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Abstract

The Dublin Declaration on Partnership to Fight HIV/AIDS in Europe and Central Asia, signed in
February 2004, is a key European document on HIV/AIDS. It sets out 33 actions for governments to
undertake as related to leadership, prevention, living with HIV (including treatment and care) and
partnership in the 53 countries of the WHO European Region. This document, prepared under the
auspices of UNAIDS, highlights the successes and shortcomings of the implementation of the
Declaration, as called for in Action 33 of the Declaration itself. There are 15 thematic sections
complemented by nine country reports. The report, written and reviewed by more than 50 experts in the
field, is available online at www.euro.who.int/aids.

Keywords

HIV/AIDS-RELATED OPPORTUNISTIC INFECTIONS

DISEASE TRANSMISSION - prevention and control

HEPATITIS C - prevention and control

HIV INFECTIONS - prevention and control - drug therapy — immunology
PROGRAM EVALUATION

EUROPE

Address requests about publications of the WHO Regional Office for Europe to:

Publications

WHO Regional Office for Europe
Scherfigsvej 8

DK-2100 Copenhagen @, Denmark

Alternatively, complete an online request form for documentation, health information, or for permission to quote
or translate, on the Regional Office web site (http://www.euro.who.int/pubrequest).

© World Health Organization 2008

All rights reserved. The Regional Office for Europe of the World Health Organization welcomes requests for
permission to reproduce or translate its publications, in part or in full.

The designations employed and the presentation of the material in this publication do not imply the expression of
any opinion whatsoever on the part of the World Health Organization concerning the legal status of any country,
territory, city or area or of its authorities, or concerning the delimitation of its frontiers or boundaries. Dotted lines
on maps represent approximate border lines for which there may not yet be full agreement.

The mention of specific companies or of certain manufacturers’ products does not imply that they are endorsed or
recommended by the World Health Organization in preference to others of a similar nature that are not mentioned.
Errors and omissions excepted, the names of proprietary products are distinguished by initial capital letters.

All reasonable precautions have been taken by the World Health Organization to verify the information contained in
this publication. However, the published material is being distributed without warranty of any kind, either express or
implied. The responsibility for the interpretation and use of the material lies with the reader. In no event shall the
World Health Organization be liable for damages arising from its use. The views expressed by authors, editors, or
expert groups do not necessarily represent the decisions or the stated policy of the World Health Organization.




CONTENTS

ACKNOWIEAGEIMENTS ..ottt et e st beeteebeeseesseesaenseeneas 4
ABDIEVIATIONS ...ttt se et et e b e beebeeaeesesseesenaeean 7
FOTBWOIA ...ttt ettt ettt ettt esb e e aeess e s st e s e eseessesseessesseensesseensenseensensas 8
Executive summary: beyond the promises of Dublin ... 9
1. POlItiCal 1€AAEISNIP c..cceeieeeeeeeeee ettt 27
2. Strengthening the voices of civil society and other nongovernment

STAKERNOIAEI'S ...ttt se s saeseeseeseenens 43
3. Resource generation: eastern Europe’s response to HIV ..., 55
4. Injecting drug use and HIV ..o 65
5. Vulnerable populations and riSK groUpS.........ccceevieieeienienieieceeeie e 87
6. GENUET EUUITY ..ottt ettt ettt et e e te b e e ae e b e ae e s e ssaessesseensesseens 100
7. Prevention of mother-to-child transmission and paediatric AIDS ............... 114
8. Young people and the Dublin Declaration ..............cccoceoiiivineneneneeeeeees 123
9. HIV IN the WOIKPIACE ......oceooieeeeeeeeeeee et 142
10. Sexually transmitted INTECTIONS...........cccoovieieiceece e 152
11. Research and new technOlOgIes............ccoooeiiiiiiiiiceeeeeeeeeeeee e 162
12. HIV treatment @nd CAre ......c.ccooieiiiieieeiecieeeeie ettt a et enae 179
13. Stigma discrimination and human rights............ccccoooieiiiiiicce 193
14. Testing and COUNSEIING.........ccooiiiiiiieeee e 207
15. HIV/AIDS @Nd PriSONEIS.....coocuiceiitieeieeteeeeteee ettt ettt et sae e eae e ene 223
COoUNLrY rePOIT — FIANCE ....oooeeieeeeeeeeeee ettt ettt e e s ve e e e e esseesaennne e 232
CoUuNtry repPOrt — GEIMANY ......ccui ittt ettt sae e beesteeseaeeveebeessaeesseeseeseneaes 241
Country report — MOIJOVA .........ooviiiieecee e 248
Country report — POIANG..........cc.ooiiieeeeee e 256
Country report — POrtUgal...........ccooioiiiieieeceeeeeee e 265
CouNntry report — UKFAINE ........c.oooviiiiiieceeeeeeeeee ettt eaeens 275
Country report — United KiNGdOM ..........cooiiiiiieieiicieeeteeeee e 287

Appendix 1. Dublin Declaration on Partnership to Fight HIV/AIDS in Europe
AN CENTIAL ASIB ... .ottt ettt b et s et b e eseanenea 301



Acknowledgements

Under the auspices of the Joint United Nations Programme on HIV/AIDS (UNAIDS), the World
Health Organization Regional Office for Europe was responsible for the overall coordination of
this progress report on the Dublin Declaration on Partnership to Fight HIV/AIDS in Europe and
Central Asia. We are very grateful to the German Government for the financial support they
provided and to the numerous people who have contributed.

Each chapter was written by a lead agency or author/author group with the help of an advisory
group. Any interested party was welcome to join the advisory group for a particular chapter and
members of the EU Civil Society Forum were especially invited to join the advisory groups (see
below).

In particular, the editors would like to express our gratitude to the overall editorial advisory
board, which helped to shape the structure of the report and reviewed the final product: Henrique
Barros (Portuguese Ministry of Health), Ton Coenen (Co-chair EU Civil Society Forum), Nikos
Dedes (Co-chair EU Civil Society Forum), Paul Griffiths (European Monitoring Centre for
Drugs and Drug Addiction), Francoise Hamers (European Centre for Disease Prevention and
Control), Michael Huebel (European Commission), Gisela Lange (German Federal Ministry of
Health) and Bertil Lindbland (UNAIDS).

The principal authors of the progress report cannot be thanked enough: Yusef Azad (National
AIDS Trust), Damon Barrett (International Harm Reduction Association), Sabine Beckmann
(International Labour Organization), Aleksandar Bodiroza (United Nations Population Fund),
Hanne Braah (UNAIDS), Corinne Carey (consultant), Nikos Dedes (European AIDS Treatment
Group), Martin Donoghoe (World Health Organization Regional Office for Europe), Irina
Eramova (World Health Organization Regional Office for Europe), Nina Ferencic (United
Nations Children's Fund), Paul Griffiths (European Monitoring Centre for Drugs and Drug
Addiction), Chris Grollman (consultant), Dagmar Hedrich (European Monitoring Centre for
Drugs and Drug Addiction), Misha Hoekstra (consultant), Dyfed Huws (consultant), Julian
Hows (consultant), Jose Antonio Izazola (UNAIDS), Lali Khotenashvili (World Health
Organization Regional Office for Europe), Danica Klempova (European Monitoring Centre for
Drugs and Drug Addiction), Jeffrey Lazarus (World Health Organization Regional Office for
Europe), Bertil Lindblad (United Nations Joint Programme on HIV/AIDS), Rick Lines
(International Harm Reduction Association), Ruslan Malyuta (United Nations Children's Fund),
Srdan Matic (World Health Organization Regional Office for Europe), Anja Nitzsche-Bell,
(UNAIDS), Lisa Power (Terrence Higgins Trust), Shombi Sharp (United Nations Development
Programme), Heino Stover (University of Bremen, Germany), Jan Wiegelmann (UNAIDS),
Lucas Wiessing (European Monitoring Centre for Drugs and Drug Addiction).

The following contributors, as part of chapter advisory groups, made themselves available for
consultation with the authors and editors at various stages of the process. We gratefully
acknowledge and thank them: Irida Agolli (Aksion Plus, Albania), Peyman Altan (Ministry of
Health, Turkey), Magdalena Ankiersztejn-Bartczak (Foundation for Social Education), Henrik
Arildsen (HIV Europe), Rifat Atun (Imperial College, United Kingdom), Andreas Berglof (HIV-
Sweden), Monica Beg (United Nations Office on Drugs and Crime), Jan van Bergen (STI AIDS
Netherlands), Sonia Blatmann (AIDES France), Annemarie Bollerup (WHO Regional Office for
Europe), Iryna Borushek (All-Ukrainian Network of People Living with HIV), Ronald Brands
(STI AIDS Netherlands), Georg Broring (Netherlands Institute for Health Promotion and
Disease Prevention), Licia Brussa (Tampep International Foundation), Gus Cairns (European
AIDS Treatment Group), Luis Carlos (Deutsche AIDS-Hilfe), Silviu Ciobanu (WHO Country

4



Office, Moldova), Viktorija Cucic (JAZAS), Balasz Dénes (Hungarian Civil Liberties Union),
Lucica Ditiu (WHO Regional Office for Europe), Vitaly Djuma (Russian Harm Reduction
Network), Valeriu Dobreanschi (National Centre for AIDS Prevention and Control, Moldova),
Richard Elliott (Canadian HIV/AIDS Legal Network), Roman Gailevich (UNAIDS), Herte
Gebretsadik (United Nations Development Programme consultant), Stepan Gheorghita (National
Centre for AIDS Prevention and Control, Moldova), Mauro Guarinieri (Open Society Institute
International Harm Reduction Development Program), Jakob Haff (Stop AIDS Denmark),
Osamah Hamouda (Robert Koch Institute, Germany), Arjan Harxhi (Aksion Plus, Albania),
Fabienne Hariga (United Nations Office on Drugs and Crime), Janet Hatcher-Roberts
(International Organization for Migration), Dirk Hetzel (Deutsche AIDS-Hilfe), Dr Dragan Ilic
(Institute for Students' Health Belgrade, Serbia), Catalina Iliuta (United Nations Office on Drugs
and Crime), Cathy Ison (European Surveillance of Sexually Transmitted Infections/Health
Protection Agency, United Kingdom), Katarina Jiresova (Odyseus Slowakia), Elena
Kabakchieva (Health and Social Development Foundation, Bulgaria), Ruta Kaupe (DIALOGS,
Latvia), Irena Klavs (Institute of Public Health, Slovenia), Silke Klumb (Deutsche AIDS-Hilfe),
Michael Krone (Deutsche AIDS-Hilfe), Marzena Ksel (Prison Health Services, Poland), Arta
Kuli (WHO Country Office, The former Yugoslav Republic of Macedonia), Karl Lemmen
(Deutsche AIDS-Hilfe), Natasha Leonchuk (East Europe and Central Asia Union of People
Living with HIV Organizations), Jens Lundgren (Copenhagen HIV Programme, Denmark),
Smiljka Malesevic (European AIDS Treatment Group), Ulrich Marcus (Robert Koch Institute,
Germany), Anna Marzec-Boguslawska (National AIDS Centre, Poland), Luis Mendao
(European AIDS Treatment Group), Simona Merkinaite (Eurasian Harm Reduction Network),
Ajoke ter Meulen (STI AIDS Netherlands), Paulina Marianna Miskiewicz (WHO country office,
Poland), Geoff Monaghan (United Nations Office on Drugs and Crime), Lars Meller (WHO
Regional Office for Europe), Genci Mucollari (NGO Aksion Plus Albania), Monique Munz
(WHO Regional Office for Europe), Wolfgang Miiller (Bundeszentrale fiir gesundheitliche
Aufklérung), Anthony Nardone (European Centre for the Epidemiological Monitoring of AIDS),
Lena Nilsson Schonnesson (Venhdlsan/Gay Men’s Health Clinic, Karolinska Institute/South
Hospital, Stockholm, Sweden), Wanda Nowicka (ASTRA — Central and Eastern European
Women's Network for Sexual and Reproductive Health and Rights), Aidan O'Hora (Health
Protection Surveillance Centre, Dublin, Ireland), David Otiashvili (Union Alternative, Georgia),
Sophie Pinkham (Open Society Institute International Harm Reduction Development Program),
Svetlana Popovici (National Centre for Dermato-venerological Dispensary, Moldova), Ivo
Prochazka (Czech AIDS Help Society), Christopher Quince (Terrence Higgins Trust, United
Kingdom), Magdelena Rosinska (National Institute of Hygiene, Poland), Nicola Rowan
(Mainliners, United Kingdom), Polina Safonova (American International Health Association),
Anya Sarang (Russian Harm Reduction Network), Armin Schafberger (Deutsche AIDS-Hilfe),
Daniel van Schaik (STI AIDS Netherlands), Rainer Schilling (Deutsche AIDS-Hilfe), Rebecca
Schleifer (Human Rights Watch), Shona Schonning (Eurasian Harm Reduction Network), Pedro
Silvério Marques (European AIDS Treatment Group), Arnaud W. Simon (AIDES France),
Milena Stevanovic (Institute for Infectious Diseases, The former Yugoslav Republic of
Macedonia), Raminta Stuikyte (Eurasian Harm Reduction Network), Robert Thomson (United
Nations Population Fund), Wojciech J. Tomczynski (Polish National Network of PLWHA
“SIEC PLUS”), Emmanuel Trénado (AIDES, France), Tengiz Tsertsvadze (National Centre for
AIDS and Clinical Immunology, Georgia), Wim Vandevelde (European AIDS Treatment
Group), Liana Velica (Romanian Assocaition Against AIDS), Aurelie Verny (AIDES, France),
Annette Verster (WHO Headquarters), Melita Vujnovic (WHO Country Office, Serbia), Francois
Wasserfallen (European AIDS Treatment Group), Rebekah Webb (Global Campaign for
Microbicides), Achim Weber (Deustche AIDS-Hilfe), Gundo Weiler (WHO Regional Office for
Europe), Peter Wiessner (European AIDS Treatment Group/Miinchen AIDS-Hilfe), Paul
Williams (United Nations Office on Drugs and Crime), Harry Witzthum (Swiss AIDS
Federation), Frank de Wolf (AIDS Monitoring Foundation, The Netherlands), Daniel Wolfe



(Open Society Institute International Harm Reduction Development Program), Isabel Yordi
(WHO Regional Office for Europe), Vladimir Zhovtyak (All-Ukrainian Network of People
Living with HIV).

We are very grateful for the assistance received from former WHO interns Natalie Cartwright,
Nick Giordano, Leila Katirayi, Raquel Lucas, Mette Olsen, Bastian Specht, Roli Tega Umukoro
and Ida Vase. And special thanks to Misha Hoekstra, Thomas Petruso and Jon Stacey for copy-
editing the report.

Srdan Matic, Jeffrey V. Lazarus, Stine Nielsen, Ulrich Laukamm-Josten, Editors
WHO Regional Office for Europe



Abbreviations

ART
ARV
CD4

CIS
ECDC
EMCDDA
EU
GFATM
HAART
HBV
HCV
HIV
IDU
ILO
M&E
MSM
MTCT
NCPI
NEP
NGO

Ol

OST
PDPs
PITC
PLHIV
PrEP
RCT
SRH
STI

SW
T&C

TB
UNAIDS
UNICEF
UNGASS
UNODC
WHO

antiretroviral therapy

antiretroviral

cell cluster of differentiation antigen 4 cell (a subgroup of T lymphocytes)

Commonwealth of Independent States

European Centre for Disease Prevention and Control

European Monitoring Centre for Drugs and Drug Addiction

European Union

Global Fund to Fight AIDS, Tuberculosis and Malaria

highly active antiretroviral therapy

hepatitis B virus

hepatitis C virus

human immunodeficiency virus

injecting drug user

International Labour Organization

monitoring and evaluation

men who have sex with men

mother-to-child transmission (of HIV)

National Composite Policy Index

needle and syringe exchange programmes
nongovernmental organization

opportunistic infection

opioid substitution therapy

Public—private product development partnerships
provider initiated testing and counselling
people living with HIV

Pre-exposure prophylaxis

randomized control trial

sexual and reproductive health

sexually transmitted infection

sex worker

testing and counselling

tuberculosis

Joint United Nations Programme on HIV/AIDS
United Nations Children's Fund

United Nations General Assembly Special Session
United Nations Office on Drugs and Crime
World Health Organization



Foreword

When the Member States of the WHO European Region signed the Dublin Declaration on
Partnership to Fight HIV/AIDS in Europe and Central Asia in February 2004, they could not
have known what a historic document it would become. Fully two years before the rest of the
international community, the European Region made a call in this Declaration for “universal
access to effective, affordable and equitable prevention, treatment and care”. Now, four years
after the Declaration signing, this initial progress report takes stock of the situation in the Region
by discussing which indicators can best help us to understand current efforts to combat HIV,
how to interpret the most recent data collected for these indicators and how to improve HIV
efforts.

As the Acknowledgements attest, this report has been a massive undertaking that draws on all of
the key national and international actors who were able to contribute. Such a united effort
respects the principles of the Three Ones model established by UNAIDS, a model that also calls
for increased multisectoral collaboration and coordination at the national level. Readers will note
that while large amounts of data on HIV and related issues exist, there is still a need to
streamline indicators, to ensure that such indicators are relevant for the European Region context
and to harmonize data collection.

Further, this progress report on the Dublin Declaration dovetails with the monitoring processes
for the 2001 Declaration of Commitment on HIV/AIDS and with current European Union (EU)
HIV aims. The report is thus in line with global efforts to harmonize and streamline monitoring
and evaluation activities. It assesses progress by using data from existing surveillance and
monitoring efforts in the European Region. Major sources include routinely collected
epidemiological data on HIV and STIs; data on access to HIV prevention, treatment and care
services; and additional information collected through the UNGASS monitoring process, the
publications of the European Monitoring Centre for Drugs and Drug Addiction and national HIV
monitoring efforts. Using these data, the report qualitatively assesses the progress made on
implementing the 33 actions of the Dublin Declaration.

Let this important work on the progress being made towards the Dublin Declaration’s lofty goals
also be a call to:

e simplify data collection on HIV and other sexually transmitted infections, ensuring that the
collected information is useful and relevant for individual countries while avoiding overlap
and reducing the burden of reporting placed on the Member States;

e cnsure that the information collected is accessible and available to other agencies and the
general public;

e retain strong European political leadership and accountability for the Dublin Declaration, the
Millennium Development Goals and the universal access goals; and

e continue this dynamic process of ongoing monitoring of the Declaration by arranging for key
partners, including those from civil society, to meet periodically on HIV indicators and data
collection issues in the European Region.

Dr Nata Menabde
Deputy Regional Director
WHO Regional Office for Europe



Executive summary: beyond the promises of Dublin

The European Region is now experiencing the fastest rate of growth of HIV prevalence in any
region of the world. Against the background of this worsening HIV epidemic and, in many
countries, struggling health systems to address the emerging public health and societal
challenges (1), the representatives of Governments from Europe and central Asia met in Dublin,
Ireland, on 23—-24 February 2004 for the conference “Breaking the Barriers — Partnership to fight
HIV/AIDS in Europe and Central Asia” to explore these challenges and to develop a response to
them. The conference culminated in a declaration to more effectively tackle in Europe and
Central Asia the HIV epidemic and its consequences. The “Dublin Declaration on Partnership to
Fight HIV/AIDS in Europe and Central Asia” recognised the principal factors contributing to the
spread of HIV/AIDS, reaffirmed the Declaration of Commitment on HIV/AIDS adopted by the
UN General Assembly Special Session (UNGASS) on HIV/AIDS on 27 June 2001 and
subsequent international commitments and agreed 33 points of action to “...accelerate the
implementation of the Declaration of Commitments on HIV/AIDS”.

Under the auspices of the Joint United Nations Programme on HIV/AIDS (UNAIDS), the WHO
Regional Office for Europe and its partners have prepared this report on the progress made in
implementing the Dublin Declaration since it was signed in early 2004. In accordance with
Action 33 of the Declaration, this progress report seeks to help the Member States of the Region
to “closely monitor and evaluate the implementation” of its actions.

The report draws on continuing monitoring efforts conducted by the United Nations, its
agencies, the European Union (EU) and various national bodies in the Region, in accordance
with global efforts to harmonize and streamline monitoring and evaluation activities. It
comprises 15 thematic chapters followed by 9 country profiles. This effort is timely in that in
2005, the Group of Eight (G8) and the United Nations made similar commitments (2), in 2006,
the United Nations member states agreed to work towards “universal access to comprehensive
prevention programmes, treatment, care and support” by 2010 (3) and in 2007 the German EU
Presidency held the conference “Responsibility and Partnership: Together Against HIV/AIDS,”
again highlighting the gravity of the situation in Europe and calling for renewed action (4,5).

In reviewing the thematic chapters, several broad imperatives for HIV efforts in the European
Region have emerged. They include the need to:

e cstablish greater accountability;

e amend legal and regulatory frameworks to enable them to better address HIV-related stigma,
exclusion and discrimination;

e strengthen national and regional HIV and STI surveillance;

e improve and harmonize monitoring and evaluation efforts, including greater disaggregation
of data for key indicators;

e intensify, scale up and improve the targeting of HIV efforts to reduce inequities;

e work for greater harmonization of the highest standards of prevention and treatment
programmes and policies;

e expand the use of internationally recognized evidence-based interventions;

e strengthen cooperation between countries on such efforts; and

e increase civil society and private sector involvement.

The following section summarizes the report’s key findings and recommendations for each
thematic area. It should be kept in mind that these summary statements are broad generalizations
that will rarely apply to all 53 countries in the WHO European Region. More information can be



found in the particular chapters named, but even there the coverage is often representative rather
than comprehensive. The particular Dublin actions listed for each chapter may be consulted in
Appendix 1.

Key findings and recommendations: leadership and partnership

Chapter 1. Political leadership (Actions 1, 3, 5, 6, 22, 26 and 30)

Relevance. The largely unchecked growth of HIV in the first decades of the epidemic was
due in great part to widespread denial among decision- and policy-makers. An effective HIV
response requires political vision and leadership, especially since the groups at greatest risk
for HIV tend to be disproportionately marginalized by society and their activities often
criminalized by the state.

Key findings

National and international political leadership on HIV has been significantly strengthened
in the European Region.

National leaders are increasingly speaking out on HIV.

Financial resource constraints have eased in many countries.

Regional institutions are now addressing HIV regularly and cross-border partnerships are
stronger, though gaps persist.

Civil society is being consulted more.

Political leadership challenges now often lie in implementation rather than in making
policy or allocating money. The worst implementation gaps lie in carrying out structural
reforms to health systems, instituting harm-reduction programmes and confronting other
injecting drug user (IDU) issues.

Key recommendations

Progress and accountability on HIV commitments need to be consistently monitored and
evaluated.

The EU should strive for greater inclusion in its response to HIV of countries and
subregions beyond its borders and neighbourhood programmes — as should the
Commonwealth of Independent States CIS) Coordination Council on HIV/AIDS.
National and local leaders must redouble their efforts to implement every Dublin action
and live up to each commitment. That means speaking out frequently about HIV,
ensuring policy is evidence- and rights-based, and establishing coordination and
management structures in accordance with the UNAIDS Three Ones principles (6).

All countries should prepare timely, comprehensive UNGASS reports. A regional
synthesis of reports from the Europe Region would be an invaluable supplement.

Policy- and decision-makers should make concerted efforts to protect the rights of people
living with HIV (PLHIV) or at high risk for it, to reach out to risk populations and to plan
for future HIV resource increases to match the long-term growth of the epidemic (see
specific recommendations below).

Chapter 2. Civil society and other nongovernment stakeholders (Actions 2, 4, 27 and 32)

Relevance. Civil society (particularly community-based groups representing people living
with or at risk for HIV) has long played a pioneering role in responding to HIV. Yet many
governments have been slow to utilize their invaluable resources or recognize the right of
affected communities to help shape the response.
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The resources and outreach opportunities of the private sector are similarly underutilized.

Key findings

e Government commitments to greater involvement of civil society have yet to be
translated to pervasive action. Government efforts to increase involvement have been
patchy, incremental and uncoordinated.

e There has been a marked increase in civil society involvement in HIV policy- and
decision-making in most countries — but it has been largely driven by civil society itself.

e Global, regional and subregional networks of PLHIV and risk group members have
increased dramatically in number and size.

o There exist few systematic data on the participation of civil society, PLHIV or risk group
members in the HIV response. Some of the best such data sources remain largely
inaccessible to the public.

e While the Code of Good Practice for NGOs Responding to HIV/AIDS (7) has
encouraged accountability and responsible action in civil society, no corresponding
mechanism exists for private businesses engaged in HIV-related philanthropy and
customer and community outreach.

Key recommendations

e Governmental bodies need to proactively involve civil society, PLHIV, risk group
members and the private sector in shaping and implementing the national response to
HIV.

o UNAIDS should post UNGASS shadow reports on its web site and make its country
office date more widely available.

e The Code of Good Practice for NGOs Responding to HIV/AIDS should be more widely
promoted and adopted.

e The Global Business Coalition should be urged to develop a version of the NGO Code
for firms engaged in HIV-related philanthropy and outreach, including implementation
and accountability mechanisms.

Chapter 3. Resources in eastern Europe (Actions 1, 7, 8, 9, 13, 17 and 29)

Relevance. Roughly 2 million people in eastern Europe (the 15 former Soviet republics) live
with HIV, while HIV incidence there has soared 20-fold in less than a decade. The area
includes the fastest-growing HIV epidemics in the world, driven chiefly by injecting drug
use. Meanwhile, some of its countries experienced severe economic downturns and turmoil
after achieving independence, leading to increased income disparity.

European populations are increasingly mobile, and HIV recognizes no national boundaries.
Accordingly, the Dublin Declaration commits all European Region nations to act collectively
in addressing HIV — which means ensuring eastern Europe has adequate resources to fight
HIV effectively.

Key findings

e Estimated HIV resource needs for eastern Europe have risen from US$ 900 million in
2006 to US$ 1.5 billion in 2008, with more than 70% for prevention.

e International donors have increased contributions to HIV efforts in the 12 CIS states from
US$ 12 million in 2003 to an estimated US$ 60 million in 2006, including a sharp
increase in 2005 from the Global Fund to Fight AIDS, Tuberculosis and Malaria.
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e Domestic HIV funding has doubled in the same period, to US$ 60 million in 2006 for
CIS countries except for the Russian Federation.

e In the Russian Federation, domestic funding has risen even more dramatically, to
USS$ 320 million in federal allocations in 2007, in addition to large commitments to
reimburse the Global Fund and to develop an HIV vaccine. However, prevention efforts
for risk populations remain seriously underfunded.

e Out-of-pocket expenditures, which affect the poor disproportionately, have also increased
in the CIS, now averaging almost 50% of all HIV spending.

Key recommendations

e Despite large increases in international and domestic HIV funding, the gap between
available resources and need continues to grow — as does the area’s epidemic.

e Domestic and international contributions to the HIV response in eastern Europe need to
increase substantially.

e Allocations should be more closely matched to need. In particular, there is a desperate
need for eastern European governments to expand evidence-based prevention efforts
targeting IDUs dramatically.

e Governments and donors should seek for ways to reduce out-of-pocket expenditures for
those least able to pay.

e Better measures to determine the national funding requirements for a comprehensive
response to HIV need to be developed in the near future.

e Accurate, detailed HIV spending assessments need to be conducted nationally and
subnationally to facilitate more efficient allocation of funds.

e Allocations also need to be aligned with current scientific findings and determination of
best practice, following e.g. UNAIDS prevention guidelines (8), WHO clinical protocols
(9) or nationally tested interventions.

Key findings and recommendations: prevention

Chapter 4. Injecting drug use (Actions 9, 10, 21 and 33)

Relevance. Injecting drug use is the primary driver of HIV epidemics in eastern European
and central Asian countries. Injecting drug users continue to contribute to HIV epidemics in
many western European countries. Despite overwhelming scientific evidence about the
effectiveness of targeted “harm-reduction” efforts, including opioid substitution therapy and
needle and syringe exchange programmes, in drastically reducing HIV transmission, some
countries persist in persecuting IDUs and ignoring their prevention and care needs.

Key findings

e In western Europe and the EU, countries have demonstrated the political will to scale up
access to opioid substitution therapy (OST) and needle and syringe programmes (NSPs).
Progress in some of the new EU countries, notably the Baltic countries, is less than in the
rest of the EU, but still substantial.

e The rest of eastern Europe shows far less progress, including five countries without OST
and others where OST is only provided on a pilot basis. Even in Ukraine, where a
concerted effort has been made to introduce OST, coverage remains poor.

e NSPs have adequate coverage in most of western Europe except in prisons, where it is
rarely available.
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e While access to highly active antiretroviral therapy (HAART) has improved across the
European Region, discriminatory practices continue to prevent IDUs from accessing and
adhering to it.

e United Nations agencies support harm reduction and have prepared a technical guide to
facilitate national development of a framework, indicators and targets for monitoring
progress on HIV interventions targeting IDUs (10,11).

Key recommendations

e Countries should make focused efforts to scale up IDU access to OST and other harm-
reduction services and to HIV treatment.

e Where injecting drug use contributes significantly to HIV epidemics, or where IDUs are
at risk of HIV, the government should use the United Nations technical guide (70) to
determine the national mix and coverage levels of the nine interventions in the
Comprehensive Package for prevention, treatment and care of HIV in injecting drug users

e Countries need to set national targets that ultimately aim at providing full access to
indicated HIV prevention, treatment and care interventions for all IDUs. Suggested
coverage targets are for NSPs to reach at least 60% of all IDUs, and for OST to reach at
least 40% of opioid-dependent IDUs.

e Countries should utilize pharmacies in making NSPs and sterile injecting equipment
widely available.

e Armenia, Kazakhstan, the Russian Federation, Tajikistan and Turkmenistan are urged to
introduce OST promptly.

e Countries should massively scale up IDU access to HAART, using OST to improve
access and adherence.

e Countries should use the United Nations technical guide to set ambitious but achievable
national targets for scaling up IDU access to HIV prevention, treatment and care. They
should also harmonize the ways they measure progress on scaling up with other countries
in the Region.

e Countries should collect data on OST and HAART, and on current IDUs receiving
HAART.

Chapter 5. Prevention in vulnerable populations and risk groups (Actions 9, 13, 25 and 27)

Relevance. Risk groups are defined by behaviours that put members at risk for HIV. In
western Europe, the HIV epidemic is especially concentrated among men who have sex with
men (MSM), and in eastern Europe, among IDUs. Because risk groups tend to be
marginalized and often driven underground, targeting them for prevention poses special
challenges.

Vulnerable populations are defined by external circumstances that reduce members’ ability to
avoid HIV infection, such as poverty, incarceration and war, that often render them similarly
invisible and likewise demand targeted interventions. Migrants and certain ethnic minorities
are at high risk for HIV, as are prisoners throughout the Region.

Key findings

e Although sex workers are the risk group most likely to respond positively to prevention
programmes, many national policies and laws aimed at sex workers continue to place
them at heightened risk for HIV. Sex workers who are also MSM, migrants or IDUs are
especially in need of targeted interventions.
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In central and eastern Europe, data on MSM continue to be minimal in comparison to
other risk groups. Recent evidence suggests that in eastern European countries with a
major HIV epidemic among IDUs, there is also a hidden epidemic among MSM.
Same-sex relations have now been decriminalized in all nations of the Region except for
Turkmenistan and Uzbekistan. Recent decriminalization has often been driven by intense
external pressure, and in many countries MSM still face stigmatization, persecution and
harassment, much of it sanctioned by the state.

Following recent EU expansions, there has been a large-scale temporary influx of young
sexually active migrants from central to western Europe. There is great concern that these
migrants will bring HIV back to their home countries, where prevalence rates are now
quite low. Migrants continue to face barriers in accessing medical and social services,
while the monitoring of migration and HIV in the Region is lacking.

For key findings on IDU, gender, youth and prisoner issues, see the sections on chapters 4, 6,
8 and 15, respectively.

Key recommendations

National governments should:

ensure that national HIV policies and strategies draw attention to those who are members
of more than one vulnerable population or risk group;

audit existing legislation and regulations for obstacles to the development and utilization
of HIV prevention programmes for vulnerable populations and risk groups — and then
remove the obstacles;

implement a national policy to guarantee vulnerable populations and risk groups
equitable access to HIV prevention and care;

incorporate comprehensive surveillance systems into their national HIV policies and
strategies to identify and support vulnerable populations and risk groups;

ensure that national HIV prevention programmes satisfy the standards set out in the
UNAIDS guidelines for intensifying prevention efforts (8);

ensure that the national HIV strategy and related frameworks specifically mention the
need to protect vulnerable populations and risk groups from violence;

take steps to counter the stigma experienced by vulnerable populations and risk groups,
including any stigma they may experience from health care providers;

outline these targets and undertakings in programme guidance documents, and align
national data collection surveys with them to monitor progress; and

provide, in partnership with civil society organizations, a wide range of HIV prevention
programmes targeting all major vulnerable populations and risk groups.

Chapter 6. Gender equity (Actions 13, 14, 20 and 21)

Relevance. Differing from each other physiologically, psychologically and socially, women
and men have different needs and abilities. Moreover, they have been and continue to be
treated very differently by government, society and health services in ways that do not
address these natural differences and are thus patently inequitable. For maximum
effectiveness — and justice — HIV efforts need to strive for equity while recognizing essential
gender differences.

Key findings

Statistics on HIV prevalence and access to HIV prevention, treatment and care are still
very rarely disaggregated by sex, making it nearly impossible to monitor progress on
gender equity — and thus to make progress on it.
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e Men still comprise the overwhelming majority of new HIV infections in the European
Region, but official rates of newly reported cases indicate a growing percentage of
female PLHIV (36% in 2004 and 39% in 2006).

e While injecting drug use and sex between men continue to be the primary drivers of the
European epidemic, many countries have observed an increase in reports of heterosexual
transmission. Yet very few of these countries have developed or implemented prevention
programmes aimed at women, specifically at the migrant women who are most in need of
it.

e No data on HIV and transgender individuals are available.

e Sexual transmission of HIV from male IDUs to their female partners is helping drive the
European epidemic, though partners of risk group members are very rarely targeted by
prevention programmes.

e What has sometimes been termed “the feminization of HIV” does not apply to the
European Region at this time.

Key recommendations

e HIV monitoring bodies should request — and countries should gather — surveillance
statistics disaggregated by sex.

e Countries need to report the steps they are taking in combating HIV to target men and
women respectively, and to measure the effectiveness of these efforts.

e Prevention programmes need to be developed to target the sexual partners of IDUs,
migrants and prisoners, and the female partners of MSM.

e Countries need to identify obstacles to gender-equitable prevention and care — and
dismantle them. Such barriers may include the location, hours, staffing and programming
of services; unconsciously restrictive laws and policies; and gender-related violence.

Chapter 7. Mother-to-child transmission of HIV (MTCT), and children living with HIV
(Actions 11, 12 and 14)

Relevance. In the absence of preventive interventions, an infant born to and breastfed by an
HIV-positive woman has a one-in-three chance of contracting HIV. Appropriate
interventions — timely antiretroviral treatment, caesarean deliveries and safe alternatives to
breastfeeding — can reduce MTCT to nearly zero.

Dublin Action 11 commits the Region to eliminating MTCT — defined as reducing
transmission to less than 2% — by 2010. With a concerted effort, this goal is clearly
achievable.

A comprehensive approach to paediatric HIV also requires addressing HIV incidence among
women of childbearing age (especially in eastern Europe, where more new cases are being
reported for this cohort), diagnosing HIV in children early and improving the treatment of
paediatric HIV.

Key findings
e Significant progress has been made in eliminating MTCT in most countries.

e In 2005, the 23 countries of western Europe reported only 167 cases of MTCT.

e Many eastern European countries have rapidly scaled up their MTCT prevention
programmes, though challenges remain, including improving service quality.

e Data quality is poor for several eastern European countries but indicates that in the
countries most affected by HIV, MTCT has been reduced to about 10% or below.
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e Though the European Region is home to only 1% of the world’s children living with
HIV, there is still cause for grave concern. In the most-affected countries of eastern
Europe, the number of paediatric HIV deaths has risen steadily. Contributing factors
include health system failures.

e Overall, however, access to treatment has increased substantially for children living with
HIV.

e Children living with or affected by HIV require greater social support and legal
protection in many countries.

Key recommendations

e Countries should seek to implement the “Four Ps”, the programmatic goals of the Unite
for Children, Unite against AIDS initiative:
0 Prevent mother-to-child transmission of HIV
0 Provide paediatric treatment
0 Prevent infection among adolescents and young people
0 Protect and support children affected by HIV and AIDS (72).
Specifically:

e National policies and protocols for MTCT and paediatric HIV need to be updated to
reflect the latest scientific evidence.

e FEastern European countries need to mobilize national and subnational resources for
MTCT prevention programmes in order to reduce dependence on external funding. Such
resources should be adequate to ensure uninterrupted supplies of HIV tests, antiretroviral
drugs, drugs for prophylaxis and treatment of opportunistic infections, and supplies of
modern contraceptive methods, including condoms.

e Countries need to strengthen their institutional capacity for addressing paediatric HIV,
including upgrading the quality of medical and psychosocial support services (see
Chapter 12 for further recommendations on this issue).

e Countries need to systematically monitor and evaluate the progress in their efforts related
to PMTCT and paediatric HIV.

e Health systems should integrate PMTCT programmes with existing maternal and child
health and reproductive health services, including family planning services.

e Special efforts need to be made to target MTCT in women who represent the most
vulnerable populations and engage in risky behaviour. Several measures should be
undertaken to provide a protective environment for children affected by HIV, including
providing legal protection and monitoring of their rights, and ensuring that national
policies favour adoption and foster care over institutionalization.

e Countries need to make sure that eliminating HIV among infants and young children is a
priority in their national HIV strategies.

Chapter 8. Youth (Actions 3, 8, 13)

Relevance. The youth of any nation — defined as being age 15 to 24 (and termed “young
people” in the Dublin Declaration) — are its immediate future. It is morally incumbent upon
society to give them the tools to avoid and, when necessary, learn to live with HIV.
Moreover, educating youth about HIV is one of the best long-term strategies to combat the
epidemic by helping them resist risk behaviours at a formative age, by reducing HIV-related
stigma and discrimination and by improving health-seeking behaviour. Although
antiretroviral therapy can make HIV a chronic rather than fatal disease, it is expensive, and
the longer life expectancy of infected youth makes prevention efforts targeting them more
cost-effective than ever.

16



Key findings

e In 2005, the percentage of newly diagnosed cases found in youth was 31% in eastern
Europe, 21% in central Europe and 10% in western Europe and declined to 27%, 17%
and 10%, in 2006, respectively.

e In eastern Europe, which accounted for more than two thirds of the Region’s new HIV
infections in 2005, the rate of new cases reported among youth is falling.

e Females made up 27% of new HIV infections reported among eastern European youth in
1999-2002, and 53% in 2003-2005.

¢ In the worst affected areas, the drivers of HIV infection in youth are rooted in
unemployment, social breakdown and the absence of a positive outlook.

e Data collection for major indicators on youth behaviour and the effectiveness of HIV
education and prevention efforts targeting them remain weak globally and throughout the
European Region, especially in eastern and central Europe.

e Early exposure to sexuality education is not associated with an earlier age of sexual
debut; the promotion of safe sex is most effective if it begins in primary school, before
debut.

e While sexuality education has been shown to be a cost-effective prevention strategy
when of high quality, it continues to be marked by quality and consistency problems
across the Region.

e While countries in the Region have all committed themselves to international
declarations and action frameworks that support effective action on youth and HIV, these
commitments have rarely been translated into a correspondingly supportive national legal
environment.

Key recommendations

e Policy-makers and service providers should approach youth development with a
foundation of respect, understanding and openness.

¢ Youth—adult partnerships and youth participation should be key elements of HIV
prevention programming.

e Efforts targeting youth at risk for HIV, including those who are MSM, IDUs or sex
workers, should be prioritized, and the individuals treated with respect.

e Governments (through the ministries of health and education, or their equivalent) should
support comprehensive sexuality and reproductive health education and take steps to
ensure its quality.

o The health sector should prioritize the development of youth-friendly services, including
sexual and reproductive health services.

e Governmental bodies need to prioritize long-term monitoring and the collection of age-
disaggregated data, using the age brackets of 10-14, 15-19 and 20-24 years.

e International donors should ensure adequate attention to HIV youth programming, with
an emphasis on harm reduction (condoms, opioid substitution therapy, etc.) and
educational interventions.

Chapter 9. HIV in the workplace (Actions 2, 15 and 28)

Relevance. Most PLHIV are in their economically productive prime, and HIV is responsible
for a great deal of lost productivity in the European Region due to not only sickness, but also
to the stigma and discrimination that its PLHIV suffer. Despite widespread social security
coverage, employers must bear a large number of the direct and indirect costs of HIV. Small
businesses and workers in the informal economy are hit particularly hard.
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Conversely, because of its substantial resources and ubiquity, the “world of work™ offers
unique opportunities for combating HIV by providing a gateway for universal access to
prevention, treatment and care; targeting everyday stigma and discrimination; and
reintegrating PLHIV who are receiving antiretroviral treatment into the workplace.

Key findings

e Several European countries have revised laws to address HIV-related discrimination in
the workplace.

e A variety of national and individual initiatives have been undertaken to institute
workplace prevention and education programmes.

e In several countries, the government and civil society are jointly implementing
programmes to (re)integrate PLHIV into the labour market.

e The International Labour Organization (ILO) has been using Decent Work Country
Programmes to accelerate implementation of the Code of Practice on HIV/AIDS and the
World of Work (13), which addresses workplace issues including prevention, PLHIV
support and care, and stigma and discrimination.

e The ILO is developing a new international labour standard on HIV to strengthen and
speed up the workplace response for economic sectors ranging from forestry to tourism to
public services.

e The UNAIDS Secretariat and several cosponsoring agencies have been working with 18
central and eastern European countries to develop and implement programmes addressing
HIV in the armed forces.

e Migrant and mobile workers continue to be especially vulnerable to HIV infection — and
consistently underserved by HIV services.

Key recommendations

e Employers and trade unions should work together to implement Article 27 of the Bremen
Declaration on Responsibility and Partnership (4), including its call to establish non-
discriminatory policies for PLHIV and risk groups in the workplace, provide information
on HIV to employees and, in accordance with the ILO Code of Practice on HIV/AIDS
(13), guarantee access to HIV prevention, testing, treatment and care.

e Governments should ensure that national laws prohibit HIV-related discrimination in
hiring and in the workplace.

e Governments should include a world of work strategy in national HIV plans and promote
HIV prevention programmes in all workplaces.

e Workers’ organizations should promote workplace HIV policies in line with the Code of
Practice, including collective agreement provisions.

e Workers’ organizations should support the formation of associations for young people
and for migrant workers.

e Civil society and trade unions should collaborate to monitor cases of stigma and
discrimination suffered by PLHIV in the workplace.

e Civil society and trade unions should educate PLHIV about their workplace rights.

Chapter 10. Sexually transmitted infections (STIs) (Action 16)

Relevance. Many acute STIs increase the risk of HIV infection and transmission. STI
prevention is not only an important HIV prevention measure, but also a key health goal in
itself. Conversely, PLHIV are at higher risk for STIs and can experience severer STI
symptoms than HIV-negative people. With their shorter incubation periods and similar
modes of transmission, certain STIs can serve as indicators of potential HIV infection, and a
good reason for health care providers to offer a patient an HIV test.

18



Key findings

There is widespread variation in the composition and quality of national STI surveillance
systems in the European Region. Relatively weak systems and a lack of consistency in
case definitions greatly limit the recognition of regional trends and the comparability of
data.

Syphilis incidence increased from low levels to a peak in 2003—-2004 in most western
European countries, mirroring HIV trends; in central Europe the trends are mixed, but
also mirrors the trends in new HIV cases reported. Gonorrhoea trends resemble HIV
trends for both subregions, being concentrated among MSM and heterosexuals with
many partners.

In eastern Europe, the much higher syphilis rates have fallen but do not follow HIV
trends, since HIV there is largely driven by injecting drug use. Gonorrhoea incidence
there has also declined.

Key recommendations

As part of second-generation HIV surveillance, national STI surveillance systems need to

be strengthened and harmonized throughout the Region (74).

Governments should use high-quality STI surveillance and evidence-based approaches to

integrate prevention and treatment services for HIV and STIs.

A regional mechanism should be considered for systematically collating, assessing and

monitoring the extent to which national health systems address STI and HIV control.

STI efforts should be guided by both the public health approach (75) and the WHO

global STI strategy (16).

Safer sex behaviour needs to be encouraged throughout the Region with proven

interventions — particularly condoms — and by addressing the factors underlying risky

sexual behaviours, including socioeconomic factors and the use of alcohol and other

recreational drugs.

Proven methods should be used to encourage people to:

0 seck health care for sexual health problems;

0 integrate STI and HIV control into primary care and other health care services, where
relevant;

0 provide specific STI services that target risk groups;

0 provide comprehensive case management; and

0 detect asymptomatic and symptomatic STIs earlier.

Chapter 11. Research and new technologies (Actions 19 and 24)

Relevance. The last 15 years have seen remarkable advances in HIV therapy, but effective
treatment remains expensive, adherence difficult and side-effects often debilitating.
Diagnostic technology could be more accurate and easier to use. And, while generally
efficacious, existing interventions do not meet all the prevention needs of PLHIV or
members of risk groups. Such shortcomings can only be addressed by dedicated investment
in research and development (R&D).

Key findings

Data on HIV-related R&D remain sparse, inconsistent and irregularly collected. What
does exist focuses on funding commitments rather than actual expenditures.

The EU has made a concerted and successful effort to improve coordination, cooperation
and competitiveness among European researchers, e.g. by introducing the European
Research Area, utilizing Framework Programmes for Research and Technological
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Development (FPs) and setting up the European and Developing Countries Clinical Trials
Partnership (EDCTP).

While the European Commission increased funding for R&D on new HIV technologies
in FP7 (2007-2013), its decision to hold the public health budget at the same level as the
previous budget was a disappointing setback for HIV research, which is often linked to
public health activities.

More than 80% of HIV vaccine and microbicide R&D is funded by the public sector. Yet
though the European Region is the wealthiest of the six WHO regions, it funds just 10%
of the world’s public sector investment in HIV vaccine R&D and 21% of global
microbicide R&D.

While support for vaccine R&D has been growing, the global investment of US$ 760
million falls short of the estimated US$ 1.2 billion needed to drive development forward
at an optimal pace.

The private sector, especially the pharmaceutical industry, continues to be very active in
developing HIV treatments but reluctant to invest in other areas of HIV R&D, such as
vaccines, microbicides and social science research, which have uncertain outcomes and
poor commercial prospects.

While many western European governments have abandoned certain types of HIV
research as infeasible to undertake nationally, they have begun to provide substantial
grants to international private—public product development partnerships (PDPs).

Most central and eastern European countries, which struggle to fund HIV prevention and
treatment programmes adequately, provide minimal or no funding for HIV research,
though the Russian Federation is a recent exception.

There is an EU funding gap for social and behavioural research and (due to inflexible
participation rules) international PDPs.

Key recommendations

Data needs to be collected at the European Region level about public, philanthropic and
private funding of HIV-related research.

The European Commission should:

increase resources for research efforts;

include social science in its definition of HIV-related research eligible for funding;
increase its public health budget and encourage HIV projects to incorporate a research
component;

increase the flexibility of contracting arrangements for FP7 grants to allow outsourcing
approaches and responsive product-focused research;

support global research efforts as outlined in FP7 Cooperation Work Programme 2007—
2008: health (17); and

establish and maintain R&D capacity-building efforts in the countries that most need it.

National governments should:

if EU members, satisfy all financial commitments to the EDCTP;

increase the national budget for HIV-related research, as committed to in signing the
Dublin Declaration, using as a possible guideline the Sydney Declaration, which calls for
10% of national HIV spending to be allocated to HIV research (16);

explore partnerships whereby western European countries test HIV technologies in
eastern Europe;

increase support for international HIV research efforts, e.g. international PDPs and social
science research; and

improve national coordination of research funding.
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Key findings and recommendations: living with HIV

Chapter 12. Treatment and care (Actions 13, 21, 23 and 25)

Relevance. The introduction of HAART in 1995-1996 to western Europe represented a
major turning point in the response to HIV. It turned a mortal disease into a manageable
chronic infection, so that a person infected with HIV at 25 can now expect to enjoy another
35 years of quality life. Where access to HAART has been made widely available, affordable
and equitable — an admittedly difficult achievement — it has resulted in dramatic declines in
HIV-related morbidity, mortality, infectivity and risk of onward transmission, with
correspondingly substantial economic and demographic benefits.

Key findings

HAART coverage for the European Region rose from 282 000 people in mid-2004 to
435 000 by December 2007, when it was estimated as “very good” (>75%) in 38 of the
53 Member States. For central and eastern Europe, where the need is greatest, coverage
went from 16 000 to 55 000 in the same period — a substantial scale-up, but still far short
of need.

From mid-2004 to the end of 2006, reported HIV cases in the Region rose from 774 000
to 1 025 000, and reported AIDS cases from 285 000 to 328 000.

HAART coverage for women and particularly children is high.

In eastern Europe and Poland, IDUs represented about 80% of all reported HIV cases, but
only 39% of HAART recipients at the end of 2006. While this percentage represents
major progress in IDU access to HAART, such access remains greatly restricted and
inequitable in the area. IDU coverage is poor because overall HAART coverage is low in
countries where most PLHIV are IDUs, and because health care providers often
discriminate against infected IDUs.

Access to OST, which greatly increases IDUs’ treatment adherence, is minimal in much
of central and eastern Europe.

In most of central and western Europe, ARV drugs for the first-line regimen cost average
about US$ 10 000 annually. Significant price reductions have been achieved in eastern
Europe, falling to as low as US$ 300400 in Ukraine.

While the cost of ARV drugs remains prohibitive in many countries, they are offset by
substantial reductions in treatment costs for opportunistic infections and other HIV-
related conditions.

The reported number of tuberculosis (TB)/HIV coinfections remains low in the Region —
6800 in 2005 — but that may be attributable to a lack of coordinated surveillance.
Multidrug-resistant TB prevalence is especially high in eastern Europe.

Liver disease is replacing AIDS as one of the most common cause of death among
PLHIV in Europe, indicating an urgent need to address hepatitis B and C coinfection in
the Region.

The tracking and managing of pharmacovigilance and antiretroviral resistance in PLHIV,
in order to ensure safety and efficacy, have emerged as major — and expensive — clinical
challenges.

In 2007, the WHO Regional Office for Europe, in collaboration with experts from around
the world, developed a key set of 13 clinical protocols on HIV treatment and care (9).

21



Key recommendations

e Countries should continue to strive towards the goal of providing universal access to HIV
treatment by 2010 (79).

e Countries should ensure the same access and treatment standards for all, regardless of
gender, age, sexual orientation, substance use, imprisonment or migratory status. A
special effort should be made to remove obstacles to treatment of IDUs and other
vulnerable populations such as migrants.

e Health care services for PLHIV should comprehensively address their needs, including
prevention and treatment of comorbidities, age- and behaviour- related health issues.

e Universal HIV treatment access should be supplemented by the coordinated efforts of
experienced care teams, including social workers, linked to sustainable, publicly funded
community services providing nursing and home-based care.

e Accurate, detailed, regularly updated databases are needed to track antiretroviral
treatment, HIV resistance, major HIV coinfections and risk behaviours.

Chapter 13. Stigma, discrimination and human rights (Actions 1, 20 and 31)

Relevance. The Dublin Declaration observes that respecting, protecting and promoting
human rights is “fundamental to preventing transmission of HIV, reducing vulnerability to
infection and dealing with the impact of HIV/AIDS”. It also commits European nations to
combating HIV-related stigma and discrimination.

Human rights are germane to nearly every aspect of the HIV response. The various Dublin
actions reinforce national commitments to honour and protect numerous rights, including the
right to life, the right to the highest attainable level of health, the right to an adequate
standard of living, the right to social protection and the various rights of children.

The stigma and discrimination experienced by PLHIV and members of risk groups and
vulnerable populations critically affect not only individual quality of life, but also access to
prevention, treatment and care. Prevailing levels of stigma and discrimination also help
determine how well a country will fulfil — or not fulfil — its Dublin commitments.

Key findings
e Few of the 53 countries in the European Region have adopted an approach to stigma,

discrimination and human rights that complies with their Dublin Declaration
commitments.

e Only 4 of 28 European governments surveyed had conducted the “critical review ... of
existing legislation, policies and legislation” promised in Action 20, to audit “existing
legislation, policies and practices” for their promotion and protection of the rights of
PLHIV and affected communities.

e While most European countries have laws in place to protect the rights of PLHIV, there
is a broad lack of protection for the communities most affected by HIV, most notably
prisoners, IDUs and sex workers, but also ethnic minorities, disabled people and MSM.

e Moreover, experience has shown that it is immensely difficult to take advantage of rights
protections that do exist, and a massive gulf yawns between protection on the books and
practices on the ground. The UNGASS shadow reports provide some of the clearest
depictions of this gap between rhetoric and reality (20).

e In many countries, citizens are unable to seek redress for violations of their rights,
particularly their economic, social and cultural rights.

e An April 2007 survey of 36 European Region countries found that 22 lacked legal aid; 20
did not provide confidentiality in legal proceedings; 19 did not have lawyers and judges
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with appropriate training in HIV issues; and in the legal systems of about half,
institutional discrimination against groups such as drug users, PLHIV, sex workers,
MSM and migrants was present.

At least 35 countries in the European Region have a national human rights commission or
ombudsperson.

The lack of HIV data that is disaggregated by e.g. gender, transmission route, age,
nationality, etc. makes it nearly impossible to monitor progress on stigma and
discrimination effectively, to identify the needs of particular groups or to assess the
effectiveness of targeted interventions.

Key recommendations

Future monitoring of progress on the Dublin Declaration should take an approach based
on human rights and qualitatively assess country responses to indicators that directly
address human rights issues.

Outcome indicators for HIV services should be disaggregrated wherever possible and
appropriate by sex, age, ethnicity, socioeconomic status, urban/rural situation and risk
group membership.

Countries need to:

critically review their legislation, policies and practices for how well they promote the
enjoyment of all rights by PLHIV and members of affected communities — and amend
them where needed;

establish a human rights commission or ombudsperson if they do not already have one;
take steps to ensure that laws and policies providing human rights protections are
honoured in practice, including by educating the public about them in and out of schools;
and

make sure that their residents can seek confidential redress for rights violations, and that
the neediest can obtain free legal assistance to do so.

Chapter 14. Testing and counselling (Actions 10 and 13)

Relevance. Scaling up the availability of and equal access to acceptable, affordable, safe,
reliable testing and counselling (T&C) services for all in need is an essential prerequisite for
moving towards achieving universal access to prevention, treatment, care and support
services. PLHIV who do not know they are infected cannot take advantage of HIV treatment,
care and support services, which can greatly improve their health and quality of life.
Moreover, PLHIV who are aware of their status are likelier to avoid risky behaviour that can
infect others. T&C services should be voluntary and informed consent and confidentiality
should be clearly observed, recognizing the patient’s right to refuse to be tested. Further,
counselling is a crucial part of HIV testing and an essential preventive intervention.

Key findings

All European countries offer HIV testing and counselling services, but there persist
significant variations in their availability, accessibility, affordability and quality in the
Region.

Data on HIV testing coverage especially for major groups being at risk and vulnerable to
HIV is spotty throughout the Region.

While the number of HIV tests performed in some central and eastern European nations
rose significantly from 2001 to 2005, it remained steady in western Europe during the
same period. An increased number of tests performed does not necessarily lead to
increased coverage.
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e Access to T&C services for vulnerable populations and those at risk remains limited in
many countries.

e Mandatory, imposed testing still takes place in a number of countries across the Region.

e The fear of stigma and discrimination experienced by PLHIV in many parts of the
Region limits access and discourages testing.

e Access to quality counselling remains an issue of concern.

e (IS countries have made significant progress in accelerating access to HIV testing and
counselling, but access remains far from universal.

e Positive experiences in a number of countries should be shared in order to improve
testing programmes and policies.

e Other major unresolved issues include T&C services for minors, a supportive
environment for scaling up T&C, capacity-building needs; sustainability and monitoring
and evaluation.

Key recommendations

e The national response to meeting T&C needs should be further transformed from an
episodic, one-time approach to a strategic long-term national commitment based on
evidence and human rights approaches, national needs and opportunities.

e Further harmonization of policies and practices across the region is required, including
reaching consensus on a set of T&C-related indicators for effective monitoring and
evaluation is needed.

e There should be changes in national legislation, policies and strategies in order to
promote evidence-based policies and practices and an enabling environment.

e Prevention from stigma, discrimination and violence has to be ensured, and disclosure
issues should be addressed in the context of protecting human rights.

e There should be further promotion of the centrality of the “3 Cs” principle
(confidentiality, counselling and informed consent).

o Ensure multisectoral collaboration, including civil society involvement, in policy,
strategy development and service delivery.

e Promote T&C-related capacity-building and best practice and experience sharing across
the Region.

e Create and promote national guidance on pre- and post-test counselling.

e Reach consensus in countries and develop guidance on home testing.

e Support operational research addressing current T&C needs in the Region

Chapter 15. HIV in prisons (Actions 9 and 21, also 8, 10, 11, 13, 20 and 23)

Relevance. People in prison have the same right to health as people in the outside
community. When it comes to infectious diseases, the health of the two groups is intertwined,
and safeguarding the health and lives of prisoners helps protect the health and lives of
everyone outside. HIV rates are higher inside prisons than outside in much of the European
Region, and ineffective prevention and treatment programmes can concentrate risk
behaviours and effectively turn prisons into incubators for the virus.

Dublin Action 9 commits European governments to making comprehensive HIV prevention
programmes accessible to 80% of all prisoners by 2010.

Key findings
e The coverage and quality of HIV prevention, treatment and care in European prisons is
far lower than what is needed, than the coverage and quality levels found in the outside
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community and than what countries have promised to provide by signing the Dublin
Declaration.

e A 2004 review of available data suggests that prison populations in central Europe have a
lower prevalence of HIV than the general population, while prisons in much of eastern
Europe have much higher prevalence rates than outside, particularly in the countries
hardest hit by HIV. The picture in western Europe is mixed.

e Many prisoners inject drugs in European prisons, often acquiring the habit in prison and
often sharing needles. In 2002, drug use was more common among female prisoners in
the EU than male prisoners.

e In 2006, the United Nations Office on Drugs and Crime (UNODC), WHO and UNAIDS
jointly issued a national framework document laying out the actions needed to implement
a comprehensive response to HIV in prisons (21). It prescribes the expansion of HAART
in prison and endorses needle and syringe exchanges, substitution therapy and condom
provision there, while opposing mandatory HIV testing for prisoners.

e While 24 of 25 EU member states had needle exchange programmes in the community in
early 2007, only 3 had such programmes in prisons.

e The incarceration of people for non-violent drug offences — which in most cases is
properly a health rather than a penal issue — unnecessarily crowds prisons and introduces
a major risk behaviour, increasing the transmission rates for HIV and its two most
significant coinfections, TB and hepatitis, and stretching resources.

Key recommendations

e European governments must act promptly to honour their commitments to providing
prison populations with universal access to HIV services.

e National and regional progress on Action 9, which commits countries to achieving 80%
coverage with comprehensive prevention programmes for prisoners by 2010, should be
carefully monitored and widely publicized.

e Governments should significantly reduce the use of criminal penalties and incarceration
as a response to non-violent drug offences.

e There should be greater involvement of NGOs in HIV surveillance and prevention with
prison systems (22).

e The international community should provide financial, technical and professional
assistance to states in economic transition to ensure their ability to meet their
commitments to providing HIV programmes in prisons.

e Evidence-based HIV interventions should be introduced to prisons to provide them with
the same levels of prevention and treatment coverage and quality as the outside
community. Such interventions include voluntary counselling and testing, substitution
therapy, needle exchange programmes, access to condoms and lubricants, and HAART.
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1. Political leadership

Introduction

Despite a tragically slow start for much of the first two decades in the global response to AIDS,
an impressive amount of resources have been marshalled for the cause in recent years. Yet the
epidemic marches on as both the leading cause of death worldwide for adults aged 15-49 and
arguably the largest obstacle to achieving the Millennium Development Goals (MDGs), globally.
Western Europe is experiencing a resurgence in HIV infections and some areas of eastern
Europe and central Asia are witnessing the world’s most rapid growth in new infections (7).
What accounts for this global paradox and why have some countries responded more
successfully than others?

Then-United Nations Secretary General Kofi Annan pointed to insufficient and asymmetric
political leadership as an important part of the answer in his 2006 World AIDS Day address.
From the early days of the epidemic characterized by widespread denial among decision-makers,
to the politically visible successes in HIV prevention in medium-income countries such as Brazil
and Thailand, political leadership has been widely held as a necessary condition for effective
national responses. The Secretary General urged that “Accountability... requires every president
and prime minister, every parliamentarian and politician, to decide and declare that ‘AIDS stops
with me.””(2).

In February 2004, under the auspices of the Irish presidency of the European Union (EU), the
governments of Europe and central Asia gathered in Dublin, Ireland, to express their grave
concern about the state of the epidemic in the region and reaffirm their commitment to act
collectively in the response to HIV and AIDS. This commitment is reflected in the Dublin
Declaration, which sets out a range of actions to realize this commitment, putting special
emphasis on leadership.

The HIV epidemic in Europe and central Asia has evolved in different ways across subregions
and within a diverse range of epidemiological, socioeconomic and political contexts. Western
Europe experienced the earliest epidemic, while central Europe has largely escaped the brunt of
the disease, and eastern Europe and central Asia have experienced ‘late comer’ epidemics with
rapid recent growth.

Yet throughout the region one constant remains; HIV is a burden disproportionately carried by
populations, such as injecting drug users (IDUs), sex workers and men who have sex with men
(MSM) that are often already marginalized by society and criminalized by the state. Multiple
stigmas both exacerbate individual vulnerability and weaken political commitment against the
powerful default forces of ignorance, intolerance and the harmful policies they breed, making
strong leadership in this region as challenging and compelling, perhaps more so, than anywhere
else. It is from this perspective that this chapter considers the commitments made in Dublin.'

Measuring political leadership

Political leadership in the AIDS response is a multidimensional concept. The challenge in
defining and analyzing political commitment begins with the task of identifying an objective
measure. The current literature focuses on the observable indications of political commitment in
terms of a range of proxy indicators, from the frequency that high-level politicians mention

! Where civil society has the capacity, it usually leads the way in mobilizing social action and raising the visibility
of HIV and AIDS at country level. Chapter 2 explores civil society contributions in detail.

27



AIDS in public, to the share of national spending and the existence of appropriate national
response architecture.

Several indicators have also been constructed to reflect a synthesized measure of political
support. An early example, the AIDS Programme Effort Index (API) developed in 1999 by the
United Nations Joint Programme on HIV/AIDS (UNAIDS), the United States Agency for
International Development (USAID), the World Health Organization (WHO) and the POLICY
project, was a composite index designed to measure political commitment and national
programme efforts. The National Composite Policy Index (NCPI) followed in 2003, integrated
within the UNAIDS Core Indicators for the Implementation of the Declaration of Commitment
on HIV/ADS (3).

While these tools have demonstrated value in better understanding political commitment as a
detailed ‘snapshot’, they are ultimately based on the subjective opinions of individuals, often of a
‘yes/no’ nature and as such, may be difficult to interpret in measuring trends over time or
comparing performance across countries (4). Further, a number of indicators are self-reported,
meaning government officials inform on national performance, which introduces potential
conflict of interest. The fact that a number of countries choose not to report may also indicate
either self-selection bias or other factors that serve to impede the usefulness for comparison
between countries (for example, Tajikistan is the only one of five central Asian countries to
have submitted the NCPI in the 2006 reporting round). In light of this, the World Bank is
considering an index methodology to rank countries by performance across key governance and
HIV/AIDS thematic areas, including political commitment.

However, the NCPI has been periodically refined and now includes both a section for self-
reporting on political support and implementation (Part A) and a section in which
nongovernmental, bilateral and United Nations organizations evaluate national responses across
areas such as human rights and civil society involvement (Part B) to provide balance.

Together with the NCPI, the National Commitment and Action Indicator section of the United
Nations General Assembly Special Session on HIV/AIDS (UNGASS) core indicators includes
domestic and international AIDS spending as a key metric of national commitment as measured
through National AIDS Spending Assessments (NASA) or National Health Accounts — AIDS
subaccounts or resource flow surveys (3). This is undertaken with the caveat that governments
may rationally choose to offset uneven donor flows by transferring national funds where
resources are scarce and not all AIDS spending is captured in discrete AIDS budgets. It is further
important to disaggregate, at least between spending on prevention and care, as a greater balance
between the two likely reflects equally balanced ‘political priorities’ (4) and, perhaps most
importantly, measuring the return on this investment either in terms of the potential effectiveness
(i.e. the degree to which policy choices are evidence-based and fit the needs of the particular
epidemic) or the realized effectiveness of how well those policies are implemented (e.g. results-
based budgeting) is often lacking.

Of note, few investigations have sought to go further and explain the determinants of political
commitment. The United Nations Development Programme (UNDP) has piloted a methodology
that looks at the roles political interest groups and cultural factors play in influencing political
priorities (5). A recent study by Bor (2007), which relied on the API as the benchmark measure,
argues that specific democratic institutions, such as freedom of the press, rather than systems per
se, display strong statistical correlation with political commitment (6). Though methodologically
challenging, further research in this direction is merited.

28



Aligned with the Dublin Declaration and its associated collection of actions, the following
conceptual framework (Fig.1.1) demonstrates the links between political leadership and the
resulting institutional mechanisms necessary to manage the response, allowing for considerable
channels of influence both within and across countries, underpinned by prevailing
socioeconomic and cultural contextual issues.

Fig 1.1 Governance of HIVV/AIDS responses
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Source: Adapted from Bor et al.. 2007.

Monitoring progress

Following this conceptual framework, we consider progress on the Dublin Declaration actions.
For analytical clarity, we present the assessment in two steps: a) international and regional
political commitment and action; and b) national political commitment and action.

Dublin Action 5: In 20042005, promote the active involvement of the institutions of the European Union, and
other relevant institutions and organisations such as the Commonwealth of Independent States, the Council of
Europe, the Organisation for Security and Cooperation in Europe and the Regional Committee of the World
Health Organisation, in partnership with UNAIDS through its co-sponsoring agencies and its Secretariat, in our
common effort to strengthen coordination and cooperation;

Dublin Action 6: Make the fight against HIV/AIDS in Europe and Central Asia a regular item on the agendas of
our regional institutions and organisations;

Dublin Action 22: Ensure early implementation of the WTO Decision of 30 August 2003 on the implementation
of paragraph 6 of the Doha Declaration on the TRIPS Agreement and Public Health;

Dublin Action 26: Strengthen coordination, cooperation and partnership among the countries of Europe and
Central Asia, as well as with their trans-Atlantic and other development partners, to scale up local capacity to
fight the epidemic and mitigate its consequences in the most affected countries with the greatest needs, and in
countries with a high risk of a major epidemic;

(a) International and regional political commitment and action
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Perhaps the most visible achievements in terms of political leadership have taken place on the
international stage, from the establishment of the UNAIDS and the Millennium Declaration of
2000, which placed HIV/AIDS as one of eight global goals, to the signing of the UNGASS
Declaration of Commitment in 2001 and the current consensus on the need for “universal access
to treatment for those who need it by 2010” launched by the Group of Eight industrialized
nations (G8). Equally dramatic is the recent increase in resources made available through public
and private sources, from the launch of the Global Fund to Fight AIDS, Tuberculosis and
Malaria (GFATM) to the recent groundbreaking US$ 30 billion bilateral commitment from the
United States, as well as significant contributions from other leading countries (7). The role of
national leaders on the international stage presents an added dimension to political commitment.
Countries that assign AIDS Ambassadors, such as France and Sweden, use their positions in the
United Nations or G8 bodies, host international conferences, make large contributions to
development assistance and achieve significant positive externalities across borders.

While global commitment and action indicators are incorporated in the monitoring of the
Declaration of Commitment through the standardized UNGASS indicators, a quantitative
measurement of regional action has not yet been proposed (8). There is, however, ample
qualitative evidence of progress within the European Region that governments are responding to
the need for making AIDS a priority in the face of a resurgent epidemic. Here a considerable
degree of synergy can be observed between global and regional initiatives.

The Group of Eight

Though an institution with a global focus, the G8 and the region have a uniquely special
relationship, with five of its eight members hailing from Europe (France, Germany, Italy, the
Russian Federation and the United Kingdom) and representation also from the European
Commission. For three years in a row, 2005-2007, European nations have presided over the G8
and made AIDS a key components of their platform. At the 2005 summit in Gleneagles, hosted
by the United Kingdom, world leaders signed an unparalleled set of commitments on global
poverty and AIDS. At the 2006 summit in St. Petersburg, the Russian hosts secured an agreed
document pledging to strengthen efforts against infectious diseases, including AIDS,
tuberculosis and malaria. The document called for increased cooperation in infectious disease
surveillance and monitoring, intensified research and public awareness efforts, and increased
access to prevention and treatment. As the G8 President during the first half of 2007, the German
government pledged to keep the MDGs and AIDS at the centre of the G8 agenda. Specifically,
Germany will commission the report on the efforts of G8 countries to respond to AIDS and will
strive to achieve new decisions to ensure fulfilment of three key goals: universal access to
prevention, treatment and care by 2010, halting and beginning to reverse the spread of HIV
(MDG 6) (9). And on the summit’s final day, other G8 leaders agreed to match the US
commitment for a total US$ 60 billion for AIDS and other diseases (70). Yet despite this
progress, civil society has pointed out that the G8 is still failing to live up to the promise of
universal access, “at the current rate of scale-up, less than half of all people in urgent need of
treatment by 2010 will be receiving it. Five million lives stand to be lost.” (11).

The European Union

The European Union (EU), unique among regional institutions in its breadth and depth, has
played an instrumental role in mobilizing national and international responses to HIV and AIDS.
In addition to political leadership, the EU — separate from its members — has contributed over
€260 million annually to respond to HIV/AIDS, tuberculosis and malaria since 2003 globally (9).
In June 2004 the European Council called for vigorous follow-up by the EU and relevant
regional bodies on the outcome of the Dublin conference. In September 2004, the European
Commission adopted the Working Paper: ‘Coordinated and Integrated Approach to Combat
HIV/AIDS in the European Union and in its Neighbourhood’ and co-hosted with the government
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of Lithuania a follow-up ministerial conference of health ministers, AIDS experts and civil
society representatives from across the EU and its neighbours. The Vilnius conference endorsed
a roadmap for tackling the HIV epidemic in Europe and its neighbourhood.

The Commission also established the HIV/AIDS Think Tank, a forum for information exchange
between the Commission, the Member States, candidate and non-EU European Economic Area
(EEA) countries (Lichtenstein, Iceland and Norway). And in 2005, the HIV/AIDS Civil
Society Forum was established in line with the Commission’s recommendation regarding the
importance of civil society in addressing AIDS. Later that year, the Commission adopted a new
document (72) outlining priorities regarding AIDS in Europe with the overall objective of raising
public awareness, preventing the spread of HIV, ensuring access to affordable antiretroviral
treatment and strengthening the epidemiological surveillance of HIV, all with deep civil society
involvement (13).

In 2007, the German government made AIDS a core theme of its EU presidency and held a
special conference in the German city of Bremen. EU Member State and neighbouring country
governments, as well as the European Commission, pledged to provide political leadership in the
response to AIDS at national, European and international levels. The resulting Bremen
Declaration acknowledged that, despite great efforts at national and global levels, AIDS is “still
outpacing our efforts”. The Declaration also calls on the European Commission to include public
health issues regarding HIV and AIDS prevention, treatment, care and support in the Seventh
Framework Programme for Research (FP7) (14) and invites the private sector to partner with
public research and development (R&D) efforts. German Chancellor Dr Angela Merkel
encouraged European leadership not only on the global stage, but equally at home, “it is
important that we do not push this issue aside during our Council presidency, that we don’t pass
the buck to our G8 presidency.”

The Commonwealth of Independent States

Within the framework of the Programme of Urgent Response, launched in 2002, the
Commonwealth of Independent States (CIS) Coordination Council on HIV/AIDS and Executive
Council have promoted coordinated responses among the countries of the former Soviet Union.
In 2006 the Council partnered with UNAIDS to organize two regional consultations on universal
access target setting and monitoring and launched a new programme guiding the CIS regional
response to AIDS for 2007-2011. Work continues on the development of model AIDS legisla-
tion in the CIS and on the possibility of creating a regional horizontal technical collaboration
facility (15).

United Nations action — UNAIDS, “Three Ones” and universal access

The United Nations joined with donors and other stakeholders in 1996 to create UNAIDS. With
a Geneva-based secretariat and regional and country-level staff, UNAIDS unites the efforts of 10
United Nations cosponsor agencies. The agency works through strategic alliances with national
governments, media, religious and community-based groups, regional and country networks of
people living with HIV, the private sector and other nongovernmental organizations (NGOs). In
each country, United Nations Theme Groups and Joint Teams on AIDS provide a joint
platform for UNAIDS and the cosponsors to support national efforts with the participation of the
host government. United Nations Theme Groups have played an increasingly important role in
the region and continue to be the primary instrument for United Nations coordination and
leadership on AIDS at the country level. This includes promotion of the “Three Ones”
principles, endorsed internationally in 2004 to strengthen national AIDS responses, calling for
the establishment of one national action framework, one national AIDS coordination authority
and one country level monitoring and evaluation system, as an increasingly recognized standard
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among programme countries in Europe and central Asia — as discussed ahead under Dublin
Action 30.

At the 2005 United Nations World Summit, leaders committed to a massive scaling-up of HIV
prevention, treatment and care, with the aim of achieving the goal of universal access to the
aforementioned by 2010 for all in need. Tasked by the General Assembly to facilitate inclusive
and country-led processes to develop strategies to move towards universal access, UNAIDS has
helped convene national consultations in 20 countries in the European Region, including
additional subregional consultations for the CIS and south-eastern Europe.

Global Fund to Fight AIDS, Tuberculosis and Malaria

Since its inception in 2002, following the Declaration of Commitment on HIV/AIDS, the Global
Fund has channelled more than US$ 1 billion for AIDS into eastern Europe and central Asia and
played a critical role in promoting evidenced-based policies (16). See Chapter 3 for a more
detailed discussion on the role of the Global Fund in the region.

Parliamentary working groups on AIDS

Parliamentarians have a unique opportunity to influence the national response at multiple entry
points, including enacting human rights legislation and oversight of budgetary allocations and
government policy. The United Kingdom All-Party Parliamentary Group on HIV/AIDS has
long been a leader in this area. Others, such as the European Parliament Working Group on
Population and the Inter-European Parliamentary Forum on Population and Development have
also been active. More recently, the Russian Parliamentary Working Group on AIDS and the
Central Asia Inter-Parliamentary Working Group on AIDS have joined the cause, though greater
cooperation among parliamentarians across the region should be a priority.

(b) National political commitment and action

Dublin Action 1: Promote strong and accountable leadership at the level of our Heads of State and Government
to protect our people from this threat to their future, and promote human rights and tackle stigma and ensure
access to education, information and service for all those in need;

Dublin Action 3: Accelerate the implementation of the provisions of the Declaration of Commitment relating to
orphans and girls and boys infected and affected by HIV/AIDS;

Dublin Action 30: Ensure effective coordination between donors, multilateral organisations, civil society and
Governments in the effective delivery of assistance to the countries most in need of support in the
implementation of their national HIV/AIDS strategies, based on ongoing processes on simplification and
harmonization particularly the UNAIDS guiding principles

Political commitment is one component of a broader leadership response to AIDS. We examine
national progress against Dublin actions using selected results from the 2003 and 2005 iterations
of the National Composite Policy Index (NCPI) which, despite shortcomings, remains the best
tool and source of data for systematic assessment of both political leadership per se and the
channels by which it is translated into programmatic action. An important outcome of effective
political leadership is the development of necessary mechanisms to deliver results within the
“Three Ones” principles, including a national multisectoral strategy or action framework, the
creation of one national coordinating body and a monitoring and evaluation system sufficiently
strategic and accurate to reliably guide national responses.
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Further, political leaders have an important role to play in educating the public, countering
stigma and generating an environment conducive to civil society initiatives. One looks for
evidence that the state has promoted human rights and that stigma and discrimination are
addressed at the level of heads of state. The adoption and enforcement of laws and regulations
securing the rights of people living with HIV is another important dimension of strong political
commitment.

For consistency, we employ subregion classifications according to the WHO geographical
grouping: western Europe, central Europe (including south-east Europe and all recent EU
accession countries, except the Baltic states), eastern Europe (comprising all CIS countries,
except central Asia and the Baltic states) and central Asia.

Any cross-country comparisons should be drawn with a caveat, however, as a number of
countries failed to submit UNGASS reports at all, and of those reports submitted many do not
include NCPI data. A cursory review indicates that in 2005 some 83% of countries in the
western, 64% in the central and 73% in the eastern subregions submitted UNGASS reports,
while only 47%, 33% and 64%, respectively, included NCPI data.

Dublin Action 1: Promote strong and accountable leadership at the level of our Heads of State and Government
to protect our people from this threat to their future, and promote human rights and tackle stigma and ensure
access to education, information and service for all those in need;

Indicator Tracked: UNGASS NCPI Part A, 11.1: Do high officials speak publicly and favourably about
AIDS efforts in major domestic fora at least twice a year?

NCPI results

Country reports reflect a favourable picture for eastern Europe, with 60% of countries reporting
answering ‘yes’, while the same is true for only 31% of western and 27% of central European
countries. Tajikistan, the only central Asian country to submit a UNGASS report, indicated
‘yes’. This data may reflect relative apathy on the part of national leaders in western and central
Europe and central Asia. Notably, all but one country (Turkey, which did not submit NCPI data)
reporting a national multisectoral strategy also reported ‘yes’ to this question, suggesting a
possible correlation between the two in support of the conceptual framework outlined above.

Indicator Tracked: UNGASS NCPI Part A, 11.R: Overall Political Support Rating
(scale 0/low — 10/high)

Reviewing the Fig. 1.2 below, it becomes clear that according to local government officials the
countries of eastern Europe, especially Georgia and the Russian Federation, benefited from
significant increases in political support from 2003 to 2005, though the Russian Federation still
rates among the lowest in the sample. Self-reported civil society participation also improved
during this time in nearly every eastern European and central Asian country reporting (see NCPI
Part B, II.LR). Central Asia and central Europe also demonstrated positive change, while western
European countries have either reached maximum performance, such as Germany, or a ceiling
beyond which AIDS has not achieved greater visibility.
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Fig 1.2
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Indicator Tracked: UNGASS NCPI Part B, I.R: Overall score - Policies, laws and regulations

in place to promote/protect human rights in relation to HIV and AIDS (scale
0/1ow — 10/high)

Here again, the countries of eastern Europe and central Asia demonstrate notable improvement
over the reporting period, with some movement in central Europe and essentially no change in
western Europe. Yet one must stay clear of the temptation to equate the existence of laws with
their implementation. Comparing these scores with NCPI B1.R2, which measures efforts to
enforce those policies, laws and regulations, one notes that indeed performance in a number of
countries falls, given the tougher benchmark of implementation. Of countries reporting, this is
especially the case for Georgia, Norway, Portugal and Russian Federation, whose scores on
B1.R2 (implementation) are significantly less, meaning a drop of more than one point, than B1.R
(Fig 1.3, policies, laws and regulations in place). In this respect, countries would do well to

strengthen mechanisms for monitoring the implementation of human rights legislation on the
books.

Fig 1.3

UNGASS 2, NCPI, Part B, L.R (Human Rights) 02003 @ 2005

10

Rating (sacle 0-10)

34



Dublin Action 3: Accelerate the implementation of the provisions of the Declaration of Commitment
relating to orphans and girls and boys infected and affected by HIV/AIDS;

Indicators Tracked: UNGASS NCPI Part A, 1V.3, and Part B, IV.2: Does your country have a
policy or strategy to address the additional HIV and AIDS-related needs of
orphans and other vulnerable children?

The data demonstrate that relatively few countries have policies or strategies in place addressing
the needs of orphans and other vulnerable children (OVC), with only Armenia, Belarus and
Romania reporting ‘yes’, though the number increases slightly when asked whether care and
support is provided to OVC (NCPI B, 1V.2). The countries of Europe and central Asia are clearly
failing to meet their Dublin Declaration commitments in this area. This is especially concerning
in countries such as the Russian Federation and Ukraine where the numbers of children
affected are climbing rapidly.

Dublin Action 30: Ensure effective coordination between donors, multilateral organisations, civil
society and Governments in the effective delivery of assistance to the countries most in need of support
in the implementation of their national HIV/AIDS strategies, based on ongoing processes on
simplification and harmonization particularly the UNAIDS guiding principles;

Indicators Tracked: UNGASS NCPI Part A, I.1: Has your country developed a national
multisectoral strategy/action framework to combat HIV/AIDS?

UNGASS NCPI Part A, 11.2: Does your country have a national
multisectoral HIV and AIDS management/coordination body recognized in
law?

Taking both indicators together, comprising two of the “Three Ones” principles, a picture
emerges in which most countries reporting (except Germany, the Netherlands, Norway and
the United Kingdom) and all countries outside of western Europe, reported having a national
multisectoral HIV and AIDS coordination body. Most of the countries reporting outside of
western Europe are also Global Fund grant recipients, with the usual requirement for a Country
Coordination Mechanism to be in place likely playing a role. All countries with a coordination
body also reported a national multisectoral strategy or action framework, with the exception of
the Russian Federation, which did have a Federal Targeted Sub-Programme on HIV and AIDS
at the time.

Review of national examples

Western Europe

Western European countries responded to the epidemic relatively early and swiftly. When HIV
first presented a threat in the mid-1980s, western Europe generated examples of effective
leadership and partnership-led responses to the epidemic. Newly forged partnerships between
governments, civil society and affected people and communities led to comprehensive policies
and innovative care and education programmes. In Scotland in the late 1980s an emerging
epidemic of HIV infection related to injecting drug use was halted because the government
developed policy that permitted harm-reduction approaches, such as syringe exchange
programmes, which were implemented by community-based organizations. HIV infection rates
declined dramatically. Similar approaches were used successfully in the Netherlands,
Denmark, Italy, and elsewhere. In Germany, funding from government to community-based
organizations effectively led to the development of groundbreaking educational materials on
safer sex practices targeting MSM, which at the time were considered too risqué for ministries to
develop (17). As in other high-income regions, the majority of those in need of antiretroviral
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therapy are able to receive it. As a result, the number of reported AIDS-related deaths has
continued to slow in the region. People living with HIV are surviving longer than their
counterparts in resource-poor settings (18). Yet, despite the introduction of highly effective
antiretroviral treatments, HIV continues to pose a serious public health problem and there are
reports of a resurgence in sexually transmitted HIV transmission.

In Bremen, Dr Merkel declared the response to AIDS a guiding theme of the German presidency
of the EU and a central issue of the European Council, and has strongly advocated for the
additional support of policy-makers. With over 100 nongovernmental organizations present at
the conference, she led countries to commit to ensuring access throughout Europe to prevention,
affordable treatment, and a life free from stigmatization and discrimination for PLHIV.

In addition to its international role, Germany has also demonstrated leadership at home by
revising its strategy to respond to AIDS and implementing the commitments made in Dublin and
Vilnius. The new strategy focuses on national resources and knowledge while emphasizing
significant cooperation with United Nations agencies, the Global Fund, civil societies and the EU
within the framework of the G8 negotiations.

In the United Kingdom strong high-level political support which emphasized responsible
citizenship and public tolerance enabled wide access to voluntary counselling and testing and
embraced education-based prevention strategies. Harm-reduction practices which encourage
behavioural changes targeted at IDUs, MSM and sex workers were also adopted early. In 2005
the government began the implementation of a Department of Health plan that addresses HIV
stigma and discrimination, based on UNAIDS good practice.

The Netherlands, which was first to introduce needle exchange programmes — leading to
dramatic reductions in the spread of HIV among IDUs — and which also began universal
screening of pregnant women, is among the countries that have adopted a national constitutional
law technically prohibiting HIV-based discrimination.

Some countries, including Italy and Spain, had been initially slow to embrace harm-reduction
approaches for IDUs due to socio-cultural and religious pressures on health system leadership,
which resulted in poor funding of voluntary sector efforts. As a result, HIV infection spread
rapidly among IDUs.

Overall, the 2006 UNGASS report noted some positive improvement in national human rights
frameworks for western European countries between 2003 and 2005. More than two-thirds of
countries reporting have regulations that protect people living with HIV against discrimination,
while much of the region has adopted ethical guidelines for AIDS control such as voluntary
counselling and testing (/9). Yet leadership in the international arena is not always matched by
equivalent action domestically, as Dr Merkel recently remarked, “one thing holds true for this
issue...when the Europeans try to help throughout the world by giving good advice, all eyes are
on them to see where they have to take action themselves.”

Central and south-eastern Europe

In central Europe, the leadership commitment at the national level has been varied. About two-
thirds of countries in the central region reported progress to UNAIDS. Based on these reports,
we found that all of the countries reporting had developed a national multisectoral strategy on
AIDS.? Of those reporting, 90% had a national HIV and AIDS coordinating committee or

? Speech by the Federal Chancellor Angela Merkel at the ‘Responsibility and Partnership — Together against
HIV/AIDS’ conference, Bremen, 12 March 2007.
* 12 countries reporting in western Europe (UNGASS progress report).
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commission recognized by law. About two-thirds reported having heads of government and/or
other high-level officials speak publicly about AIDS efforts at least twice a year. Political leaders
in Hungary have taken HIV prevention seriously with mass education campaigns and peer
education programmes for sex workers. Harm-reduction approaches have also been implemented
successfully in Poland.

In south-eastern Europe, the reported prevalence of HIV is generally low. In the Balkan states,
including Albania, Bosnia and Herzegovina, The former Yugoslav Republic of Macedonia,
Montenegro, Serbia and the United Nations Administered Province of Kosovo, this is due to
low levels of infection among the population, but could also be partly due to inadequate
coverage or inaccuracy of surveillance systems, creating a high-risk environment. Severe
political instability, consequent economic crisis and high levels of migration over the last 10
years are major factors that contribute to vulnerability to HIV and present the countries in the
region with overwhelming challenges to containment or to their ability to make an effective
response.

All countries have now prepared and approved national AIDS strategies, prepared with the
assistance of UNAIDS and other partner organizations. In some cases these strategies are not
financed properly, though Global Fund resources have begun to help improve the situation. With
the exception of The former Yugoslav Republic of Macedonia and Serbia, low political
commitment and institutional capacity is hampering the use of available resources in the
countries. Croatia, however, has recently agreed to continue Global Fund supported activities
with domestic resources, as the country is no longer eligible for the grants given changes in its
income classification (76).

In Bosnia and Herzegovina, the Parliament approved the AIDS strategy in 2004. A national
AIDS board was established and submitted, with support from the United Nations Theme Group,
a successful application to the Global Fund, for which UNDP serves as Principal Recipient. The
United Nations Theme Group is also active in The former Yugoslav Republic of Macedonia
and Serbia. In The former Yugoslav Republic of Macedonia, the existence of the Global Fund
created incentives for the establishment of a national multisectoral AIDS commission and the
development of the national strategy. Global Fund grants and the National Policy Framework for
AIDS are key elements of Serbia’s strategy.

Eastern Europe

Eastern Europe and the CIS have some of the highest rates of growth in HIV transmission in the
world. The impact is compounded by insufficient public awareness, frequent stigmatization and
lack of adequate policy instruments to cope with the infection. Yet national responses in the
region, which have often previously been described as “in denial”, are increasingly gaining
political traction.

There have been some notable improvements in the leadership in eastern Europe. All of the
countries reporting to UNAIDS have developed a national multisectoral strategy to combat HIV
and AIDS.* All also report having a national AIDS coordinating committee or commission
recognized by law. More importantly, 50% of the countries reporting to UNAIDS in 2005 saw
increased political support for the national AIDS response.

Accounting for some 70% of all HIV infections in eastern Europe and 20% in central Asia
respectively, the Russian Federation and Ukraine have also featured some of the most
encouraging political commitment at different points. Ukraine was first to take visible action in

* 8 out 10 countries in the region have submitted UNGASS country progress reports.
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many key policy areas, such as adopting proactive harm-reduction approaches with pilot
programmes for opioid substitution therapy. The former President was one of the earliest leaders
in the region to speak openly and often about the issue. However, it has not always been easy to
translate these achievements into sustainable results and national budgetary commitment has
been lacking.

The Russian Federation has lately made significant strides in prioritizing AIDS. In the wake of
the first National Security Council discussion on AIDS in 2005, President Putin described the
AIDS epidemic in the Russian Federation for the first time as “an acute problem which
requires the attention of all sectors of society” and pledged that “all those in need of medication,
however expensive, should have it.” (20). This increase in political commitment has been
matched by an equivalent increase in financial resources. The annual federal AIDS budget from
2006 was raised some 20 times, albeit from a relatively low base, to well over US$ 100 million
per year. The government has also agreed to begin reimbursing the Global Fund for grant
expenditures in country, estimated at around US $250 million. In addition, federal funding for
the first time includes a budget line to fund selected harm-reduction activities implemented by
NGOs and the “acknowledgement of the rights of drug dependent people to [antiretroviral]
treatment is a breakthrough.” (20). In May 2006, the Russian State Council, which is chaired by
the President, held its first ever session devoted to AIDS, which was followed that month by the
first eastern European and central Asian AIDS conference, held in Moscow. Finally, the
Russian Federation’s presidency of the G8 Summit in St. Petersburg placed infectious diseases,
including HIV, as one of the key substantive areas of discussion. A second eastern European
AIDS conference will again be hosted by the Russian Federation in 2008.

Yet despite these achievements, serious challenges remain if the Russian Federation is to meet
its own universal access targets. This is especially true in terms of access to antiretroviral
treatment and other services for IDUs, who comprise the majority of people living with HIV in
the country. Opioid substitution therapy, recommended by WHO, UNAIDS and the United
Nations Office of Drugs and Crime (UNODC) as an effective means of promoting both HIV
prevention and adherence to antiretroviral treatment among IDUs (21), still remains illegal.

Along with the Russian Federation and Croatia, Estonia has agreed to assume funding for the
continuation of Global Fund activities with domestic resources (7/6). And in addition to
outspoken leadership by the First Lady, who chairs the Country Coordination Mechanism,
Georgia hosted the first region-wide Global Fund meeting for all countries of eastern Europe in
2007.

Central Asia

The central Asian states have witnessed a proliferation in drug trafficking in recent years,
followed by rapid spread of IDU-related HIV infection. Reaction in the region had been slow,
hindered by governments’ limited capacity to coordinate the response. This is partly because the
epidemic is concentrated among IDUs, while the absolute number of people living with HIV is
relatively low, but rising rapidly.

More recently, there have been encouraging signs of increased government awareness aimed at
increasing and galvanizing commitment to responding to AIDS. In four of the five countries,
there is some evidence of high-level leadership and buy-in from the presidential administration
and government. Though according to official statistics there are still only two AIDS cases in
Turkmenistan, new opportunities may be appearing for a fresh look at the state of the epidemic
and necessary responses. Kazakhstan, Kyrgyzstan, Tajikistan and Uzbekistan have developed
multisectoral responses and secured support from Global Fund. Kyrgyzstan has been
acknowledged for establishing a model multisectoral coordination committee, including a unit
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for AIDS coordination and monitoring in the Prime Minister’s Office, with support of the United
Nations Theme Group and UNDP.

Relatively weak NGO presence, low technical capacities and inadequately trained human
resources will make translating commitments to actions very challenging. Despite national
coordination efforts, Kazakhstan and Kyrgyzstan have limited capacity and financial resources
to scale up advocacy, education work and the overall quality of services. In Tajikistan, a
national multisectoral plan is being developed with a multisectoral approach, and the United
Nations Theme Group ensures a coordinated approach among its main donors. Kyrgyzstan has
been a leader in adopting and demonstrating the effectiveness of harm-reduction approaches,
including needle and syringe exchange programmes and substitution maintenance therapy. These
measures have succeeded in keeping HIV transmission relatively stable among IDUs, unlike its
neighbours (22).

A regional strategy prepared by UNAIDS in collaboration with the parties to the Central Asia
Cooperation Organization’ has provided the framework for country-specific multisectoral
strategies to respond to HIV through a US$ 27 million regional AIDS project launched in May
2005, funded by grants from the World Bank and the United Kingdom Department for
International Development (DFID). This initiative is the first ever multi-country AIDS project in
Europe and central Asia. Based in Kazakhstan, the Central Asia AIDS Project (CAAP) aims to
minimize the human and economic impact of the HIV and AIDS epidemic and is overseen by a
Regional Project Steering Committee (RPSC) comprising high-level representatives from all
four participating governments.

All five central Asian countries have addressed forms of legal and political reform as they strive
towards market economies, despite the considerable disparities regarding human rights
conventions and legislative implementation to support them. They have passed laws that seek to
eliminate discrimination against people living with HIV and other sexually transmitted
infections, but these are unevenly interpreted. For example, in Tajikistan, Turkmenistan and
Uzbekistan MSM are still criminalized and in the latter two countries homosexuality is officially
illegal.

Summary

In many respects, progress in strengthening political leadership and the establishment of
mechanisms to implement Dublin Declaration commitments in Europe and central Asia has been
significant. HIV is now regularly addressed by regional institutions and national leaders are
speaking more openly on the issue. Cross-border partnerships in the region have been
strengthened, civil society is increasingly consulted and financial resource constraints have been
significantly relaxed in many countries.

Yet it is this very progress that brings the leadership challenge — making difficult, sometimes
unpopular but necessary policy decisions — ever more sharply into focus. As the familiar excuse
of resource gaps loses currency, political leaders are faced with a stark choice: promote often
uncomfortable evidence-based policies and facilitate the development of systems to coordinate
and deliver services in sometimes new and unfamiliar ways, or risk squandering an undeniable
opportunity and obligation to make a great number of lives better and save even more. For
example, the “refusal by some of our governments to provide appropriate and scientifically-
proven treatment and harm reduction programmes — despite the fact that the majority of HIV

* Kazakhstan, Kyrgyzstan, Tajikistan and Uzbekistan are members of the Central Asia Cooperation Organization
(CACO).
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infections in the region occur through injection drug use” as decried by civil society in Dublin,
remains one of the most pressing political leadership challenges for the region.

Recommendations

1.

Regional collaboration has improved since the Dublin Declaration. Nonetheless, while HIV
knows no boundaries, political or geographic, subregional “silos” remain a barrier to
effective partnerships.

e Recommendation: acknowledging advances to date, the EU should strive for greater
inclusion of countries and subregions beyond its borders and neighbourhood
programmes. The same holds true for the CIS Coordination Council on HIV/AIDS.
These and other regional institutions can achieve far more together than individually.

National governments have made significant strides in implementing the Dublin Declaration
actions and the broader UNGASS commitments from which they emerged. As this chapter
has argued, however, there is a significant degree of inconsistency across the countries of
Europe and central Asia.

e Recommendation: national and local leaders of all signatory countries must redouble
efforts to implement every action and live up to each commitment, from speaking out
frequently about HIV and AIDS to ensuring an evidence-informed and rights-based
policy environment and effective coordination and management structures based on the
“Three Ones” principles.

The UNGASS reporting mechanism remains the most comprehensive platform available for
capturing both national and international comparative progress against a range of agreed
commitments. Yet the value of this tool in Europe and central Asia is lessened due to a lack
of universal reporting and inconsistency in the quality of reports submitted.

e Recommendation: with support from UNAIDS and other relevant organizations, all
UNGASS and Dublin Declaration signatories, including western European states, should
ensure timely and high-quality national UNGASS reports. This should include a full set
of NCPI indicators encompassing political leadership. A regional-level synthesis of
reports from Europe and central Asia could help further understanding of common
challenges and appropriate responses.

There is an urgent need to protect the human rights of populations at higher risk, including
IDUs, MSM and sex workers. To meet UNGASS, universal access and Dublin commitments,
leaders must promote mechanisms to actively monitor and prosecute human rights violations.

e Recommended indicator: a measure for the existence of active mechanisms (e.g.
ombudsman) supported by the number of cases considered or violations prosecuted (over
the past 12 months).

It is important to ensure that national response efforts are aligned with universal access
targets. In Europe and central Asia this means significant focus must remain on populations
at higher risk, including IDUs, MSM and sex workers, or targets will not be met.

e Recommended indicator: a composite index of three existing key indicators targeting
populations at risk, including IDU, MSM and sex workers, added to the NCPI: a)
prevention services coverage, b) antiretroviral treatment coverage, and c) percentage of
total AIDS spending targeted at populations at risk.

Leaders need to ensure that the resource envelope for HIV and AIDS responses matches the
long-term growth of the epidemic. A “financial sustainability” indicator could be developed
and added to the NCPI, as well as efforts to ensure that HIV is integrated into national
planning processes.
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e Recommended indicator: a forward-looking calculation of the number of months for
which national response resource needs are costed, planned and secured.
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2. Strengthening the voices of civil society and other nongovernment
stakeholders

Dublin Action 2: Encourage and facilitate strong leadership by civil society and the private sector in our
countries in contributing to the achievement of the goals and targets of the Declaration of Commitment.”

With its tremendous variety, civil society is easiest to define by what it is not: the state or the
private sector. Free from the responsibility of governing or earning money, civil society groups
develop around particular passions, identities and values. The most important of the
nongovernmental organizations (NGOs) fighting HIV/AIDS have arisen from shared situations
(community-based organizations), religious convictions (faith-based organizations) or the
protection and promotion of rights (e.g. trade unions). Chief among the community-based
organizations working with HIV/AIDS are those that represent people living with HIV (PLHIV)
and risk groups (e.g. gay men, drug users or sex workers).

NGOs have long led the way in developing effective interventions, providing care, spearheading
prevention efforts, fighting discrimination and stigmatization, educating the public, collecting
information and critiquing national and international responses. Governments now recognize the
desirability of promoting civil society involvement in HIV/AIDS efforts, not only because the
sector is effective, committed and responsive, but also because citizens have the right (if not the
obligation) to act collectively for the public good. In consulting NGOs, governments also tap
their considerable expertise while securing their support and cooperation.

Involving infected and at-risk people in the national response is especially prudent. PLHIV know
firsthand about testing, transmission and treatment, not to mention the stigma of infection. The
United Nations has acknowledged the value of increasing the PLHIV role in HIV/AIDS policy-
and decision-making, known as the Greater Involvement of People Living with or Affected by
HIV/AIDS (GIPA) Principle. As the Dublin Declaration preamble notes, the Principle “is critical
to ethical and effective national responses to the epidemic”. Similarly, as the major transmission
vectors for HIV, at-risk individuals are ideally situated to determine how to address the
distinctive behaviours that put them at risk, how to collect data from their risk groups, etc.

Like civil society, the private sector has vast resources to bring to the fight, and it too consists of
many heterogeneous, independent elements, each with its own goals, competences and methods.
Since the private sector exists to create and leverage capital, it has financial reserves that the
other sectors lack. Moreover, with its influence over the world’s workers and consumers, it is
uniquely placed to implement prevention measures, combat discrimination and so on. Private
sector philanthropy plays a key role too, albeit one closely resembling efforts of other sectors.

For these reasons, governments have pledged in the Dublin Declaration to increase the political
effectiveness of nongovernment actors in the national and regional response. This chapter
examines progress on commitments to promote three things: the strong leadership of civil society
and the private sector in addressing HIV/AIDS (Action 2); the involvement of key civil society
subsectors and the private sector in every stage of the national response (Actions 4 and 27); and
networking and cooperation among European civil society groups and PLHIV (Action 32).

Since governments and multilateral agencies have only recently begun to embrace the critical
role of nongovernment actors, there are few statistics on their participation in HIV/AIDS policy-
and decision-making. Progress is thus difficult to gauge and thus largely anecdotal, and most of
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it is in fact not due to any government actions. This chapter will therefore also propose indicators
that should be collected to give a fuller depiction of civil society and private sector activity.

Spotlights and shadows: existing data sources

There are two main sources for data on the involvement of civil society and the private sector in
HIV/AIDS efforts. The first is the National Composite Policy Index (NCPI) in country progress
reports for the United Nations General Assembly Special Session Declaration of Commitment on
HIV/AIDS (UNGASS Declaration). Article 94 of the Declaration commits signatory countries to
involve civil society in the preparation of these biennial reports.

However, after NGOs complained about inadequate involvement in the first reporting round in
2004, UNAIDS changed the reporting guidelines, as well as added a new section to the NCPI on
“Civil society participation” (itself a noteworthy indication of progress). The guidelines now
state that governments “should seek input from the full spectrum of civil society” and the private
sector, have NGOs and international agencies fill out Part B of the NCPI, and hold a consultation
workshop with all parties to discuss and endorse the final report (7). Yet civil society
participation is not mandatory, and participation itself does not ensure a voice in the final report.
After the 2006 reports, a CARE International study said (2):

In general, civil society interviewees concluded that they did not fully participate in the
process of preparing inputs for the UNGASS reports. Though civil society has been
allowed some input with regard to progress reports, respondents in almost all of the
countries felt that their involvement was ad hoc and merely representational.

UNAIDS also allows NGOs to submit their own “shadow reports”. Though the 2006 guidelines
call them “a parallel process” (3), the 2008 guidelines backtrack, saying that “shadow reports are
not intended as a parallel reporting process” (1) or a substitute for multisectoral engagement. The
few extant have proven valuable advocacy tools for NGOs, Unfortunately, civil society is often
weakest where its critique of the national response would be most useful. For 2006, shadow
reports were prepared for just 9 of the 52 countries then in the WHO European Region:
Germany, Greece, lIreland, Latvia, the Netherlands, Romania, Serbia, Ukraine
(preliminary) and the United Kingdom. Moreover, while the official reports are readily
available on the UNAIDS website, the shadow reports are not.’®

The second invaluable source for tracking civil society involvement in political processes is the
annual reports and surveys compiled by UNAIDS country offices, which in the European Region
are chiefly located in central and eastern Europe. While preparation of these materials does not
require consultation with civil society, the results provide a detailed perspective. However, they
are not publicly available, though they may be accessed by any UNAIDS cosponsor. As the only
United Nations agency which includes civil society in its structure and decision-making
processes, the International Labour Organization is also a source of useful information on actions
by employers’ and workers’ organizations. A 2008 report issued in preparation for a new
international labour standard on HIV/AIDS provides extensive information.”

Civil society leadership

In the Dublin Declaration, Action 2 is the core action for both civil society and the private sector.
The key word is “leadership”, which describes three ways to effect social change: through
authority, advocacy and example. Authoritative leadership means using a position of power to
act through established structures. Though often considered the primary type, advocacy and

% See www.ua2010.com/index.php/en/ua2010/universal_access/civil society papers/shadow_reports 2006 for
access.
7 See www.ilo.org/public/english/protection/trav/aids/index.htm
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example have proven more significant in the history of HIV/AIDS, particularly for civil society.

Advocative leadership can be external or internal. Advocacy from without uses the tools of
ordinary people, such as letter-writing and boycotts. Because states have been slow to advocate
the interests of PLHIV and HIV risk groups, NGOs have usually done so instead, becoming the
driving force behind the greatest changes in governmental response to HIV/AIDS. For advocacy
from within (e.g. service on a national HIV council), see the section on Actions 4 and 27 below.

Finally, leadership can also be manifested through action, or leading by example. Again, civil
society has exhibited such exemplary leadership in most of the European Region, particularly
western Europe, for a quarter century now, responding to the unmet needs of not just the infected
and the affected but everyone else as well, initiating prevention programmes, patient-centred
care and much more.

Where civil society has not led actively, it is typically because the political system has deterred
it. Communist states have been particularly notorious for outlawing NGOs, violating the right of
association that forms the basis for a healthy civil society (see Article 20 of the Universal
Declaration of Human Rights (4)). Although the fall of Communism in central and eastern
Europe gave civil society a foothold there, it remains weak and underdeveloped in most of the
area. NGOs there still depend largely on foreign funding, while government actions can
profoundly affect their ability to operate, both positively and negatively.

The Russian Federation, for instance, funnelled part of its huge 2006 increase in HIV/AIDS
funding to NGO needle exchanges, sex worker and prisoner prevention programmes, anti-
stigmatization and — discrimination campaigns, treatment adherence, counselling and training
projects. The national HIV/AIDS civil society networks also gained a voice in policy- and
decision-making. Yet at the same time, a federal law tightened NGO registration requirements,
giving the state broad powers to limit NGO activities and contributing to the closing of several
human rights groups. Nor are NGOs permitted to provide opioid substitution therapy, which
remains illegal, and the new system does not fund regional NGOs (35).

In Ukraine, poor government stewardship prompted the Global Fund to withdraw a Round 1
grant. National NGOs later assumed a major role in drafting the application for a larger grant in
Round 6, which was then awarded to two civil society networks as principal recipients.

Most recent attention has focused on giving civil society an official role in HIV policy- and
decision-making. However, politicians and activists both portray the ideal role as being “full
participation”, rather than “strong leadership”. While it may be appropriate to, say, reserve the
chairmanship of the national AIDS authority for PLHIV, it seems clear that the strong leadership
that Action 2 calls for is not authoritative but exemplary and advocative.

European progress on civil society leadership and involvement

Civil society leadership on HIV/AIDS is as varied as the European Region itself. The following
snapshots of recent milestones in all three types of leadership, representing national progress on
Actions 2, 4 and 27, are drawn from UNGASS country and shadow reports, UNAIDS country
office annual reports and consultation with the advisory group for this chapter.

Eastern Europe. In Armenia, a new strategic framework was developed in 2006 drawing on
extensive consultation with civil society. In Azerbaijan, 2006 saw civil society participating in a
national consultation on universal access, while UNAIDS and the United Nations Development
Programme (UNDP) helped establish a PLHIV association that now has representatives on the
National Commission on Prevention of HIV. The number of NGOs implementing the Global
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Fund grant in Belarus increased to 68 by the end of 2006, being most notably responsible for
risk-group prevention and PLHIV care. NGO activity in Estonia has also increased due to
Global Fund money targeting risk groups. In Kazakhstan, a 2006 revision of the national
strategic plan was carried out after consultation with organizations representing the major risk
groups and young people as well as the three national AIDS service organizations. New funding
sources there and in Tajikistan have encouraged the development of quasi-nongovernmental
organizations (QUANGOs) that meet the letter of donor requirements while evading the spirit.
The national coordinating committee in Kyrgyzstan now includes NGOs and PLHIV
associations that are charged with ensuring implementation of the national HIV strategy among
major risk groups.

In Latvia, EU accession has meant withdrawal of most international funding, leaving one active
NGO working in HIV/AIDS, and many unfunded requests for information and participation.
Direct PLHIV representation is impractical; the country has no multisectoral coordinating body,
and the National AIDS Commission (NAC) has effectively no interaction with civil society. The
two NGO representatives who joined a 2008-2012 strategy development group felt their
presence fulfilled a formal requirement but carried very little influence. UNAIDS and its
cosponsors provided training to PLHIV groups in Moldova leading to the legalization of the
National League of PLHIV and greater participation of PLHIV in national strategic planning.
For the Russian Federation, see the previous subsection. In Tajikistan, representatives from
seven NGOs participated in national strategic planning in 2006 and helped establish universal
access targets. Also in 2006, Ukraine reinvigorated its National Coordination Council for
HIV/AIDS with participation of civil society, PLHIV and donors. Broad stakeholder consultation
resulted in a large Round 6 Global Fund grant (see previous subsection) and a detailed roadmap
for achieving ambitious universal access targets in 2010. Uzbekistan has few NGOs, and the
few that work with HIV/AIDS have limited technical capacity. Led by an Uzbek NGO (Hope
and Life), a national PLHIV network was established in 2006 with local branches in 9 of 13
regions.

Central Europe. During the last three years, PLHIV in Albania have played a larger role in the
national partnership forum, which itself became more effective. A new Global Fund grant
(starting April 2007) has greatly strengthened NGOs’ role. In Romania, a 2005 NAC
reorganization reduced civil society representation to less than a third of what it was before,
undermining an already weak voice in planning, decision-making and budgeting. EU accession
caused most donors to withdraw funding. Global Fund grants have given the NAC more
influence, but the government officials serving on it are not decision-makers. NGOs in Serbia
have led the fight to protect the rights of risk group members. While early Global Fund grant
processes encouraged collaboration between NGOs and the government, denial of Round 5 funds
left the national strategy unimplemented. There was still a dearth of PLHIV groups at the end of
2005. In Turkey, Global Fund grants in 2005 and 2006 spurred the founding of PLHIV, MSM
and transgender groups, which in January 2007 were represented in the Global Fund’s country
coordinating mechanism (CCM) but not the NAC.

Western Europe. In Greece, NGOs working with HIV/AIDS are not supported by the Ministry
of Health. Tellingly, the lone NGO on its epidemiological monitoring body was (as of January
2006) the Greek Orthodox Church. In Ireland, some of the NGO respondents surveyed for a
March 2006 report praised strong government financial and technical support for civil society
activities in both service provision and strategy. Others felt that NGO and PLHIV representation
on decision-making bodies amounted to tokenism, and that medical professionals had too much
say. The Netherlands has an HIV/STI/sexual health forum in which civil society and PLHIV
exercise strong leadership. The forum has become more effective in influencing policy and
planning in the last three years but still has no voice on budgets. In Portugal, thematic task
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forces with civil society representatives and PLHIV have been advising the National AIDS
Commission since 2005, but criteria for their selection and involvement are not public.
Previously, government officials developed and implemented all plans and programmes alone. In
Ireland, the Nordic countries, the Netherlands, Portugal, and the United Kingdom trade
unions combine information and education programmes for their national members with
solidarity actions to support the HIV programmes of trade unions in the South.

Indicators for civil society leadership

Gauging civil society leadership on HIV/AIDS requires first assessing its activity level. Since so
much NGO work is pro bono, the best measure would be simply workforce size.

Indicator 2.1 (proposed) How many civil society volunteers/employees work at least half-time
on HIV/AIDS efforts?

A description of the legal, financial and practical knowledge climate for civil society efforts
would not only indicate government support, but also help clarify key issues for reform.

Indicator 2.2 (proposed) How conducive are national laws to the development of a free civil
society that can engage the challenges in the Declaration of
Commitment? What drives or hinders such development?

Indicator 2.3 (existing) To what extent is civil society able to access adequate financial
support to implement its HIV activities? adequate technical support
to implement its HIV activities? (new in the 2008 NCPI, B.11.6)

The mark of effective leadership is change, and Indicator 2.4 uses it to measure the overall
effectiveness of civil society advocacy, both from within (see the next section on Actions 4 and
27) and without. It would be helpful to divide it in two parts and add the follow-up “How?”

Indicator 2.4 (existing) To what extent has civil society contributed to strengthening the
political commitment of top leaders and national policy formulation?
(2008 NCPI, B.I1.1)

For 2005, European responses (as formulated chiefly by NGOs and international agencies)
averaged 7.0 on a 0—10 scale, ranging from 4 (Russian Federation) to 10 (Austria).

By signing the UNGASS and Dublin declarations, European Region countries have committed to
the GIPA Principle. Officials and advocates both need to know about these commitments in
order to make sure they are honoured.

Indicator 2.5 (proposed) How aware of national GIPA commitments are government officials
working with HIV/AIDS?
Indicator 2.6 (proposed) How aware are HIV/AIDS NGOs of national GIPA commitments?

One way to encourage civil society to be responsible and effective in turn would be to encourage
adoption the Code of Good Practice for NGOs Responding to HIV/AIDS. (For more information
on the Code, see www.ifrc.org/what/health/hivaids/code.)

Indicator 2.7 (proposed) What per cent of NGOs working with HIV/AIDS have signed the
NGO Code?
Indicator 2.8 (proposed) What per cent of NGOs represented on the National AIDS Council

have signed the NGO Code?
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Private sector leadership

Unlike NGOs, private sector actors are driven chiefly by market forces and the profit motive,
which tend to trump social concerns. Businesses have been justly criticized for AIDS
profiteering (elevated drug prices), gross discrimination (refusing life insurance to PLHIV) and
inappropriate lobbying (sponsoring European Parliament lunches in connection with HIV
meetings). Private sector involvement in HIV/AIDS efforts must thus not only be encouraged but
managed. For firms wanting to address the epidemic, something akin to the NGO Code is
strongly needed.

Again, in distinguishing between leadership based on authority, advocacy and example, it is
clear that Action 2 refers to the latter two. As mentioned above, there are many ways for
businesses to lead by example: customer and community outreach, HIV-related philanthropy and
a wide range of workplace initiatives (see Chapter 9 for detailed coverage of workplace efforts).

As an advocate, the private sector will inevitably promote the interests of industry. Traditionally
adept at lobbying governments through informal means, the private sector is increasingly being
included in the defined membership of national HIV bodies. For such advocacy from within, see
the next section on Actions 4 and 27. (Though these actions do not name the private sector
explicitly, Action 2 and the mention of national partnership forums in Actions 4 and 27 imply a
commitment to private sector participation in HIV policy- and decision-making.)

For business to advocate its interests, however, it first needs to clarify them. Yet there is a
widespread lack of private sector dialogue on HIV/AIDS. A few invaluable international
discussions have begun, most notably through the Global Business Coalition, which as of June
2007 had 75 members based in 16 countries of the European Region. It should be borne in mind
that the private sector includes workers and their representatives as well as employers. In
Sweden, for example, the confederations of Swedish enterprises and of trade unions have
established the Labour Market Dialogue, which has included HIV/AIDS in its dialogues since
2005.

To be fruitful, however, such dialogue requires acknowledgement of HIV’s pervasive — and
growing — effect on business. Insofar as corporations resemble small nation-states, it similarly
behoves them to “mainstream” HIV efforts in every department. Action on HIV/AIDS goes
beyond corporate social responsibility, important as that is; it is also a strategic matter, with
profound ramifications both internally (a firm’s workforce, benefit outlay, management,
operations, morale) and externally (its customer base, labour pool, community relations, need for
economic stability, tax burden) — all affecting the bottom line.

National governments can help urge private sector engagement of HIV/AIDS issues, e.g. via:

e granting tax relief for HIV philanthropy, both domestic and foreign, monetary and in kind
e sponsoring forums and workshops with prominent business leaders
e helping establish a national private sector coalition to coordinate the sector response.

Indicators for private sector leadership

For private sector engagement, the best marker is expenditure, just as for civil society it is human
capital. Private HIV/AIDS investment is already tracked in several ways; see the 2008 UNGASS
guidelines for a discussion of the National Funding Matrix and major alternatives (/). Some
disaggregation (domestic vs. foreign, prevention vs treatment, etc.) would help clarify the
picture.

Indicator 2.9 (proposed) What is the overall private sector budget for HIV/AIDS efforts as a
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percentage of the gross national product (GNP)?
A telling complement to Indicator 2.9 would be the size of direct profits on HIV.
Indicator 2.10 (proposed) What is the overall profit on HIV/AIDS as a percentage of the GNP?

While state support of the private sector may not appear much of an issue in comparison to
support for civil society, oversight of — and interference with — the private sector is both complex
and universal. And where free enterprise is impeded, business responses to HIV often are too.

Indicator 2.11 (proposed) How conducive are national laws to the development of a vibrant
private sector that can engage the challenges of the Declaration of
Commitment? What drives or hinders such development?

Indicator 2.12 (proposed) To what extent is the private sector able to access adequate technical
support to implement its HIV activities?

Corresponding to Indicator 2.4, Indicator 2.13 tracks the overall political effectiveness of private
sector advocacy. See the next section on Actions 4 and 27 for more on advocacy from within.

Indicator 2.13 (proposed) To what extent has the private sector helped strengthen the political
commitment of top leaders and national policy formulation? How?

Dublin Action 4: Establish and reinforce national HIV/AIDS partnership forums including meaningful
participation of civil society, and particularly of people living with HIV/AIDS and their advocates, to design
[initiatives], [to] review, monitor and report progress in the fight against the disease, and to take timely and
determined action to identify and address barriers to implementation.”

Dublin Action 27: Involve civil society and faith-based organizations, as well as people living with HIV/AIDS
and persons at the highest risk of and most vulnerable to HIV/AIDS infection in the development and
implementation of national HIV/AIDS prevention and care strategies and financing plans, including through
participation in national partnership forums.

Actions 4 and 27 describe how European Region countries can honour their pledge in Action 2
to promote HIV/AIDS leadership by civil society (and implicitly the private sector) through
advocacy from within the system. The two actions complement and overlap each other
somewhat confusingly, but a careful reading suggests replacing them with one simple action
addressing the involvement of all major HIV/AIDS stakeholders in every aspect of the national
response.

First it is necessary to define “national partnership forum”. Though in 2002 UNAIDS committed
to supporting the development of these forums (6), the term rarely appears in UNAIDS literature.

A 2004 leadership statement (7) defines the mechanism most succinctly:

[We plledge to promote the development and maintenance of national partnership forums
that provide all major stakeholders, including people living with HIV, a role in ...
prioritizing, planning, implementing and monitoring the national AIDS response.

“Major stakeholders” include the government, multilaterals, the civil society subsectors listed in
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Action 27% and the private sector. A partnership forum can be convened by a government, a
National AIDS Council or a United Nations agency (e.g. evolving from an expanded HIV/AIDS
theme group). It may also overlap with the Global Fund CCM.

With the widespread adoption of the Three Ones model in the three years since the Dublin
Declaration, the trend has been to give a single body (known as the national AIDS coordinating
authority) broad say in every aspect of the national response, from planning to evaluation. One
role often omitted from the remit of such bodies is budgeting. However, as many civil society
representatives observed when consulted for this chapter, denying nongovernment actors a say in
HIV financing severely limits their contributions to the national strategy.

Proposed indicators for Actions 4 and 27

Taken together, these two actions express a pledge by European Region governments to promote
a national body that involves major stakeholders — including key subsectors of civil society and,
implicitly, the private sector — in the full cycle of the national HIV/AIDS response. To monitor
this commitment properly, an indicator is needed to describe the composition and functioning of
the most important national multi-stakeholder bodies contributing to this cycle.

Indicator 4/27.1 (proposed) =~ Which national HIV/AIDS bodies provide major nongovernment
stakeholders a substantive role in determining the national
HIV/AIDS response?

o How often does each body meet? Whom does it report to?

e How are members chosen? Does the body have a defined
membership that includes representatives from civil society?
PLHIV? major risk populations (and if so, which ones)? faith-
based organizations? the private sector?

e What kind of financial and technical support does the government
provide for civil society participation?

e With respect to the national HIV/AIDS response, does this body
participate in strategy development? priority-setting? coordination?
budgeting? implementation? monitoring and evaluation?

e Is this body primarily an advisory body, or do its decisions have
the force of official policy? Explain.

e How could this body become more effective in improving the
national HIV/AIDS response?

The third follow-up is included because governments often do not realize that support for civil
society participation in national policy- and decision-making has financial and technical as well
as political dimensions. Government and private sector representatives to national HIV bodies
continue to draw salaries while participating; civil society representatives should also be
compensated for their efforts on the public behalf, especially as these responsibilities increase.

While Indicator 4/27.1 can provide a good portrait of civil society participation in the national
HIV/AIDS response, measuring effectiveness calls for a more easily quantifiable indicator.

Indicator 4/27.2 (proposed) =~ How significant is the role of civil society in:
e developing the national HIV/AIDS strategy?
e drawing up the national HIV/AIDS financing plan and budget?
e implementing the national strategy?

¥ The mention of vulnerability in Action 27 perpetuates a widespread conflation of risk groups, which are defined by
shared behaviours that increase members’ risk of contracting HIV (e.g. needle-sharing), with vulnerable
populations, which are defined by conditions in the physical or socioeconomic environment that increase
vulnerability to HIV infection but lie out of an individual’s control (e.g. poverty and illiteracy).
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e monitoring and evaluating national strategy implementation?

Existing indicators

Perhaps the best measure of government progress on Actions 4 and 27 is the summary question
for “Civil society participation” in the NCPI, to be filled out by nongovernment stakeholders.

Indicator 4/27.3 (existing) Overall, how would you rate the efforts to increase civil society
participation in 2007 and in 2005? (2008 NCPI, B.II end)

In 2006, respondents’ ratings of such efforts averaged 4.8 on a 0-to-10 scale for 2003 and 6.3 for
2005 — substantial improvement. (See the Statistical Annex.) Change ranged from —2 for Israel
(due to controversies triggered by a new NGO leader) to + 5 for Armenia (due to NGO/PLHIV
roles in drafting a Global Fund application and the HIV work plan and budget; NGO
implementation of Global Fund money; an NGO as CCM chair; and NGO capacity-building
aid).

The NCPI also tracks several elements of Indicator 4/27.1, and in the absence of such a unified,
comprehensive indicator, they provide useful information on the situation to date. (A follow-up
to the next question makes clear that “multisectoral” here includes nongovernment actors.)

Indicator 4/27.4 (existing) Has the country ensured “full involvement and participation” of civil
society in the development of the multisectoral strategy/action
framework [to combat AIDS]? Explain. (2008 NCPI, A.1.1.8)

Indicator 4/27.5 (existing) Does the country have an officially recognized national multisectoral
AIDS management/coordination body? (2008 NCPI, A.11.2)

Indicator 4/27.6 (existing) Does the country have a national AIDS body or other mechanism
that promotes interaction between government, people living with
HIV, civil society and the private sector for implementing HIV and
AIDS strategies/programmes? (2008 NCPI, A.11.3)

Indicator 4/27.7 (existing) Has the Government, through political and financial support,
involved most-at-risk populations in governmental HIV-policy
design and programme implementation? (2008 NCPI, B.1.6)

Indicator 4/27.8 (existing) What percentage of the national HIV and AIDS budget was spent on

activities implemented by civil society in the past year? (2008 NCPI,
A.llL4)

Indicator 4/27.9 (existing) What kind of support does the NAC (or equivalent) provide to
implementing partners of the national programme, particularly to
civil society organizations? (2008 NCPI, A.1l.5)

Indicator 4/27.10 (existing) ~ To what extent are the services provided by civil society in areas of
HIV prevention, treatment, care and support included in both the
National Strategic plans and national reports? in the national budget
(2008 NCPI, B.11.3)

Indicator 4/27.11 (existing) ~ To what extent have civil society representatives been involved in
the planning and budgeting process for the National Strategic Plan

on AIDS or for the current activity plan (e.g. attending planning
meetings and reviewing drafts)? (2008 NCPI, B.1l.2)

Since civil society often is more involved in developing the national strategy than in budgeting
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it, the question should be split into two. Moreover, the standard for civil society involvement
implied here — attending meetings and reviewing documents — falls short of specifying that civil
society have a voice that is heard, much less that it exhibit the “strong leadership”