, whose experiences in the field serve asmgano draw attention to the
urgency of these conditions. Ministers and globdVvozates shared their best

practices in public policy.

The Satellite meeting resulted in the commitmenMaimber States to conduct a
high-level meeting in November 2013 with the objexbf coordinating the global
effort to address all aspects of viral hepatitg|uding awareness and prevention to
diagnosis and access to drugs at affordable cAste member of the Executive
Council next year, Brazil suggested the developro&at new resolution, based on

the discussions that will take place at the meatingovember 2013.

E) Middle-Income Countries Global Consultation on Asxé ARV

Held in Brasilia from 10 to 12 June 2013, the Glatnsultation on ARV access
aimed to: define and better understand the marketARVs in middle-income

countries and the specific challenges they facgeaally in relation to access to
ARV 2nd and 3rd lines; explore strategies for mamagntellectual property rights
from the perspective of public health; share exgrexes between middle-income
countries to address challenges related to theaisasility of ART; identify

strategies and mechanisms available to middle-iecarountries to face the

increasing prices of ARVs; and explore the rolenutldle-income countries in
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pharmaceutical innovation, particularly in the depenent of new ARV
formulations. The topics of discussion were: pricesgulatory framework;

intellectual property; research and development.

The partner institutions in planning and conductimg consultation were UNAIDS,
UNITAID, WHO and the Brazilian Government. WTO, O and the Patent Pool
Foundation also collaborated. Eighty representatisdended the Consultation,
from 20 middle-income countries, NGOs and otheerimational organizations
(UNDP, Global Fund, World Bank and Clinton-CHAI Falation).

F) Regional Training of Trainers on HIV Rapid Testatity control

In April 2012, the Pan American Health Organizati@®AHO), together with
partners and with the technical participation of razilian Ministry of Health
through the Department of STD, AIDS and Viral Heymat held regional
consultations in Latin America and the Caribbearth@ area of counseling and
testing for HIV using Rapid Testing technology. Asein need of effective
procedures, such as trust in the efficacy of rapsts, human resources for the
implementation of rapid tests, quality control acohfidentiality of diagnostic

testing were identified.

Brazil's leadership in this technology transfergass and provision of technical
assistance with the support of PAHO is reflectethenproposal to hold a workshop
on Rapid Tests in Brazil, in Sdo Paulo in July 2Cdt2he Adolfo Lutz Laboratory,

with the assistance of CRT/SP. The event aimedi)tastrengthen the capacity of
countries in the region to expand the activitiedHtW diagnosis using rapid tests;
(ii) support the development of validation stud#srapid tests for diagnosis and
subsequent definition of algorithms and standafidssupport the development of
external and internal quality protocols; and introel practical and simple tools
such as DTS (Dried Tube Specimen) to monitor tredityuof HIV testing in Latin

America.
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The Workshop in Sdo Paulo had 20 laboratory expartattendance, from the
following countries: Argentina, Bolivia, ColombiaCosta Rica, Dominican
Republic, Ecuador, El Salvador, Guatemala, Honduxasaragua, Panama, Peru

and Uruguay.

G) South-South Cooperation Network - Workshop on iglation of
congenital syphilis and prevention of HIV motheretald transmission in Santa
Cruz de la Sierra, Bolivia 10-12 July, 2013

As planned in the work schedule for 2012/2013 distadd during the South-South
Cooperation Network meeting in Managua in May 200l2e aim was to plan and
facilitate the implementation of these activities January 2013, when priority
activities for the Network in 2013 were establishéocusing in the areas of

treatment, mother-to-child transmission and logssti

H) Community of Portuguese Speaking Countries - CPLP

» Strategic Health Plan for Cooperation in the CPREGS/CPLP) from
2009 to 2012: Assessment Meeting

The meeting of the Technical Group on Health (GE®RIB/CPLP) took place in
Lisbon, at the Executive Office of the Portuguepedking Countries Community,
on April 2013, in order to conduct the assessméttied2009-2012 implementation
actions for PECS (). At this meeting, all membextet were present, except for
Guinea-Bissau. Brazil was represented at the cmecaby Dr. Paulo Buss
(FIOCRUZ); Dr. Felix Rosenberg (FIOCRUZ); Dr. Augos Paulo Silva
(FIOCRUZ), José Telles (FIOCRUZ); Dr. Joseph Bas$dhNICAMP) and Mrs.
Licia Lemos (Ministry of Health).

The meeting occurred in accordance with the follmvsessions: | - Evaluation
Report of PECS 2009-2012; Il - Report of the Wo@dnference on Social

Determinants of Health and the Rio +20 Confererfeeesentations and discussions
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on building national capacities: Health in the gp815 agenda; and session Il -

Discussion of Proposals for PECS 2013-2016: comarigsand recommendations.

The summarized report of the meeting, forwardedhayExecutive Office of the
CPLP, refers to the need for greater operabilityrTbématic Research Networks
already founded and recognized within the CPLPwddt for Health Research
and Development in Portuguese-Speaking Communitg s, HIV-AIDS (Rides
IST-SIDA CPLP) and Malaria (Rides Malaria CPLP).

In order to develop a proposal for action for bN#tworks, the Brazilian Ministry
of Health (SVS and AISA/MS) agreed to hold a megtretween the thematic
areas involved in Praia, Cape Vert, in October 2013

As a product of the Cape Vert meeting, a 2013-24tidn plan for the elimination
of syphilis, HIV and hepatitis B mother-to-childatrsmission in Portuguese-
speaking countries was elaborated. At this meetingzil was elected Executive
Secretary of the Network for Research and Developrme Health - Rides ITS -
Sida CPLP.
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IV) Best Practices

The "Best Practice” in this report highlights twoopity areas: (HIV testing) and
treatment.

HIV TESTING

Inclusion of Civil Society Organizations in the rpesting expansion strategy
focused on key populations.

Its goal is to support civil society projects tocearage the use of rapid testing
using oral fluid technology among key populatiokkSM - men who have sex with

men, gay men, sex workers, transsexuals, drug)users

The project is a partnership initiative with 33 rgovernmental organizations

working in 21 states and the Federal District. Thiéiative has the technica
support of the Department of STD, AIDS and Viralpdgtis,states and municipals
coordination agencies. Besides testing, suppliepfevention, such as condoms
and lubricants, as well as educational materialsHOWWAIDS, STDs and viral

hepatitis will be offered.

Brazilian Strateqy of Increasing HIV-1 Diagnosis

In 2013, the Ministry of Health published a newineshce standardization of HIV-
1 diagnosis in Brazil, aiming to create alternatif@ expanding access to
diagnosis. Five algorithms have been proposed Fldtag classification (AIDS
2003) was used as a reference. This is a systéabafatory staging for recent
infection which classifies the early stages ang$eefine the most suitable
algorithm in different situations presented forgiiasis.

Serological diagnosis is performed with at least tests, one for screening and 3
second, more specific, to confirm the result. Tirg& fwo algorithms combine the
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use of rapid tests using samples from fingertipgoune or oral fluid, expanding
access to diagnosis and allowing earlier treatnmétmtion. The third and fourth
algorithms allow earlier diagnosis of infection @ymbining a third or fourth
generation immune as screening with viral load tjfieation as confirmatory.
Although less cost-effective when compared witreottroposed algorithms, the
fifth algorithm is more commonly used and combiarsmmune screening assay

followed by Western blot as a confirmatory test.

The ordinance innovates by employing algorithmsagisiral fluid, simplifying
testing, and making it more accessible and redugimiggical risk. The

incorporation of this diagnostic methodology in@esathe possibility of diagnosis
in a timely manner, meeting the strategy recerdlypséed in Brazil to test and treat
(TasP). By not requiring laboratory infrastructuttee methodology using oral fluid
enabled the start, in December 2013, of testingept® in partnership with non-

governmental organizations, prioritizing key popiagias.

With the publication of this ordinance, the depatinexpects professionals and
services to make the proper choice of algorithntterr local reality so as to
enable access for all individuals who wish to kribeir serostatus. By designing
these proposals, the timely response to individulaésr referral to medical care

and cost-effectiveness of testing were all takém consideration.

Case study for reducing the costs of HIV-1 Virahdd_aboratory Network of the

State of Rio de Janeiro, maintaining the monitogogerage

Tests for HIV-1 viral load quantification in the &ilian network of 80 laboratories
are purchased centrally by the Ministry of Healtlhereas the states offer the
infrastructure for testing. Between 2009 and 2Gh& exam was done manually
and it was replaced, in 2013, by equipment acqubgdending, in which the
equipment cost is built into the price of the test.

Although there has been an increase in the proggsspacity of the tests, the

National Viral Load Laboratory Network remained wihe same 80 laboratories,
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processing approximately 55,000 tests per month wiit cost of US$ 10.00, at|a
monthly cost of US$ 550,000.00. This study in ttagesof Rio de Janeiro tested the

hypothesis that it is possible to reduce the ndtwamst through better capaci
utilization of equipment, without reducing the mimmning coverage. The state h
159 collecting facilities and 12 laboratories peritng 6,800 tests/month at
monthly cost of US$ 6,800.00.

The analysis included the quantities of samplelectad by each unit from Janua
to November 2013, the distances to reference la&iroea and capacity used in eg
laboratory. To analyze the unit cost of tests tilWing aspects were considerg
operational; equipment; technical assistance; fiogis reagents; taxes al
consumables. Simulations were carried out consigdtie optimal capacity of th
equipment according to the supplier.

From this survey, it was observed that the reomgian of sample flow and th

reduction of the number of laboratories to 5, wiilaintaining the 6800 tests per

month level, generates savings in expenditure kyMimistry of Health with the

state network of approximately 20%.

The study showed it was possible to reduce thescwdtile maintaining the

coverage to monitor the infection. This reductiofi also reflect on the State i
terms of personnel and infrastructure. This isfits¢ in a series of studies that w
be conducted to identify the cost benefit of themoek in its current configuratio

or the need of replacement by a purchasing service
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Evaluation of the Quality Program of the Nationabbratory Network for HIV-1
in Brazil between the years 2008-2012

The Ministry of Health established the National gteom for Quality Assurance
Laboratory Tests in 1996 to evaluate the perforraafdaboratories regarding th

quality of procedures and results. The laboratodes classified as exceller

approved and failed. The external review panels st annually to the 90

laboratories of the CD4 network, 80 viral load lediories and 23 genotyping

laboratories. The panels are developed nationalllly %0% lower costs compare

with panels from other countries.

Since 2009, the viral load panel is shipped in ctdyle ice packs, generatir
savings of 25% with transportation, compared t@ing with dry ice. The currern
logistics system is able to deliver panels in 97%laboratories distributes
throughout Brazil in a period of 24 hours. The ioy@ment of the program allowe

the panels to be sent every 2 months as of 2013.

The comparative analysis of the results obtainéaidren 2008 and 2012 showeg
high average of network approval (89% to 95%). Gemotyping Network had th

highest average participation (97%). The Viral Lodetwork showed the greatest

variation in the percentage of approvals (42.8%8®28%). The CD4/CD¢
Network had the highest average approvals (83.32A%gr analysis of the results
detailed reports on the performance of each laborare generated and technig

visits are conducted in laboratories that do naédiolproficiency.

A high adherence to the Program reflects the comenit of the laboratories. The

results demonstrate the commitment of the teamsctueve a high level @
proficiency. The continuous encouragement of thegfm by the Ministry will
enable the development of a dry panel with lyopkdi samples, generating savin
for transportation, in addition to three externablity evaluations for CD4, virg
load and genotyping in 2014, ensuring a better ityualof monitoring of the
networks.
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TREATMENT

The Use of Information Systems as a Tool to Exp&Rd Coverage.

Brazil has a clinical protocol for the use of ARiiitially, it was established that
the introduction of ART would start from = or < 266lls/mnt CD4. In 2010, the
range was changed to = or < than 350 cells/iGB®4. A new change in 2012, set
the range as = or < than 500 cells/ff®D4. Currently, ART is recommended for
all PLWHA.

Although national treatment guidelines have beafelyiused in services that
follow up people living with HIV/AIDS, many patiesieligible for ART (= or <
500 cells/mm?3 CD4) are not retained in treatmenttherefore are not continually,
followed up by SISCEL and SICLOM.

In order to identify patients eligible for treatnbea list of names of patients who
presented at least one count = or < 500 cell$/@BY in 2013 was generatedfron
the national CD4 and VL database. The crossingisfdata with the ARV
dispensing system resulted in a new list of pagietigible for treatment which are
not yet on ARV, comprising a total of 68,779 names.

-

Although the CD4 count threshold for treatmentational guidelines has changed
over the years, it was observed that there wasfheence of these changes in ARV
coverage in Brazil. The UNAIDS/GARPR report ideietif in 2012 a difference of
25% of eligible patients off treatment. Therefdhes practice of intersecting

information systems on treatment coverage is crfmiahe realization of universg
access for people living with HIV/AIDS. The usesystems allows direct and reg
time access to data related to treatment coveeagelocal level, and they serve as
an excellent tool for public health, since the AR8pensing system is
implemented in 90% of SUS health services relatddIY/AIDS.

With the publication and implementation of the nesatment protocol, the
Brazilian goal for 2014 is to have at least 100,68®& patients on treatment.

The 69,000 patients name list was sent to healttlices that follow up people
living with HIV/AIDS, with a recommendation to imgte ART in these patients.
This list will be monitored at the federal levelegy three months. It is the
beginning of a new era for the clinical assessméhtlV/AIDS in Brazil.
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V) Conclusions

The year 2015 will mark the three-decade historytled HIV/AIDS Brazilian
response. As every committed national responsey roaallenges will be continued
target and Brazil will need to keep its best exgrere but constantly innovate towards
new technologies and inclusive approaches. Thepariscular discomfort due to the
high mortality rate and low coverage of antiretraltherapy. In this sense, it will be

needed to follow some key points:

1) Clear strategies for combined prevention actiormiged on key specific
populations, as expected in a concentrated epigemic

2) Implementing a new simplified diagnostic algorithmhich enhances the
concept of point of care diagnosis and facilitateaching the estimated
150,000 Brazilians who do not know their HIV posgtistatus;

3) Starting early treatment to all HIV-positive patenregardless of CD4, so
as to impact morbidity, mortality and transmissadrH|V;

4) Involving all stakeholders in the fight against tkeidemic, including
federal, state and municipal governments; non-gouental organizations;
universities and researchers; private enterpricié; agencies and other
bilateral partners, among others;

5) Creating sustainability mechanisms for the Braaziltavil society, which is
an essential part of the national response;

6) Reinforcing the fight against stigma and discrinim@a against key
populations and people living with HIV;

7) Contributing, in the country, to a planet with zerew cases, zero deaths
due to AIDS and zero discrimination.
If the remarkable cultural diversity of the countayd its significant social and
geographical differences have helped to designiguarresponse to HIV/AIDS, it is
time to face these challenges and to redesign gbitrait, according to the new
epidemic features. The Brazilian response, as e Isafore, is part of a global
permanent struggle of all countries to “get dowzeoo”. This document is one further

step to reach this goal.
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