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Presentation to the International Conference of South Asian Parliamentarians (SAARC)

by Dr. Suman Mehta, Global HIV/AIDS Coordinator, UNFPA 

The global AIDS epidemic is still in its early stages. As the world enters the third decade of HIV/AIDS, the most devastating epidemic humanity has ever faced, it is almost incomprehensible to acknowledge that its tide has yet to turn.  Optimistic projections – even where prevention and care programmes are being scaled up – still expect the dynamics of the pandemic to remain unchanged until 2020.  The pandemic continues to grow, seemingly unabated: 42 million people are living with HIV/AIDS and over 30 million have died of AIDS since the epidemic began. Most recently, each year 5 million persons became newly infected. In the Asia and Pacific region, the number of people living with HIV/AIDS at the end of 2002 totaled 7.2 million, representing a 10 percent increase in the region from 2001 (approximately 6.6 million) and the region accounts for 20 percent of all new infections acquired in 2002 worldwide.  At its current pace Asia and the Pacific will be home to 40 percent of all new infections in 2010.
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The impact of HIV/AIDS is undeniable and most visible in Africa – the region where 70% of the people living with HIV/AIDS reside. World population figures for 2050 have revised downward by 200 million because of AIDS related deaths with an additional downward adjustment of 200 million due to decreased fertility rates
 (which are also affected by HIV infection). Life expectancy in many countries is declining. In Botswana, life expectancy has dropped from 65 years (1990-1995) to 39.7 in 2000-2005; without AIDS 200-2005 life expectancy would have reached 68.1 years. In Zimbabwe life expectancy for 2010-2015 is estimated at 31.8 years while without HIV/AIDS it would have been projected at 70.5. Health infrastructures have suffered; in hard hit countries, education systems are loosing teachers faster than they can be replaced; children are being pulled from schools to help care for family members; productivity of workers has fallen contributing to crises such as is currently being seen in the food crisis in Southern Africa and slowing or reversing growth of GDP. In summary, development gains of the last 3 to 5 decades are being reversed. 
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Over the decades much has been learned about HIV/AIDS.  While there is not yet a vaccine, information and models on effective approaches and strategies to prevent infections and treat those infected exist albeit both are still inaccessible for many who need them. The world has learned that to stop HIV/AIDS we must:

· Have the commitment of national and community leaders; 

· Break the silence surrounding the epidemic and overcome taboos, stigma and discrimination surrounding HIV and AIDS;
· Work across all sectors along a full continuum of the response from prevention through care; 

· Use effective interventions targeted at high-risk groups especially in low prevalence settings; and 

· Act as early as possible, continuously, and both as individuals and in partnership with others.  
Efforts in Uganda, South Africa, Zambia, Thailand and Cambodia and Brazil provide evidence that an epidemic can be abated and trends reversed.
  However it is evermore important that Asia and the Pacific learn from the tragedies in the African continent. Low prevalence levels (with the exception of Thailand, Cambodia, and Myanmar) provide no comfort given the vast populations in the region. For example, serious localized epidemics in both India and China could are poised to rapidly spread to and through the general population if concerted action is not taken. In Indonesia, the numbers of injecting drug users is skyrocketing along with HIV prevalence among members of this group.

Looking deeper into the lessons learned above for commitment includes advocacy and action to create a more enabling environment for addressing the epidemic even when the issues fall outside the political, social and economic mainstream including the involvement of high risk groups in prevention and care efforts.  Leaders taking a stand, working along side people who are often living on the fringes of society can help the general population overcome taboos, stigma and discrimination surrounding HIV/AIDS. This leads into working across all sectors – HIV/AIDS is not just a health issue, it is a development issue.  However it is important to note that efforts on other major issues such as to reduce poverty, which has a reciprocal relationship with the epidemic, are important they will only have the desired impact if they are matched with efforts to prevent new infections. 
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Targeting interventions to the high-risk groups (e.g., sex workers, injecting drug users, mobile populations, men who have sex with men) is especially important in the Asia and Pacific.  Access to services, especially for rural communities is also a major factor. These include information and education on the epidemic, STI management and treatment, voluntary counseling and testing, blood screening, programmes to prevention vertical transmission from mother to child, and adequate and supply of condoms.  Acting early and having prevention efforts as the cornerstone of the response are essential.  The earlier action is taken to prevent the spread of HIV – the lower the cost and toll of the epidemic. Understandably, maintaining the political will to initiate and well as continue prevention efforts may prove difficult given their somewhat “invisible” nature – how do you accurately measure the number of persons not infected due to prevention efforts? What would have been the related costs which will now not be expended? Yet there are examples – such as the increase in infection rates among young people in Thailand – on what happens when prevention efforts wane or fade.  

Asia and Pacific: a window of opportunity or point of peril? Asia has one of the fastest rates of spread of HIV infection in the world.  With 60 percent of the world’s population low prevalence rates in the region can be misleading.  Low national prevalence rates in many countries in this region are dangerously deceptive. They hide localized epidemics in different areas or among specific population groups and that threaten to spill over into the wider population. There is a serious threat of major, generalized epidemics. Less than three years ago only Thailand, Myanmar and Cambodia were reporting significant nationwide epidemics with a few states of India and provinces in China also affected.  The picture has changed dramatically.  Indonesia, Iran, Japan, Nepal, Malaysia and Viet Nam have registered marked increases in HIV infection in last year or so.  China is on the brink of a widespread AIDS epidemic.  It is now estimated that total number of persons living with HIV/AIDS in China exceeded one million in mid-2002 as compared to 600,000 in 2000.  Without an effective response, projections for the end of this decade show 10 million Chinese infected with HIV. In India, the figures are also daunting with an estimated 4 million people living with HIV/AIDS and numbers that are expected to rapidly increase through 2010 among the diverse localized epidemics within the overall national one.  Why is infection increasing?  One reason is that in large parts of the region, prevention programmes are poorly funded and resourced. Typically, small projects are scattered across countries and do not acquire the scale or coherence that is needed to halt the epidemic’s spread. Because many high-risk practices (e.g., sex work, injecting drug use) are considered socially unacceptable and even criminalized, there are serious political hurdles to prevention.  Another important issue to bring into play is that most people who are infected with HIV do not know it.
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Working in partnership. In most instances, it is in partnership and working in compliment that we can have the greatest successes.  In the United Nations System, the Joint UN Programme on HIV/AIDS (UNAIDS)
 is an unique example.  Eight individual agencies, including UNFPA (the United Nations Population Fund), have joined together in a collaborative effort to maximize the UN support to countries to positively impact the epidemic.  Within this partnership, UNFPA has identified its comparative advantages and defined its strategy: Prevention of HIV infections (in the context of protecting the reproductive health of men and women) with a focus on young people, pregnant women and condom programming and emphasis on supporting the establishment of an enabling environment including through gender equity, human rights and cultural sensitivities. For UNFPA, population issues and reproductive health and rights have provided natural entry points in which to address the sensitive issues around sexual transmission of HIV and how transmission can be prevented.
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Leadership and commitment have often been put forth as one of the single most important factors to ensure success of HIV/AIDS programmes and interventions.  In 2002, the Ottawa Commitment was endorsed at the International Parliamentarians Conference on the implementation of the Programme of Action of International Conference of Population and Development (ICPI/ICPD) declaring that Parliamentarians were committed to “Generate the political will needed to develop and integrate HIV/AIDS policies into national reproductive health policies and implement national action plans; enact legislation to ensure respect for the human rights and dignity of people living with HIV/AIDS and AIDS orphans; and provide education and services to prevent the transmission of all forms of sexually transmitted infections, including HIV/AIDS, and to provide treatment for these infections.”
Parliamentarians play a critical role in the response to HIV/AIDS including in the areas of: 

· Policy and law making to ensure the availability and accessibility of prevention, treatment and care information and services and to ensure that an individual’s human rights are upheld.

· Ensuring sufficient budgetary allocation for scaled-up action. It is important to note that scattered pilot testing of interventions will not stop the epidemic.  Parliamentarians can play a crucial role in ensuring that funds are available both from local and external sources to ensure broad coverage of effective interventions. If proven effective, a pilot project should have earmarked resources to “go to scale” at its conclusion.
· Monitoring government action, Parliamentarians are in a unique position to advocate for and take action to ensure affirmative legislation on HIV/AIDS is adopted and implemented
· Mobilizing commitments from other national leaders, Parliamentarians should work with partners in other sectors of government and other national leaders, and promote joint programming (e.g., ensuring adequate prevention programmes in schools through the Ministries of Education an of Health), to take action on HIV/AIDS 

· Providing awareness and promoting AIDS education to constituencies.  Parliamentarians should not underestimate the influence they have on constituencies in educating on HIV prevention; and for providing access to care and treatment.
· Addressing stigma and discrimination to break the silence and overcome social tabors to effectively prevent new infections and provide treatment and care for those affected by HIV/AIDS.
· Addressing issues that raise risk (e.g. trafficking, sexual exploitation, mobile populations).  Acting on factors than enhance the epidemics ability to spread and targeting those at high-risk is especially important where national prevalence is still low.
· Addressing poverty to reduce the risk of infection and planning supportive services for those who are infected of affected by the epidemic.  This is also linked to economic and social empowerment of women including ensuring equitable inheritance laws.
· Foster partnerships with religious leaders, communities, civil societies and the private sector. Fostering these types of partnerships including two-way communication has the ability to amplify messages and actions to combat HIV and AIDS.  For example, religious leaders can repeatedly promote positive messages to a “captive audience” and link positive behaviours and action to cultural and religious beliefs.

Since its inception in 1970, UNFPA has worked with Parliamentarians to introduce legislative reforms; support their active participation in the formulation, implementation, monitoring and evaluation of strategies, policies, plans and programmes; promote resource mobilization and resource allocation at international and national levels; and facilitate information exchange between parliamentarians and parliamentary groups. UNFPA also serves as the Secretariat of the ICPI/ICPD which is held biannually.  UNFPA has also provided support for regional and international parliamentary for a including the 2002 Fifth Conference of African Women Ministers and Parliamentarians.  In the Asia and Pacific region, UNFPA is partnering with AFPPD, IPPF, and AIDCOM to strengthen evidence-based advocacy of programmes and policies to assist governments in addressing HIV prevention, particularly in the context of reproductive health focusing on young people and pregnant women, with emphasis on gender concerns and reduction of stigma related to HIV/AIDS.
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In countries and situations where the epidemic is in early stages, there is a vital need to expand activities that focus on people 
most at risk of infection. At the same time, there must be awareness raising initiatives for the general population.
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� Figures are from the World Population Prospects, The 2002 Revision, United Nations Population Division. Estimated decreases in fertility rates assume access to family planning services.


� UNAIDS is a strategic partnership of 8 UN agencies (UNICEF, UNDP, UNFPA, UNODC, ILO, UNESCO, WHO and World Bank) along with a Secretariat. The global mission of UNAIDS as the main advocate for worldwide action against HIV/AIDS is to lead, strengthen and support an expanded response to the epidemic. This response has four goals: to prevent the spread of HIV; to provide care and support for those infected and affected by the disease;  to reduce the vulnerability of individuals and communities to HIV/AIDS; and to alleviate the socioeconomic and human impact of the epidemic. 





 


� Guidelines are available e.g. “HIV/AIDS and Human Rights, International Guidelines, Revised Guideline 6: Access to prevention, treatment, care and support” UNAIDS, UNCHR, 2002
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Percent of Individuals at Risk with Access to Selected interventions – Global 2001
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Strategic Programming Framework for HIV Prevention
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This is global framework and not to be fully implemented in every country. I will focus on the three core areas.
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*   The proportion of adults (15 to 49 years of age) living with HIV/AIDS in 2002, using 2002 population numbers 

**  Hetero: heterosexual transmission – IDU: transmission through injecting drug use – MSM: sexual transmission among men who have sex with men

Source: UNAIDS
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HIV/AIDS is affecting life expectancy

Life Expectancy

(Source UNAIDS)



Slide 21.  Life expectancy rates describe how many years, on average, a person born in a certain year can expect to live.  

In  countries with high rates of HIV infection, life expectancy rates will go into free fall and by 2010 will sink to pre-1960s levels.

For example, in 1955 people born in Botswana could expect to live to the age of 43.  By 1992, this rose to 65 years, reflecting years of government investment in social services. However, by 1995, life expectancy had dropped to just below 52 years as HIV/AIDS started wiping out hard won development gains.  By 2010, life expectancy  is expected to drop to 33.4, almost 11 years lower than 1955 levels.  

In countries where HIV has infected more than 1 in 10 adults, children born in the year 2000 can expect to survive, on average, to the age of 43.  Without HIV, these children would have enjoyed a 60-year life span.



Sources:

1955 and 2010 rates from Children on the Brink.  All other rates from UNDP annual Human Development Reports.



Susan Hunter and John Williamson.  Children on the Brink: Strategies to Support Children Isolated by HIV/AIDS. USAID.
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