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INTRODUCTION 
 
The following report summarises the feedback gained from a consultation carried out 
among civil society organisations in relation to the development of a Global 
Prevention Strategy of the United Nations Joint and Cosponsored Programme on 
AIDS (UNAIDS). The consultation was facilitated and resourced by the International 
HIV/AIDS Alliance under its role as a UNAIDS Collaborating Centre from its 
secretariat office in Brighton, UK. The consultation took place over a period of 10 
days in October 2004. It was carried out electronically among Alliance organisations, 
partners and associates involved in local, national and international responses to 
HIV/AIDS. 
 
The Alliance disseminated its request for input to roughly 59 organisations, with 23 
responses received. These were from: NELA – (Nigeria Network on Ethics, Law, 
HIV/AIDS Prevention, Support and Care); African Services Committee; Alliance 
Zambia; Catholic Agency for Overseas Development (CAFOD); Centre for Health 
and Gender Equity (headquarters and partner in Peru); Christian Aid; Harm 
Reduction Development Programme, Open Society Institute (OSI); Health 
Communications Project, John Hopkins Bloomberg School of Public Health; 
International AIDS Vaccine Initiative; International Community of Women Living With 
HIV/AIDS (ICW); International Council of AIDS Service Organisations (ICASO); 
Kimirina, Ecuador; Mozambique Red Cross; NAZ Foundation; Palmyrah Workers 
Development Society, (PWDS), India; Southern African AIDS Trust (SAT); Stop 
AIDS Alliance; UK Consortium on AIDS and Development; Umzingwane Aids 
Network, Zimbabwe; Student Partnership Worldwide (SPW); and Vasavya Mahila 
Mandali (VMM), India.  
 
Many respondents expressed considerable concern and frustration about both the 
method and timeframe of the consultation. They stated that they would have 
preferred to comment on an existing draft document from UNAIDS and to have had 
more input time. Several organisations noted that, given the tight deadline, they 
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could either not reply at all or could only provide brief, “off the cuff” feedback rather 
an a considered response. Overall, it was felt that this was very unsatisfactory, 
specially considering the vital importance of the strategy in question. A request was 

1. 

2

3. How much does the current legal and policy environment underpin effective 
prevention work in your country? 

4. What would be necessary to take effective prevention strategies to scale? 
5. Does current thinking in prevention work contribute to reducing vulnerability, 

tackle human rights issues and reduce stigma and discrimination? 

oints to consider were also shared in the discussion paper, they were as 

hy? 
 Vulnerability reduction. UNAIDS will remain committed to the reinforcing 

he feedback to the questions is grouped under similar themes in the following 

th
e
made that organisations would be allowed to review and comment on the policy once 
it has been drafted and UNAIDS needs to give sufficient time to this.  
 
In terms of the framework for the consultation, the Alliance asked participants to 
respond to five key questions: 
 

What prevention strategies have been shown to be effective in your area?  
Over what period of time? 

. How is the external environment affecting your work, both positively (in terms 
of new opportunities and challenges) and negatively?  Areas to consider – 
civil society capacity/involvement, funding, economic conditions. 

 
P
follows: 

 Ensure that a solid policy framework is based on effective practice on the 
ground. We must not be tempted to provide a technical / interventions 
shopping list of our projects but rather consider how the lessons learnt can 
ensure policy and direction that can influence right across the UN agencies – 
not just UNAIDS. 

 Is there anything missing from current prevention thinking / statements at a 
national, regional and global level?  What needs greater attention / emphasis 
and w

strategies of Risk, Vulnerability and Impact reduction.  Does the increasing 
level of vulnerability and the direct link to human rights, stigma and 
discrimination mean that we need to reinforce efforts towards reducing 
vulnerability and bring this to the centre of our efforts? 

 Does the current prevention strategy reinforce the diversity of those affected 
by the epidemic and allow for / ensure that responses are contextual, country 
/ regionally specific and aimed at having the most long term sustainable 
impact? 

  What do we feel is the current success of the Global Strategy framework on 
HIV/AIDS in ensuring that HIV is seen as an integral operational priority for all 
UN Agencies – eg. WFP, UNHCR, UNICEF, UNFPA, WB.  How have we 
seen this reflected in their work and our opportunities for joint programming in 
countries etc.  

 
T
pages. 
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1. WHAT WORKS?  
 
Based on their extensive, practical experience, the respondents to the consultation 
reported that a wide range of HIV prevention strategies have been shown to be 
effective in their areas. These include: 
 

• Reducing parent to child transmission 
(PTCT), including provision

• Voluntary counselling and testing 
 of drugs 

to both the parent(s) and the child. 
(VCT) in a variety of settings and for 
a variety of community members. 

g syndromic management, of sexually 

• 
nity 

  Education, social marketing and 

 

• 

community groups. 
 
Severa  
through specific approaches, such as the involvement of people living with HIV/AIDS 
(PL
 
Agains ber of key 
strate  While 
some lished components of 
pre e 
provis  
investi
 
The
 
• V tion 

s
effective counselling, individuals and couples who test HIV negative are 
motivated to employ strategies to remain so.  The African Services Committee 

g for 
gnant women in a number of settings while maintaining the voluntary testing 

option has made vital inroads. However, as experience and needs increase, 
several respondents noted the need for VCT services to move beyond simple, 
generalised services towards more specific, higher quality and more strategic 

• Information, education and 
communication (IEC), includin

• Prevention and treatment, including 

through the media and drama. transmitted infections (STIs). 
Communication for social change 
addressing socio-economic issues, 

• Peer education among particular age 
groups and types of commu

such as child sexual abuse. members. 
• Community dialogue and •

participatory approaches (e.g. using distribution of male and female 
Stepping Stones).  condoms. 

• Specific initiatives with young people, 
both in and out of school. 

• Harm reduction for injecting drug 
users (IDUs). 

• Preventive counselling. • Improving the safety of blood supply.
• Behaviour change communication, • Addressing the specific needs of 

especially with vulnerable groups, 
such as sex workers (SWs) and men 
who have sex with men (MSM). 

young people. 

Ensuring strategies and activities are 
specific for the needs of rural and 
urban populations 

• Addressing the cultural and social 
norms and gender roles of 

l respondents noted that, in turn, each of these strategies can be enhanced

HA) and the use of participatory and inclusive methodologies. 

t the context of this broad “menu”, organisations identified a num
gies that they felt to be particularly vital at this stage in the pandemic.
of these (e.g. the building of life skills) are well estab

vention work and need renewed energy and attention, others (e.g. the large-scal
ion of VCT) have only gained prominence more recently and require further
gation and intensive scaling up.  

 key strategies include:    

CT: VCT not only provides a vital in-road to treatment, but is a key preven
trategy in and of itself. For example, Alliance Zambia has seen that, with 

also notes that over the past 4 years legislating mandatory HIV counsellin
pre
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services rooted in 
be inc

comprehensive prevention programmes.  VCT services must 
orporated into all levels of primary health care with a strong emphasis on 

d 
VCT 

en.  VCT services must reach out to pregnant 
women and be incorporated into maternal health care at all levels of delivery.  

 T o d ing not 
o shed and of high quality. Meanwhile, the 
M ed that s that, 
o on progra with 

a  communi
 
• us u ith 

e uction work reported on the overwhelming 
 importance of this strategy, as the OSI has learned 

sy g astern 
E Union rch and 

c a ns has 
shown these programmes to be highly e ission. 

 a need for r nd 
o he e s, such 
a  and mig .  

 
• S LHA: In the context of increased access to 

r o   is a 
need to address the specific preventio
a n and protecting oth  For example, the 

have been on the 

d strategic starting point in contexts where 
lity is still taboo in many societies.   

sexual and reproductive health services. For example, VMM in India identifie
the need for mobile VCT services for rural communities and youth-friendly 
services for young adult and childr

hey also emphasised that the “C” sh
nly always present, but also unru
ozambique Red Cross emphasis

ul  not be tokenistic, with counsell

 there should be referral system
f r example, link preventi
ppropriate VCT services in the

mmes in schools and workplaces 
ty.  

Harm reduction for  Intraveno
xtensive experience of harm red
vidence for the validity and

Dr g Users (IDUs): Respondents w

e
from the foundation of over 200 

urope and the Former Soviet 
rin e exchange programmes in E

 during 1998-2004. Resea
evaluation by donors, national resear h gencies and academic institutio

ffective in reducing HIV transm
Again, however, there is  p ogrammes to be more strategic a
f cused, for example addressing t
s SWs, street children, prisoners

econdary prevention for P

sp cific needs of sub-sets of IDU
rant labourers

t eatment and, potentially, more pe

voiding re-infectio

ple knowing their HIV status, there
n needs of PLHA, both in terms of 
ers from infection.

African Services Committee recommended that secondary prevention work 
should be fully integrated into publicly funded programmes for HIV prevention. 

 
• Life skills training and empowerment: Although life skills 

HIV/AIDS agenda for over two decades, they are often not adequately or 
appropriately addressed within prevention efforts. For example, the Health 
Communication Project cites the need for programmes with young people to 
more proactively include attention to self-esteem and negotiation skills – to 
better equip them for life before, during and after their first sexual activity and 
building healthy relationships. Meanwhile VMM, India, notes that focusing on 
life skills can provide a “safe” an
explicit attention to sex and sexua

 
• Peer-led peer education programmes: Peer education has been another 

“mainstay” of prevention work for many years. However, it is increasingly 
important that such programmes are not only implemented by peers, but 
designed, monitored and evaluated by them. For example, SPW has found that 
sustained, full time peer – peer education, in which young people are 
recognized and valued as members of the workforce against HIVA/IDS, has 
been highly effective. From experience they have noted that complementing 
national education strategies thought long-term peer education programmes 
focused on ASRH (adolescent sexual and reproductive health) and HIV/AIDS 
massively increases the impact of HIV/AIDS prevention programmes.  The NAZ 
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Foundation has found that involving MSMs in developing, leading and running 
projects in South Asia not only improves the appropriateness of the initiatives, 
but makes them more likely to be accessed by other community members. 
Meanwhile, Umzingwane in Zimbabwe argues that young people need to be 
given opportunities both to run their own activities and to participate in the 
decision-making structures that monitor and supervise overall community actio

 

n 

 
• 

ed to address this area with both 
renewed energy and a more systematic approach, in terms of ensuring that it is 

 
Whil
the c
cons
over

 their areas is comprehensive / 

are p
optio
adap
men
awar
roviding information, but enabling people to 

the t
as th
emp
focus
term
actio
comp
comm
ddressing behaviour, should, as IAVI 

techn
vacc
avail
 
As n
not t
peop
Likew
terms

on HIV prevention. 

Gender mainstreaming into all HIV prevention activities: Again, the subject 
of gender has been on the HIV/AIDS agenda for many years. However, there is 
a shared sense that prevention initiatives ne

incorporated into all activities, regardless of the community targeted or the 
nature or location of the work.  Greater time and resources need to be given to 
conducting a gender analysis and to mapping out gender roles within the 
context of social and cultural norms at the start of programming and must feed 
into impact assessments and monitoring and evaluations.  

e identifying the above key strategies, 
ivil society groups responding to the 
ultation overwhelmingly reported that, 
all what works, or could potentially work, 

in
combination prevention [see box]. These 

rogrammes that provide a “menu” of 
ns that can be selected, combined and 
ted to individuals lives and needs. The 

u should focus on “moving beyond 
eness raising”, in terms of not only 

p
assess their individual level of risk and build 

ools and skills to respond. In particular, 
e Health Communications Project 
hasises, the range of options should 
 less on “don’t” and more on “do”, in 

s of empowering people to take positive 
n. Meanwhile, one of the core 
onents of prevention work, such as 
unication messages targeted at 

a
outline, be combined with access to new 

ologies, such as microbicides and 
ines, as and when they become 
able. 

oted by organisations such as CAFOD, is it
oo simplistic and, instead, respond to th
le’s lives, for example in terms of religio
ise, the infrastructure behind prevention w
 of providing a web of support and service
“No single drug or medical approach is 
effective in treating a person with HIV. 
Similarly, a combination approach and 
an enabling environment are needed to 
help people prevent HIV transmission. 

”Prevention-only and awareness raising 

ucing 
risk is a process, an education, in which 

Strategies must offer real choices for 
people including people with HIV, which 
meet their different and changing needs 
and that address the contexts in which 
decisions can be made and acted upon.” 

IAVI 
 
 

projects are a thing of the past”. 
VMM, India 

 
 
 “Reducing the risk of infection is not 
about choosing one or other option 
randomly or as dictated by social or 
religious pressures. It is preferable to 
think of it in terms of a continuum 
running from high risk activities to those 
carrying low or even no risk. Red

people see what risks their behaviour 
entails and in which they take steps to 
reduce that level of risk in their 
circumstances.” 

CAFOD
 5  

 crucial that prevention strategies are 
e specific and complex realities of 
us, cultural and economic factors. 
ork should be multi-dimensional, in 

s, for example with referrals between 



NGO
Sout
linke
 
Over      
comp
such  going from rhetoric to reality – in terms of actually 

aterialising, particularly on a large-scale. It was felt that, in practice, there were 

and t
the e
Heal
– wh
pullin
unite
 
In ter ree of disagreement 
mong respondents, often reflecting the stage of the epidemic in the country in 

a em ing 
and P ow 

 to t all, 
 e ith 

iven country, the 
ties n

xtri nd 
t th e 

al necessity in terms of ensuring ade e 
 environ ent currently orientated towards 

e M d 
an on 
nosis can be offered hope. e 

 and Christian Aid emphasised that keeping 
 lessen  
overty  

hasise  
tensive a  

s and sectors to develop, manage and 

pport and technical skills, but also energy, 

s, government and the private sector. For example, the Lovelife programme in 
h Africa showed us that prevention work in young people’s centres needs to be 
d to establishing adolescent-friendly services in government clinics. 

all, however, despite consensus on the importance of   
rehensive/combination prevention, several respondents questioned whether 

 programmes were
m
multiple barriers to programmes becoming a reality, including a lack of resources 

he limited remit of some organisations that, for example, focus on abstinence to 
xclusion of other options. These barriers contribute to what the Centre for 

th and Gender Equity describes as fragmented, rather than inclusive, strategies 
ere civil society groups end up focusing on their own area of work or speciality, 
g against each other rather than developing shared goals and presenting a 
d front. 

ms of the targets for prevention work, there was a deg
a
question. For example, in Ecuador, Kimirin
with key populations, while in India VMM 
be broadening out from “high risk” groups
however, there was a sense that prevention
whom they are most needed in a g
epidemic and on evidence of what communi
 
There was universal agreement about the ine
care, support and treatment. It was felt tha
for HIV/AIDS programmes, but a politic
attention to prevention within a policy
treatment. In terms of practical examples, th
how, with the presence of treatment, VCT c
strategy, as people receiving a positive diag
several organizations including CAFOD
PLHA well reduces the impact on children
the risk of families declining into further p
HIV.  
 
Finally, several of the respondents emp
“just happen”, but, instead require ex
enable local individuals, organisation
implement them. This is a process that takes place over time and requires a wide 
range of resources, not just financial su
creativity and political will. 
 

phasised the importance of work
WDS felt that strategies should n
he generalised population. Over
fforts should focus where and w
 based both on the dynamics of 
eed. 

cable link between prevention a
is was not only sound good practic

quat
m
ozambique Red Cross highlighte

now be a more effective preventi
 Meanwhil

ing their years as orphans, reduces
 and becoming more vulnerable to

d that prevention strategies do not
nd intensive capacity building to

 
 
2. RESPONDING TO A CHANGING, GLOBAL ENVIRONMENT 
 
Among the respondents to the consultation, there was a strong sense of a sea 
change occurring in the global HIV/AIDS arena, with civil society and HIV prevention 
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experiencing both positive and negative impacts. On the one hand, organisations 
welcome concrete progress, for example in terms of the overall increased availability 
of funding for HIV/AIDS and the growing commitment to multi-sectoral approaches. 

n the other hand, however, they fear that both resources and attention will 

 a reality it will take forceful, proactive advocacy. As Christian Aid 
comments treatment, and the power of treatment advocates, must not crowd 

s where decisions are made 
about the allocation of resources. 

revention as much, if not more, than issues directly related to HIV/AIDS. For 
example, Kimirina cites the need for Ecuador to be freed from the international 

passionately that the international community, including 
UN bodies, has a role to play in addressing how the politics of the current US 
Administration – with, for example, its focus on abstinence, prioritisation of 

and opposition to organisations advocating for the 
years of community-

based work. In addition, they were concerned about the financial restrictions 

O
predominantly be channelled into treatment work, while prevention will be forced to 
take a financial and political back seat.  
 
To address some of the challenges of the current environment, respondents 
suggested that regional and international policy makers and donors should: 
• Act as the guardians and advocates for prevention: This involves ensuring 

that, at all levels, prevention receives adequate political, financial and technical 
support in its own right, as well as in terms of its intrinsic link to treatment. 
There is a sense that, while many policy makers appreciate the basic logic 
behind increasing prevention in parallel to access to treatment, for this to 
become

out prevention. Otherwise, not only will the human consequences be severe, 
but the increase in numbers of people needing treatment will diminish any hope 
of reaching a stage of universal access.  

 
• Treat civil society as valid, equal partners in HIV prevention policy and 

programme development: Policy makers should recognise the validity of the 
experiences amassed by civil society in relation to HIV prevention and give 
them a “place at the table”, for example in forum

 
• Critically asses the impact of focusing resources on a limited number of 

priority countries: For example, the Centre for Health and Gender Equity 
argues that the current concentration of US funding in a few countries has 
limited the resources available for programmes elsewhere, where the epidemic 
is taking hold and prevention efforts could forestall the rapid spread of HIV.  

 
• Address the global economic and structural factors that limit the potential 

for local HIV prevention efforts to succeed: Policy-makers should recognise 
and address the external, environmental factors that restrict HIV/AIDS 
p

debts and economic crisis that inflict severe limitations on community-based 
HIV/AIDS efforts.   

 
• Address head-on the politicisation of HIV prevention and refocus on the 

legitimacy and efficacy of evidence-based successes: For example, several 
respondents argued 

certain faith based groups 
legalisation of sex work - fails to respect the evidence of 

placed upon US-funded projects, including that no more than 20% of funds 
spent on HIV can be allocated to prevention and that at least 33% of prevention 
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funds must be spent on abstinence-until-marriage programmes. There is a 
sense that the dominance of the religious and political right means that the 
Administration is failing to recognise and supportively address the reality of 
issues relating to HIV/AIDS – such as diverse social and cultural norms that 
drive and inform sexual relationships, sexual orientations – and that, in turn, this 
is taking safer sex education and sound adolescent sexual and reproductive 
health education many steps backwards. 

rammes 

orld Bank and Global Fund on AIDS, 
TB and Malaria and other donors have enabled the expansion of harm 

 
• 

y-
makers and donors can play a vital role in terms of ensuring that regional and 

   
• 

 
• 

some elements of treatment work. For example, PWDS in 

 

 
• Use international influence and funding vehicles to ensure prog

for the “invisible” populations that governments are unable and/or 
unwilling to support: For example, the NAZ Foundation and Centre for Health 
and Gender Equity suggest that international and intergovernmental 
organisations can play a key role by setting a good example with policy 
frameworks that are unapologetic about issues of sexuality, power and sexual 
diversity. In turn, they can use these to mobilise national governments to 
address highly taboo behaviours (e.g. female cleansing, anal sex, pre-marital 
sex) and support the most stigmatised and marginalised populations (e.g. 
Street Children, IDU, MSMs, SWs). Meanwhile, the OSI cites how, although 
vast gaps still remain, grants from the W

reduction programmes with IDUs in Eastern Europe and the former Soviet 
Union.  

Use international standards to enable the improvement and/or enactment 
of relevant national standards. For example, ICASO emphasises how polic

international standards for human rights are actually put into action on the 
ground.  

Develop tailor-made strategies for individual countries rather than a “one 
size fits all” approach: For example, several respondents noted that, while 
escalated epidemics may require prevention initiatives to be generalised in 
some contexts, specific initiatives targeting highly vulnerable populations, such 
as IDUs and SWs, are still extremely vital.  

Have realistic expectations and timeframes for prevention interventions. 
While an emergency response to HIV/AIDS may help to galvanise action, it is 
vital to recognise that prevention work takes time to produce a measurable 
impact and should not be judged against the same type of quantitative 
indicators used for 
India is concerned that the project frameworks of international donors tend to be 
orientated towards short-term outputs. In turn, this forces NGOs and community 
groups to focus on simple, project-related activities with near-immediate results, 
rather than to develop longer-term, more strategic approaches to the more 
complex issues that really shape HIV/AIDS epidemics, such as examining 
vulnerability through a gender analysis. It also means that organisations tend to 
become more introspective – a situation that limits collaboration and risks 
duplication.  
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• 

 
 Be one step ahead of emerging prevention needs. Many civil society 

 
 
3. G WITHIN NATIONAL ENVIRONMENTS 

organ
their 
preve

pract
conc
for e

atio  the arguments and evidence from 

relev
Natio
gove
 
How
are 
prog
Inde
prev
 
• 

nment has issued a policy statement on 
HIV/AIDS, the document is non-committal and non-binding.    

 

Ensure a greater connection between the prevention-related policies of 
different international, regional and national agencies. For example, OSI 
cites the need for a greater continuity in terms of supportive, rather than 
repressive, policies in relation to drug users among UNODC, World Health 
Organisation (WHO) and UNAIDS, as well as national governments, such as 
those in the Former Soviet Union. 

•
organisations feel that, as they benefit from a unique overview of emerging 
trends and needs, regional and international policy makers are crucial to 
alerting national governments to the need for forward planning. For example, 
Alliance Zambia highlights how the scaling up of treatment will bring more 
emphasis to VCT, while, in turn, increased awareness of VCT will create 
greater demands for services. To meet such challenges, national policy-makers 
need more than financial and practical resources, such as test kits. They also 
need to be encouraged to plan, budget and strategise in relation to capacity 
building within public, private and nongovernmental sectors, and to develop 
increased human resources (for example, in the case of VCT, in terms of 
counsellors, laboratory technicians, post-test club leaders, etc).  

WORKIN
 
Against the context of the rapidly changing global HIV/AIDS arena, civil society 

isations also face challenges in relation to the legal and policy environments of 
own countries and the extent to which these do, or do not, underpin effective 
ntion work.  

 
It is recognised that effective prevention efforts require positive, supportive, enabling 
environments where people and organisations feel empowered on both strategic and 

ical levels. Respondents to the consultation reported that, in many countries, 
rete progress is being made towards creating such environments, in terms of, 
xample, increasing policy measures relating to human rights. In India, the 
nal and State governments have listened toN

groups such as the NAZ Foundation that supporting vulnerable MSMs is a key 
strategy in preventing HIV transmission and accordingly increased their funding to 

ant initiatives. NAZ also reports that MSMs are now at least mentioned in the 
nal AIDS Plans of many other South Asian countries, even if the support of 
rnments still tends to be more passive than active.  

ever, many organisations reported that antiquated laws and gaps in legislation 
still posing immense barriers to promoting and increasing prevention 

rammes and services, particularly for marginalised and vulnerable groups. 
ed, according to respondents, the legal and policy environments for HIV 
ention work in many countries are characterised by failure to:  

Enact existing supportive policies and legislation. For example, in Nigeria, 
NELA is concerned that, while the gover
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• Fill strategic gaps in policies and legislation. For example, while feeling that 
the country’s legislation is generally supportive of HIV prevention work, the 
Mozambique Red Cross cites the lack of laws on domestic violence, rape and 
sexual abuse as a significant barrier.  

Update antiquated policies and 
 
• legislation. For example, in the light of the 

need for increasing the scale-up of testing and for appropriate, confidential 

 
• 

 amendment to 
the 1995 Anti-AIDS Bill makes HIV testing mandatory among pregnant women. 

 
re inevitably severely affected, 

nd often acutely restricted, by the specific dynamics of the national political 

was run by fundamentalist Ministers who replaced technical staff 
ith people with the same religious conviction and prohibited the use of terms such 

espondents noted that scaling up effective HIV prevention requires a “jigsaw” of 

 organisations will 
struggle to maintain their existing level of activity, let alone to take it to scale. 

, such as gender 
inequalities. 

counselling, Alliance Zambia is concerned about legislation which states that 
only laboratory technicians can draw blood from people.  In the face of the 
devastating impact HIV/AIDS has had on the public sector work force there is a 
real need for government to be more innovative and learn from civil society in 
terms of human capacity and training.    

Address constrictive policies and legislation. For example, OSI finds that 
drug policies and legislation in Eastern Europe and the Former Soviet Union 
overwhelmingly emphasise punitive law enforcement at the expense of public 
health – a situation that increases human rights abuses, fuels discrimination 
and drives drug users away from services. Meanwhile, in Peru, a partner of the 
Centre for Health and Gender Equity, is concerned that a recent

In addition, HIV prevention efforts in many countries a
a
environment. For example, Zimbabwean NGO’s working on Human Rights and/or 
linked to international agencies are currently facing legal opposition. Meanwhile, 
groups in Peru are still experiencing the aftermath of the 2001-2003 period when the 
Ministry of Health 
w
as gender, sexual education and human rights. 
 
 
4. SCALING UP ACTION ON PREVENTION  
 
The civil society organisations responding to the consultation recognised that it is 
vital to not simply maintain, but dramatically increase, HIV prevention initiatives. 
However, the majority also noted that scaling up is not simply a question of numbers, 
in terms of doing more projects and reaching more people. It is much more a matter 
of re-strategising overall responses and re-emphasising specific interventions.  
 
R
components. These include: 
 
• Political will – to support HIV prevention, alongside treatment – and a 

supportive legal and structural environment. If prevention work lacks 
political clout – and, in turn financial and practical resources –

Overall, a context is needed that provides protection of human rights (including 
for women, girls, sexual minorities and other marginalised groups) and fosters 
dialogue and action on social, economic and political barriers
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Analysis and promotion of what works: In some cases, there is a need to 
look more strategically at which exact prevention strategies work in which exact 
contexts and with which exact populati

• 

ons. The results need to be documented, 
with the key components developed as tools to facilitate their replication. On the 

 
• 

supplies of testing equipment and 
commodities for specific programmes, e.g. methadone and other substitutes for 

 
• 

 

of condoms at a lower price, making 
them available to everybody, especially young people. They also need to be 
made more widely accessible in a broader variety of settings, such as schools, 

FOD 
highlights how it is necessary for different stakeholders to dismantle their 

ing and reduce duplication. In particular, it is vital to 
ensure workable, “joined up” referral systems whereby, for example, if a 

 
• 

xperience – to integrate HIV/AIDS into their on-going work and, 

other hand, however, where evidence already exists, there is no need for 
constant re-invention. Instead, attention should be focused on how to put 
strategies into action as quickly and cost-effectively as possible and at the 
maximum scale that is feasible. 

Adequate resources: While this crucially refers to funding, it also includes 
services and technologies such as 

use in harm reduction programmes with IDUs. 

Concrete efforts to address stigma and discrimination: If fear and stigma 
continue to dominate the HIV/AIDS environment, prevention efforts will only 
ever have limited impacts and limited potential for scale up - as people will fail 
to make the links between the epidemic and their own lives and to take 
appropriate action.  

• Increased availability and marketing of VCT and, in turn, increased 
knowledge of HIV status: VCT services need to be not only increased, but 
better advertised, with community members actively mobilised to use them. The 
public at large, as well as specific vulnerable groups, need to know what VCT 
is, what its benefits are and where appropriate services can be accessed.  

 
• Increased production and distribution of condoms: Bigger investment is 

required in the production and distribution 

colleges, workplaces and public offices.  
 
• Increased multi-sectoral co-ordination, collaboration and referral 

services: A broad variety of stakeholders, ranging from businesses to 
traditional leaders and religious groups, still need to be mobilised to take a full 
role in scaled up HIV prevention work. Also, proactive efforts need to be made 
to enhance collaboration and reduce duplication. For example, CA

mutual prejudices and identify their unique strengths – in order to develop a 
more shared understand

community member is mobilised to take an HIV test by a peer educator, they 
can have a test at a government clinic and then, if positive, be referred to an 
NGO for care and support.  

Increased mainstreaming of HIV prevention by development agencies: 
There is a sense that there is still immense untapped potential among 
development organisations - that are established in communities and have 
decades of e
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hence, reach many, many more regions and people. For example PWDS in 

 
 Increased involvement in HIV prevention by faith based organisations: As 

. Their role needs to be actively 
encouraged, by presenting relevant evidence that, for example, sex education 

 
• 

xample, to scale up overall responses to HIV prevention, it 
will be necessary to scale up specific interventions for priority populations, such 

 
• 

ed a 
“local” feel, failing to acknowledge social and cultural norms.  While emphasis 

 
• d procedures. For example, donors 

need to ensure that the scaling up of prevention initiatives, for example by 

 
• 

 
•  different stakeholders in different roles. As 

responses scale up, there is increased potential and necessity for the creative 

India argues that prevention strategies still need to be more development-based 
than health-based and to focus on the causes of vulnerability, such as low 
literacy and the disempowering role of women, rather than people’s resulting 
behaviour. As such, it believes that it is better to scale up HIV prevention by 
integrating it into on-going programmes - for example of organisations working 
with children or on human rights - than start new, isolated interventions with a 
new set of organisations and projects.  

•
Christian Aid argues, religious groups, with their far-reaching community 
networks, have great potential for being involved in HIV prevention work, but, 
despite their long term successful efforts in care and support work, some have 
not felt confident to move into prevention work

and HIV/AIDS projects for young people reduce rather than increase 
promiscuity. 

Increased efforts to identify and reach “invisible” and marginalised 
communities: For e

as needle exchange programmes for IDUs. 

Re-vitalised prevention communication methods and messages: There is a 
sense that, in many contexts, IEC work has become stale and has not been 
adapted to changing times and levels of knowledge.  It has often lack

should be placed on behaviour change communication, solid and empowering 
information messages still have a crucial place within expanded HIV prevention 
work.   

Simplified administrative systems an

NGOs and community groups, does not entail a scaling up of the complexity of 
funding proposals, reporting formats, etc. Instead, administrative procedures 
should be streamlined, with, where possible, the same, or at least 
complementary, requirements for different donors. 

Enhanced meaningful involvement of PLHA: PLHA have a key role to play in 
terms of a scaled up response, not simply as the face of HIV/AIDS, but in terms 
of the unique strategic insight that they can provide to the design, 
implementation and evaluation of interventions, and as being powerful 
advocates for prevention as well as treatment.  

Increased involvement of

use of skills and interests. For example, counselling does not necessarily have 
to be carried out by an adult counsellor within a counselling organisation. 
Instead, it could, for example, be carried out by community health workers who 
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already have a gained trust within communities or by a trained student within a 
school-based peer education programme. 

Core prevention methods to become “routine”. For example, where 
appropriate and following the necessary training, health workers should  
discuss HIV/AIDS and offer HIV testing as a routine, everyday aspect of good 
quality health care. 

 
• 

 
 Collaborative development of and, in turn, access to new prevention 

 
• uman and institutional capacity building at all levels: For 

example, at the national level, scaled up prevention work will require increased 

el, as emphasised by organisations 
such as SAT and the Alliance Madagascar, there needs to be extensive 

 
Lastl
scale
requ
is expected that many more people will want to learn more about HIV/AIDS, be 

sted and to know if they too can be treated.  

 
 
5. 

espondents to the consultation expressed a number of different opinions about 

risk, 
reduc
and d
 

ome organisations felt that the current emphasis on rights – which has gained 

funda
Allian
initia
in ca
 

•
technologies: As IAVI highlights, the development of technologies such as 
vaccines and microbicides needs be based upon meaningful partnerships 
between different sectors (scientists, governments, policy makers, communities, 
etc) and between developing and industrialised countries. Research needs to 
be done with communities, not to or for them, and an enabling environment 
needs to be developed, characterised by trust and open discussion. 

Increased h

human resources for key positions, such as strategists within National AIDS 
Councils and managers of NGOs, with efforts made to address the “brain drain” 
resulting from people dying or moving to better employment opportunities 
elsewhere. Meanwhile, at the community lev

investment in local institutions to both implement effective prevention work and 
ensure that organisations continue to run efficiently and sustainably.   

y, but crucially within the current climate, many respondents noted that the 
 up of treatment is now a complementary component or, some argue, pre-

isite, to scaling up prevention. With the increased hope represented by ARVs, it 

te
 

PREVENTION THINKING: A HELP OR HINDRANCE TO REDUCING 
VULNERABILITY? 

 
R
whether the current framework for prevention approaches – particularly the focus on 

vulnerability and impact reduction – actually facilitates or compounds the 
tion of vulnerability, tackling of human rights issues and reduction of stigma 
iscrimination. 

S
particular prominence in campaigns around access to treatment - is both 

mental and vital to HIV prevention work. For example, organisations such as 
ce Zambia have included rights-based concepts in their support to concrete 

tives, such as the work of an organisation of university graduates that intervenes 
ses of employers trying to impose mandatory testing.  
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“Without fighting 
prejudices, nothing seems 
possible.”  

Stop AIDS Alliance 

 
all, however, many respondents expressed 
despite the “worthiness” of remits to emphasise 
 and reduce risk, in practice many initiatives 
gle in terms of concretely addressing 
erability and achieving impact. This is 
mentally because, in practice, they fall fowl of prevailing so

Seve
their g people with better STI information 
nd treatment and, in turn, making them less likely to become infected if exposed to 

of try
how 
gay men “overly optimistic”, in terms of encouraging them to either take more risks or 
ecome more calculating in their risks.  

Over
that, 
rights
strug
vuln
funda cio-cultural 

equalities and political circumstances, as well as stigma and discrimination. 

interv
limite
caus
barrie
healt
 
As C
legal ehaviour 
hoices of those who are vulnerable. Even when the influence of these factors is 

ction and underlying vulnerability. 

espondents shared many examples of what this means in practice. For example, 
everal organisations feel strongly that there is still a severe lack of attention to – 

om r emphasis on domestic violence. Meanwhile, other 

 IDUs and SWs remain criminalised – a situation where human 

cts may argue that this 

ral respondents also indicated that reducing risk is a key foundation stone for 
prevention efforts, for example by providin

a
HIV. Of particular note, some organisations described the ever-changing complexity 

ing to address risk in practice. For example, the Stop AIDS Alliance highlighted 
the arrival of treatment in countries such as the Netherlands has made some 

b

in
Indeed, some organisations argue that specific client and behaviour-driven 

entions (e.g. safer sex, condom use and harm reduction) will only ever have 
d effect and longevity if they fail to address some of the underlying, contextual 
es of vulnerability (e.g. poverty, gender inequalities and religious objections to 
r methods), as well as the practical limitations faced by countries, such as poor 

h care infrastructure.  

AFOD advocates, in reality, discriminatory or unjust economic, social, cultural, 
, political, gender and religion-related factors, significantly curtail the b

c
recognised, HIV prevention strategies are still too often concerned solely with risk 
reduction layers. As a result, issues related to vulnerability and risk are consigned to 
completely separate response strategies by governments, NGOs and other 
institutions. The result is a disjointed approach that fails to make the connection in 
practical terms between immediate risks of infe
 
R
s
and, consequently, progress on – gender issues, with the Health Communications 
Project arguing for greater efforts to explore the power dynamics between men and 

en, with particulaw
organisations, such as the African Services Committee believe that there is still 
much work to be done with health care workers - whose own fears and prejudices 
prevent them from both routinely offering HIV tests to all patients and taking a test 
themselves. Finally, the OSI cites how punitive legislation in many Eastern European 
countries, combined with oppressive practices of bodies such as the police, mean 
hat groups such ast
rights can seem little more than a pipe dream and prevention efforts are extremely 
limited.  
 
Meanwhile, Christian Aid advocates for vulnerability to be examined – and, in turn, 
linked to – economic frameworks. For example, it cites how, if a community is 
impoverished through an economic policy decision (e.g. the privatisation of an 

dustry and resulting unemployment), the policy architein



impact will be short-term. But, if HIV vulnerability increases, the impact will be 
permanent and potentially devastating. For this reason the likely impact on HIV must 
be assessed before economic policy decisions are taken, by governments, donors or 
international institutions, such as the IMF or World Bank.  
 
Furthermore, concrete changes to structural and contextual barriers are necessary 
not only for the continuation and scaling up of present prevention initiatives, but the 
development of future technologies. For example, IAVI emphasises how the 

troduction of microbicides or vaccines would not obviate the need for continued 
oved gender 

r ould 

 

lth and rights framework. This includes ensuring the right 
 access to information, the right to hold governments accountable and the right of 

 of 
ower – to both fund and shape prevention programmes – lies in the hand of donors, 

in
social mobilisation, the realisation of human rights co
equity and behaviour change activities. Instead, thei
actually depend on success in each of these. 
 
Overall, respondents felt that, while recognising the challenges of putting principles
into action, future thinking about HIV prevention should continue and, indeed, 
increase its focus on human rights. For example, African Services Committee feels 
that greater attention should be paid to the definition of “vulnerable”, taking on board 
human rights as well as economic factors – as vulnerable people are not necessarily 
from poor countries, but may be strategically vital to reach and in acute need of 
resources and support. Meanwhile, the Centre for Health and Gender Equity argues 
that, irrespective of their level and nature, all HIV prevention strategies should be 
based on an integrated hea

mmitments, impr
successful introduction w

to
make choices free of violence or coercion of any kind.  
 
 
 
As a final point, it was felt that the scale and urgency of the global pandemic brings 
an unprecedented opportunity to foster constructive dialogue and address the far-
ranging social, policy and legal impediments to HIV prevention. However, some 
respondents felt that attention to such areas is immaterial when a large proportion
p
such as the US Administration, that do not support, let alone promote, people’s full 
range of rights, for example the right to sexual expression or to explicit information 
about modes of HIV transmission. 
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SUPPORTING DOCUMENTS: 
 
The following documents were submitted to support the feedback of some of the 
esponding organisations: r

 
• “Developing Country Roles and Leadership in Microbicide and Vaccine 

Research and Access. New Preventative Technologies: Providing New 
Options to Help Stop the Spread of HIV/AIDS”, International AIDS Vaccine 
Initiative,  www.eu2004.ie (under The Presidency, Meetings and Events, 
Presidency documents) 

• “A Comprehensive Response Today: Ending the Epidemic Tomorrow,” 
International AIDS Vaccine Initiative,  www.eu2004.ie (under The Presidency, 
Meetings and Events, Presidency documents) 

• “Downward Spiral: The Absence of HIV from Economic Policy-Making”, 
Christian Aid, 2004,  www.christianaid.org.uk (under in-depth, HIV/AIDS) 

• “Dying to Learn: HIV, Young People and Churches,” Christian Aid, 2003, 
www.christianaid.org.uk (under in-depth, HIV/AIDS) 

• “HIV Debate: No Simple Solutions”, CAFOD, www.cafod.org.uk (under 
Policy/Analysis, Comment/Editorial) 
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