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BACKGROUND

At its June 1999 meeting, the PCB encouraged the United Nations system to detail how it would
articulate a Globa HIV/AIDS Strategy, and support countries, bilateral donors, NGOs, the private
sector and UN agencies to intensify their responses to HIV/AIDS. In May 2000, the PCB was
presented with an update on the process for devel oping the Framework as well as with a working
draft of the Framework (tabled as a conference room paper). The PCB welcomed the update and

“ urged the Secretariat, Cosponsors and other partners to accelerate and intensify effortsto finalise
the Framework for discussion at the Thematic PCB meeting in December 2000” . At the Sixteenth
Meeting of the Committee of Cosponsoring Organizations (CCO) on 4 October 2000, UNAIDS
Cosponsors reviewed arevised draft of the Framework -- renamed the Framework for Global

L eader ship on HIV/AIDS -- and plans for building consensus around the Leadership Commitments
articulated within it.

PROCESS FOR BUILDING CONSENSUS AROUND THE GLOBAL FRAMEWORK

The Framework for Global Leadership is intended to influence the development of the many
thematic, sectoral, geographic and institutional strategies which, taken together, constitute a global
strategy process. As aconsequence, the UNAIDS Secretariat has undertaken a wide consultation
process around the Framework over the past six months. This has sought to both: (i) build
consensus around the principles, vision and Leadership Commitments; and (ii) catalyse the
development of supporting goals and strategies in respective sectors, regions, thematic areas, and
institutions to operationalize the Framework.

The consultation process included events such as:

July 2000 International NGOs reviewed the working draft during a Consultation
at the X111 International AIDS Conference, Durban.
Early September 2000 UNAIDS Secretariat identified and harmonized strategic priorities

from regional and thematic strategy processes and incorporated them
into arevised Framework with specific goals for policy makers




Mid September 2000 The UNAIDS Secretariat circulated the revised Framework to key
actors in the strategic development process within the respective
sectors, regions, thematic areas and institutions using e-mail and e-
workspace technology. Comments were then shared, reviewed and
reflected in a further draft.

1-3 October 2000 UNAIDS Cosponsors held a Retreat to review the status of, and
comments on the Framework for Global Leadership, and endorse the
vision, principles and goals of the Strategic Framework for the
Thematic PCB meeting in December 2000.

Mid October 2000 Cosponsors were invited to review and endorse afinal draft of the
Framework.
Early November 2000 The Framework for Global Leadership on HIV/AIDS was finalized for

circulation to, and comments from PCB members.
NEXT STEPS

Over the past few months, mechanisms and technologies have been put in place to enable the many
partners who are key stakeholdersin the global strategy process to comment upon and help shape
the Framework for Global Leadership on HIV/AIDS. This was designed to secure maximum
“ownership” of the Framework internationally. Efforts are underway to sustain and expand strategic
processes within respective regions, sectors, and thematic areas across diverse fields as well as
ingtitutions in different settings and at different levels - community, national and regional - once the
Framework has been endorsed. For example:

= Inter-agency working groups will refine strategies for young people, school settings, orphans,
care, gender, and the Administrative Committee on Coordination (ACC) Sub-Committee on
Drug Control will finalize a strategy on HIV prevention among drug abusers.

» Regiona strategy meetings for Latin America and the Caribbean, Eastern and Central Europe,
South Asia and South East Asiawill refine regional priorities for coordinated action in support
of country efforts.

= Within the United Nations system, the Global Framework will guide the development of the
United Nations System Strategic Plan for HIV/AIDS 2001-2005 and the institutional strategies
for the various funds, programmes and specialized agencies which underpin it.

» The Framework should serve to inform and guide the development of additional goals and
commitments in national and international fora including: the governing bodies of the
Cosponsors, other UN system organizations, international NGOs and other partners, the ACC,
the Economic and Social Council (ECOSOC) and the United Nations General Assembly Special
Session on HIV/AIDS (UNGASS).

ACTION REQUIRED AT THISMEETING
The PCB isinvited to endorse the Framework, and provide further guidance to the UNAIDS

Secretariat, Cosponsors and other partners to ensure widespread dissemination of the Framework
and endorsement of the Leadership Commitments.




——— -~

NICEF = UNDP = UNFPA = UNDCP
NESCO « WHO = WORLD BANK

Framework for Global L eadership on HIV/AIDS

UNAIDS/PCB(10)/00.3
U N AI D 2 November 2000

I. Purposeand Rationale for an Updated Strategic Approach 4
II. LessonsL earned 6
[11. Reinforcing Strategies of Risk, Vulnerability and Impact Reduction: 9
The Expanded Response to the Epidemic
A. Decreasing Risk 10
B. Decreasing Vulnerability 11
C. Decreasing Impact 12
D. Strategy Development in Different Settings 14
IV. Leadership Commitments and Core Actions 15
V. TheWay Forward 16



UNAIDS/PCB(10)/00.3
Page 4

l. Purpose and Rationale for an Updated Strategic Approach

1. The continuing world wide spread of HIV and the increasing global impact of the epidemic
has made concerted action to halt the pandemic more important than ever before. At the 21st
Special Session of the United Nations General Assembly in July 1999, Member States committed
themselves to achieving major reductions in HIV infection rates among young people in the most
affected countries by 2005, and globally by 2010* - the first specific global target against HIV.

2. The Framework for Global Leadership on HIV/AIDS provides a common strategic approach
for achieving this global target. It encourages the many actors engaged in the response to intensify
their efforts to achieve the existing global goal and to formulate the additional goals and milestones
to bring the AIDS epidemic under control. The Framework calls for intensified leadership on the
epidemic from within governments and civil society, including community, religious, political,
media and private sector |eaders.

3. The Global Framework seeks to advance a common understanding of the pandemic and its
diversity, and a shared sense of urgency in responding at scale. It promotes a set of guiding
principles and leadership commitments required to mobilise an expanded response to the epidemic.
It isintended to provide a common basis for actors at global, national and community levels to
formulate, re-evaluate and harmonise their own strategies. 1ts use will enable specific strategies
concerning different themes, regions, sectors and ingtitutions to be pursued in greater synergy with
one another, to be better focussed on urgent priorities, and to be more relevant in supporting the
actions required to contain the HIV/AIDS pandemic.

Aim

4. The overarching aim of the global strategy is to support communities and countries to
reduce risk and vulnerability to infection, to save lives and alleviate human suffering, and to lessen
the epidemic’ s overall impact on development.

Guiding Principles

5. The respect, protection and fulfillment of human rights constitutes the foundation of this
Framework, the construction of which is guided by fou fundamenta principles:

that gender inequalities fuelling the epidemic must be explicitly addressed,

that prevention methods, life saving treatments and the results of scientific breakthroughsin
prevention and care must be made broadly available on an equitable and affordable basis to
all,

! Governments, with assistance from UNAIDS and donors, should, by 2005, ensure that at least 90 per cent, and by 2010 at least 95
per cent, of young men and women aged 15 to 24 have access to the information, education and services necessary to develop the life
skills required to reduce their vulnerability to HIV infection. Services should include access to preventive methods such as female
and male condoms, voluntary testing, counseling and follow-up.

Governments should use, as a benchmark indicator, HIV infection rates in persons 15 to 24 years of age, with the goal of ensuring
that by 2005 prevalence in this age group is reduced globally, and by 25 per cent in the most affected countries, and that by 2010
prevalence in this age group is reduced globally by 25 per cent.
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that people living with and affected by HIV/AIDS must be actively engaged and supported
in their efforts to address the epidemic in communities around the world, and

that national governments, working with civil society, must provide the leadership and
means required to ensure that national and international efforts respond to country and
community needs.

Applying these guiding principles to the most urgent priorities in responding to the epidemic

givesriseto a set of essentia Leadership Commitments for the future.

1.

10.

11.

12.

L eadership Commitments

To ensure an extraordinary response to the epidemic which includes the full engagement of top-
level leaders to achieve measurable goals and targets

To reduce the stigma associated with HIV and AIDS and to protect human rights through
personal and political advocacy and the promotion of policies that prevent discrimination and
intolerance

To affirm and strengthen the capacity of communities to respond to the epidemic

To protect children and young people from the epidemic and its impact — especially orphans

To meet the HIV/AIDS-related needs of girls and young women and to minimise the
circumstances that disadvantage women with respect to HIV/AIDS

To protect those at greatest risk of HIV/AIDS, including sex workers and their clients, injecting
drug users and their sexual partners, men who have sex with men, refugees and internally
displaced people, and persons separated from their families due to work or conflict

To emsure the provision of care and support to individuals, households and communities
affected by HIV/AIDS

To promote the full participation of people living with and affected by HIV/AIDS in the
response to the epidemic

To actively support the development of partnerships required to address the epidemic, in
particular those required to improve access to essential information, services and commodities

To intensify efforts in socio-cultural, biomedical and operations research to accel erate access to
prevention and care technologies, to improve our understanding of factors which influence the
epidemic, and enhance actions to address it

To strengthen human resource and institutional capacities required to support service providers
engaged in the response to the epidemic, in particular those in the education, health, judicial and
social welfare sectors

To develop enabling policies, legidation and programmes which address individual and societal
vulnerability to HIV/AIDS and mitigate its socio-economic impacts
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1. L essons L ear ned

7. The first Globa AIDS Strategy was prepared by the World Health Organisation in 1986. In
1991 the Global Strategy was greatly expanded, updated and refined in response to the epidemic’s
evolution and major scientific and policy advances. The updated Strategy was endorsed in January
1992 by the WHO Executive Board, and thereafter by the World Health Assembly and the
Economic and Social Council of the United Nations.

8. A number of the basic principles and objectives of the first and updated Global Strategies
remain valid today. However, the dramatically worsening scale and impact of the epidemic in some
areas, contrasted with the equally significant success in addressing it in others, necessitates a critical
refocusing of our approach

1. Thescaleof the HIV/AIDS epidemicisnow far greater than a decade ago, exceeding the
wor st-case proj ections made then.

0. By the end of the 1980s, HIV/AIDS was a well-established global pandemic. An estimated
10 million people had been infected since the beginning of the epidemic, and approximately 1.5
million had died. In the decade of the 1990s, over 40 million additional people were infected with
HIV and over 15 million deaths due to HIV/AIDS occurred worldwide.

10.  TheHIV/AIDS pandemic presently consists of multiple, concurrent epidemics. At the end of
1999, nearly 34 million people were living with HIV/AIDS, more than 23 million in Africa aone.
There are 10 countriesin Latin America and the Caribbean where prevalence in the adult population
is above 1 percent. In parts of Eastern Europe there were more infections registered in 1999 than in
all previous years combined, while in parts of southern Africa, the number of people living with
HIV/AIDS has increased by 50% in the last two years. In Asia, 6 million people are living with
HIV/AIDS and the number of new infections is increasing rapidly, particularly in South Asia.

11.  Injust 20 years, over 50 million people have been infected with HIV. Countless others have
become more impoverished as a consequence: children have lost their parents; families have lost
their property; communities have lost teachers, health workers, business and government |leaders;
nations have lost their investments in decades of human resource development; and societies have
lost untold potential contributions to their social, economic, political, cultural and spiritual life with
the deaths of millions of people in their most productive years.

2. Themajor impact of the pandemic isyet to come.

12. HIV/AIDS has caused a development and potential security crisisin Sub-Saharan Africaand
has made deep inroads into Asia, Latin America and the Caribbean, and Eastern Europe. Whileit is
difficult to predict the future spread of the epidemic, the impact in terms of morbidity, mortality and
impact on peopl€’ s lives and communities in the next decade is clear. In the absence of accessto
effective treatment and care, an additional 15 million people currently infected with HIV will
develop AIDS and die in the next five years.

13. In many countries, the AIDS epidemic has substantially undermined the institutional
capacities relied upon by societies to protect their well being and support their development. In the
hardest hit countries, over one-quarter of the medical staff who are needed to help those living with
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HIV/AIDS are themselves infected with the virus. Experienced teachers are dying faster than new
teachers can be trained, serioudly affecting the supply and quality of education. The impact on
industry and the military continues to grow rapidly, as the rate of infection among men in the armed
forces and working in heavy industry is often much higher than in the general population.

14.  Theimpact is clearly greatest in those countries that currently have the highest prevalence of
HIV and the highest levels of poverty. The burden on women is particularly great, as they are often
the primary care givers within families. Furthermore, the rapidly increasing number of children
orphaned by AIDS poses major challenges for their well-being, as well as for the development of
the communities in which they live. Increasingly, the epidemic is expanding into rural settings with
significant implications for the agricultural sector. Morbidity and mortality have already cut the
production of many crops by more than 40% in households affected by AIDS. Inevitably, the
impact of the epidemic will continue to worsen in the coming decade.

3. Considerable success has been demonstrated in addressing the epidemic.

15.  Collective experience with HIV/AIDS has evolved to the point where it is now possible to
state with confidence that it is technically, politically and financialy feasible to harness the
epidemic and dramatically reduce its spread and impact. The first two decades of the pandemic
have generated unprecedented learning and mobilization throughout the world. The causative agent
of AIDS —HIV — has been definitively established and sufficient knowledge is available about its
modes of transmission to substantially slow its spread.

16.  The most important lesson learned from countries that have successfully responded to the
epidemic has been the critical role of government and civil society leadership in increasing the
visibility of the epidemic while decreasing the stigma associated withHIV/AIDS as an essential
prerequisite for a successful response. There is now far greater understanding of the policies,
programmes, and partnerships between government and civil society that are needed to better
respond to HIV/AIDS across all social and economic sectors In an increasing number of countries,
these partnerships have begun to bring together the resources of governments and the international
community with those of the community of interested activists. people living with HIV/AIDS,
NGOs, community-based organisations, religious and academic institutions, and the commercial
Sector.

4. An even greater pandemic can be prevented in the future.

17.  Vigorous measures taken now to reduce the rate of HIV infections will pay substantial
dividends in years to come in countries with high and low prevalence alike. Prevention works.
Large-scale prevention programmes in virtually all settings have clearly demonstrated that the
spread of HIV can be reduced, especialy among young people. In Asia, Australia, Europe, Latin
America and the Caribbean, North America and Sub-Saharan Africa, there is strong evidence of the
decline of HIV incidence in populations with access to effective prevention programmes. The
documentation and dissemination of these successful experiences has enabled new partnersin the
response to more rapidly adopt similar approaches.
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5. Capacity and commitment to act hasincreased.

18.  With the success of political mobilisation efforts in recent years, alarger and more diverse
set of actors has begun to focus on the response to the epidemic. As a consequence, there has been
tangible progress in assembling the essential political, policy and technical experience required to
mount a global response equal to the scale of the epidemic. Responses with strong political support
across al planning and social sectors are increasing. Financial resources are now being made
available at increased rates within affected countries, from bilateral and multi-lateral development
agencies, the commercial and foundation sectors, and through debt relief efforts. In addition, new
communications capacities such as the Internet are enabling partners to interact and access
information at a pace unimagined even a decade ago. The prominence of HIV/AIDS in sub-
regional, regiona and global political forums — including the United Nations Security Council — has
contributed enormousdly to strengthening political commitment and solidarity among national
leaders. With improved communication and political solidarity, common ground is increasingly
replacing the ideological divides that often hampered earlier efforts.

6. Careand support approachesfor HIV/AIDS have become mor e effective.

19.  The most effective responses to the epidemic have integrated education, prevention and care
strategies as inter-dependent elements of the response. Efforts to mobilise community responses to
the epidemic are substantially more effective when they address prevention, care and support needs,
and when they involve multiple sectors.

20.  Through advances in the management of opportunistic infections, and more recently through
the development of more effective antivira therapies, HIV/AIDS can increasingly be seen asa
treatable disease. Recent and anticipated breakthroughs to extend access to life-saving drugs have
the potential to improve peopl€e' s health and assist them in sustaining their normal lives within their
communities. These, in turn, can further reduce the stigma associated with HIV/AIDS.

7. Successful responsesto the epidemic have their rootsin communities.

21. It is at the community level that the outcome of the battle against AIDS will be decided.
Containing and reversing the HIV/AIDS epidemic within this decade requires dramatically
increased efforts in communities with increasing and/or high HIV prevalence, and in low
prevalence areas where the pre-conditions exist for arapid rise in HIV transmission. Local capacity
for prevention, care and support efforts need to be recognised, affirmed and strengthened.

22. Effective community-centered efforts have generally been both empowering, strengthening
the capacities of communities to make decisions, and enabling, assisting them to mobilize the
resources required to act on those decisions. Community |eaders who are properly informed are
better able to assess the reality of HIV/AIDS within their particular community and to analyse the
determining factors of risk and of vulnerability affecting them. On this basis, local actors can better
address those determining factorsand their consequences, and determine their priorities for action
accordingly.

23. Successful strategies addressing HIV/AIDS at the community level require the development
of partnerships to mobilise local responses. These partnerships, comprised of key socia groups,
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government service providers, NGOs, people living with HIV/AIDS, community-based groups and
religious organizations, serve to strengthen the awareness and capacity of the various stakeholders.

8. Peopleliving with HIV/AIDS are central to the response.

24.  Atevey level, from community to national to international, the benefits of a greater
involvement of people living with HIV/AIDS have been shown. Stigma and discrimination towards
people living with HIV/AIDS has been reduced by their vishility and involvement in local, national
and international organizations. Their participation in policy, programme design and
implementation has been instrumental in reorienting priorities, ensuring relevance and

effectiveness, and increasing accountability. As advocates for intensified prevention efforts, people
living with HIV/AIDS have been successful in bringing a human face and voice to the epidemic,
challenging complacency and denial, strengthening the call for urgency in the response, and moving
governments and their leaders to action.

[Il1.  Reinforcing Strategies of Risk, Vulnerability and Impact Reduction: The Expanded
Responseto the Epidemic

25.  Though the complexity of addressing HIV/AIDS has far exceeded all expectations, we have
come to recognise the inter-relationship of the basic dynamics of the epidemic:

decreasing the risk of infection slows the epidemic,
decreasing vulner ability decreases the risk of infection and the impact of the epidemic, and
decreasing the impact of the epidemic decreases vulnerability to HIV/AIDS.

26. An“expanded response’ to the epidemic is one that ssmultaneously acts on reducing
risk, vulnerability and impact. These reinforcing strategies enable programmes to address both
what places individuals at risk and why they are at risk. An expanded response creates major
synergies by placing prevention strategies alongside care and support strategies, while
simultaneously promoting interventions designed to shift social norms, lessen stigma and increase
political commitment to address these issues and the deep-seated gender and economic disparities
which fuel the epidemic.

Risk

Reduction

Impact Vulnerability
Reduction €«— Reduction
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27. Impact, vulnerability and risk act on one another to shape the dynamics of the epidemic.
Where the HIV/AIDS epidemic is worsening, a hegative spiral is established as the impact of the
epidemic causes increasing vulnerability - which increases the risk of HIV infection - whichin turn
increases impact. An expanded response enables this dynamic to be reversed: if the impact of the
epidemic is lessened then vulnerability can be reduced and the risk of infection will fall, creating a
positive spiral by further reducing impact.

28. By also addressing wider social problems such as poverty and gender inequality that help to
drive the epidemic, anexpanded response will influence general health and socia issues
multiplying its positive effect on people's overal well being.

A. Decreasing Risk of Infection Slowsthe Epidemic
29. HIV infection is associated with specific risks?, including:

» behaviourswhere thereis arisk of HIV infection, most commonly unprotected sexual
intercourse, and, in some parts of the world, the use of infected injecting equipment, and

» gtuationswhere thereis arisk of HIV infection, such as needing a blood transfusionin a
setting where blood safety precautions are not implemented, or being forced to have sex.

30. Risk reduction interventions have been the mainstay of HIV/AIDS prevention programmes
to date. They include the provision of information, the development of relevant skills and the
promotion of supportive values, attitudes and specific prevention methods, focussed on changing
risk-taking behaviours and in decreasing the occurrence of risk situations. When risk reduction
efforts are effective they dow the progress of the epidemic, thus reducing its impact and completing
the positive spira required to respond to the epidemic.

Desired outcomes with respect to
Reducing the Risk of HIV Infection.
These include:
the postponement of first sexual intercourse;
safer sexual practices such as consistent condom use;
the reduction of the number of sexua partners,
the prevention and treatment of sexually transmitted infections;
the avoidance of traumatic sexual intercourse;
the prevention of transmission from HIV infected mothers to their infants;
the reduction in the harm associated with drug use, especially among young people;
the avoidance of unsafe injections,
the prevention of HIV transmission through blood and blood products;
the prevention of HIV transmission within the health care setting.

2 UNAIDS BP Reference : Expanding the Global Response to HIV/AIDSthrough focused action: Reducing risk and vulnerability: definitions,
rationale and pathways
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B. Decreasing Vulnerability Decreases Risk of I nfection and the Impact of the Epidemic

31.  Anindividual or acommunity’svulnerability to HIV isa measure of their ability to
control therisk of infection. Analysisof vulnerability enables a better understanding of the
dynamics of the epidemic in particular settings. Factors that help to account for different patterns of
infection include personal factors, factors affecting access to relevant information and services, and
societal factors. In many settings, women -- and in particular young women -- are especialy
vulnerable to HIV infection. They may be less able than men to avoid non-consensual or coercive
sexual relations. Cultural norms and stereotypes may also dictate that women should not appear to
influence the sexual behavior of male partners.

32. Rural communities may be vulnerable because of lower levels of literacy and less access to
information and services. When people become refugees or are internally displaced because of war,
conflict or emergency situations, their vulnerability to HIV infection can increase as a consequence
of disrupted social support mechanisms, inaccessibility of services, and increased non-consensual or
coercive sexual relations.

33.  To progress from analysis to action, vulnerability needs to be seen as a dynamic processin
which individuals and communities can be supported to take greater control over their own lives
and the risks they face, rather than ssimply as a static predisposition to higher rates of infection.
Social exclusion is amajor force that undermines this sense of control. Vulnerability reduction
strategies, therefore, seek to replace exclusion with inclusion.

34. A widearray of programme and policy interventiors can hasten vulnerability reduction. At
the level of the individual, protective factors, as elaborated below, contribute to promoting social
inclusion, particularly with respect to young people. At the community level, accessto essential
services enables individuals to act on decisions to reduce their risk to HIV and to access care and
support. At the societal level, supportive legal and social nor ms decrease vulnerability by
enhancing realisation of human rights - civil, political, economic, social and cultural. In addition to
enhancing risk reduction interventions, social inclusion strategies also help to mitigate the negative
consequences of HIV infection.

35.  Theroots of vulnerability to HIV/AIDS are common to other social and health issues,
including discrimination, violence, substance use, unwanted pregnancies and an array of
communicable and non-communicable diseases. Consequently, vulnerability reduction strategies
have positive benefits on health and development well beyond HIV/AIDS. Their design and
execution should therefore be well integrated with other development efforts.
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Desired outcomes with respect to
Reducing Vulnerability to HIV Infection and AIDS.

Desired outcomes of vulnerability reduction strategies which, for example, focus on youth would

promote protective factorsincluding:

= positive relations with trusted adults;

= peer relations that model safer behaviors;

= participation in family, religious and community activities,

= positive orientation to education and health;

= the development of schools as more inclusive, protective and gender sensitive community-based
organisations.

Desired outcomes of vulnerability reduction strategies which promote access to essential services

would include, for example, increased access to:

= sexua hedlth information, education and services including information and access to male and
female condoms,

= schools and other organised education programmes through secondary level;

» life-skills based HIV/AIDS education to develop the knowledge, attitudes and values needed to

respond to the epidemic;

voluntary counseling and testing services;

antenatal care that includes treatment to reduce mother to child transmission;

clean needles, syringes and drug abuse treatment in communities;

rehabilitation and legal services.

Desired outcomes of vulnerability reduction strategies, which promote supportive legal and social

norms, would include, for example:

= the reduction of gender and economic disparities that fuel the epidemic;

= greater equity in educational, vocational training and employment opportunities;

» increased participation in community, religious and political activity;

= the reduction of stigma associated with sex, sexuality, sex work and drug use;

= attention to policies or programmes which have the effect of perpetuating HIV within particular
communities;

= the promotion and protection of human rights.

C. Decreasing Impact Decreases Vulner ability

36. The AIDS epidemic impacts on the physical, mental, and social well being of individuals
and on the social, economic, cultural and political life of their communities. The greater the impact
of the epidemic on individuals, families and communities, the less they are able to respond
effectively to it. Impact mitigation strategies have as their objective supporting those who are most
affected by the epidemic to become stronger partners in responding to it.

37. Prolonging the productive lives of individuals infected with HIV increases their ability to
contribute to the well being of their families, also helping to decrease the discrimination and
pauperization which can make surviving family members more vulnerable to HIV. Similarly,
increasing investments in education, care, social support and general development efforts within
affected communities strengthens their capacity to respond to the epidemic. Education, care and
support strategies contribute to creating an environment where human rights are realised, stigma s




UNAIDSPCB(10)/00.3
Page 13

reduced, and the frank discussions required to address AIDS can take place. This more supportive
and open environment, in turn, helps to reduce the vulnerability of community membersto HIV
infection.

Desired outcomes with respect to
Reducing the Impact of the Epidemic

Desired outcomes of strategies addressing impact mitigation focussed on theindividual and

family level, might include:

» increased direct support to reduce the catastrophic financial impact of HIV/AIDS on families;

= early and increased support to children, especially those orphaned by AIDS, focusing on their
health, nutrition and education;

» increased vocational training opportunities for young people;

» improved access to quality care for people living with HIV including peer group support,
voluntary counseling and testing, essential drugs and commaodities, antiretrovirals, and to social
support services,

= improved accessto legal services, and human rights protection.

Desired outcomes of strategies addressing impact mitigation at community level might include:

= the empowerment of communities to respond to issues at local level:

= the capacity of community organisations to carry out their activities, including outreach, and the
provision of care and socia support to affected families;

= the enhanced role of schools as centres for family and community service;

= assurance that community consultation occurs in HIV/AIDS policy and programme design and
implementation;

* increased community and external investments in essentia infrastructure in key sectors
including health, education, social services and agriculture.

Desired outcomes of strategies addressing impact mitigation at national level, might include:

= guidance and policies which facilitate sound economic development programmesin
communities most affected by the epidemic;

= gtrengthened national AIDS programmes and improved co-ordination of HIV/AIDS policy and
programme responsibilities across all sectors of government;

= appropriate allocation of national resources to cover prevention, care and impact reduction
activities matched with increased international financial and technical support;

= agreements to focus part of debt relief proceeds on high prevalence communities and impact
reduction activities;

= preferential accessto essential commodities through price or trade concessions.
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D. Strategy Development in Different Settings

38. National strategic planning processes have stimulated central and local governments, NGOs,
communities, and international partners in many countries to define strategies that are tailored to the
different contexts within which HIV/AIDS evolves. Regional and sub-regional strategies have
further complemented and added value to national responses. Most regions, countries and
communities can improve their success in addressing the epidemic by applying new or existing
resources to an expanded response, which simultaneously addresses vulnerability, risk and impact
reduction. However, as the global pandemic is composed of multiple epidemics, each with their
own particular dynamic, the optimal balance of these three strategies will vary in different settings.
Settings with low but increasing incidence and those with high prevalence of HIV both require
urgent priority. Strategy development within each setting will need to reflect its particular
opportunities and constraints.

39. In low endemic settings, populations with the highest risks for infection can include
populations with high STD rates, sex workers and their clients, injecting drug users and their sexua
partners, men who have sex with men, and men and women in occupations that separate them from
thelr communities, such as transit and migrant workers and the military. Strategies addressing the
needs of these populations should include vulnerability, risk and impact reduction elements. While
these population should receive priority, increasing political support for HIV/AIDS efforts, reducing
stigma, and maintaining awareness among the general public must also be addressed. These
essential elements for programme sustainability can present major challengesin low endemic
settings requiring ongoing investments in advocacy and public information strategies. In
communities with relatively few people infected by HIV/AIDS, care and support strategies require
less financial investments, but nevertheless merit high priority from policymakers. In such settings,
these strategies can be of substantial value in creating incentives for early detection and reducing
the stigma of HIV infection, thus reducing vulnerability and reinforcing prevention efforts.

40. In high endemic settings, strategies focussed on particular populations with higher risks for
infection continue to be relevant, but are of more limited value. In addressing the dynamics of a
generalised epidemic, strategies to reduce impact require significantly more attention. Communities
with highest HIV prevalence, and within them, individuals and families affected by HIV, demand
particular priority. In especially hard-hit communities, strategies must take into consideration that
existing services have been crushed under the burden of AIDS. The sectors most directly involved
in slowing the spread or mitigating the impact of HIV/AIDS, such as the education, health, social
welfare, and judicia sectors, require urgent investments to reinforce their human resources and
institutional capacities, and support their frontline workers.

41. In both low and high endemic settings, reducing the vulnerability of young people to HIV
infection constitutes the principle defense against the epidemics of the future. While vulnerability
reduction strategies necessarily take along-term view of the epidemic, they nevertheless require
near-term investments to achieve their outcomes, such as increasing primary school enrollments and
extending schooling for adolescents.

42. Invirtually every community, institution, sector, country and region affected by AIDS,
there is a profound and widening gap between what is needed to contain the epidemic and what is

being done. If this gap is to be closed and the epidemic is to be contained, there must be a concerted
shift from pilot and demonstration projects to a full- scale expanded response. In all of these settings,
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leadership in responding to the epidemic is the most essential ingredient for success. Leaders within

governments and civil society, including community, religious, media and private sector |eaders,

have an opportunity and responsibility to assure this success by creating an environment of:

» understanding, based on reasoned public dialogue and supportive public policy;

= accountability, where responses to the epidemic are underpinned by learning from experience
through periodic situation assessments, analysis and performance monitoring; and

= commitment, by substantially increasing those efforts within their mandates and areas of
influence which most directly impact on the course of the epidemic.

V.

43.

L eader ship Commitments and Core Actions

The Global Framework proposes commitments together with a set of essential actions

through which leaders and policy makers at global, regional, national and community level can
mobilise their societies to more fully respond to the epidemic. Achievement of the overarching am
of the global response requires leadership commitments:

1.

To ensure an extraordinary response to the epidemic which includes: the full engagement
of top-level leaders; measurable goals and targets; effective policies and programmes
supported by improved epidemiological and strategic information; adequate and sustained
financial resources; and integration of HIV/AIDS prevention and care strategies into
mainstream planning and development efforts.

To reduce the stigma associated with HIV and AIDS and to protect human rights through
personal and political advocacy and the promotion of policies that prevent discrimination
and intolerance.

To expand effortsto support community-focussed action on the epidemic by affirming
and strengthening the capacity of local communities to be assertively involved in al aspects
of the response.

To protect children and young people from the epidemic and itsimpact through
universal access to quality primary education and increased secondary school attendance,
particularly for girls; life-skills education approaches for in-school and out-of school youth;
access to youth friendly reproductive and sexual health services; services to prevent mother-
to-child transmission of HIV; education on ways to prevent harmful drug use and to reduce
the consequences of abuse; and early support to children affected by HIV/AIDS, in
particular orphans.

To meet the HIV/AIDS related needs of girls and women and to address the
circumstances that disadvantage women with respect to HIV/AIDS while enhancing their
abilities to contribute their knowledge and voice as a force for change. In particular, to
address gender-based inequalities in access to information and services and to improve
access for women to male and female condoms and voluntary counseling and testing within
family planning clinics and other reproductive health settings, and to assure equitable access
for HIV infected women to care and socia support.
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V.

44,

6.

10.

11.

12.

Toexpand effortsdirectly addressing the needs of those most vulnerableto, and at
greatest risk of HIV infection. In particular, to advance policies and programmes which
promote and protect the health of sex workers and their clients; injecting drug users and their
sexual partners; men who have sex with men; refugees and internally displaced persons; and
men and women separated from their families due to their occupations or conflict situations.

To provide care and support to individuals, households and communities affected by
HIV/AIDS, ensuring access to voluntary counseling and testing and the continuum of
affordable clinical and home-based care and treatment (including antiretrovirals), essential
legal, educationa and socia services, and psychosocia support and counseling.

To promote the full participation of people living with and affected by HIV/AIDS in the
response to the epidemic by ensuring safe opportunities for people to speak out and give
testimony to their experience, to participate in national and local advisory bodies, and in
planning and implementation of HIV/AIDS programs.

To actively seek out and support the development of partnershipsrequired to address
the epidemic among the public sector and civil society, including the private sector. In
particular, to foster those aliances required to improve access to essentia information,
services and commodities — including access to condoms, care and treatment including
treatment of sexually transmitted infections — and to the technical and financial resources
required to support prevention, care and treatment programmes.

Tointensfy effortsin socio-cultural, biomedical and operations resear ch required to
accelerate access to prevention and care technologies, diagnostics and HIV vaccines, and to
improve our understanding of factors which influence the epidemic and actions which
optimally address it.

To strengthen human resour ce and institutional capacitiesrequired to addressthe
epidemic, and in particular to support service providers engaged in the response to the
epidemic within the education, health, judicial and social welfare sectors.

To develop policies, legislation and programmes which addressindividual and societal
vulnerability to HIV/AIDS and lessen its socio-economic impacts, by focussing on
enabling strategies which operate in the context of overall poverty reduction strategies and
human devel opment priorities.

The Way Forward

The guiding principles, expanded response approach and leadership commitments and

essential actions of the Framework for Global Leadership on HIV/AIDS are designed to be
universally applicable. While there is a universal need for local, national and international
leadership to guide the response to the epidemic, the specific form and content this leadership takes
will depend on the particular context of the epidemic in different parts of the world.

45.

It is envisioned that the Global Framework will serve to guide the further development of

tools for priority setting which can be applied at the operational level, such as those required for the
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analysis of social-vulnerability, cost-effectiveness, and programme sustainability. The Framework
will aso help to shape the development of particular strategies needed across diverse fields and
ingtitutions in different settings and at different levels - community, national and regional. The
adaptation and incorporation of the guiding principles and leadership commitments within these
many strategies will enable each of them to be pursued in greater synergy with one another,
increasing the prospects that all of them can be more successful in achieving their specific
objectives.

46.  Within the United Nations System, the Global Framework will guide the development of the
United Nations System Strategic Plan ard the institutional strategies for the various Funds,
Programmes and Specialised Agencies.

47. It is envisioned that Member States will seek to build on their commitment to achieve major
reductions in HIV infection rates among young people with additioral commitments at the highest
levels to achieve common goals. The Framework for Global Leadership on HIV/AIDS should serve
to inform and guide the development of those additional goals and commitments.

48.  ThisGloba Framework therefore represents a starting point and a set of guiding principles,
rather than the last word in strategic response to HIV/AIDS. Government, political, religious and
community leaders, policy makers, people living with HIV/AIDS, and community activists
wherever they are located are encouraged to take the Global Framework and use it as a guide in the
development and re-evaluation of their own strategies for action.



