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�obani Ncapayi, from Khayelitsha, Cape Town, 
is HIV-positive and receiving treatment. �Now I 
feel like everybody else. I am not thinking all the 
time about HIV. I do not bury my dreams�,  
he says.
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>
“PEOpLE LIVING WItH HIV SHOULD NOT BE DISCRIMINAtED 
AGAINSt, INCLUDING tHROUGH REStRICtIONS ON tHEIR 
ABILItY tO tRAVEL BEtWEEN COUNtRIES. tHAt tHEY ARE 
SHOULD FILL US ALL WItH SHAME.

 …I CALL ON ALL GOVERNMENtS tO REVIEW tHEIR LEGAL 
FRAMEWORKS tO ENSURE COMpLIANCE WItH tHE HUMAN 
RIGHtS pRINCIpLES ON WHICH A SOUND AIDS RESpONSE 
IS BASED. THIS IS NOt SOLELY A MEDICAL OR SCIENtIFIC 
CHALLENGE. It IS A MORAL CHALLENGE, tOO. LEt US FIND 
tHE WISDOM AND COURAGE FOR BOLD ACtION ON ALL 
tHESE FRONtS. THAt IS tHE ONLY WAY tO ADDRESS tHIS 
CHALLENGE IN ALL ItS COMpLEXItY AND BREADtH.”
 
UNItED NAtIONS SECREtARY-GENERAL BAN KI-MOON 

>
THE UNItED StAtES RECENtLY JOINED A GROWING NUMBER 
OF COUNtRIES IN REMOVING HIV-RELAtED tRAVEL 
REStRICtIONS.

UNAIDS EStIMAtES tHAt NEARLY 60 COUNtRIES IMpOSE 
SOME FORM OF tRAVEL REStRICtIONS ON pEOpLE LIVING 
WItH HIV. THE INtERNAtIONAL GUIDELINES ON HIV/AIDS 
AND HUMAN RIGHtS StAtE tHAt ANY REStRICtION ON 
LIBERtY OF MOVEMENt OR CHOICE OF RESIDENCE BASED 
ON SUSpECtED OR REAL HIV StAtUS ALONE, INCLUDING 
HIV SCREENING OF INtERNAtIONAL tRAVELLERS, IS 
DISCRIMINAtORY.

>
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What We Are Thinking

ToWaRds univeRsal access
South Africa, home to the largest number of people living with HIV, will launch 
on World AIDS Day 2009 a major mobilization campaign towards achieving  
its universal access goals. President Zuma has committed the government to 
achieving 80% coverage for antiretroviral therapy and to cutting new HIV 
infections by half. �is reinvigorated commitment has the potential to reshape 
the face of the epidemic. Many other countries are also reviewing their national 
responses to AIDS, �ne-tuning their strategies for scaling up access to HIV 
prevention, treatment, care and support. (Read excerpts of President Zuma�s 
speech on page 11.)

Each small step counts
Human rights and dignity for the voiceless have gained the upper hand in many 
places. �e Supreme Court of Indonesia has ruled that drug users need treatment, 
not jail. �e Delhi High Court in India restored dignity to men who have sex with 
men by reading down a 150-year-old law that criminalized consensual adult sexual 
behaviour. El Salvador promulgated a ministerial decree banning discrimination 
based on sexual orientation. �e United States of America has removed restrictions 
on people living with HIV entering the country. And sex workers in Kolkata, India, 
are running more than a dozen non-formal education centres and two boarding 
homes for children of sex workers to continue their education. 

Each Bold idea counts
UNAIDS believes that the virtual elimination of mother-to-child transmission of 
HIV can be achieved by 2015. In Botswana, Namibia and Swaziland, more than 
90% of all HIV-infected pregnant women already receive antiretroviral prophylaxis 
for preventing their babies from being born with the virus. Universal access targets 
for antiretroviral therapy are being met in many countries, including Zambia. �e 
integration of tuberculosis and HIV services in South Africa has helped to save the 
lives of many people and has reduced the tuberculosis burden.  

�e demand for AIDS treatment should become an opportunity for Africa to 
reform its pharmaceutical practices. A single African drug agency has the potential 
to guarantee quality medicines, integrate the African market for drugs and invite 
private sector investment in the continent. And it can be a model for wider 
development that will contribute to an AIDS+MDG movement in Africa.  

�e �ailand vaccine trial has shown that a vaccine against HIV will be available one 
day. When that day comes, it must be �nanced as a public good, accessible by all.
 
AIDS is coming out of isolation
For all its uniqueness, AIDS cannot be le� in a silo. Recent evidence shows that 
HIV may have a signi�cant impact on maternal mortality. Research models 
estimate that about 50 000 maternal deaths were associated with HIV in 2008. �e 
two programmes, maternal child health and HIV, must work in synergy to achieve 
their common goal�saving mothers and babies. We must link our progress in 
AIDS to the other Millennium Development Goals and pursue a bold strategy that 
will take us to 2015 and beyond.

In This Issue
In this �rst issue UNAIDS Outlook Report explores new ideas and ways to use the 
data collected in the AIDS Epidemic Update companion report. 

It�s clear that the HIV epidemic the world faces today is not the same as when  
it was at its peak in 1996. �e number of people living with HIV has continued to 
grow, albeit less rapidly. �e way we respond today needs to keep pace with and 
overtake the epidemic if we are to see a real change in people�s lives, aspirations  
and futures.

 
Here are some key statistics for the 
year 2008:

NeW infections peR day	
Children	 1200 	 w
Young people	 2500 	 w
Adults	 3700	 w
 
NeW HIV infections 
Children	 430,000	 w
Young people	 910,000	 w
Adults	 1,360,000 	 w
 
People living With HIV 
Children	 2,100,000	 v
Young people	 12,500,000	 v
Adults	 18,800,000 	 v

AIDS�Related deaths
Children	 280,000	 w
Adults	 1,700,000 	 v

ResouRces availaBle (US$)
Multilateral ODA	 2.1 billion	 v
Bilateral ODA	 5.7 billion	 v
Domestic 	 7.2 billion	 v
Philanthropic 	 0.7 billion 	 v
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[    ]
�e number of people living with HIV world-
wide continued to grow in 2008, reaching 
an estimated 33.4 million (31.1 million�35.8 
million). �e continuing rise in the popula-
tion of people living with HIV re�ects the 
combined e�ects of continued high rates of 
new HIV infections and the bene�cial impact 
of antiretroviral therapy. Globally, the spread 
of HIV appears to have peaked in 1996, 
when 3.5 million (3.2 million�3.8 million) 
new HIV infections occurred. In 2008, the 
estimated number of new HIV infections was 
2.7 million (2.4 million�3.0 million). 
�e epidemic appears to have stabilized in 
most regions, although prevalence continues 
to increase in Eastern Europe and Central 
Asia, due to a high rate of new HIV infec-
tions. Sub-Saharan Africa remains the most 
heavily a�ected region, accounting for 71% of 
all new HIV infections in 2008. �e resur-
gence of the epidemic among men who have 
sex with men in high-income countries is in-
creasingly well-documented. Di�erences are 
apparent in all regions, with some national 
epidemics continuing to expand even as the 
overall regional HIV incidence stabilizes. 
AIDS-related deaths appear to have peaked 
in 2004. �e estimated number of AIDS-
related deaths in 2008 is 2 million  
(1.7 million�2.4 million).  
An estimated 430 000 new HIV infections 
(240 000�610 000) occurred among children 
under the age of 15 in 2008. Most of these 
new infections are believed to stem from 
transmission in utero, during delivery or 
post-partum as a result of breastfeeding.  
 
SuB�SahaRan AfRica 
�e epidemic continues to have an enor-
mous impact on households, communities, 
businesses, public services and national 
economies in the region. However, the 
rapid scaling-up of antiretroviral therapy in 
sub-Saharan Africa is generating consider-

EPI
DeMIC 
OVeR
VIeW 

able public health gains. Yet sub-Saharan 
Africa�s epidemic continues to outpace the 
response. Preserving the long-term viability 
of treatment programmes and mitigating 
the epidemic�s impact in the region requires 
immediate steps to elevate the priority given 
to HIV prevention and to match prevention 
strategies with actual needs. 
 
Asia
Asia is home to 60% of the world�s popula-
tion and is second only to sub-Saharan Africa 
in terms of the number of people living with 
HIV. Asia�s epidemic has long been concen-
trated in speci�c populations, namely inject-
ing drug users, sex workers and their clients, 
and men who have sex with men. However, 
the epidemic in many parts of Asia is steadily 
expanding into lower-risk populations 
through transmission to the sexual partners 
of those most at risk. In China, where the 
epidemic was previously driven by transmis-
sion during injecting drug use, heterosexual 
transmission has become the predominant 
mode of HIV transmission.  
 
EasteRn EuRope and 
CentRal Asia 
Eastern Europe and Central Asia is the only 
region where HIV prevalence clearly remains 
on the rise. Injecting drug use remains the 
primary route of transmission in the region. 
In many countries, drug users frequently 
engage in sex work, magnifying the risk of 
transmission. With increasing transmission 
among the sexual partners of drug users, 
many countries in the region are experienc-
ing a transition from an epidemic that is 
heavily concentrated among drug users to 
one that is increasingly characterized by 
signi�cant sexual transmission. 
 
CaRiBBean 
�e Caribbean has been more heavily 
a�ected by HIV than any region outside 
sub-Saharan Africa, with the second highest 
level of adult HIV prevalence. AIDS-related 
illnesses were the fourth leading cause of 

�e following are excerpts from the 2009 AIDS 
Epidemic Update, which reports on the latest 
developments in the global AIDS epidemic. With 
maps and regional summaries, the 2009 edition 
provides the most recent estimates of the epidemic�s 
scope and human toll and explores new trends in 
the epidemic�s evolution. 

death among Caribbean women in 2004 
and the ��h leading cause of death among 
Caribbean men. Heterosexual transmission, 
o�en tied to sex work, is the primary source 
of HIV transmission, although emerging 
evidence indicates that substantial transmis-
sion is also occurring among men who have 
sex with men. 
 
Latin AmeRica 
With a regional HIV prevalence of 0.6%, 
Latin America is primarily home to low-level 
and concentrated epidemics. Men who have 
sex with men account for the largest share of 
infections in Latin America, although there 
is a notable burden of infection among inject-
ing drug users, sex workers and the clients 
of sex workers. But only a small fraction 
of HIV prevention spending in the region 
supports prevention programmes speci�-
cally focused on these populations. �e HIV 
burden appears to be growing among women 
in Central America. 
 
Middle East and NoRth AfRica 
Epidemics in the Middle East and North 
Africa are typically concentrated among 
injecting drug users, men who have sex 
with men, and sex workers and their 
clients. Exceptions to this general pattern 
are Djibouti and southern Sudan, where 
transmission is also occurring in the general 
population. 
 
NoRth AmeRica and 
WesteRn and CentRal EuRope 
Progress in reducing the number of new HIV 
infections has stalled in North America and 
Western and Central Europe. Between 2000 
and 2007, the rate of newly reported cases of 
HIV infection in Europe nearly doubled. In 
2008, the Centers for Disease Control and 
Prevention (USA) estimated that annual HIV 
incidence has remained relatively stable in 
the USA since the early 1990s, although the 
annual number of new HIV infections in 
2006 was approximately 40% greater than 
previously estimated. 
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That Was Then. 
This is NoW!

munications programmes were tar-
geted explicitly towards adults, married 
couples and people in long-term steady 
relationships. A similar conclusion was 
also drawn by researchers in Swaziland.
 	 In fact, Swaziland felt that it had to 
rede�ne its de�nition of �populations at 
higher risk� and customize them to their 
own epidemic pattern. For example, they 
identi�ed mobile populations as a group 
needing attention, as men and women 
who were away from home for longer 
periods and slept more nights away 
from home have higher HIV preva-
lence. Other groups identi�ed for HIV 
prevention programmes were people 
in longer-term steady relationships and 
married couples who have multiple and 
concurrent partners, HIV-discordant 
couples and concordant positive couples 
and people living with HIV.
	 In Kenya most new infections occur 
in people who engage in casual sex with 
multiple partners and among their mo-
nogamous partners. However, the study 
highlighted the continued need to reach 
sex workers, men who have sex with 
men, prisoners and injecting drug users, 
who together account for nearly 31% of 
all new infections. Similar conclusions 
were also drawn in Mozambique, where 
about 27% of new infections occurred 
among sex workers, men who have sex 
with men and injecting drug users.
	 On the other hand, the epidemic in 
Asia is fuelled by unprotected paid sex, 
the sharing of contaminated injecting 
equipment by injecting drug users and 
unprotected sex among men who have 
sex with men. Men who buy sex con-
stitute the largest infected population 
group�and most of them are either 
married or will get married. �is puts 
a signi�cant number of women, o�en 
perceived as �low-risk� because they only 
have sex with their husbands or long-
term partners, at risk of HIV infection. 
�e numbers can be staggering, as Asian 
countries have huge populations.
Tip: look deepeR at youR epidemic�make suRe 
that pRevention messaging is not diluted By 
laBelling all at eQual Risk oR loW Risk.

AddRess conteXtual factoRs
Studies show that despite the evidence of 
the risk factors of the epidemic, there are 
few programmes that address the social 
and structural factors adequately in HIV 
prevention programmes.
 	 �e modes of transmission study in 
Swaziland showed that its HIV epidemic 
is maintained by underlying cultural and 
socioeconomic factors, such as power 
di�erentials in intimate relationships, 

sexual entitlements, cultural expecta-
tions of men and women and income 
inequality. Men and women continue 
to have long-term multiple concurrent 
sexual partnerships in which sexual acts 
are o�en unprotected.
 	 In Lesotho, age-disparate relation-
ships are common and contribute to the 
very high HIV prevalence in females. 
�is practice is not properly addressed 
by policies to change the social norms 
that are currently permissive towards 
such relationships. Similar �ndings were 
also seen in Kenya, Mozambique, Swazi-
land and Zambia.
 	 Violence against women and girls is 
another issue that needs to be addressed 
as part of HIV prevention programmes. 
A multicountry study conducted by the 
World Health Organization found that 
between 1% and 21% of women reported 
sexual abuse before age 15 across the 

THEN
In Africa, multiple partners

Sugar daddies 
in Africa. Older men having seX 
with young women

Treatment 
Too eXpensive to 
become widespread

The Asia epidemic will 
become as generalized 
as in Africa

In Asia, concentrated among 
populations at higher risk�men 
who have seX with men, inJecting 
drug users and seX workers and 
their clients

In Latin America, focus mainly on 
inJecting drug use, seX workers and 
their clients

In Middle East and 
North Africa, 
no risk groups

In Western Europe and North 
America, HIV among men who have 
seX with men and inJecting drug 
users is on the decline

NOW 
Multiple and concurrent partners

More evidence of young men with 
young women, and older women 
and younger men

4 million people On treatment 
around the world, including 

A greater understanding of 
paediatric formulations 

A regional understanding of 
the epidemic�concentrated in 
populations at higher risk and 
their seXual partners 

Cannot ignore long�term 
seXual partners of risk 

groups

Increasing attention on men 
who have seX with men�group at 
higher risk

Risk groups becoming visible: 
among men who have seX 
with men, inJecting drug 

users, street children and 
higher�risk men

Increasing incidence among men 
who have seX with men and among 
racial and ethnic minorities

�en &  Now
that was this is

world. A recent UNICEF study in Swa-
ziland showed that one in four women 
faced sexual violence as a child and two 
out of three 18�24-year-old women had 
experienced sexual violence. �e study 
also showed that boyfriends and hus-
bands were the most frequent abusers.
 	 Prevention experts in all these coun-
tries concluded that current HIV pre-
vention strategies that focus primarily on 
individual behaviour rather than on the 
social norms that make risky behaviour 
acceptable are not adequate to e�ectively 
reduce HIV transmission.
Tip: think social change.

SatuRate high�BuRden aReas  
as a pRioRity 
HIV prevalence �gures must be 
read in conjunction with national 
demographics. A UNAIDS study that 
looked at the extent of HIV in urban 
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areas found that 29% of the total HIV 
epidemic in the eastern and southern 
Africa region was concentrated in 15 
major cities. Together, this is nearly 15% 
of the global epidemic. But there are few 
dedicated urban-focused programmes in 
Africa.
	 �is was also con�rmed in the 
modes of transmission study in Lesotho, 
which found that even though adult 
HIV prevalence is above 15% in all 
districts, 59% of people living with 
HIV reside in the three western most 
populous districts. �is means precious 
resources could go further and achieve 
more if HIV prevention programmes 
were scaled up in the three most heavily 
a�ected districts.
Tip: focus on the geogRaphical 
aReas WheRe most neW infections aRe 
likely to occuR.

IncRease ResouRce allocation 
foR HIV pRevention 
Another way of looking at why preven-
tion programmes are failing is to look 
deeper into the investments being made. 
�e trend is worrying. Spending on HIV 
prevention programmes is low in most 
parts of the world and is falling in many 
instances. And what is available is not 
reaching those most in need.
	 In Uganda, only one third of the 
resources invested in the AIDS response 
went towards prevention, while more 
than half went towards care and treat-
ment. In Swaziland, the HIV prevention 
budget was only 17% of the total funding 
available, while in Lesotho it was a mere 
10%.
	 In Kenya and Lesotho, HIV preven-
tion spending has fallen in recent years. 
Since 2005 the amount of total funding 
available at the national level for preven-
tion activities in Kenya has fallen to less 
than 25% of the total AIDS funding.
	 We have to eliminate mother-to-
child transmission of HIV. Rightfully, 
major investments from within the HIV 
prevention budget go towards prevent-
ing babies from being born with HIV. 
In Kenya, approximately half of the 
prevention resources go towards coun-
selling and testing and the prevention of 
mother-to-child transmission of HIV.
	 In many countries, funding aimed at 
groups at higher risk, such as sex work-
ers and their clients, men who have sex 
with men and injecting drug users, are 
negligible or non-existent in proportion 
to their contribution to new infections. 
Most of the prevention funding goes 
towards raising awareness, with less for 
supporting contextual factors.
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Source: Van Renterghem, UNAIDS 2009.

Chart 2. Role of major cities in national HIV epidemics  
in eastern and southern Africa
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Chart 3. Percentage of spending on programmes directed at  
populations at higher risk of HIV, as a percentage of total prevention 
spending, by type of epidemic
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Tip: investments in HIV pRevention have to 
significantly incRease if a seRious attempt 
at stemming neW infections is to Be made.

What neXt? Reshaping HIV 
pRevention pRogRammes 
Many countries are beginning to use 
�ndings from modes of transmission 
studies to look ahead and plan better. �e 
National AIDS Commission of Lesotho 
has used the data from the review to 
revise its national strategic plan. �e plan 
was recosted and a set of scenarios was 
developed to help prioritize and make 
cost-e�ective investments. �e data also 
helped to inform the development of a 
number of sector-speci�c policies and 
a behaviour change communication 
strategy.
	 In Uganda, the results of a similar 
study were widely disseminated, includ-
ing through the mass media. �is helped 
to increase understanding of the risk 
faced by di�erent population groups. 
�e Uganda study�s �nding that signi�-

cant HIV transmission occurred among 
married couples has paved the way for 
a campaign to promote HIV testing and 
counselling among couples. �e Uganda 
National AIDS Commission used the 
�ndings to inform the development of 
prevention policy guidelines and the 
Ministry of Health agreed to focus on 
addressing couples as part of its preven-
tion activities in health settings.
	 Responding to an evaluation of the 
impact of these studies, a respondent 
from Uganda said ��ere now appears 
to be consensus that there is a problem 
of new HIV infections among married 
and cohabiting [couples] and something 
has to be done to address this. Before 
the modes of transmission analysis there 
was a sense of denial, especially from the 
faith-based organizations��
	 In Kenya, the modes of transmission 
studies in�uenced the decision to develop 
a new national strategic plan. ��e fact 
that policy-makers decided to overhaul the 
current national strategy was a strong sign 
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Anatomy of 
a Bad Law

Note to readers: the comments are the reactions of the Executive Secretary 
upon receiving this advice from the legal ministry. She is sharing her thoughts 
and frustrations with her colleagues. Her reactions reflect some of the legal 
obstacles that impede access to universal access to HIV prevention, treatment, 
care and support. What additional changes would you make?

place of public religious worship, educational institution, hostel, hospital, nursing home or such other 

public place of any kind…may be punishable with imprisonment for a term which may extend to 3 

months.) 
We are bound by international conventions and human rights considerations to stop trafficking of 

women and girls. The eradication of prostitution is an important political objective of the government. 

It is already recognized that sex workers are sources of HIV infection. Hence the rigorous application 

of this law will reduce prostitution and greatly advance the goals of your ministry. Narcotics Act of 1985
Section24—Consumption of narcotic substances: “Where the narcotic drug or psychotropic 

substance possessed or consumed is cocaine, morphine, diacetyl-morphine or any other narcotic 

drug or any psychotropic substance as may be specified in this behalf by the Government, by 

notification in the Official Gazette, with imprisonment for a term which may extend to one year or with 

a fine or with both.”
Section 34—Punishment for illegal possession in a small quantity for personal use, consumption of 

any narcotic drug or psychotropic substance or consumption of such drug or substance: “Whoever, in 

contravention of any provision of this Act, or any rule or order made or permit issued there under, 

possesses in a small quantity any narcotic drug or psychotropic substance, which is proved to have 

been intended for his personal consumption and not for sale or distribution, or consumes any narcotic 

drug or psychotropic substance, be punishable by five years in prison.”
The above two articles were included to specifically stop young people from taking drugs and falling 

prey to addiction.  
Section 35—Detention of drug users and peddlers: “Detain and search any person whom he has 

reason to believe to have committed an offence punishable under Chapter III, and, if such person has 

any narcotic drug or psychotropic substance in his possession and such possession appears to him 

to be unlawful, arrest him and any other person in his company. For the purposes of this section, the 

expression "public place" includes any public conveyance, hotel, shop, or other place intended for 

use by, or accessible to, the public.”This provision is of great importance to help law enforcement agencies catch and punish offenders, 

especially those who are selling drugs. 

Public Health Act 2007 Section 14—Disclosure of HIV status: “Any person who has been tested positive for HIV is bound to 

reveal his/her HIV status to his/her spouse or regular sexual partner as soon as possible provided 

that the period does not exceed six (6) full weeks, starting from the date he/she was notified of his/her 

HIV status. The testing centres shall provide all the necessary psychosocial support to facilitate the 

disclosure of the HIV test results and help the couple to accept and adapt to the reality of the 

situation. The testing centre shall be required to make the disclosure in the event of the expiration of 

the six weeks, provided all efforts are made to enable the partners to have full understanding of the 

situation.”

We are puzzled by your request to amend this law and all provisions mentioned.  

Somewhere in the world 

Memo
To: Executive Secretary, National AIDS Authority

From: Permanent Secretary, Legal Affairs, Ministry of Law and Justice 

CC: Readers of Outlook 

Date: December 1, 2009 

Re: DRAFT AIDS bill  

We would like to acknowledge receipt of the draft AIDS bill. While the Law Ministry is aware of the 

gravity of the AIDS epidemic, it is concerned that a number of the provisions are in contravention of 

existing laws. These laws are important to protect our society from various vices. In our view, dilution 

of these laws would hamper the ability of enforcement agencies to maintain law and order in the 

country.  For example: 

Penal Code

Section 234—Public Nuisance: “A person is guilty of nuisance when he/she does any act, or is guilty 

of an illegal omission, and such act or omission causes any common injury, danger or annoyance to 

the public, or to the people in general who dwell or occupy property in the vicinity, or must necessarily 

cause injury, obstruction, danger or annoyance to any persons who had rights to use. Whoever 

causes nuisance shall be punishable with imprisonment, or a fine, or both.”

This provision provides protection against the misuse of public places by individuals. For example, 

the misuse of public parks and spaces by women and men of disrepute is curbed to a large extent.

Section 420—Unnatural Offences: “Any person who (a) has carnal knowledge of any person against 

the order of nature; (b) has carnal knowledge of an animal; or (c) permits a male person to have 

carnal knowledge of him or her against the order of nature, commits an offence and is liable to 

imprisonment for life. Any person who attempts to commit any of the offences specified in section 

420 commits a felony and is liable to imprisonment for seven years.” 

As you are aware, homosexuality is against our societal values. This provision, though rarely used, is 

an important moral deterrent. Given the alarming increase in paedophilia, we must take steps to 

increase the enforcement of this law, rather than modify it. 

Section 345—Prostitution: “Any person who carries on prostitution, and the person with whom such 

prostitution is carried out, in any premises…which are within a distance of two hundred metres of any 

Since when is ‘looking gay’ in 
public a misuse of public space? 
 

Why are we trying to regulate 
adult sexual behaviour?

Men who have sex with men and 
paedophilia are not the same. 
There are other laws to address 
exploitation of children, which is 
a crime..

Says who? Look at our 
literature and history... 
 

We need to better define annoyance 
and do more work with law 
enforcement officials. The law is 
abused to harass sex workers and men 
who have sex with men.

Sex work
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Anatomy of 
a Bad Law

place of public religious worship, educational institution, hostel, hospital, nursing home or such other 

public place of any kind…may be punishable with imprisonment for a term which may extend to 3 

months.) 
We are bound by international conventions and human rights considerations to stop trafficking of 

women and girls. The eradication of prostitution is an important political objective of the government. 

It is already recognized that sex workers are sources of HIV infection. Hence the rigorous application 

of this law will reduce prostitution and greatly advance the goals of your ministry. Narcotics Act of 1985
Section24—Consumption of narcotic substances: “Where the narcotic drug or psychotropic 

substance possessed or consumed is cocaine, morphine, diacetyl-morphine or any other narcotic 

drug or any psychotropic substance as may be specified in this behalf by the Government, by 

notification in the Official Gazette, with imprisonment for a term which may extend to one year or with 

a fine or with both.”
Section 34—Punishment for illegal possession in a small quantity for personal use, consumption of 

any narcotic drug or psychotropic substance or consumption of such drug or substance: “Whoever, in 

contravention of any provision of this Act, or any rule or order made or permit issued there under, 

possesses in a small quantity any narcotic drug or psychotropic substance, which is proved to have 

been intended for his personal consumption and not for sale or distribution, or consumes any narcotic 

drug or psychotropic substance, be punishable by five years in prison.”
The above two articles were included to specifically stop young people from taking drugs and falling 

prey to addiction.  
Section 35—Detention of drug users and peddlers: “Detain and search any person whom he has 

reason to believe to have committed an offence punishable under Chapter III, and, if such person has 

any narcotic drug or psychotropic substance in his possession and such possession appears to him 

to be unlawful, arrest him and any other person in his company. For the purposes of this section, the 

expression "public place" includes any public conveyance, hotel, shop, or other place intended for 

use by, or accessible to, the public.”This provision is of great importance to help law enforcement agencies catch and punish offenders, 

especially those who are selling drugs. 

Public Health Act 2007 Section 14—Disclosure of HIV status: “Any person who has been tested positive for HIV is bound to 

reveal his/her HIV status to his/her spouse or regular sexual partner as soon as possible provided 

that the period does not exceed six (6) full weeks, starting from the date he/she was notified of his/her 

HIV status. The testing centres shall provide all the necessary psychosocial support to facilitate the 

disclosure of the HIV test results and help the couple to accept and adapt to the reality of the 

situation. The testing centre shall be required to make the disclosure in the event of the expiration of 

the six weeks, provided all efforts are made to enable the partners to have full understanding of the 

situation.”

We are puzzled by your request to amend this law and all provisions mentioned.  

It’s mostly women who are tested 
first. This will lead to more 
stigma and discrimination of 
women.

Don’t mix trafficking and sex 
work. Trafficking is a crime 
and has a specific definition.

And their ‘source’ 
of infection? Look at the neighboring 

country. They decriminalized 
sex work and now HIV 
infections are down.

I would rather have a 
rigorous implementation of 
community-led prevention 
and treatment services 

There are other ways for 
reducing demand for sex work 
or drug use. Let us not use fear 
of criminal penalties. It is 
driving them underground.

We need substitution therapy 
drugs on essential medicines list, 
not banned substances list.

Listen to the Supreme Court 
of Indonesia—: drug users need 
treatment, not jail sentences

Our outreach workers will be 
at risk of arrest any time. How 
come we do not see major drug 
traffickers getting put away?

Most people take steps to protect their loved ones. 
What is needed is an environment where people can 
take the test, not fear the test. Partner notification 
must be voluntary. 

X

x





UNAIDS� nine pRioRity aReas: 
 
We can Reduce seXual tRansmission of HIV 
 
We can pRevent motheRs fRom dying and BaBies fRom 
Becoming infected With HIV 
 
We can ensuRe that people living With HIV Receive tReatment 
 
We can pRevent people living With HIV fRom dying of 
tuBeRculosis 
 
We can pRotect dRug useRs fRom Becoming infected With HIV 
 
We can Remove punitive laWs, policies, pRactices, stigma and 
discRimination that Block effective Responses to AIDS 
 
We can stop violence against Women and giRls 
 
We can empoWeR young people to pRotect themselves 
fRom HIV 
 
We can enhance social pRotection foR people affected By HIV
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A change is happening 
among young people 
across the world, 
especially in parts 
of sub-Saharan 
Africa. Young people 
are waiting longer 
to become sexually 
active, they have fewer 
multiple partners and 
there�s an increased 
use of condoms among 
those with multiple 
partners. As a result, 
HIV prevalence 
among young people 
is dropping in many 
countries.
 

CHANGING WITH THE TIMES 
Let us imagine Precious1, a young woman 
in Mbabane, Swaziland. She has heard a lot 
about HIV. In her school. At church. And 
in hushed tones at funerals. She knows she 
has to protect herself, but fears she will let 
herself get carried away when she is with her 
boyfriend, Prince. Prince says he is faithful 
to her and gives her lots of gi�s. Her risk 
of acquiring HIV infection is far di�erent 
from that of Kathleen, who is of the same age 
and has a boyfriend and lives in a suburb of 
Dublin, Ireland. 
	 Iqbal, a young man in Dhaka, 
Bangladesh, who goes to school has a much 
reduced risk of acquiring HIV infection than 
Damien, his peer in Port Moresby, Papua 
New Guinea. And in Kathmandu, Nepal, 
Siddharth, a young injecting drug user, has a 
much higher risk than Gautam, a boy of his 
own age who does not use drugs. Sixteen-
year-old Eduardo in Sªo Paulo, Brazil, is 
recognizing that he is gay and is beginning  
a conversation with his parents about it.  
Each of them faces life in a di�erent way. 
�eir risks are di�erent. �eir vulnerabilities 
are di�erent. 
	 Why is it then that most HIV prevention 
programmes for young people treat each one 
of them as the same? 

Young People 

	 �e risk of young people acquiring HIV 
depends on their gender, age and the region 
they come from. �erefore decisions about 
prevention programmes for young people, as 
with other populations, should be informed 
by evidence.  
	 Unfortunately, in countries with 
generalized and hyperendemic epidemics, 
HIV prevention programmes for young 
people are not rigorous enough to address 
the root causes of increasing risk and 
vulnerability of our imaginary young people, 
Precious, Prince and Damien. 
	 On the other hand, in countries with low 
or concentrated epidemics, HIV prevention 
programmes are aimed at all young people, 
taking up resources that would have been 
better served if focused on young people like 
Siddharth and Eduardo. 
	 A provincial AIDS programme man-
ager in a low-prevalence country once 
remarked to a visiting donor delegation 
that was pushing for focus on populations 
at higher risk �they may be your targeted 
population, but young people are our 
precious population.�  
	 A typical programme reaching a young 
person costs US$ 9 per year. �e choices we 
have to make are about �nding cost-e�ective 
ways of reaching young people and choosing 

BEING THE cHANGE � The next generation
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1 First black woman in South Africa to disclose her HIV 
status—diagnosed in 1990 and went public in 1992. 
She did it because she was tired of the silence and stig-

ma surrounding HIV, and she wanted to set a precedent and 
encourage other HIV-positive women to do the same, to 
discuss their status with their loved ones, not to be ashamed 
and to seek treatment and lead fulfilling lives.  

2 She loves jazz, especially South African and American. 
Hugh Masekela, Jonas Gwangwa, Jimmy Dludlu and 
Gloria Bosman—the list is endless.  

3 She defines her style as “Afrocentric”, with lots of 
ethnic jewellery. Her grandmother designed her own 
clothes and she instilled in her her love of fashion. She 

supports South African designers such as David Tlale, J.J. 
Schoeman and Bongiwe Walaza.  

4 Next year she plans on starting her MBA to start her 
own business and further her work around helping 
people in communities and rural areas.

4things 
you need 
to know 
about 
Prudence

{
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Resources needed for getting results 

TReatment case study: the GloBal Fund 

UNAIDS works closely with several funding partners, including the United States President�s 
Emergency Plan for AIDS Relief (PEPFAR) and the Global Fund to Fight AIDS, Tuberculosis 
and Malaria. 
 
For example, UNAIDS provides technical assistance to countries seeking Global Fund grants 
to help to reach their universal access goals. With this help, countries are getting results and are 
making the case for a fully-funded Global Fund. 

�e Global Fund has increased access to antiretroviral therapy. At the end of 2008, four million 
people were estimated to be receiving treatment in low- and middle-income countries�half of 
these treatments were �nanced by the Global Fund. �is was con�rmed when WHO, UNAIDS 
and UNICEF reported in September 2009 that an additional one million people began 
antiretroviral therapy globally in 2008.

GLObAL FUNd ��� 

ALL OTHERS ��� 

FINANCING FOR ANTIRETROVIRAL 
THERAPY
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WEST AND CENTRAL AFRICA

SOUTHERN AFRICA

EAST AFRICA

SOUTH ASIA
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LATIN AMERICA � THE CARIBBEAN

EASTERN EUROPE AND CENTRAL ASIA

EAST ASIA � THE PACIFIC
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�e Global Fund was responsible for about 600 000 people 
commencing treatment in 2008 and by the end of 2008 was 
�nancing around half of the four million people estimated to be on 
antiretroviral therapy in low- and middle-income countries. 

PeRcentage on AntiRetRoviRal TheRapy SUPPORTED By GloBal Fund PROGRAMMES

���

NumBeR of people on AntiRetRoviRal TheRapy SUPPORTED By GloBal Fund 
PROGRAMMES

�.�� MILLION 

		   �.� MILLION 

		              �.� MILLION

��� INCREaSE IN LaSt YEaR

MID�����

MID����� 

GLOBaL FUND taRGEt END ���� 
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Continued inteRnational 
investments foR AIDS needed

International assistance to the 
global AIDS response has helped 
countries to scale up access to HIV 
prevention, treatment, care and support 
programmes in most parts of the world. 
�is international assistance has been 
instrumental in catalysing and sustaining 
the AIDS response in many countries.  
	 �e funding cycle patterns of 
donors to some extent insulated HIV 
investments in 2009. However, it is 
critical that investment decisions being 

made today are based on future needs. 
Many developed countries are beginning 
to emerge from the economic crisis and 
it is increasingly important to meet the 
investment of US$ 25 billion required 
to reach the 2010 country targets for 
universal access. 
	 ��e economic crisis should not 
become an excuse to stop investing 
in the AIDS response� said Michel 
SidibØ, Executive Director of UNAIDS. 
�We cannot a�ord to let the economic 
crisis paralyse us. Not when the AIDS 
response is showing results.� 
 

Investing in the AIDS Response 
In 2008, investments for AIDS reached 
a record high of US$ 15.6 billion. �is 
represented a 39% increase from 2007. 
Out of this, around US$ 8.2 billion came 
in the form of international assistance. 
�e share of international assistance 
is around 55% of the global resources 
available.  
	 �e biggest contribution was made 
by the Government of the United States 
of America, whose contribution of 
US$ 3.5 billion accounted for 61% of 
bilateral o�cial development assistance 

WHERE DOES 
THE MONEY 
FOR AIDS GO?
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The maJoRity of inteRnational 
assistance foR AIDS Was diRected 
toWaRds countRies in 
SuB�SahaRan AfRica 
Out of the ten top recipients of 
international assistance for AIDS, nine 
were in sub-Saharan Africa. Together, 
they accounted for nearly 57% of 
all investments from the major donors 
in 2008.  
	 In terms of absolute value, the top 
�ve recipients were South Africa (US$ 
729 million), Nigeria (US$ 432 million), 

Mozambique (US$ 368 million), 
Zambia (US$ 361 million) and Ethiopia 
(US$ 357 million).  
	 �e amount of o�cial development 
assistance received per capita was higher 
in Guyana (US$ 70 per capita), Namibia 
(US$ 52 per capita), and Botswana 
(US$ 34 per capita). 
	 On the other hand, South Africa, 
which ranked �rst in terms of the 
absolute value of o�cial development 
assistance received, was the recipient of 
US$ 15 per capita, while Nigeria, which 

UNAIDS analysis based on data from the Kaiser Family Foundation and OECD/DAC CRS.

Map 1. Bilateral ODa flows for AIDS control, 2008 (US$)
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in 2008. Some of the other larger donors 
included the United Kingdom, France, 
the Netherlands and Germany, which 
together contributed US$ 2.5 billion. 
Even though their total contribution 
may be small as a percentage of the total, 
countries such as Ireland, Luxembourg, 
the Netherlands, Norway and Sweden 
disbursed between US$ 280 and US$ 
582 per US$ 1 million of GDP, far higher 
than many richer countries. 

 
	 Philanthropic organizations too 
have contributed consistently to the 
AIDS response. �eir contributions 
have increased consistently over the 
past decade, totalling more than US$ 
600 million in 2008, representing 7% 
of total resources available in 2008. 
An estimated 85% came from USA-
based organizations and the rest from 
European not-for-pro�t organizations. 
About a half of all philanthropic 
contributions came from the Bill & 
Melinda Gates Foundation. �e majority 
of the resources went towards supporting 
research, while other resources went on 
HIV prevention and treatment. But the 
forecast for 2010 is not good, especially 
for smaller organizations, whose 
revenues have dipped in the wake of the 
�nancial crisis.
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International assistance to HIV-related programmes by source 
and bilateral disbursements, 2008
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ranked second in terms of absolute 
value, received only US$ 2.9 per capita. 
	 Domestic investments for AIDS 
have increased over the past decade, 
but most countries still depend on 
international assistance to �nance 
their programmes. In countries such as 
Ghana, Haiti, Indonesia, Mozambique 
and Rwanda, more than 70% of AIDS-
related expenditures in 2006 came from 
international sources.  
	 If international funding were to be 
reduced and not matched by an increase 
in domestic funding, it is likely that the 
AIDS response in over 100 countries 
would be in jeopardy. 
	 �e public sector is the major 
recipient of international assistance. 

An estimated 55% of the resources 
available in 2007 were channelled to 
government-led initiatives. Civil society 
organizations, on the other hand, 
received only about 17%, while 6% went 
to multilateral organizations and 2% to 
public�private partnerships. 

The Role of multilateRal 
oRganizations in aid deliveRy
Most multilateral organizations 
traditionally disburse resources received 
from governments, foundations 
and individual donations from the 
general public. Many countries favour 
channelling a major proportion of their 
resources through these channels.  
	 For example, Austria, Finland, 
France, Italy, Japan, Portugal and 
Switzerland disbursed more than 80% 
of their international assistance to 
multilateral organizations. �e major 
multilateral organizations receiving 
these investments are the Global Fund 
to Fight AIDS, Tuberculosis and Malaria 
and UNITAID. In 2007, contributions 
disbursed to the Global Fund exceeded 
US$ 1 billion for the �rst time, reaching 
US$ 1.72 billion in 2008. However, 
multilateral organizations only represent 
25% of all international investments 
for AIDS. 
	 However, most importantly, more 
than 70 countries receive more than 75% 
of the international assistance for AIDS 
from multilateral organizations. Another 
30 countries receive between 50% and 
75% in a similar way. �e Global Fund 
has disbursed around US$ 1.03 billion to 
136 low- and middle-income countries. 
UNITAID has provided US$ 265 million 
for the AIDS response, generated out 
of a special airline ticket tax levied by 
around 20 countries in 2007. 
	 By mid-2009, nearly 2.3 million 
people living with HIV were receiving 
antiretroviral therapy from programmes 
supported by the Global Fund. 
UNITAID support is currently providing 
treatment for more than 170 000 
children, with a goal of reaching nearly 
400 000 children by the end of 2010. 
�anks to UNITAID and its partners, 
11 paediatric formulations are now 
available in developing countries, and 
the price of quality AIDS medicines for 
children has fallen by 60% since 2006.  
	 �e UN system�s assistance to the 
AIDS response is largely in the area 
of technical support. However, it also 
provides support to implementation. For 
example, the World Food Programme 
was one of the �rst agencies to provide 
food to expand access to antiretroviral 

2008 international disbursements

CountRy                        BilateRals	        MultilateRal             Total*

UNItED StatES	 ��.��	 ��.��	 �,���.�
UNITED KINGDOM	 ��.�		 �.�	 ���.�
FRaNCE	 ��.�		 ��.�	 ���.�
NETHERLANDS	 ��.�		 ��.�	 ���.�
GERMANY	 ��.�	��.�	 ���.�
SWEDEN	 ��.�	 ��.�	 ���.�
NORWAY	 ��.�	 ��.�	 ���.�
CANADA	 ��.�	 ��.�	 ���.�
JAPAN	 ��.�		 ��.�	 ���.�
ITALY		  �.�	 ��.�	 ���.�
IRELAND	 ��.�	 ��.�	 ���.�
AUSTRALIA	 ��.�		 ��.�	 ���.�
SPAIN	 ��.�	��.�	 ���.�
DENMaRK	 ��.�	 ��.�	 ��.�
BELGIUM	 ��.�	 ��.�	 ��.�
LUXEMBOURG	 ��.�	 ��.�	 ��.�
AUStRIa	 ��.�		 ��.�	 �.�
SwItzERLaND	 ��.�	 ��.�	 �.�
GREECE	 ��.�	 ��.�	 �.�
FINLaND	 ��.�	 ��.�	 �.�
NEW ZEALAND		 ��.�	 ��.�	 �.�
PORtUGaL		  �.�	 ��.�	 �.�

*US dollars in millions.
Source: OECD/DAC, Measuring Aid to HIV/AIDS  
Control. April 2009.

therapy in resource-poor settings. 
Providing nutrition and food security 
are critical components of care and 
support for many people living with 
HIV, particularly in sub-Saharan Africa.  
	 �e World Food Programme 
implements AIDS programmes in over 
50 countries, addressing treatment, care 
and support, and impact mitigation 
for people a�ected by the epidemic. In 
Lesotho, for example, nearly one third of 
people on antiretroviral therapy, along 
with their family members, receive 
nutritional support from the food body. 
�HIV has robbed families of bread-
winners and added �nancial burden 
to poor households� says Bhim Udas, 
Country Director of the World Food 
Programme in Lesotho. ��e 
pervasive food insecurity in Lesotho 
makes it di�cult for people on 
antiretroviral therapy to meet their 
nutritional requirements�. 

IncReasing AID effectiveness� 
doing moRe With less

Most of the international assistance 
to AIDS is channelled through bilateral 
channels, from one government to 
another. An estimated 69% of funding 
came as bilateral assistance from 
countries that are members of the 
Development Assistance Committee of 
the Organisation for Economic Co-
operation and Development. Another 
23% was disbursed through multilateral 
agencies. Private funding from the 
philanthropic sector accounted for 7% of 
the international assistance.  
	 �is increase in resources and 
a corresponding increase in the 
number of actors at the country 
level o�en overwhelms national 
e�orts to coordinate an inclusive and 
multisectoral response based on national 
priorities. �e result is vertical and 
piecemeal actions against AIDS that are 
o�en duplicative and rarely sustainable. 
�is poses signi�cant challenges to the 

Source of international 
assistance to countries

Allocation of official 
development assistance for HIV  
to implementing bodies, 2007
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   NEWS

INDIA
SeX WoRkeRs Join flood Relief activities 
Ashodaya Samithi, an association of 
sex workers in Mysore, India, made 
a donation to the Government of 
Karnataka of 50 000 rupees, which 
their organization had collected in 
support of �ood relief e�orts. Such 
e�orts contribute to breaking down 
the stigma faced by sex workers. �e 
Chief Minister expressed how deeply 
touched he was by the charitable 
donation, saying that a donation of 
this size meant more to him than a 
donation 10 000 times larger from 
wealthy sources.

UNITED STATES
PeeR�to�peeR social netWoRks Reach out 
People living with HIV in seven US 
cities referred peers from their social, 
sexual or drug-using networks for 
HIV testing and appropriate medical 
care and prevention services in an 
e�cient high-yield strategy. �is 
peer-driven approach meant that key 
populations at higher risk of HIV 
exposure, o�en di�cult to reach with 
other more conventional strategies, 
accessed HIV counselling, testing 
and referral services in much higher 
numbers and with signi�cantly high-
er undiagnosed HIV infection levels 
than through any other strategy.

MALAWI 
EnsuRing tReatment eQuity 
Malawi has a policy for equity in 
access to antiretroviral therapy 
that includes monitoring the age, 
sex and socioeconomic status of 
people undergoing HIV testing and 
accessing HIV treatment services. 
In its free treatment �rst-come, �rst-
served programme, equity analysis 
helps identify inequities that are 
unnecessary, avoidable and unfair. 
Programmes have been changed 
and integrated to reduce the costs of 
transport, food and missed work. 

INTERNATIONAL 
AIDSspace.oRg 
A new online social network brings 
people, ideas and information into 
one place. AIDSspace is an online 
community for connecting people, 
sharing knowledge and accessing 
services for the 33.4 million people 
living with HIV and the millions 
who are part of the AIDS response. 
�rough AIDSspace you can: meet 
and connect with others to learn 
from their work, exchange ideas  
and discover new networks; post  
and share key policies, case  
studies, best practices, multimedia 
materials, conference posters, 
reports and other essential resources; 
�nd and post jobs. Sign up today at 
www.aidsspace.org.

UNITED STATES
SyRinge eXchange 
HIV incidence among injecting drug 
users in the United States has 
declined to under one person 
for every 100 people in a year 
thanks to harm reduction. �e 
Congress passed a bill that 
li�ed a 20-year ban on federal 
funding for needle exchange, 
which may encourage more 
equitable service coverage 
across the country, reduce 
the stigma faced by drug 
users and facilitate a move 
towards integration of 
services for drug 
users into the regular 
health system. SOUTH AFRICA

SMS foR HIV testing and counselling
Project Masiluleke uses mobile 
technology to encourage South 
Africans to get tested for HIV. It 
sends one million �Please call me� 
text messages each day throughout 
South Africa. �is encourages 
people to get tested and treated 
for HIV. �e SMS messages are 
written in local languages and are 
used to direct users to the National 
AIDS Helpline. Once people call, 
the hotline representatives provide 
information on HIV testing services 
and locations. Knowing one�s 
HIV status is critical in a 
country where nearly 20% 
of the population is living 
with HIV, but fewer than 
3% know their status. �e 
initial results of the project 
indicated a tripling of 
calls to the hotline during 
the �rst three weeks. �e 
project�s sponsors include 
Nokia and South Africa�s 
National AIDS Helpline. 

INNOVatIONS IN tHE AIDS RESPONSE

Ideas Lab

CHINA
PRogRess on tReatment 
Opioid substitution therapy, the 
most cost-e�ective treatment avail-
able for heroin dependence, is now 
available in 66 countries and ter-
ritories, including low- and middle-
income countries such as China, 
Indonesia and Iran. Prison access 
to opioid substitution treatment 
has increased from �ve countries in 
1996 to 29 in 2008�a good start, 
but much remains to be done to 
improve coverage worldwide both in 
prisons and in the community. 
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ZAMBIA 
NeW tReatment comBinations foR childRen 
In Zambia, antiretroviral therapy 
and once-daily co-trimoxazole 
prophylaxis reduced mortality among 
HIV-infected children by sixfold. 
�is yielded results comparable with 
high-income settings. However, 
even with these impressive medical 
outcomes, mortality within the �rst 
months of therapy remains high for 
HIV-infected children in sub-Saha-
ran Africa. 

UGANDA 
Reducing moRtality By comBining 
pRophylaXis and antiRetRoviRal theRapy 
tReatment 
In a prospective cohort study in 
Uganda, a combination of antiret-
roviral drugs and co-trimoxazole 
reduced mortality by 95% compared 
with no intervention. �ese results 
were achieved even though no 
routine clinic visits were scheduled 
a�er initial enrolment, and home 
visits were provided by trained lay 
providers. Provision of 
antiretroviral therapy 
to adults has also 
been associated with 
the added bene�t of 
lowering mortality 
rates in HIV-negative 
children in the family 
and a reduction in the 
rate of orphanhood. 

SOUTH AFRICA
Diagnosing HIV among infants 
and young childRen
Use of simpli�ed assays on dried 
blood spots now o�ers a feasible, 
cost-e�ective means of diagnosing 
HIV in infants and young children. 
Early diagnosis and early antiretro-
viral therapy were found to reduce 
infant mortality by 76% and to slow 
HIV-related disease progression by 
75% in two medical 
centres in South 
Africa. 

INTERNATIONAL
AntitRetRoviRal tReatment 
foR HIV pRevention
A new paradigm puts treatment and 
prevention in the same continuum. 
Antiretroviral medicines are already 
preventing transmission of HIV to 
babies and now new approaches are 
being trialled to include their use as 
a potential pre-exposure prophylaxis 
and as a topical microbicide.

BRAZIL
RAINFOREST CONDOMS
A condom factory in Xapuri, Brazil, 
is helping to prevent the spread of 
HIV and at the same time may also 
be helping to save the rainforest. �is 
unique factory uses natural latex 
collected by local rubber tappers and 
aims to supply the Brazilian govern-
ment with 100 million condoms a 
year. �e factory is a joint venture 
between the local state of Acre, the 
Ministry of the Environment, and the 
Ministry of Health.

UNITED STATES
InJectaBle antiRetRoviRal dRugs?
Researchers are studying nanosus-
pensions of antiretroviral drugs to see 
if they would be suitable as long-act-
ing formulations that could maintain 
good drug blood levels without pills, 
just as injectable contraceptives can 
do�a hope for the future!

Romania
MonitoRing ARV stock�outs
In wake of the economic crisis,  
22 associations of people living with 
HIV in Romania joined together to 
form a federation that has established 
an alert system to warn of potential 
stock-outs. Whenever a shortage of 
drugs occurs, members inform each 
other and the Ministry of Health. 
�is enables policy-makers to take 
quick action. �e federation has 
extended the partnership to associa-
tions of patients living with other 
chronic diseases, which monitor the 
situation for a wide range of condi-
tions.

FA S T  FA C T
 MORE THAN

29%
OF PREGNANT WOMEN 

ACCESSING PUBLIC 
HEALTH SERVICES 

TESTED POSITIVE IN 
SOUTH AFRICA
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Ngan is expecting her second baby. She visits the 
Tay Ho Day Care Centre for an antenatal check 
to make sure that everything is okay with the 
baby she carries. Her doctor tells her that  
she is in good health and that the baby is now 
450 grams.  
 
HIV-positive women in Viet Nam’s provinces 
who want to become mothers are still concerned 
about where to get comprehensive care for both 
mother and child before, during and after 
delivery. Better equipped obstetric facilities with 
staff knowledgeable on HIV and prevention of 
mother-to-child-transmission are much needed 
at the provincial level.  
 
Ngan considers herself lucky—the virus was not 
transmitted to her son from her, because she had 
access to prevention of mother-to-child services. 
Without these services, the chances of passing 
HIV to the baby are 30–40%. With the provision 
of comprehensive prevention services, the 
transmission rate can be reduced to less than 2%. 
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As the sun sets over Hanoi, Ngan has already 
picked up Huy from the kindergarten, and they 
make their way home on the bustling streets of 
the city.  
 
Helping each other out after a long day,  
Ngan and her husband Quang cook together  
in their small house in the Thanh Xuan district 
of Hanoi.  
 
Father and son play together after dinner, but 
the evening is not ending yet for husband and 
wife. Ngan is an active member of the White 
Dove Club, a self-help group of people living 
with HIV covering the southern district of 
Thanh Xuan. Every night Ngan visits locations 
frequented by injecting drug users in the area.  
 
The White Dove Club team collects used 
syringes and needles and distributes clean ones 
to the people who inject drugs. Her husband 
Quang, a former drug user, drives Ngan 
around while their son stays at home with his 
grandparents.  
 
Ngan and Quang have regained the acceptance 
of their neighbours because people appreciate 
that they lead a healthy life. Ngan’s parents-in-
law, whose other two sons died from drug use, 
are proud of their eldest son for the support and 
care he shows his family.

1994
AZT found to reduce mother-to-child 
transmission.
 

1998
Inter-Agency Task Team on PMTCT initiated to 
provide leadership and guidance to countries.
 
1999
Single dose of nevirapine found to be effective 
for PMTCT.  
 
2000
United Nations Millennium Declaration com-
mits Member States to eight time-bound 
targets, including MDG 6 to combat HIV.
 
2001
Declaration of Commitment is signed by 189 
Member States at the �rst UN General Assem-
bly Special Session on HIV/AIDS. Target is set 
to reduce by 50% the proportion of infants 
infected with HIV by 2010.
 
2002
UNAIDS, in collaboration with its Cosponsors, 
develop core indicators to measure progress 
against the goals set in the Declaration of 
Commitment. 
 

2006
Political Declaration on HIV/AIDS, renewal of 
commitments made in 2001 as well as MDGs. 
 
WHO releases guidelines that discourage use 
of single-dose nevirapine and that promote 
more ef�cacious antiretroviral prophylaxis for 
PMTCT. 

Guidance on the global scale-up of PMTCT of 
HIV released.

2007
An estimated 34% of HIV-positive pregnant 
women received antiretroviral drugs to prevent 
HIV transmission.

2008
An estimated 45% of HIV-positive pregnant 
women received antiretroviral drugs to prevent 
HIV transmission.

2009 
UNAIDS Executive Director calls for virtual 
elimination of mother-to-child transmission 
by 2015.

pReventing motheR�to�child 
tRansmission timeline
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A to Z of universal access

Antiretroviral 
therapy 
More than 4 million people in low- and 
middle-income countries were receiving 
antiretroviral therapy at the close of 2008, 
representing a 36% increase in one year and 
a tenfold increase over �ve years. However, at 
least 5 million people 
living with HIV still 
do not have access 
to life-prolonging 
treatment and care. 
�e roll-out of 
antiretroviral therapy 
will also signi�cantly 
reduce the burden of 
tuberculosis in high-prevalence countries.

Behaviour and 
social change 
Transmission of HIV is 
mediated directly by 
human behaviour, so 
changing the behaviours 
of individuals and 
communities that enable 
HIV transmission is the 
ultimate goal required for 

HIV prevention.

Condoms 
Consistent male and female condom 

use signi�cantly reduces the risk of HIV 
transmission. Condoms are a key component 
of combination prevention strategies that 
individuals can choose to reduce their risks of 
sexual exposure to HIV.  

Discriminatory laws 
Discriminatory laws fuel social judgement 
and further alienate those already most 
marginalized in society, including sex 
workers, people who inject drugs, men 
who have sex with men and people living 
with HIV. Reforming laws that are based on 
deeply-rooted discriminatory social attitudes 
will result in legislation that is a powerful and 
positive tool in the response to AIDS. 

Evidence�informed 
HIV prevention actions must be evidence-
informed, based on what is known 
and proven to be e�ective. Prevention 
programmes must be di�erentiated 
and locally adapted to the relevant 
epidemiological, economic, social and 
cultural contexts in which they are 
implemented.

Financing 
Based on the country-de�ned targets for 
2010, it is estimated that an investment of 
US$ 25.1 billion will be required for the glob-
al AIDS response in low- and middle-income 
countries to achieve universal access. �e 
impact of the global �nancial crisis threatens 
to roll-back the hard-won progress made in 
the global response to AIDS. However, it also 
represents an opportunity for countries and 
international organizations to pursue much 
needed reforms, to refocus on results. 

GIPA 
GIPA, or the �greater involvement of people 
living with HIV/AIDS�, is a principle that 
aims to realize the rights and responsibilities 
of people living with HIV, including their 
right to participation in decision-making 
processes that a�ect their lives. People living 
with HIV are active partners in the universal 
access movement and are promoting the con-
cept of �positive health, dignity and preven-
tion� in a number of ways, including taking 
the leadership in creating stronger links and 
increasing collaboration between the health 
sector and civil society organizations already 
providing HIV prevention, treatment and 
care services.

HIV testing and 
counselling 
E�orts should be made to encourage people 
to know their HIV status through access 
to con�dential counselling and testing. 
In all types of HIV testing the principles 
of con�dentiality and consent should be 
maintained and counselling should be 
provided. Such e�orts are not only necessary 
to improve the health of individuals, they are 
also necessary to achieve universal access to 
prevention, treatment, care and support and 
to mount e�ective responses against HIV. 

UniveRsal access IS A GLObAL cOMMITMENT TO ScALE UP AccESS TO HIV TREATMENT, PREVENTION, cARE ANd SUPPORT. 
ESTAbLISHEd IN THE ���� UN POLITIcAL DEcLARATION, THE MOVEMENT IS LEd bY cOUNTRIES WORLdWIdE WITH SUPPORT 
FROM UNAIDS ANd OTHER dEVELOPMENT PARTNERS, INcLUdING cIVIL SOcIETY. 

Intensifying 
combination prevention 
�ere is no single magic bullet for HIV 
prevention. Countries and communities need 
to use a mix of behavioural, biomedical and 
structural HIV prevention actions to suit 
their actual epidemic and the needs of those 
at higher risk. Combination HIV prevention 
means providing services and programmes 
for individuals, such as promoting the 
knowledge and skills necessary to undertake 
safe behaviours. Combination HIV 
prevention needs investment in structural 
interventions, including legal reforms to 
outlaw discrimination against people living 
with HIV and the enforcement of laws that 
prohibit sexual and gender-based violence. 

Joint UN Programme  
Contributing to achieving global 
commitments to universal access to 
comprehensive programmes for HIV 
prevention, treatment, care 
and support is the number 
one priority for the Joint 
UN Programme on HIV/
AIDS (UNAIDS). To 
that end, UNAIDS brings 
together the e�orts and 
resources of the UNAIDS 
Secretariat and ten UN 
system organizations.  

Know your 
epidemic & response
Knowing your epidemic and response 
enables countries to �match and prioritize 
your response� by identifying, selecting and 
funding those HIV prevention measures that 
are most appropriate and e�ective for the 
country in relation to its speci�c epidemic 
scenario(s) and settings. 
 
 Leadership 
Leadership is the catalyst for change in a 
community no matter its size: the global 
stage, the village gathering or national 
government. Without strong commitment, 
and action that follows words, universal 
access cannot be achieved. 
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 Mothers and babies 
UNAIDS calls for the virtual elimination 
of mother-to-child HIV transmission by 
2015. An estimated 370 000 children are 
born with HIV in sub-Saharan Africa every 
year and only 45% of HIV-positive pregnant 
women are receiving antiretroviral therapy 
prophylaxis in low- and middle-income 
countries. Evidence shows that timely 
administration of antiretroviral drugs to 
HIV-positive pregnant 
women signi�cantly 
reduces the risk of 
HIV transmission to 
their babies. In many 
developed countries 
mother-to-child 
transmission of HIV 
has been virtually 
eliminated.

 National HIV responses 
E�ective national HIV responses adopt the 
��ree Ones� principles: one agreed AIDS 
action framework that provides the basis for 
coordinating the work of all partners; one 
national AIDS coordinating authority, with 
a broad-based multisectoral mandate; and 
one agreed country-level monitoring and 
evaluation system. �eir full implementation 
helps to achieve the most e�ective and 
e�cient use of resources and to scale up 
universal access services. 

 Orphans 
More than 15 million children under the age 
of 18 have lost one or both parents to AIDS. 
Vulnerable to poverty, they may be in need 
of support packages that could include food, 
education or family or community support.

 Populations at 
higher risk 
Risk is de�ned as the probability or 
likelihood that a person may become 
infected with HIV. Certain behaviours create, 
increase and perpetuate risk. Examples 
include unprotected sex with a partner 
whose HIV status is unknown, multiple 
sexual partnerships involving unprotected 
sex and injecting drug use with 
contaminated needles and 
syringes. �e populations at 
higher risk vary from country 
to country. But most commonly 
these populations include 
sex workers, injecting drug 
users and men who have sex 
with men.

Women and girls 
Women and girls account for half of all 
people living with HIV. In sub-Saharan Af-
rica, women account for approximately 60% 
of estimated HIV infec-
tions. Ensuring women�s 
empowerment and gender 
equality, including revers-
ing the underlying socio-
economic factors contrib-
uting to women and girls� 
HIV risk, are critical for 
the success of the AIDS 
response and achievement of the MDGs.

XDR-TB 
Tuberculosis, including extensively drug-
resistant tuberculosis (XDR-TB) and 
multidrug-resistant tuberculosis (MDR-TB), 
remains one of the leading causes of death 
among people living with HIV, despite being 
preventable and curable. To appropriately 
respond to both epidemics and avoid more 
widespread drug resistance, care and preven-
tion for both diseases should be priority 
concerns of all tuberculosis and 
HIV programmes.

Young people
In 2008, 40% of new HIV infections were 
among young people aged 15 to 24. Over 95% 
of all new HIV infections in the Asia region 
occur among young populations at higher 
risk. However, over 90% of resources for 
young people as a group are spent on low-risk 
youth, who represent less than 5% of infec-
tions. Comprehensive evidence-informed 
responses are required to address the speci�c 
needs of young people at higher risk. �e 
engagement of this group in developing the 
policies, programmes and processes that di-
rectly a�ect and bene�t them is a prerequisite.

Zeroing in on  
seXual violence 
Sexual violence increases women and girls� 
vulnerability to HIV. Women and girls who 
survive sexual violence need access to com-
prehensive health and counselling services 
and, where necessary, services for HIV pre-
vention, treatment, care and support.

Quality care and 
support services 
Quality care and support services for people 
living with or a�ected by HIV help to reduce 
the negative social and economic impacts 
of the disease and bring hope to whole 
communities. However, most people around 
the world do not yet have access to such 
services. Reaching out to these people is a 
global priority. 
 
 Rights 
It has long been recognized that the response 
to HIV must be both evidence-informed and 
rights-based. E�ective HIV responses are 
those that empower individuals and groups 
to claim their human rights, including the 
right to education, information, liberty, 
privacy, and health. Responses should 
also be founded on the principles of non-
discrimination and equality.
 
 Strengthening 
health systems 
Strengthened health systems and human 
resources are crucial to achieving the goal of 

universal access to HIV 
prevention, treatment, care 
and support. AIDS is part of 
the global health agenda, 

just as the global health 
agenda is part of the AIDS 
response: neither can work 
in isolation.

Technical support
Technical support has helped to remove ob-
stacles to achieving universal access in many 
countries. It contributes to greater e�ciency, 
e�ectiveness and the impact of national AIDS 
responses and it builds in-country capacities 
and systems for sustainable responses to AIDS.

Universal access
Universal access is a global commitment to 
scale up access to HIV treatment, prevention, 
care and support. �e movement, enshrined 
in the 2006 UN Political Declaration, is 
led by countries worldwide with support 
from UNAIDS, development partners and 
civil society.

Vaccines
A ready-to-use vaccine is many years away. 
Results from the �ai Phase III vaccine trail 
show a modest 31% e�cacy in preventing 
new HIV infections. �is result has instilled 
new hope for scientists in the HIV vaccine 
research �eld. In the absence of a vaccine, 
HIV prevention e�orts must be sustained 
and scaled up.
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M ichel SidibØ became the Executive 
Director of UNAIDS in January 
2009. A native of Mali, he leads 
the United Nations e�orts in  

supporting countries in the global  
AIDS response.  

You are just about to complete your �rst 
year as Executive Director of UNAIDS. 
How does it feel?  
If possible, I am even more humbled 
and honoured now than when I was 
appointed. Every day I am seeing real 
change and the perseverance of the hu-
man spirit in di�cult times. And this has 
renewed my commitment to push my-
self, the organization, and the world for 
even more results. I also want to thank 
the excellent UNAIDS team, which has 
taught me and inspired me.  

What issues have you encountered ?  
Let me touch on just a few. �e priority 
areas developed for the Outcome Frame-
work are a direct manifestation of what I 
have seen this year. Universal access has 
remained the top priority for UNAIDS.  

�e global economic crisis has been a 
big issue. I have seen how it is a�ecting 
families, businesses communities and 
countries across the world. I am glad 
to see that countries have continued to 
invest in strengthening safety nets and 
protecting the poor. 

On my �rst country visit, which was 
to South Africa, I saw that TB, despite 
being curable, remains one of the most 
common causes of death among people 
living with HIV. We have seen bad laws 
repealed and seen how punitive laws 
continue to discriminate. 

I�ve called for the virtual elimination of 
vertical transmission. I believe we can 
reach the year 2015 with virtually no 
more babies born with HIV. I am also 
excited about the future of HIV preven-
tion research. I believe we have seen a 
new injection of hope. 

Other thoughts are high on my list, 
including issues such as violence against 
women, HIV prevention, treatment, 
social protection, the need for a new 
African drug agency, young people and 
people at higher risk, such as men who 
have sex with men, injecting drug users 
and sex workers. 

THE LAST WorD

What can each of us do for 
World AIDS Day?  
�e theme of this year is Universal Access 
and Human Rights. For me, that means 
doing everything we can to support 
countries to reach their universal access 
goals for HIV prevention, treatment, care 
and support�all the while protecting and 
promoting human rights. 

On World AIDS Day we can remember 
the brothers and sisters we have lost and 
renew our courage and commitment 
to get results. And I want to say that 
everyone can join AIDSspace.org, to �nd 
ways to get involved every day, not just on 
World AIDS Day. 

We would like to �nish with a few 
lighter questions�  
Where did you live as a child?
In the most populous neighbourhood of 
Bamako, Mali.

How do you relax?  
Cooking for family and friends.  

What is your favourite food?  
Feijoada (Brazilian black beans). 

Who is your hero in history?  
Kwame Nkrumah, ex-president of Ghana, 
who �rst spoke of his vision for a 
uni�ed Africa.

What is your favourite piece of music?  
Last Tango in Paris by Gato Barbieri, �e 
Cat by the Jimmy Smith Quartet and 
the album In the Heart of the Moon by 
Toumani DiabatØ and Ali Farka Toure.

What is your happiest memory?
Helping to deliver my �rst daughter.

What is your favourite �lm?
�e Magni�cent Seven, with Steve  
McQueen.

What motivates you?  
�e faces of children in need.

What human quality do you most 
admire?  
Tolerance.  

What do you most value in your friends?  
Loyalty and honesty.  

If you could be granted one wish in life, 
what would you ask for?  
Peace and love for the world.  

What do you want to be when you  
grow up?  
Television host, to help foster public 
debate. 

Where is your favourite place?  
Timbuktu at sunset. 

What is your motto?  
Just do it! 
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