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Executive summary

The present report reviews progress in implementime 2001 Declaration of
Commitment on HIV/AIDS and the 2006 Political De@don on HIV/AIDS. Its
findings are based primarily on the reports of 1MIEmber States on national
progress in the response to HIV, which togetheresent the most comprehensive
body of evidence ever assembled regarding the respto HIV in low-, middle- and
high-income countries.The present report has been prepared only twosyeafore
the target date the world set itself for achievingversal access to HIV prevention,
treatment, care and support, and at the midway rnasards the target date of 2015
for achieving the Millennium Development Goals.

Since 2006, progress in the response to HIV isdewi in many regions,
reflecting a return on the substantial investmengie to date. However, progress is
uneven and the expansion of the epidemic itselbfien outstripping the pace at
which services are being brought to scale. In 200 number of new HIV
infections was 2.5 times higher than the increaséhe number of people receiving
antiretrovirals, underscoring the pressing need dostronger commitment to HIV
prevention. Unless greater and swifter advancesra@e in reaching those who need
essential services, the epidemic’s burden on haaldsh communities and societies
will continue to mount.

a For full analysis of specific country indicatadata, se008 Report on the Global AIDS
Epidemic(United Nations publication, forthcoming (Augusd@B)); meanwhile, country
progress reports may be consulted on the UNAIDSsitelat http://www.unaids.org/en/
KnowledgeCentre/HIVData/CountryProgress/2007 CouPtogress.asp.
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Key findings
Status of the epidemic

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

Young people’s HIV knowledge

In 2007, national surveys found that 40 per cehyaung males (ages 15-24)
and 36 per cent of young females had accurate kewbye regarding HIV — still
well below the 95 per cent goal for young peoplel8/ knowledge unanimously
endorsed by Member States in the Declaration of @@ment on HIV/AIDS.

Prevention of mother-to-child transmission

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

HIV prevention for populations most at risk

Globally, most injecting drug users and men whovehaex with men lack
meaningful access to HIV-prevention services. Sexkers are somewhat more likely to
receive HIV-prevention services, although accesharply limited in many countries.

Women and HIV

More than 80 per cent of countries, including 8&r gent in sub-Saharan
Africa, have policies in place to ensure the eqaakess of women to HIV
prevention, treatment, care and support. WomerubrSaharan Africa have equal or
greater access to antiretrovirals, but the revésseue for women in concentrated
epidemics. Although most countries have stratege@meworks that address the
epidemic’s burden on women, only 53 per cent prevididgeted support for women-
focused programmes.

HIV treatment

Antiretroviral coverage rose by 42 per cent in 20feaching 3 million people
in low-income and middle-income countries, approaiely 30 per cent of those in
need. Despite the existence of affordable treatmdnt tuberculosis (TB), only
31 per cent of individuals living with HIV and TBoenfection received both
antiretroviral and anti-TB drugs in 2007.

Children orphaned or made vulnerable by HIV

According to recent household surveys conductedlin high-prevalence
countries, an estimated 15 per cent of orphans iivéouseholds receiving some
form of assistance, a modest increase over thenastid 10 per cent reported by
high-prevalence countries in 2005.

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

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

Financing

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

Key recommendations
National leadership

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

Sustainability of the response to HIV

National leaders and Governments, donors, resesch®n-governmental
organizations and all other stakeholders engagethénresponse to HIV must begin
planning for the long term, building into their effs strategies to ensure the
sustainability of the robust, adaptable and endurémllective effort that will be
required over generations.

Scaling up HIV prevention in hyper-endemic courdrie

In countries where HIV prevalence exceeds 15 pat,conly an unprecedented
national mobilization, involving every sector ofcsety and making use of every
available prevention tool, will meet the challengesed by such catastrophic
continued spread of HIV.

Mounting an effective response in concentrated emids

Even in countries with low levels of HIV infectiopppulations most at risk are
experiencing an exceptionally heavy burden of diseaincluding substantial
numbers of new HIV infections. Scaling up focusetiigrevention strategies for
populations most at risk represents an urgent pubdalth imperative, requiring a
degree of political courage and leadership thatdfeen been lacking.

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

While continuing and strengthening efforts to aeiainiversal access to HIV
treatment, including antiretrovirals, countries sliburgently undertake initiatives to
improve prevention, diagnosis and treatment of fiBHilV-positive individuals and
to diagnose HIV infection in those with TB.
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Addressing the role of gender inequities in the lpidemic

Countries should ensure a massive political andasauoobilization to address
gender inequities, sexual norms and their rolesinoreasing HIV risk and
vulnerability.
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Introduction

1. Since 2006, progress in containing the HIV epitteis now being seen in
nearly all regions of the world. In some of the V@& most resource-constrained
settings, life-preserving HIV treatments are beswgled up and changes in sexual
behaviours are reducing the number of new HIV itifets.

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

3.  Yet these positive trends are not uniform acrsseven within countries. New
infections continue to increase in several coustriwhile coverage for essential
HIV prevention, treatment, care and support remdarstoo low in many parts of
the world to have a major impact on the coursehaf ¢pidemic. Especially in the
countries most heavily affected by HIV, the epidemiimpact continues to grow,
with increasing numbers of HIV-affected househaodahsl children orphaned or made
vulnerable by HIV. Moreover, recent progress canmdiscure the epidemic’s
continuing human toll, including the deaths of atimated 25 million people from
AIDS since the start of the epidemic.

4. The rate of progress in expanding access tonéissservices is failing to keep
pace with the expansion of the epidemic itself, h@rscoming that is especially
evident with respect to HIV prevention. While and&tnal 1 million people were
started on antiretrovirals in 2007, 2.5 million pé® were newly infected. Unless
the international community takes immediate actimn follow through on the

pledges made to implement an exceptional respomseHlV, the epidemic’s

humanitarian and economic toll will continue to liease.

A time to assess progress

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

6. The response to the HIV epidemic, while speaific linked to Millennium

Development Goal 6 on reducing the burden of th&lexpic, also supports the
achievement of most of the other Goals. For exampigigating the epidemic’s

impact will advance Goal 1, which aims to eradicasreme poverty and hunger,
and the response to HIV also helps to empower woarehpromote gender equality
(Goal 3). With more than half of all HIV-infectedfants dying before age two, the
prevention of mother-to-child HIV transmission athe provision of paediatric HIV

treatment together support progress towards Go&b 4educe child mortality. The
response to HIV also supports the push towards arsal primary education, in
support of Goal 2, and is helping drive increasetbiation and global partnerships
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for development (Goal 8). Thus, progress towarderging the HIV epidemic is
central to the broad international development agen

7. Since it is only two years before the deadlioe @iniversal access to HIV
prevention, treatment, care and support, and midwwasards the target date of 2015
for achieving the Millennium Development Goals, tlpeesent report assesses
progress to date in the global response to HIVoA40 March 2008, 147 Member
States had reported national information against c@be indicators that were
developed to track implementation of the 2001 Deatian of Commitment on
HIV/AIDS. The core indicators cover a broad arrafy variables, such as HIV
prevalence among young people aged 15-24; covevbgatiretroviral therapy and
key HIV prevention interventions; services to supgpohildren orphaned or made
vulnerable by HIV; and national adoption of reconmded HIV policies.
Information from national progress reports has beapplemented by information
from other data sources, such as household surwys;society reports; and the
budgets and programme-monitoring data of donor Gowents, the co-sponsors of
the Joint United Nations Programme on HIV/AIDS (UNDS), philanthropic
foundations and research agencies. Further infdomain the HIV-related work of
UNAIDS co-sponsors is provided in the annex.

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

Figure 1
Percentage of United Nations Member States reportm, by region, 2004-2008

Year of reporting of United Nations Member States/total number of United Nations Member States

2004 (102/189) . 2006 (122/191) . 2008 (147/192)

100

o

Caribbean Latin Eastern  Sub- South East Oceania Western North North

(13) America Europe Saharan and Asia (14) and America  Africa
(20) and Africa  South (5) Central ) and
Central 47) East Asia Europe Middle
Asia (20) (32) East
(19) (20)

(Total number of United Nations Member States in the region)
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9. In nearly all countries, civil society groups neeactively involved in the
monitoring and reporting of progress on the coréidgators for the Declaration of
Commitment on HIV/AIDS. They have provided data sopplement national
reports, have engaged in national reporting worksh@and produced shadow
reports. In 75 per cent of countries, civil societyoups reported that their
involvement in the national response to HIV imprdveetween 2005 and 2007,
although they indicated that such engagement resn&iadequate in nearly one
guarter of countries.

[ll. Status of the HIV epidemic

10. Estimates of the magnitude and trajectory ef épidemic have improved due
to an increasing number of national household sggyeexpanded surveillance
programmes and improved modelling methods. The mestnt data include some
encouraging news, although the breadth and sevearftythe epidemic remain
unmatched in modern times by any other infectiousease. An estimated
33.2 million peoplé worldwide were living with HIV as of December 2007
(figure 2). The annual rate of new HIV infectionsp@ars to have decreased over the
last decade, with an estimated 2.5 million peoptwly infected with HIV in
2007 — down from 3.2 million in 1998. The annualnmher of AIDS deaths has
declined from 3.9 million in 2001 to 2.1 million iB007, in part as a result of the
substantial increase in access to HIV treatmemnenent years. Worldwide, women
represent half of all HIV infections among adulbsit 61 per cent of those infected
in sub-Saharan Africa.

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

W Oceania
w 40 11 0 Middle East & North Africa
kS H Eastern Europe & Central Asia
= 35 | |0 Latin America and Caribbean
M North America and W & C Europe
30 || Asia
W Sub-Saharan Africa
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living 20
with HIV
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1 Range: 30.6 to 36.1 million people.
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11. Sub-Saharan Africa accounted for 68 per cenalbfdults living with HIV,
90 per cent of the world’s HIV-infected childrencaii6 per cent of all AIDS deaths
in 2007. Although different countries have diversgidemics, AIDS remains the
leading cause of death in the region. According rtational estimates that
incorporate sentinel surveillance and populatiosdihsero-prevalence surveys, the
percentage of adults aged 15-49 and living with HAhges from 0.7 per cent in
Senegal to 25.9 per cent in Swaziland. In many toes, especially outside sub-
Saharan Africa, low levels of infection in the geamleadult population masks higher
infection levels among populations most at riskgliing sex workers, injecting
drug users and men who have sex with men. In Asleere the percentage of the
population living with HIV is much lower than in BtSaharan Africa, a recent
report indicated that AIDS remains the leading eao$ death from disease among
people aged 15-44.

12. Expanded sets of data and new methods of asalydicate that although the
rate of new infections has fallen globally, the rhan of people newly infected has
increased in a number of countries. These inclutdn& Indonesia, the Russian
Federation and Ukraine, while HIV infections alseem to be increasing in
European Union countries and North America. The bemof new infections has
yet to fall in some of the most heavily affecteduntries, such as Lesotho,
Swaziland and South Africa. Moreover, even wheffedtion levels have stabilized
or declined, the dimensions of the epidemic remaiarming. Especially in

sub-Saharan Africa, HIV remains a humanitarian isriand one of the greatest
threats to development.

13. The number of patients needing therapy consnte outstrip available

financial, human and logistical resources. The ffatwiability of HIV treatment

programmes could be in jeopardy. Every effort isded to sharply reduce new HIV
infections.

Status of the response to the HIV epidemic

14. Substantial progress has been made in scalngssential HIV prevention,

treatment, care and support services for those mdwd them. Financial resources
for a multisectoral HIV response continue to in@eaand many countries are
putting in place policies and programmes requiredniount an evidence-informed
response to the epidemic.

15. Yet few countries have effectively brought toale the broad range of
strategies needed to support a comprehensive edfpaitnst the epidemic. Certain
critical services, such as support for children hamped by the epidemic, are not
expanding as quickly as others. Moreover, some tom that reported early

success against the epidemic are having difficsltgtaining previous achievements.
For example, in Uganda, where an early commitmena trobust response to HIV
led to widespread behaviour change and sharply loates of new HIV infections,

recent surveys have revealed increases in risk \iehes and a decline in

knowledge about HIV among young people.

16. While the resources mobilized to date are impine, the gap between
available resources and actual needs is increammmgially. Current trends suggest
that the world will fall short of achieving univeais access to HIV prevention,
treatment, care and support services, without aig@nt increase in the level of

08-29165
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resources available for HIV programmes in low- amiddle-income countries.
Figure 3 presents the minimum estimated finan@aburces needed just to continue
the current rate of scale-up of services.

Figure 3

Total annual resources available for HIV prevention treatment, care and
support from 2000 to 2007, and projected trends afesources required
according to current scale-up of services for 200&® 2010

(Billions of United States dollars)

2000 2001 2002 2003 2004 2005 2006 2007 2008 2009 2010
Year

l Resource available == A-- Projected trends of financial resources required
according to current scale-up of services

National readiness

17. The actions that countries must take to plat iamplement effective national
responses to HIV are well defined. Countries sholidde in place multisectoral,
costed and prioritized strategies and action planded by solid evidence regarding
their national epidemic, as well as comprehensiwdices to support effective
action against HIV.

18. Frameworks for effective national responses iar@lace in most countries:
97 per cent of countries have a multisectoral Hitvategy, 92 per cent have a
national HIV coordinating body, 92 per cent havenational monitoring and
evaluation plan in place or in development, and lalv- and middle-income
countries have integrated HIV into national devehegmt plans. In 69 per cent of
countries, national HIV frameworks have been trated into costed operational
plans with identified funding sources.

19. To improve the harmonization and alignmentrdéinational development aid
with country-owned strategies and plans, the “Th@rees” are being promoted in
countries — one national AIDS authority, one natibstrategic framework, and one
national monitoring and evaluation system. Cousttiave made steady progress in



AI62/780

10

implementing the Three Ones (figure 4), althoughe tlyuality of their
implementation needs to improve in many countries.

Figure 4
Country progress in improving the implementation quality of the Three Ones:

one national AIDS authority, one national strategicframework and one
national monitoring and evaluation system

50

40

30
% of countries
20
10 I

All 3 components 2 of the Only 1 of the None of the
components components components

NCPI 2005 (94 countries) . NCPI 2007 (130 countries)

Three Ones components: one national AIDS authority,
one national strategic framework, and one national
monitoring and evaluation system

20. According to Government reports, 83 per centafional HIV coordinating

bodies include civil society representatives. Répaf civil society groups indicate
that they have been involved in the review of nadéilbHIV strategies in 84 per cent
of countries and in national planning and budgetings9 per cent of countries.
However, civil society groups have access to adegdimancial support in only
19 per cent of countries.

21. While national readiness to address HIV has rawpd, many national

frameworks have not been effectively implementedr Example, although nearly
all countries have national strategic frameworkdradsing populations most at risk,
fewer than half have implemented HIV preventionvsess focused on injecting

drug users, men who have sex with men or sex warkerall or most districts in

need.

HIV prevention

22. The 2001 Declaration of Commitment on HIV/AID&cognized HIV

prevention as the “mainstay of the response”. MemlS¢ates committed to
implement comprehensive, evidence-informed stra®db reduce the number of
people newly infected with HIV and to support taegk programmes to prevent HIV

08-29165
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transmission in the vulnerable populations mostvilgaaffected by the epidemic.
The 2006 Political Declaration on HIV/AIDS pledgedtion at the global, regional
and national levels to ensure universal accesdeesaving HIV prevention measures.

23. As part of the 2001 Declaration of CommitmeMember States made a
commitment to reduce the number of HIV infectiomsamng young people by 25 per
cent by 2010. To assess progress towards that goaltries reported data from
sero-prevalence surveys of young women in anterditaics. In 12 high-prevalence
countrieg¢ with sufficient data to identify trends, HIV prdeace among young

women has declined since 2000-2001, in some cagesdoe than 25 per cent, with
more modest reductions elsewhere. However, no dseren HIV prevalence among
young people has been observed in Mozambique, Sbfuita and Zambia.

Increasing young people’s knowledge

24. Member States pledged to ensure that 95 pdrafeyoung people aged 15 to
24 have accurate and complete knowledge of HIV By ® In 2007, national
surveys found that 40 per cent of young men ang&6cent of young women had
accurate knowledge of HIV, as measured by surveyset on five HIV-related
guestions (figure 5). Although these figures showtrand towards improved
knowledge levels seen earlier this decade, sucksraemain far below those
envisioned in the 2001 Declaration of CommitmerBoth in sub-Saharan Africa
and globally, young women had lower levels of badiy knowledge than males.
Most young people know that condoms can preventakettansmission, and 80 per
cent of young men and women are aware that being imonogamous relationship
with a person of the same sero-status is an effeqievention strategy.

Figure 5
Comprehensive knowledge of HIV among young peoplegad 15-24, 1995-2005
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2 Including the Bahamas, Botswana, Burkina FasauBdi, C6te d’lvoire, Kenya, Malawi,

Namibia, Rwanda, Swaziland, the United RepubliGafizania and Zimbabwe.
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25. In countries with generalized epidemics, fewdan 70 per cent have
implemented school-based HIV education in most lbdsstricts, and 61 per cent
have put in place HIV prevention programmes for-ofischool youth. Where
programmes exist, their quality has often not beealuated.

Reducing sexual transmission of HIV

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

27. In low- and middle-income countries, the petege of young people having
sex before age 15 is decreasing in all regions <emtinuation of trends detected
earlier this decade (figure 6). Between 1998 an@72Ghe share of young people
globally reporting sexual intercourse before agefdlsfrom 14 per cent to 12 per
cent. Worldwide, boys are significantly more liketp report sex prior to age
15 except in sub-Saharan Africa, where adolescaig gnder 15 are almost 50 per
cent more likely than boys to be sexually activehi& global trends towards
delayed sexual debut are clear, surveys reveal tantial variations between
countries, including a trend towards earlier sexwukbut in some countries.
Globally, 15 per cent of adult men aged 15-49 r&obthaving sex with more than
one partner in the previous 12 months, comparegfger cent of women.

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

28. In diverse countries across the world, certgimups are at especially high risk
of HIV exposure, including injecting drug users, m&ho have sex with men and
sex workers.

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

Bl Countries reporting on prevention for populations most at risk

29. As figure 7 illustrates, an increasing numbé&cauntries are reporting on the
HIV-related needs of populations at greatest riak,possible reflection of the

growing awareness of the importance of such groumpghe national response.
However, most countries have yet to implement feduprevention programmes for
populations most at risk. For example, only 34 ment of countries with a

concentrated or low epidemic have implemented mognes to reduce risk among
injecting drug users. In 17 countries reporting, g cent of injecting drug users
reported knowing where they could receive an HI$ttand be provided with

condoms and sterile injecting equipment. Regionaflyevention coverage for

injecting drug users is highest in South and Sdtdist Asia, at 62 per cent. Thus,
while countries like Indonesia are developing coefmsive harm reduction
programmes for injecting drug users, access to d@yponents of harm reduction
remains limited in other countries, including maBgstern European and Central
Asian countries.

30. Thirty-nine per cent of countries with concenéd or low epidemics have
implemented HIV risk reduction programmes for memowhave sex with men in all

or most districts in need. Forty per cent of merowtave sex with men surveyed in
28 countries say they are aware of how to obtaooadom or where they may be
tested for HIV. In several countries — includingmenia, Greece, Mexico, Papua
New Guinea and Turkey — fewer than 25 per cent ehrwho have sex with men
have access to condoms. Greater national commitnientirgently needed to

strengthen prevention efforts for men who have wék men, such as that recently
shown by Brazil, which in 2008 launched a natiomedia initiative to promote risk

reduction among young men who have sex with men.

08-29165 13
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31. In general, sex workers are more likely thammeého have sex with men to
have access to HIV prevention services. Sixty-ore pent of countries with
generalized epidemics say that prevention serviimgssex workers have been
implemented in all or most districts. Globally, pér cent of sex workers worldwide
reported having access to HIV testing and condoafthiough in several countries
condom access is limited to fewer than half of thedo need them.

Preventing mother-to-child transmission

32. Although the cost-effectiveness of mother-tdlech HIV transmission

prevention programmes was demonstrated in the 1990Klren still accounted for
one in six new HIV infections in 2007. The vast ovdy of those infections
occurred during pregnancy or delivery or as a restibreastfeeding. The majority
of children infected perinatally die before the afawo.

33. High-income countries have virtually eliminatéue risk of mother-to-child

HIV transmission through the implementation of castpensive prevention

measures, including primary prevention of HIV intien; fewer unintended

pregnancies among HIV-positive women; provideriated HIV testing and

counselling in antenatal settings; timely deliveoy antiretroviral prophylactic

regimens; and safe infant-feeding. In the 2001 Betion of Commitment on

HIV/AIDS, countries pledged to ensure that 80 pentcof pregnant women who
have access to antenatal care are offered HIV ptéme services. Based on revised
epidemiological estimates, global coverage for pregion of mother-to-child

transmission increased from 14 per cent in 20034t@er cent in 2007 (figure 8).

34. However, there are notable exceptions to glohaérages, such as the
Bahamas, Botswana and Thailand, where coverageODV Zeached as high as
80 per cent, demonstrating that reaching univeesaless at the country level is
indeed possible. In Botswana, where the Governnreade prevention of mother-to-
child transmission a national priority, the countrgduced the infection rate for
children born to HIV-infected mothers in 2007 topér cent, demonstrating the
feasibility and impact of such programmes in resetlimited settings.

08-29165
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Figure 8
Number and percentage of HIV-positive pregnant wome receiving
antiretrovirals, 2005-2007
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35. This progress demonstrates the potential to emakother-to-child HIV
transmission a rare event even in resource-limisettings. Building on recent
successes, Governments, donors and other stakebadtleuld redouble efforts to
expand access to services to prevent mother-ta@dahédnsmission, making special
efforts to extend such services to both rural asabsurban settings.

5. The search for new technologies to prevent HIYfansmission

36. Since the release of results from clinicallsrian adult male circumcisio®,
which reinforced the findings of observational saslthat circumcision reduces the
risk of female-to-male sexual transmission by apprately 60 per cent, many
countries are now introducing or scaling up circisian programmes. Studies are
ongoing to determine whether adult male circumgisamnfers a direct prevention
benefit to female partners and for men who havevgiéix men.

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

3 Clinical trials were held in South Africa, Kengad Uganda.

08-29165 15
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Millions

under way on the next generation of candidateduding gels with an antiretroviral
drug to be applied topically. Research continuesotimer experimental methods,
such as pre-exposure antiretroviral prophylaxise Tikelihood that the time horizon
for major new biomedical prevention breakthroughsaymbe lengthy further
underscores the importance of making maximum usehef effective prevention
strategies that are currently available.

HIV treatment and care

38. By the end of 2007, an estimated 3 million dedp low- and middle-income
countries were receiving antiretrovirals — a 42 pent increase over December
2006 and a tenfold rise over the last five yearnab@lly, almost 30 per cent of those
who were estimated to need antiretrovirals in 200&re receiving these drugs
(figure 9).

Figure 9
Number of people receiving antiretrovirals in low and middle-income countries,
2002-2007
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39. Increases in treatment access have been edinaoy in many countries. For
example, in Namibia, where treatment coverage wagdigible in 2003, 88 per cent
of individuals in need were on antiretrovirals 9. In Rwanda, antiretroviral
coverage increased from 1 per cent in 2003 to alnfds per cent in 2007. In
Thailand and Viet Nam, treatment coverage increas@de than tenfold between
2003 and 2007.

40. Worldwide, gender parity seems to exist in termf coverage with
antiretrovirals. In a number of countries with gealzed epidemics, however,
coverage is significantly higher among females. &ntrast, women in need are

08-29165
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significantly less likely to be on antiretroviralin several countries with
concentrated epidemics.

41. Notwithstanding the considerable achievement®jxpanding access to life-
preserving HIV treatments, substantially greateygress will be required to achieve
universal access to HIV treatment and care. If ¢therent trajectory of treatment
scale-up continues, 4.6 million people in need Ww#él on antiretrovirals in 2010 and

8 million in 2015. Those figures fall short of pegjed need; in 2007, an estimated
9.8 million people living with HIV were medically ligible to be put on
antiretrovirals, and that number is certain to @sethe disease progresses among the
more than 33 million people currently living withi¥4

42. Owing to advocacy by activists, UNAIDS and atpartners, the emergence of
competition from generic manufacturers and sigamific price cuts by
pharmaceutical companiésprices for many first-line antiretrovirals havellémn
sharply over the last decade. International intglial property agreements have also
helped facilitate improved access to life-presegvimedications for people living
with HIV. Yet further price reductions for antiretrirals will be needed to ensure the
sustainability of treatment programmes, especialith respect to newer
antiretrovirals and drugs for second- and thircelitherapy, most of which are
currently more expensive than standard first-liagimens. Prices for antiretrovirals
are not immutable, as demonstrated when the Clitonndation and UNITAID in
May 2007 announced steep price cuts for 16 diffenegimens based on eight
second-line antiretrovirals.

43. Despite significant gains in life expectancy feople living with HIV since
treatment scale-up began, people on antiretrovirallwer-income countries still
have higher mortality than their counterparts imgtincome settings. A greater
prevalence of other undiagnosed illnesses and réiffisal access to health care are
thought to contribute to those unequal medical ontes. Furthermore, early losses
to follow-up in antiretroviral programmes are bedogincreasingly common as
antiretroviral services are scaled up, and are catsd with fee-for-service
programmes and more advanced immune suppression mtigting antiretrovirals.

The special plight of children living with HIV

44. Children living with HIV are significantly ledikely to receive antiretrovirals
than HIV-positive adults in sub-Saharan Africa. jpsities in coverage between
adults and children are especially pronounced ist#drica.

45. Diagnosis of HIV infection is more difficult imfants than in adults, and the
adult medicines used as standard treatment aregioppate for younger children.

Fortunately, reliable diagnostic tests for HIV iofn in infants have become less
expensive and are now being used at remote sitesr-fiendly tools have been

developed to aid clinicians in administering propdwses of antiretrovirals in

children, and formulations of medicines designed d¢bildren are also becoming

available. Concerted action is now needed to scgleaccess to those tools and
medications throughout the world to ensure thatdckn have equal access to HIV
treatment.

4 For example, the average annual price of lopirat@navir combination for middle-income
countries decreased from US$ 4,510 in 2004 to U387Lin 2007; over the same time period,
the price of tenofavir decreased from US$ 279 t&$1235.
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HIV co-infections and the need for dual treatmet

46. Tuberculosis remains one of the leading caw§edeath among people living
with HIV, with sub-Saharan Africa alone accountify 85 per cent of cases of
people living with HIV and TB. Yet only 31 per ceat people living with HIV and

TB worldwide and 34 per cent in sub-Saharan Afrieaeived both antiretroviral
and anti-TB therapies in 2007.

47. Of the 63 countries that account for 97 pertaghestimated cases of TB in
people living with HIV, 63 per cent have establidheational plans that integrate
HIV and TB programmes. However, actual programniézation data demonstrate
that many such plans have not been effectively annted. Although the Global
Plan to Stop TB 2006-2015 set a global target ofitg 1.6 million TB patients for
HIV in 2006, only 706,000 were actually tested flV in 2006. Similarly, 42 per
cent of countries with generalized HIV epidemicsvdndamplemented routine TB
screening for people living with HIV, but only 27%pcent provide TB preventive
therapy in all districts for people living with HI\\n 2006, less than 0.1 per cent of
people living with HIV received TB preventive thera

48. Hepatitis B (HBV) and C (HCV) are also commaninfections among adults
and children living with HIV. People living with M/HCV have a shorter life
expectancy than people living with HIV alone, btipeople living with HIV/HCV
receive dual therapy their life expectancy impraves

The need to strengthen health systems

49. Acute shortages of health-care professionalpeme the scale-up of HIV
treatment and prevention services in many counthesvily affected by the
epidemic. While there are 347 physicians for evEd®,000 people in Norway, there
are only 2 for every 100,000 people in Malawi oe ttinited Republic of Tanzania.
The human resource challenge in low- and middleine countries has attracted
considerable action and innovation in recent yeassmanifested in new training
and education initiatives, creative approaches apacity-building and technical
assistance, and task-shifting from doctors to murse medical officers in health-
care settings in order to maximize the impact ofifed professional capacity. Faith-
based organizations, which provide a substantiatestof HIV treatment and care in
many countries, should be integrally involved intional efforts to expand
antiretroviral access. As efforts increase to budldditional human capacity in
health-care settings, comparable work is needestriengthen national capacity for
drug regulation and the procurement and supply mament of drugs and
diagnostics. While working to strengthen health tegss, countries and donors
should also endeavour to build the capacity of camity-based groups to help
members of vulnerable populations get access tentisd health and support
services.

Structural determinants of risk and vulnerability

50. Although each case of sexual or drug-relate¥ khnsmission results from
individual behaviour, risk and vulnerability to HIMfection are also often subject
to broad social forces beyond the control of induals. Poverty, gender inequalities
and the social marginalization suffered by groupsstrat risk make it difficult for

individuals to reduce their risk or obtain esselnH&V prevention, treatment, care
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and support services. In addition to providing eandividual with access to
essential information and prevention commoditieSorés to curb the epidemic’s
spread must also address such structural factohschwincrease the risk of HIV
transmission.

Protecting and promoting the health of women aah girls

51. Gender inequities fuel the continued spreatiidf, reducing women'’s ability
to protect themselves from sexual transmissionyeasing their vulnerability to
sexual violence and placing them in circumstanchere their risk of acquiring HIV
is increased. Women now represent 61 per cent &fiHfected adults in Africa,
while infection levels among adolescent girls irid& are several times higher than
for boys their own age.

52. Globally, more than 80 per cent of countriescluding 85 per cent in
sub-Saharan Africa, have policies in place to eesuomen’s equal access to HIV
prevention, treatment, care and support. In the cdsantiretrovirals, countries have
generally succeeded in ensuring access for womée. degree to which women-
sensitive strategies have been implemented is andlecause, while most countries
have strategic frameworks that address the epidentiorden on women, only
53 per cent provide budgeted support for women-$ecuprogrammes.

53. Moreover, policies that provide for women’s abwaccess to services are
sometimes undermined by the lack of laws recogugizime right of women to own
or inherit property. While such discriminatory léglameworks have particular
importance for women who are widowed as a resulHbtf, they disempower all
women and girls by increasing their financial degemce on men.

Grounding the AIDS response in human rights

54. In the 2001 Declaration of Commitment on HIVDS, Member States
pledged to ground their national HIV responses inbmader human rights
framework. That commitment involves more than agjion of fairness. Because
structural factors in many societies contributeHb/ risk and vulnerability, HIV

prevention efforts will achieve their desired impamly if changes in individual
risk behaviours are coupled with broader changesoiety.

55. In 2001, Member States unanimously agreed tplément legal and policy
frameworks to eliminate all forms of discriminatiagainst people living with HIV.

In 2007, two out of three countries reported haviags in place to protect people
living with HIV from discrimination. The degree twhich such anti-discrimination

laws are enforced is unclear, and in some countsesh favourable legal
frameworks are being undermined by the increasiagd towards criminalization of
HIV transmission.

56. The 2001 Declaration of Commitment on HIV/AlIDGther recognized that
the stigma and discrimination targeting populationsest vulnerable to HIV also
undermines the response to HIV. Seventy-three pat of countries reported having
non-discrimination laws or regulations that specifyotections for vulnerable
populations. Nevertheless, substantial barriersaianthat reduce access to HIV
prevention services: 63 per cent of countries ref@ving policies that interfere
with access of vulnerable populations to HIV-rethtservices. As figure 10
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illustrates, countries with higher incomes are midkely to have legal or regulatory
barriers that reduce the access of key populations$lV services.

Figure 10
Percentage of countries reporting laws, regulatios or policies that impede HIV
services for vulnerable populations, by income stat
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Addressing the needs of orphans and other childn made
vulnerable by AIDS

57. An estimated 12 million children under 18 hdwst one or both parents to
AIDS in sub-Saharan Africa. Surveys indicate tHa¢ humber of households with
persons newly infected by HIV is rapidly increasimgsome of the most heavily
affected countries in Southern Africa.

58. The 2001 Declaration of Commitment provided ttheountries would
implement national strategies to strengthen theacdap of Governments, families
and communities to support children orphaned anddemaulnerable by HIV.
Member States also pledged to protect orphans dner children from stigma or
discrimination, and donors agreed to prioritizeldheén-focused programming.

59. Thirty-three countries with generalized epidesnieported having a national
strategy to address the needs of children orphasredhade vulnerable by HIV.
However, many of those policies remain largely upliemented. Among 11 high-
prevalence countries with an adult HIV prevalende5oper cent or more where
recent household surveys have been conducted, L5em of orphans lived in
households receiving some form of assistance, dinoly medical care, school
assistance, financial support or psychosocial ses:iThat represents only a modest
increase over the 10 per cent reported by highglence countries in 2005.

60. Education is critical to children’s future potmal and sense of self-esteem and
to the transmission of knowledge and values betwgemerations within societies.

08-29165



AI62/780

08-29165

In 15 high-burden countri€swhere recent household survey data are available,

orphans were on average 3 per cent less likelyttind school than non-orphans,
suggesting that the gap in schooling between orplaar non-orphans seen earlier
in the epidemic may be closing.

Humanitarian emergencies and post-conflict seatigs

61. The 2001 Declaration of Commitment stated th@bvernments and
humanitarian actors should address HIV in post-kon$ettings. Although efforts to
implement HIV programmes in such settings encour@nsiderable challenges,
significant progress has been made in improvingeascto services for displaced
populations. Substantial additional work is reqdirdowever, because universal
access to HIV prevention, treatment, care and sutppdl not be achieved unless
refugees and displaced populations are includg@ragrammatic scale-up.

Mobilizing adequate financial resources

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

63. Contributors to the growth in funding for HIVrqgrammes in low- and
middle-income countries were numerous. Created irectl response to the 2001
Declaration of Commitment, the Global Fund to FighiDS, Tuberculosis and
Malaria had by March 2008 committed US$ 10.1 billim multi-year funding for

health programmes in 136 countries, with the m#yooif such funding dedicated to
HIV initiatives. The United States President’s Egemcy Plan for AIDS Relief

(PEPFAR) has provided more than US$ 15 billion iimahcial assistance for HIV
prevention, treatment, care and support over teeflae years, with the expectation
that such assistance will increase further in tloning years. In 2006, the in-
country disbursements from the Global Fund readd&8 640 million and PEPFAR
$2.1 billion. Philanthropic support for HIV actis in low- and middle-income
countries nearly doubled between 2004 and 200&hiag US$ 979 million.

64. Especially noteworthy are recent increases xpeaditures by the countries
most affected by HIV. In low-income and lower midedhcome countries, per capita
domestic spending on HIV more than doubled betw2@d5 and 2007 (figure 11).
Per capita expenditure in low-income and lower ngdishcome countries continues
to increase. Highest per capita expenditures weponted by five upper middle-
income countries in sub-Saharan Africa, with spegdiprojected to reach
approximately US$ 12 per capita in those countme®007.

5 Including Botswana, Cameroon, Central African Riglic, Cote d’lvoire, Gabon, Kenya,
Lesotho, Malawi, Namibia, South Africa, Swazilandganda, United Republic of Tanzania,
Zambia and Zimbabwe.
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Figure 11
Per capita HIV expenditures from domestic publicsources in low- and middle-
income countries, 2004-2007
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65. Over time and following further analysis, itshhecome clear that the 2001
Declaration of Commitment on HIV/AIDS underestimétehe financial resources

that would be required to mount a comprehensivedence-informed response in

low- and middle-income countries. As figure 12 icaties, despite the increase in
annual resources available to low- and middle-inearauntries, the current pace of
scale-up will not meet the estimated resources e@ed achieve universal access to
HIV prevention, treatment, care and support by 2010

Figure 12
Funding gap between resource needs and resourceadability, 2005-2007
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Moving towards universal access to HIV preventn,
treatment, care and support: recommendations for amn

66. Two years away from the universal access targaid midway towards
achieving the Millennium Development Goals, the ldanust build on its successes
to accelerate the pace towards achieving univeesaless to HIV prevention,
treatment, care and support. Unless the rate ofeaga increases, the world is
unlikely to achieve such universal access by 20H@wever, in a variety of
countries, universal access may be achieved fociBpesub-targets; for example,
the Bahamas, Botswana and Thailand, among othess hlready achieved 80 per
cent (or universal) coverage for prevention of newtto-child transmission.
Similarly challenging is the Millennium Developme@Gials target of beginning to
reverse national epidemics by 2015, as measurea dgcrease in the percentage of
young people who are HIV-positive. To successfaltidress those major challenges,
urgent attention should be paid to the implementatof the recommendations set
out below.

Leadership

67. Strong, sustained political commitment and leadersip must exist,
involving all relevant sectors of society, civil sdety and people living with HIV,
to build on recent successes and move more rapidigwards universal access to
HIV prevention, treatment, care and support. True kadership is reflected in
action, not words. In many countries, a gap existbetween national strategic
frameworks and their actual implementation. Where sich gaps exist, they
should be addressed and reduced. Similarly, the Gevnments of high-income
countries must ensure universal access to HIV prewgion, treatment, care and
support, and must also provide substantially increaed financial assistance to
low- and middle-income countries to enable them toneet targets for universal
access. Achieving and sustaining universal accessHIV prevention, treatment,
care and support is the best means of ensuring thaecent progress achieved by
countries is maintained and can be extended to othe

Ensuring the sustainability of the response to HY

68. To date, the response to HIV has been largely manad and viewed as an
emergency effort. The HIV epidemic requires a susfaed, long-term response
in order to be overcome. The sustainability of theesponse must become central
to all HIV-related planning and implementation. To that end, financing

mechanisms need to be strong and durable over therg term and must be
strengthened where they are weak or created wherehéy are currently

non-existent; unprecedented human resources must bmobilized in low- and

middle-income countries; and, where required, crittal new systems must be
built and maintained to support a sustainable respose. National leaders in
affected countries, leaders of donor Governments, esearchers,
non-governmental organizations and all other stakeblders engaged in the
response to HIV must plan for the long term.

Scaling up comprehensive HIV prevention in hypeendemic countries

69. In countries where adult HIV prevalence is 15 per ent or greater, nothing
short of a full-scale mobilization across society W successfully address the

23



AI62/780

24

problems posed by HIV. However, in many such countes, young people remain
poorly educated about HIV, coverage for basic HIV pevention services is far
too low and few workplaces provide essential HIV prvention activities. Every
available tool appropriate to national circumstance must be brought to scale,
including population-wide campaigns on the risks asociated with concurrent

partnerships; energetic promotion of universal knowedge of HIV serostatus;

adult male circumcision; prevention programmes focged on young people and
populations most at risk; prevention activities in the workplace; and

comprehensive services to prevent mother-to-childransmission. As treatment
is scaled up, it should be closely linked with HI\prevention efforts.

Mounting an effective response to HIV in concentited epidemics

70. Although overall HIV prevalence remains low in courries with
concentrated epidemics, HIV is exacting an extraoridary toll on key
subpopulations, including injecting drug users, menwho have sex with men
and sex workers. In some countries with concentrateepidemics, the existence
of potential epidemiological “bridges” between poplations most at risk and the
general population poses the risk that the epidemicould become generalized in
the absence of effective prevention measures. Scai up focused HIV
prevention strategies for populations most at riskrepresents an urgent public
health necessity. HIV prevention coverage remainsseecially low for such
groups, not because of the complexity of the taskub primarily because of a
lack of political will. National leaders must work to enact legislation and
policies that protect and promote the human rightsof populations most at risk
of exposure to HIV; implement policies that improveservice access; eliminate
laws, policies and conditions that impede access tdlV prevention, treatment,
care and support; and prioritize focused prevention programmes for
populations most at risk. The recent report by theCommission on AIDS in Asia
provides an excellent road map for building a strog and sustainable response
to HIV in settings with low-level and concentratedepidemics.

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

71. While recent increases in treatment access represiea major achievement,
the current pace of scale-up will not achieve uniweal access to treatment,
resulting in millions of people living with HIV failing to obtain the life-
preserving treatments they need. National Governmednr, donors and other
stakeholders should work to quicken the pace of ti@ment scale-up. This will
require continued increases in financial assistancéor treatment scale-up; and
the establishment and strengthening of strong natimal systems for
procurement, supply management, drug regulation, qgality assurance and
training of health-care workers. Despite being mody treatable and curable,
tuberculosis remains one of the most common cause$ illness and death in
people living with HIV. While continuing and strengthening efforts to achieve
universal access to antiretrovirals, countries shdd urgently undertake
initiatives to improve the prevention, diagnosis ad treatment of TB in order to
reduce the unacceptable burden of TB among peopléeving with HIV.
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Addressing the role of gender inequities in deepéng the HIV epidemic

72. Because HIV is most often transmitted sexually, thenequal relationships
between men and women, as well as gender stereotgpéuel the spread of HIV.
It is therefore vital that Governments incorporate massive political and social
mobilization to address gender inequality and sexdanorms within their
national responses to HIV. Programmes must be grouted in a commitment to
the protection of the human rights of girls and wonen, must seek to empower
them to protect themselves from infection, and musmeaningfully engage men
as partners in the effort. National responses shodlensure that women have
access to the full range of sexual and reproductiveealth services, take action
against gender-based violence, protect women’'s prepy and inheritance
rights, and address the disproportionate burden otare experienced by women.
Governments should ensure that gender is integrateishto national action plans,
that funding is identified and that national resporses benefit from the full
participation of women.
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Role of the United Nations in strengthening andugpporting
the HIV response

The Joint United Nations Programme on AIDS (UNA)D&ites in a single
biannual budget and workplan the HIV-related atitdéd of 10 co-sponsors and the
United Nations Secretariat pursuing HIV-related kon line with the UNAIDS
Technical Support Division of Labour. Activities dertaken in 2007 include:

» The Office of the United Nations High Commissésrfor Refugees (UNHCR),
working closely with United Nations partners, Gowerents and
non-governmental organizations, has provided texdinand financial support
to more than 70 countries. UNHCR has issued formabance on HIV in
humanitarian and post-conflict settings, led indgency assessments of HIV
programmes in such settings in 10 countries, anttrdmuted to a significant
increase in antiretroviral utilization among refegeand displaced populations.

The United Nations Children’s Fund (UNICEF) sops national scale-up of
prevention of mother-to-child transmission of Hlpaediatric HIV diagnosis
and treatment; protection, care and support foldcén affected by AIDS; and
prevention of HIV transmission in adolescents ireo¥00 countries.

The United Nations Development Programme (UNB&)ported more than 90
countries in addressing the links between HIV amdedopment. UNDP and
partners aided countries in strengthening HIV pties in poverty reduction
strategy papers and national development plans, asal facilitated national
efforts to exercise flexibility in intellectual pperty agreements so as to
increase access to essential medications. Togetfiter the United Nations
Development Fund for Women (UNIFEM) and the UNAIDs®cretariat,
UNDP convened a global consultation on gender aldiSAto develop gender
guidance for national AIDS responses.

The United Nations Educational, Scientific andult@ral Organization

(UNESCO) leads the Global Initiative on HIV & AIDSwhich in 2007

encompassed activities in 60 countries, includidgntification of national

priority actions in 39 countries. UNESCO providedensive technical support
for HIV-related activities in education sectorsdahghout the world, including
seven subregional capacity-building workshops i67220

The United Nations Population Fund (UNFPA) suged 154 countries in
expanding access to sexual and reproductive hesdtlvices and supplies,
including scaling up comprehensive condom prograsiniehe number of
female condoms distributed increased from 13.9 iarillin 2005 to 25.9
million in 2007 and, in conjunction with UNHCR, UNPR has brought more
than 28 million male condoms and almost 300,0004dentondoms to refugees
in 23 countries.

The United Nations Office on Drugs and Crime (ODC) provided technical
or financial support to at least 30 countries oV lrevention and care among
injecting drug users and prisoners. This includée tdevelopment of a
framework to assist countries in mounting effecthagtional HIV strategies in
prison settings, standards for treatment of drugedielence, and a technical
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guide for countries to move towards universal ascés HIV prevention,
treatment, care and support for injecting drug sser

* The International Labour Organization (ILO) in0@ provided technical
support to Governments, employers and workers argéions in more than 70
countries, across all regions, in accordance wlh principles established in
the ILO Code of practice on HIV/AIDS and the wortd work. The ILO
network of peer educators works in 47 countriesg &8 countries in 2007
received ILO assistance in developing or revisiamgd and policies on HIV.

The World Food Programme (WFP) reached more 333,000 beneficiaries
in 16 African countries with food support duringethinitiation of HIV
treatment, as part of its support for HIV preventidreatment, care and
support in 50 countries. In 2007, WFP provided feagbport for programmes
to prevent mother-to-child transmission in 14 coigd, working closely with
Governments, civil society groups and the UNAID &ily.

The World Health Organization (WHO) encouragduk tscale-up of HIV
testing and counselling in health settings, collabed with the UNAIDS
secretariat to develop operational tools for theplementation of male
circumcision services and supported population-dasmle-up of programmes
to prevent mother-to-child transmission. WHO hasoahssisted countries in
estimating human resource needs and developingingi staff retention and
task-shifting in line with national plans. Firstn& second-line treatment
regimens for both adults and children have beermphkfiad, and countries have
been supported with global purchasing and procurgmerangements for
second-line drugs.

The World Bank funded national and regional Hpvogrammes, supported
accelerated programme implementation, and helpechgthen monitoring and
evaluation capacity in countries, in part througlantis-on support for
monitoring and evaluation activities in 56 coungri¢hrough the Global
HIV/AIDS Monitoring and Evaluation Team. ThroughethUNAIDS AIDS
Strategy and Action Plan services, hosted by thel@VBank, 39 countries
received direct technical assistance to enhancemelt strategies and action
plans.
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