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REPORT ON INTERNATIONAL STUDENTS’ SEMINAR ON HIV/AIDS ISSUES
HIV and AIDS In My Country — Chalienges and Responses
20" December, 2006

INTRODUCTICN
On the 20" of December ISST held the second in its series of seminars for international students
in Bangalore on the topic ‘HIV/AIDS In My Country’ -~ Challenges and Responses’,

The international student community in Bangalore represents a diverse mix of countries from
Africa,” the Middle East, former Soviet republics and india’s neighbours. The seminars are
organised around issues proposed by the students themselves. The idea behind the seminars is
to build solidarity and understanding about the common problems that face our countries and
benefit from the sharing of varied experiences,

The topic of HIV and AIDS was particularly refevant for the students because it is the 15-24 age
group that is at the highest risk of the disease. Over 50% of new infections occur in the under 25
age-group - a breakdown of 8000 youth infected every day and one every 15 seconds.

The seminar was preceded by a half-day workshop for the presenters on HIV and AIDS held at
the ISST office by Dr. Meera Pillai. The workshop sought to discern levels of knowledge and
discrimination among the presenters and ensure that prejudices were revealed as such and
sensilivities heightened.

The findings of the workshop were interesting...

The schedule for the seminar included 7 presentations by international students from
Afghanistan, Sri Lanka, Turkey, Sudan, Fiji, Uganda and Bahrain, one presentation on Indla by
Ms. Asha Ramaiah, a prominent AIDS activist, and a presentation by Ms. Sonia Kandathil, an
AIDS scholar and consultant with amfAR (the Foundation for AIDS Research), on New
Technologles for HIV and AIDS Prevention.

SESSION 1

The first session of presentations featured presenters from Afghanistan, Sri Lanka, Turkey, India
and Sudan, and was chaired by Sonya Thimmaiah, Programme Associate, ISST.

Presentation 1: Jawed Nader — Afghanistan

Jawed Nader's presentation was a sobering narrative that showed how conditions in a war-torn,
conflict-ridden state make it extremely difficult to mount a significant effort to combat AIDS. Jawed
began his presentation with a poignant quote by a young prostitute in Kabul, evoking the similarity
between death and the kind of life she leads. A pertinent quote by a Senior Planning Officer,
stating that when Afghanistan has the highest maternal and infant montality rates in the world,
poor basic health facilities and a chronically malnourished popuiation, AIDS is not a big priorify,
indicated the stand of the current government. Jawed explained that although the prevalence of
HIV and AIDS is still low in his country, Afghanistan has several factors that make it high-risk in
terms of HIV and AIDS, such as low literacy levels, drug use, lack of women's rights and a basic
health system. He said that the government has taken some steps towards combating HIV and
AIDS by putting together 5 year and annual AIDS action plans, and they will hopefully be
implemented and AIDS will not add to Afghanistan’s critical concerns. Another striking statistic
Jawed presented just prior to his presentation coming to a close was that 80% of the health
facilities in Afghanistan were currently being provided by NGOs, underlining the fact that donor
agencies have a special responsibility to Afghanistan,
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Presentation 2: Nizla Naizer — 8ri Lanka

Nizla Naizer's presentation on Sri Lanka revealed that the country has a very low prevalence of
HIV and AIDS. This coupled with the high literacy rate puts the country in an advantageous
position to combat the spread of the disease. However, it was interesting that despite the high
literacy rate, awareness levels of HIV and AIDS were low. Nizla elaborated on several risk factors
that needed to be addressed, chief among these being low condom use, the ongoing ethnic
conflict and commercial sex tourism, specifically the ‘beach boy’ phenomenon. She then talked
about the government response which had been and continues to be proactive - with the
inslitution of national programmes on HIV and AIDS prevention and national campaigns to spread
awareness about the disease. She revealed that NGO work in HIV and AIDS had been very
limited and fargely uncoordinated. She ended by providing the audience with a glimpse of a
prominent HIV and AIDS spokeswoman, Dr. Kamalika Abeyratne, who had recently passed
away, with a quote by Princess Diana decrying ignorance of AIDS, and with an exhortation to
‘Spread Prevention and Stop AIDS!.

Presentation 3: flker Gakin — Turkey

[Iker Cakin’s presentation on Turkey, the only European country that was represented on the day,
ilustrated the advantages that a good health care and education system can make {o combating
HIV and AIDS. Although only a small percentage of the population has contracted the virus (3700
people out of a population of more than 71 million), levels of awareness are extremely high, with
over 99% of women who have been to high school and higher aware of HIV and AIDS, He
mentioned that the government has also initiated a coding system to protect patients’ identities
while reporting infections, A National AIDS Commission was established in 1996 and a National
AIDS Programme adopted in 1997. Another interesting fact that emerged from his presentation
was that close to a quarter of all patients with advanced HIV infection received antiretroviral
combination therapy — an indication of Turkey's advanced nation status. flker went on to say that
Turkey being a candidate country for the EU had given a fillip to its fight against AIDS as
neglecting the disease would negatively affect its candidature. The government spends around
78 million dollars annually on AIDS monitoring and prevention programmes. {lker ended by saying
that Turkey cannot afford to be complacent as there are some risk factors that cannot be ignored,
such as the rise of injecting drug users and the liberalisation of socio-cultural norms with
increasing tourism.

Presentation 4: Asha Ramaiah - India

Asha Ramaiah's presentation focused on improving the quality of life for people living with HIV
and AIDS in India, drawing from her background as founder of the Karnataka Network of Positive
People and her current role as a National Advocacy Officer for the Indian Network of Positive
People. She started by saying that she is HIV positive and has been for over 10 years, and has
not contracted AIDS despite not taking ARVs or treatment of any sort. She talked about the
countrywide representation of INP+ and the different groups that made up the network, She
detailed the issues that the members of the network faced on a social, legal and political level,
She made powerful point that a lot of people are dying not from HIV and AIDS but from stigma
and discrimination. She specifically mentioned the medical communily as being discriminatory
and lacking sensitivity and awareness with regard to HIV and AIDS. She advocated integration as
an answer to the discrimination faced by HIV and AIDS affected people. She ended by outlining
some the broad strategies the network has formulated to combat these issues — advocacy,
network building and service delivery — and the initiatives under each of these strategies that are
currently being implemented.
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Presentation 5: Hani Mchamed Qasim - Sudan

Hani Mohamed's presentation reflected the general sentiment prevailing as a result of the conflict
in Sudan and was titled ‘The Dark Future of Sudan’. Sudan has the highest rates of HIV and
AIDS prevalence in North Africa and the Middle East, and this is compounded by extremely high
levels of social stigma and discrimination. A critical point Hani highlighted in the battle against HIV
and AIDS was that although close to 85% of the population in a certain region of Sudan had
some knowledge of the disease and the virus, most had misconceptions. He said that the current
impact of the epidemic was unclear and that although figures exist, most come with caveats.
Another exacerbating factor in the spread of AIDS and HIV has been the conflict in Darfur which
has seen rape and sexual assauit become widespread, and it is believed that a commercial sex
network has sprung up around the African Union peacekeeping force. Hani cautioned that with
Sudan emerging ravaged from two decades of civil war, the AIDS and HIV threat has the
potential to be even more devastating than the civil war, He said that the government had taken
some steps towards combating the spread of HIV and AIDS, such as the establishment of non-
medical programmes through targeted awareness campaigns that work with community groups,
religious leaders and local officials, but the war was the priority — nothing else. He ended with
some statistics of HIV and AIDS prevalence in Sudan,

SESSION TWO

The second session of presentations featured presenters from Fiji, Uganda and The Persian Gulf,
and was chaired by Dr. Meera Pillai, Senior Consultant, ISST.

Presentation 1: Torika Nyanga — Fiji

Torika Nyanga's presentation revealed that the prevalence of HIV and AIDS in Fiji is not high.
The country has a population of under one million people and WHO/UNAIDS estimate that there
are around 5000 people living HIV and AIDS, Torika went on o say that while the number may be
small, there are several risk factors that could precipitate an HIV and AIDS epidemic if altitudes
and policies are relaxed. These range from high incidences of other STis and teenage
pregnancies, cultural behaviour that includes considerable extra marital sex, especially by men,
and sexual violence to a large tourism industry and high incidences of drug and substance abuse.
She went on to say that the national response has been good, with the government instituting a
strategic plan for HIV and AIDS, launching treatment options and opportunities for PLWHA, and
that, in general, there was high leve! support from political, traditional and religious leaders. She
ended with an invocation of the World Aids Campaign slogan, ‘Stop AIDS - Kesp the Promise’,

Presentation 2: Byomuhangi Kay Pontian - Uganda

Byomuhangi Kay’s started his presentation with a look at the history of the disease in Uganda, a
country that has had remarkable success in combating HIV and AIDS. He said that Uganda's
highest recorded prevalence was 18.5% in 1992 - a number that has since dropped to 6.4%, Kay
spoke about the magnitude of the epidemic in Uganda saying that it had claimed over half a
million lives and that there were currently over 1.4 million people living with HIV. He moved on to
the impact of HIV and AIDS on the country - on the health sector, civil services, agriculture sector
and at the household level. He discussed the reasons for Uganda's success in bringing down
rates of prevalence, chief among them being President Yoweri Museveni's commitment and
support. He went on to detail major interventions through vigorous pursuit of the ABC mode of
HIV and AIDS prevention, including the establishment of the Uganda AIDS Commission to
coordinate a multi-sectoral approach to prevention and control. Kay proceeded to list some of the
achievements of Uganda’s approach, from an increase in condom use (from 7% in 1989 to 42%
in 1995 in urban areas in the high-risk 15-24 age group) to engendering behaviour change by
increasing the mean age of first sex contact from 14 to 16 years. He then talked about current
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shortcomings in the fight against HIV and AIDS, and reactions to America’s tied-fo-funding
emphasis on Abstinence-only programmes, which led to a national shortage of condoms in 2005.
He warned against complacency and said that recent statistics show that rates of prevalence of
HIV and AIDS may be climbing again. He ended by proposing the way forward which included
multiple approaches and focused interventions for high-risk groups, and the need for new
sirategies to address new challenges.

Presentation 3: Haithem Ali Saleh — Persian Gulf

Haithem Ali's presentation began with an introduction to the regions that comprise the Persian
Gulf — Bahrain, Kuwait, Qatar, Saudi Arabia, Oman and the U.A.E. He said that when the first
case of AIDS was reported in 1989 the reaction was one of finger pointing and condemnation. He
used a quote by an influential religious leader to illustrate this reaction that claims that AIDS is
Aliah’s way of punishing the immoral. He said that some of the implications of such a reaction
were increased secrecy, the creation of a national fear and a lack of focus on the important
issues regarding HIV and AIDS. To illustrate how taboo sex is in this region, he said that the first
time he saw a box of condoms was when he came to India, One promising aspect of the fight
against the disease in the Persian Gulf is the robust health system accessible to the majority of
the population. He outlined innovative regional initiatives like the inclusion of sex education in
school curricula and the involvement of religious leaders in the HIV and AIDS battle. Societal
responses ranged from organising marches and workshops to spread awareness and insistence
on blood testing for STis before marriage. He captured the HIV and AIDS prevention efforts in a
series of sflides with snapshots of awareness and prevention activities. He stressed that a
conceptual change was needed for these efforts to truly be successful and that efforts needed to
be focused in this direction. He ended his presentation with a promising quote by a prominent
religious leader exhorting people to learn from the mistakes of those who have contracted HIV
and AIDS and be compassionate to them,

The second session was followed by a question and answer session during which questions were
posed to presenters of both the first and second sessions...

SESSION 3
Lecture: Sonia Kandathil — Research and Programme Analyst
amFAR - The Foundation for AIDS Research

Sonia Kandathil's lecture presented an overview of effective and promising new prevention
technologies to combat HIWAIDS. She staded by stating that the goal .of behavioural
interventions is to initiate behavioural change in terms of sexual activity as well as drug use. She
talked about the different types of interventions and said that meta-analyses have shown these
interventions to result in an up to 40% reduction in risk behaviours associated with the spread of
HIV and AIDS. She briefly explained the ABC approach and the shortcomings of an abstinence-
only emphasis. She said that studies had shown that girls who had taken virginity pledges.were
actually indulging in riskier sexual behaviour than girls who weren't. Sonia moved on to detailing
the methods of prevention, beginning with male and female condoms, which are currently
estimated to be the most effective means of protection against HIV and AIDS, and it was striking
to hear that the latter are actually marginally more effective. She spoke about methadone
maintenance as a sirategy that's proved effective for drug users. She then proceeded to talk
about bio-medical interventions like STI Management, the use of ARTs, Post Exposure
Prophylaxis, Pre-Exposure Prophylaxis and male circumcision, and revealed that the last
intervention can actually reduce the risk of HIV by more than 50%.

The other interventions that Sonia explained were vaccine, microbicide and social/structural
interventions. As an example of a social intervention at the policy level, she elaborated on the
hugely successful Thai 100% Condom Use programme, which was able to effect a decline in the
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HIV incidence rate from 3/100 person-years in 1991 fo 0.3/100 person-years in 1993 and an
increase in condorn use with sex workers by 32% between 1991 and 1985. She also talked about
syringe exchange programmes which have been shown to be very effective without increasing
drug use, contrary to popular misconceptions, and mentioned economic empowerment of women
as an indirect intervention.

tn conclusion, Sonia stressed the point that all of these interventions when used in combination
are likely to produce the best results. She followed this with some statistics on the estimates of
access to effective interventions for at-risk populations and the numbers showed that there was a
tot of work to be done in terms of scaling up as only very small percentages even had access to
these programmes. She also stressed the need to increase and education to combat stigma and
discrimination. She ended on a positive note by saying that as she had detailed, there was a
great deal of evidence for prevention efficacy and that an integrated, comprehensive approach
reflecting local solufions was a promising way forward.

The third session ended with participants breaking for tea. The participants reconvened post-tea
and a question and answer session followed...

Ms. Grace Fernandez from ISST delivered the Vote of Thanks that brought the seminar to a
close.
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INTERNATIONAL STUDENTS' SEMINARS ON CURRENT ISSUES:
A CONCEPT NOTE

In recent years, Bangalore has seen more and more international students, many of
them from other developing countries and the independent republics carved from the
former Soviet Union, who come here to take advantage of the numerous educational
institutions in the city. Among the countries which have sent students to Bangalore are
Thailand, Vietnam, Indonesia, Sri Lanka, Yemen, Iran, Morocco, Uganda, Kenya,
Kyrgyzstan, Uzbekistan and Tajikistan. Almost all these young people are extremely
motivated and committed, apart from being very bright. Many of them are here on
scholarships and fellowships.

These students constitute a potentially rich set of resources on which our community
can draw, adding more vibrant skeins to Bangalore’s already vivid multicultural tapestry.
It would be good to explore in what ways we can share and enjoy the information, skills
and strengths these young people can bring into our community, while simultaneously
building relationships with them that would make their experiences as students in India
more valuable to them.

As one effort in this larger endeavour of proactively appreciating this group of
international students in our community, the Institute of Social Studies Trust (ISST) is
organising a series of panel presentations which highlights common issues affecting our
respective countries. These presentations would also simultaneously showcase the
skills, resources and opinions of this diverse student body, and introduce them in a
positive way to the larger Bangalore community.

The Institute of Social Studies Trust is a non-profit organization involved in several inter-
related issues of research. It is headquartered in Delhi with an office in Bangalore. Our
research projects are geared to working closely with grassroots groups (particularly
women’s groups) in identifying information gaps, conducting research, and using these
strategies to bridge the gaps between research, action and policy debates. In particular,
we have focused on studies relating to public health, recognising women’s work and
making women’s contributions to the economy visible, strengthening local governance,
and training grassroots practitioners in governance.,

The themes for the series of seminars we are organizing are on issues which are
currently of importance to several of the countries, particularly developing countries,
represented by this student body. Having such presentations would, we feel, build
solidarity and understanding about the common problems that face our countries, the
differences related to these problems from country to country, our differing responses to
these problems, etc.

The benefits to international students from paiticipating In this venture are:

= Doing basic independent/assisted research on a topic of interest

= Honing presentation skills

*  Working on a collaborative project with highly motivated and exceptional
students from other academic institutions




* Exposure to the larger community through these presentations
* A piece of work that the student can use towards the building of hisfher resume

ISST also issues certificates of participation to students, which might help further their
educational and career goals.

The first seminar in the series was held on March 18, 2006, and as a follow up to
International Women's Day, the theme was “The Status of Women in My Country”, Nine
international students made presentations, at the end of which there was a lively
question and answer session.

The second seminar in the series will be held on December 20, 2006 as a follow up to
World AIDS Day, on the theme of ‘HIV/AIDS In My Country: Challenges and
Responses’,

The seminar will be followed by a lecture on ‘HIV and AIDS ~ Human Rights Issues and
New Prevention Technologies’ by Ms. Sonia Kandathil, Research and Policy
Analyst, amFAR ~ the Foundation for AIDS Research.

ISST would like to thank the Indo-Turkish Business Association and the Consulate
of the United States, Chennai, for supporting us in organising this seminar and
lecture.

For further information:

(between Monday through Friday, 10:30 a.m. to 5 p.m.)
Ms. Sonya Thimmaiah/Mrs. Grace Fernandez

ISST, Bangalore

080-25583701

issthan@dataone.in

sonvya.thimmalah@agmail.com




‘HIV/AIDS In My Country: Challenges and Responses’

20t December 2004
Aashirvad, Bangalore

Schedule for the Day

egistration 11-11.30 a.m, Registration of participants
Coffee
15t Session of 11.30a.m. ~1 Mr. Jawed Nader - Afghanistan
Presentations p.m. Mr. Hani Mohamed Qasim — Sudan

Ms. Nizla Naizer - Sri Lanka

Mr. llker Cakin - Turkey

Ms. Asha Ramaiah - National Advocacy
Officer, Indian Network of People Living
with HIV/AIDS

Question Time

C!anﬁcaﬁons and Discussion

Session of

Ms Torika Nyangq Fijl

2-3.00 p.m

presentafions Mr. Byomuhangi Kay Pontian - Uganda
Mr. Haithem Al Saleh ~ Bahrain,
presenting on the countries of the
Persian Guif

Question Time 3.00-3:15 p.m. | Clarifications and Discussion

Guest Lecture 3.15-3:45 p.m. | Ms. Sonia Kandathll (amFAR, The
Foundation for AIDS Research) - HIV and
AIDS: Human Rights Issues and New
Prevention Technologies,

Question Time  3:45 - 4.00 p.m. Clariﬂcaﬂons and Discussion

TEA-4-4.15 p.m

Distribution of

Mr. Ozkcm Soycan (Indo Turklsh Busmess ]

4.15-4.30 p.m.
Certificates Association) & Ms. Sonia Kandathil
(amFAR, The Foundation for AIDS
Research)
Vote of Thanks 4.30-435 p.m. | Grace Fernandez, Administrator, 1SST




The Dark future of SUDAN

The facts

+Sudan is the largest country in Africa and tenth in the
world by area.

+40,187,486: poputation of Sudan (July 2005 EST.).

+ Like many African countiles, Sudan is passing through
a period of crises and CivH war.

*Sudan has the highest rate of HIV Infection in north Afifca
and the Middle East, (LN EST}

« 7 years old child tested HIVIAIDS positive

«A women rescued from a town southern Sudan.

Awareness about HIV/AIDS in Sudan

in Sudan's pimarily Fuskm neith these Infacted with HIV comptain that
they face enoimous sacial stigma and have a difficuit ime getting jobs.
Although 85 percent of those questionad In the eastern aress of Red Sea
were aveare of HIVAIDS, most had misconceptions about it

+ SBudan’s western region of Darfur, home 1o aboul 3 mitlion
people, was plunged into crisis In February 2003,

+ Three yoars of fighting has caused the death of more {han
200,000 people and forced another 2.5 miflion people from their
hemes.




Rape and sexual assaull are videspread In Darfur. and itis
thought commeareial sex networks have been established
ataund lhe 7,000 Afiican Union peacekeeping force, a
davelopment that could fuet the spread of HIV/AIDS.

+ almost 20 years of conflict In seuthesn Sudan, an emerging
HIV/AIDS epidemic could prove 1o be even more devastaling
than the civil war.

. - 350, 00: Estimated number of people living with
Solutions HIVIAIDS

ot

o
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The Governmenl has eslablished a non-medical project alms
to combat the grovdh of HIV/AIDS thiough largeted awareness 1.6%: Eslimated percentage of adults (ages 15-49)

campaigns that work vith communily groups, religious leaders fiving with HIV/AIDS.

and local officials to increase awareness.

s

180,000: Estimated number of women (ages 15-49)
living with HIV/AIDS

2+ 30,000: Estimated number of children (0-14) living
with HIVIAIDS
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b
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34,000: Estimated number of deaths due to AIDS

o
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Fiji The Way The Worl
Should Be

e Localion:-Qceania Isfand eroup in the South
Pacific Ocean about two thind’s of the way
{from Hawaii to Ne:b,.& land

@ Languages: English (Oflictity,, Fijion .
Hindustani

@ Retigions: Christinn (32%)Hindu
(38%). Mustim(8%),Others(27%)

& Ethnic Groups Fijian
(531%).Indians(44%).Buropean-other Pacific
islanders, overseas Chinese (2%)

@ Population: 0.R (million)

Fiji has 229 confirm

cases as of September thi
year

The WHO/UNAIDS Bstimate

that there could be ove 000\
people infected in the cch try

heterosexual activity there
has been only one kno\
case of Intravenous

transmission

The main route of zgtion is

TTHIVAIDS Estimates

Frgues Value Year

F:timated imunbes of |- HKK) Jo0s

HIV ¢pres {Auults and

Clubdreny

Adilts €15 19 Years) |- b0 008 \
Wounen (15 - 39 1] 2004 \
Yeus)

Cluldien - - \
Fsiunrted nnmbes of - |- 100 ) HED

Deaths Thie to ATDS

Ertunsted nemnler of

AIDS crphan




“Risk Factors For Fast
Growing HIV Epidemic in Fiji

e The Ligh wcidence of othe sexmally hansatted Begtions

o The Ioglinesdence of leennge premaies

o The high e dence of dotz et et asce alase

o Themobule popalilien

o Lasge Tenizm inustry

o Colmed] beliving that medndes a considetable ament of extra sioufat
sex pahisnludy by men

& Sewnlviolence

o Lack of teasung for healilwerkers i the aren of STTHIY ‘AlDS

compled with the nezvoe atitinde towads condon ustidnieon

L]

\

The National Response
N

e Hatiznal $hateze phan tor HIV:ATDS 2WKG cnon it
albier stz s, was expected to stengthen policies dpb egislitions on
confrdentiality awd anls-drscimumation in e case adm}x\ew{m

peaple lving with HIV ALDS
Figu fos Lmnchied dzeatient oplions and eppoituty for FLWA

e HIV sutuediovaal dimg treatnent i another mol agenuy tijlatsve
wigel i expectedd tode sengthens) over tuade
Fipt i+ tlie cnly comutiy in e regoa that has privided specatic Lodyy
lines for HEV ATDS and 10076 inecrense fiop $130,000 in 23
L0000 1 28t and $EE00E B S d0 combal HIV

High Level suppost ficin potitical. fraditienal and teliziens leadets

STOP Aﬁ@; EEP THE
PRONMIS




If we die, what does it matter?
If | live, what does it all
) l mean?" Laila, a 26-year old Prostitute in Kabul

HIV/AIDS in Afghanistan

\\> * By. Jawed Hades

Outline

e Country Profile

e important Factors

e State of the Epidemic

e Risk Factors
‘_\-'o__‘l\\fat_ionaf Response

Counfry Profile

Locatlon: Cential Asla, Landlocked and surrounded by Iran,
Pakistan, China, Tajikistan. Tuskmenistan and Uzbekistan
Relglons: Islam 23 %4, Sikh and Hindw 1%
Poputatlon: 25 Milioh
Ethnicliles: Pashton 34 %, Tajik 28 %, Hazata 24 %, Uzbak 7 %.
Fuskmien 3. % and 15 other small minorities {Bloech, Hoorlstand,
_Pashaye)
~Governmenl: islami: Republic
- Lé‘\ngﬁﬁge\s: Parsian {Gari), Pashto, Turk Languages (Uzbehi and
Turknieqi) ather rore than 30 minor languages (Bloochl, Pashaye}
Adminis redlve Divislons: 34 Provinces
Ay

LI

-

Special Factors

¢ Adevastated country by almost 3 decades of
armed confliot since 1978

e One of the Poorest countries in the vrorld
@ Suppression of women's rights for several years

Special Factors

¢ Over 2 million internally displaced persons
since 1978

e 2 million Afghan refugees in Pakistan and
more than 1.5 millien in iran

e,




Special Factors

e [t has a Human Development Index ranking of 0.346
o Lack of secial and health infrastreciure
e One of the lowest lile expectansies in (he world

o ln 2004 Afghanislan became the 191% signatory to the
Millennium Declaration

Risk Factors

e High Numbers of Refugees and Displaced People
s 3.4 milhon Afghians outskie the country
o Central and westen parts of the country host nearly 200,000 1OP
e High Levels of liliteracy
» 12 % of population able to read and wite
» Setting fze to Schools
.. & Competing Health Priorities
« 15,000 Afghan women dying every year from pregnancy-tetated
" Causes
W Ong I four chitdren diss before is fifth binthday
. E::m [esponsa to HIV and AIDS fisks get lost

\\\ -\‘
\.;'_\

Risk Factors

o Injecting Drug Users
o 50000 heroln uses and about 1587% of mafe users Infects the
drug
o Low Status of Women
» Gender Development Index among the lowest
* Extremely low access to health, education, employment, l2gal
and political ights
coo.e folced to 58X work to sSUppart thelr familiss
Latk.of a Health System
— e
‘o‘j}cyt\e shertage of health facifties and trained staff, particularly
feniale ™~
] On??h i of the 44 medical facilitizs that transfuse blcod are able
10 scres) lhe‘b\lood tor HIV infactian

i

AR

State of the Epidemic
e Reliable data on HIV prevalence in Afghanistan
is sparse
Flgures Value Year
'| Estimated Mumbsr of HIV cazes {Adults and
children) =100 2005
Adults {15-49 years) =500 2005
Women (1549} =100 2065
| Estimated number of deaths due to AIDS =100 2005

Risk Factors

"We have the highest maternal morlality rate in the world,
the highest infant mortality rates in the world; we have
unsafe drinking vwater and poor hygiene. Sixly percent of
the populalior suffer from chionic malnubition, AIDS is
just in the eatly stages, and we are doing what we can.
Bul we have to focus on our bigger priorities.” Dr.
Hedayatullah Stanekzal, Senisr Planning Cfficer

Priority Areas

¢ Rebuild the Primary Health Care
System

e Gather Data for Planning and Action
o Implement a Mulli-Sector Response
o Address High-Risk Groups




National Response

Government
¢ National HWV/AIDS/STl-control Campaign
o Incorporation of HIVIAIDS awareness
materials in the school curricula
o NGOs
770 50 International NGOs and about 100 national
- NGOs
o Kéy:Donors
° uﬁlc\g\F.\gNFPA, WHO, USAID, World Bank

Ny
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AIDS — The Arabian Gulf
INTRODUCTION

\\\1\\ A . ‘ \\\g i i :
ALF i AN atlon:
~ ) IDS — Keep the prom}se i greg_fie Population: 37 Million Persons
R AggregRlg Population Denslty: 14 persons per sq km
. "A\ggregate GDP: 590 Billlon USD
h i

AlIDS — The Arabian Gulf AIDS — The Arabian Gulf
Kuwait , United Arab Emirates

o Size of Nagaland
- Population of Mizoram

T
SN . Haiﬁhe size of karnataka
+ Holds 10% of the oll X

reserves Of the world ' one-tel\it[]\PE‘:puiallon of Himachal Pradesh
‘?’;\ + 26% of po'iE\u!atI_pn - natlonals
AlDS - The Arabian Gulf AIDS ~ The Arabian Gulf
Oman Saudi Arabia

RN

N RN i
* The'slze of Maharashtra . Two}l\l_frds\lhe slze ofIndla <~

Y
* one-tently Population of Himachat Pradesh
¢ 260 alrpofi§ - ssven In each city

. Popula\ﬂt\:\n (\:f.‘kerala

* 63% of oli'):\&zse'lyes In the world




AIDS — The Arabian Guif
Qatar

R

. Th\é‘élze of Andaman and Nicobar {sfand

N
» Populatign of pondlicherry
«Top nalurf:\gag exaporter in the world
5

AIDS - The Arabian Gulf
Bahrain

T, l\. ..K‘\‘
« Aliitie.bigger than Pondtcherry
\‘* N
+ Populatigh of Sikkim
« The least th\xed‘.counuy In the world

AIDS — The Arabian Gulf

HIV-AIDS Situation

Estimated nuenbsr of adults and chlldren living with HIAIDS, end of 2003

AIDS — The Arabian Guif

HIV-A1DS Situation

Men-womnsn AIDS Ratto

Counlry Adults [Chlldren | Women |Deaths |Orphans |Percentage
tein | 400 | 600 {1000 | 400 | nfa | 0.35%
B> 1350 150 | 400 | nfa | nla | 0.08%
dmo 71 500 | 200 [ 1600 | 600 | nfa | 0.12%
m‘“""‘i\‘ " . Estimated 27,000 persons 0.01%
omn|1300[\500 [ 1000 | 400 [ 300 | 0.18%

0.17%

ure " Estimated 2,400 persons

3

Country Menhvomen Ratlo | AdultiChitdren eslimate
B ahuain 2:3 Ratio 7:3 Ratio
SR Rl 7:3 Ratio 5:1 Ratio
. [€n | G2 Ratio 10:1 Ratio
ﬁ;@kﬁabia‘ . nia
omn %\ T 135 Ratio 235 ratio
ve | nia

AIDS — The Arabian Guif

FIRST
INCIDEN

AIDS — The Arabian Gulf

Fitst Incident eeportad — Bahraini Male -
1039

Putilc Outraged — btade to balisve it's a
punishment from Got

Awakening of the govamments of aH gulf
cotintiizs o the protiem
. Blame on forelgn constuction and Lk
™~ T workers

RN

5\




AIDS — The Arabian Gulf

Initial Re__actions

%\3 TR EWPH

Jgadl 0

AIDS — The Arabian Gulf

Initial Reactions

“ People sin so Allah punishes them for
their sins, If these villains (HIV Patients)
were devoul Muslims, they would have
been spared but it is because of their
imitation of the west and disregard to
islamic good lif thal god decided lo
speed them fo his helk. So If Allah
_doesn't vant them on earth why should

i
e T
¥
~
\\_ Sheibh Aburmessb vahabl
A ‘\ Saudi Arabla

AIDS - The Arabian Guif

implications

Cseation of a pational fear regarding evan
digcussion of £IDS

fncrease in unreported cases and more
Seciecy

Less focus on the Important Issues
regarding AIDS

. T:ogfforts diiven towards the betteiment of
\\\\ * ths Iives of the cuirent patiznts

\\\\\\\ \\x
.,.‘\ N

\

AIDS = The Arabian Guilf
Health Care

» Health care for all
» Coinprehensive Health services

« Technlcal and Einanclal burden governatent
sponsored

» Froo and highly accesslble
+ 40 Doctois per 10,000 poputatlon
"2+ 600 Rospltals with 325,000 Hasplitalbeds

AIDS — The Arabian Guif

HIV-A1DS Situstith

Causes and Reasons {oy spread of Alds - GCC

MAL-HUTRITION DRUGS IAFROFER UNSAFE SEX
HEALTH CARE

33%

AIDS — The Arabian Guif

Causes and Reasons for spread of Alds - GCC
LR 24 ]
¥ -




AIDS — The Arabian Gulf

Causes and Reasons for spiead of Alds - GCC

My 33%

PE%/}E SELL THESE # W

%4 ! N rd
T AN FINE, WHAT AR
- THE CHANCES K
N f\'/ ]/,f_ .
EOHDOMS A
> WHAY

COHDOM
V"“ ]j

Pl g

" BABY HOW \
L YOURL
 DOING

e

nnovative Regional Initiatives

e Specialized treatment facilities opened in
ceitain cities like Jeddah, Muscat ete

e Sex Education included in school
curriculum at the PUC level

e Prevention through Life skills education
~.Eg. Oman

Societal Responses

¢ Organizing of marches and workshops to
spread the issue amongst schools and
Rotary clubs

e Collection of Donations towards the United
Nations AIDS foundations

'."E'fé'iEs_.tabHshment of NGOs for helping the

° Hakm reduction strategies- needle "'NQ\S patients

exchxcsnge methadone treatment e Blodd testing before marriage for STDs
® Tnangular clmlcs AN A
° lnvolvement of Religious leaders \

AIDS - The Arabian Gulf

Picfure speak

Unffg ﬂrab Emiirates and Bahraln pledge mitllfons In stivey
pmjecls and awareness programs throtigh public ads and
notlce boddds N\

Y

AIDS — The Arabian Guif

Ficture speak

Relfg{ous\ader\.» asked to talk about AIDS In Friday gatherings
and preach me:cy towards HIV patlents

§




AIDS — The Arabian Guif

Fichge speak

Volunteer shows a forelgn worker in Qatar of how to
Hse acondom

Workshops conducted in varlous parts of the GCC o
spread awateliess

An AIDS helpdesk establis hed in Dubal Shopping
* “festival fargedng youth In mafls

AIDS — The Arabian Gulf

Fittwe sp2ak

Fubilcatlons tssued in Arablc for free,
This one says “AIDS - Tivough
awareness and profection we can prevent
i~

aug gk g g o B AL1Y api
IS

Qrphaned HIV
children - visitad
and taken to
speclal trips on
Eld

Conceptual change

= Kasstve drive regatding public awarenass

« Davelopment of public heahh seivies faciities for HIV Patlents
+ Tolerance of and Sympathy tewards HIV Pallerds

+ Dotratlons towards findng a cuge

# Support of reglonally imoest affecled areas like Egypt

. I_._é_ﬁs iflnggi peinting and more consirictive action

A

“ The beauty of belng humten Is that we make mistakes
and fearn from thear. An HiV patlent Is most eftena
miman who didn't get 2 second chance. So wiille they
are here with us, let us leam front thelr infstakes and
niake fife worthwiille for them =




| HIV/AIDS IN
, UGANDA

CHALENRES & RESPONSES

Byomuhangl Kay
CMR IMS

SUMMARY

@ Location/introduction

@ History of HIV/AIDS in Uganda
@ Routes of transmisslon

@ Magnilude of the epidemic

@ Demographic indicators

& Impact

® What breught down the rates
© Major Interventions

@ Achisvements

& Shorleomings

e Reactions

@ Way forward
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INTRO

¥ Land locKed country
r Populatlon: 28,195,754
r Age structure:
0-14 years: 530%
15-64 years: 47.8%
65 years and over: 2.2% (2006 esl.)
» Rellgions: Roman Calholic 33%, Protestant 33%, Muslim
1655, indigencus beliefs 18%
» Literacy: age 15 and over can read and vaite
total population: 69.9%
male: 79.5%
femate: 60.4% (2003 est.)

» GDP per capita $1.800

YUCTION

HISTORY OF HIV IN

1982 First 2 cases of Slim disease were
reported

1983 17 more cases of Slim disease were
reparted

1984 Slim disease was confirmed as AIDS.

-The epidemic spread from major towns to rural
population in Uganda.

-To date all districts have reported AIDS.

@ 193¢, Prominent Ugandan musician, Philly Lutaya declated putiicly
that he had ADS {19 Afiican)

@ tiganda's highest recorded prevalence was 18.5% in 1992, and
30 5% among pregnant women, especially in urban argas.

© These have both fallen ta §.4%




Rouﬁ of HIV
Transmis£ién in Uganda.
o Heterosexual ransmisslon accounts for 84%

e Mother io child transmission accounts for 14%
@ Contaminated bloodiblood products
@ Use of unsterilised needles and syringes 2%

® Use of unsterilsed instruments. ]

o 1.9 million cumulative HIV infections have been
reported since the epidemic started.

e Of these 1.4 million are living with HIV.

@ About 500,000 have died of AIDS.

® 120,000 are living with AIDS.

@ Around 6.5% of the adult poputation in Uganda is
HiV infected.

Demographic Igdicators with and
without S in Uganda

@ Population growth rate with AIDS 2.8% and
without AIDS 3.5%

@ Life expectancy with AIDS 42.6 years and without
AIDS 54.1 years.

o Crude death rates with AIDS 19.0% and  without
AIDS 12.5%.

® Infant moralily rates with AIDS 82.9% and
wilhout AIDS 81.3%.

« Bed ocecupancy fn hospltals
by AIDS patlents rose from
50% to 70%.

+ 60Y% of TB patlents are HIV ¢o-
Infected,

+Increase In Infant and young
child morbidity and
mortality,

» Inciease [n drug purchase for
treatment of opportunisiic
Infecilons and other refated  :
Ninesses.

» Inerease In wotk load tor few
health workers.

Impact of the HIV/AIDS in
Uganda (Cont'd)

{b) Burden on Clvil Services
e Labor and human capital is severely affected.
@ Reduction of life expectancy s 24

@ Increase In expenses to meet funeral
expenses burial, coffins, transport}

& Time lost by civil servants to care for the sick
with AIDS, attend funeral ceremonies.
@ Increased number of orphans.

e No productivity in terms of labor, poor
output, poor Income and poor GDP.

Impact of the HIV/AIDS in
Uganda (Cont'd)

{c } Burden on Agricuiture

@ Redugtion in farm fabor, reduction in agricultural
praduction.

e Reduction in yields, no sales.

@ Risks of reduced food security.

{d) Burden at the Household Level

® Increased poverly at household level.

@ Economic losses at the households level arising
from increased expenditure on the sick.

o,

.

s,



What brought dd

“Fop Politicat commiment from Brest
has been strongly demeonstzated.
CGpenress about the epldemikc
Vigoreus pursutt of the ABC mode of HIV ptevention, decentralization.
interratienal resources.
invotzement of women and yeuth In gevernance, and aclidsm by people
tiing with HIVIAIDS.
Establishment of Uganda AIDS Commisskon (1992) to cocidinate
muftisectoral approach to HIVAIDS prevention and contred thiough:-

tJoint Planiing

il Jolnt menitering and evatuation

il Information skaring

nt Yoeer Musavent and support

What hastbeen done?

(PIERGRIAL)
conpomb e]AWARENESS |

What has been done?
RENESSIOPENNESS

- PO TR E
o OF A P §
v N A P .

Major Intervgntions:

{A} IEC initially focusing on Awareness but now
has strong elements of behavior change,

@ Social mobilization of the pdlitical and
administrative system.

@ Mass campaign at the grassroots.

@ Establishment of Health Education Network
(HEN) in ali the districts in Uganda.

Major Interventions: (convd)

@ Peer education in post primary and tertiary
institutions.

© Material development

@ Training module development on the
behavior change process.

@ Condom Promotion,
@ Establishment of Netwaorks of PLWAHs.

Major Interventions: (Cont'q)

(B} Improved Laboratory and Blood transfusion
Services.

(C) Care and Support

@ Establishment of continuum of comprehensive
care.

@ Avaitability of diugs for treating opportunistic
infections.

@ The introduction of the UNAIDS Drug Access
Initiative and the MCTC of HIV prevention
intervention.




Achiewvements

{a) General _

@ Capacily of the Uganda Virus Research
Institute (UVR1), Nafional Blood Transfusion
(NBTS), Joint Clinical Research Centre (JCRC)
have been built and strengthened.

(b) Declining trends in selected antenatal
clinics In Uganda.

Achievements (conrq

{c ) Decline in HIV prevalence amongst
STD chinics,

(d) Behavior Change indicators:

@ Mean age at first sex contact rose from 14
years to 16 years.

@ Reduction of sex with non regular sexual
partners from 52.7% to 14.1%.

@ Knowledge of at least 2 methods of HIY
prevention is between 70%-80%

Achievements (contq)

{e} increase in Condom use: From 7% in 1988 to
42% in (1995) for most urban areas apong the,
young age group {15-24 years). And '_ﬂfe_ase iny
condom use with casual pariners by lgen to 84%
in 2002.

{f) Invalvement in research e.g. The vaccine trial.

(9) Introduction of Voluntary Counseling and
Testing (VCT) Services

Out Standing SHortcomings:

1. Limited studies on the cutture of communities
and on behavior change.

2. Remote areas not effectively reached by radio
transmission in addition to the limited access to
health facifities.

3. Inability to avail ARVs to AlDS patients.

4, An estimated $600m is required for freatment
and prevention of HIV/AIDS in Uganda over the
next five years. However, experts are worried
over the souice of funding.

REAATIONS

8 {n 2005 Critles accused the US of encouraging a shift ln Uganda's HIV
pievention pollcy lowards promotlng abstingnce only, and away from
piomoting condoms. A severe natlonal condom sherlaga was repoted.

L}

Some workezs, activists and scholais agree, saying the abstinenca
appicach pushed Info law by U.S. rallglous conservatives has
transkated poorly lo Afrfea. Tha Chulstlan doctiine of abstinence, they
say, ks a concept that doesi'l ahways tesonate Inlzaditfonat Afiican
cultimes and s therefora stalling effoits to save lives.

© But ABC advocates point to Uganda wheze, beginning in tha early
19305, President Yowstl Museventiaunched a soclsty-wide offensive on
the ¢p¥lemic, which at that lima Infected 15 percemt of adults, Tenyears
later and with ABC pregramming frmly entrenched, the infection rate
diopped to § percent.

What has happgned? Why are the
earlier strategi@sinot working now?

¢ RECENT reports have indicated that BRIV infection levels
cotld be rising in Uganda. Yet Uganda Is one of the few
cotntries thal registered significant declines of HIV
infeclion rates in the past,

© There has emerged a problem of complacency in the
AlDS programime as vell as among Ugandans. We have
taken the progress so far achieved for granted.

© It is afso believed that it is more difficult to reduce
infeclion rates when lhey are lover, This means Uganda
ngeds more efforts and resources now more than ever
before.




@ Condoms wotk and they need to be promoled afongside
ather appreaches.

@ We need focused interventions for the vulnerable and
high risk groups tike the youth, viomen, inteinally
displaced people and prostitutes.

© Tie 2005 HiV survey by the Minisiry of Health shows that
the current drivers of ihe epidemic are in Uganda. For
instance, maried couples and sich women viere found to
ke at high risk. Mew slrategies are needed to address
these news challenges.




The first time to meet with HIV/AIDS in Turkey

HIV / ATDS in Turkey
S e T The tirst case of HIV
The challenges. responses...

by the end of 2004, 3 tol
identificd. The rate of in
IV AIDS cases has beg
last three vears (about
the estimated prevater
of over 70 million,

o was reported in (983, and
922 cases had been

or the reported mimber of
or fess constant over the

I new eases annuallvy wnd
ses out of a popukation

Fast (acts about HIV/ATDS in Turkey. .. Fast facts about HIV/AIDS in Turkey. ..

o Asrepaded by the NEOH. 317 cases were in the 1524 age group GLL
were 25-34 nge proup, 497 mthe 35-42 age group. and fess than 50

o According te the statisties provided by the Mumstey of Health ¢hFOHD, o the G-14 age grovp
the main route of Lansmissson 1= through heterosexual sex tover 30%0) + Among the reported HIV-positive and AIDS cases, males belween [3
followed by men having sex with men (SR ) at 325 and 1w drug and 39 vears of age appear {o be at hughest riske [n 2004, soughly 143
users (DT at 6%a of reported infections were i wonien

+ Sex work can be censidered as amagor drover for the epidenuc and sex s
workers fomm a sizmfreant portion of the viluerable pepulations ;5:

+ Swce 1994, a coding system has been utihzed to keep the patzent’s =
153
identity anonvmons white reporting the HIV infections in Turkey. i
“
L}

LR} mferas I

The Listory of HIV / AIDS related issues in TURKEY What about the awarcness of Turkish people?

8% 6F eveL-amanad wotnen have heard atont HIV-ARDS ant fo-thund= of the
wonten Lelreve that there i away to avord HIV AIDS
Sinee 1994 3 coding svstean has been utilized to keep the patient’s

wlentity anepyenous while reporting the HIV 1atections in Turkey The proportion knewing abent HIV-ALDS 1= dece i &5 only for the yonngest age
. ) . Rk : aony of ever-mataed wonen {770y, for all wlher age gompe, knowledze of HIV-ALDS
The National ATDS Comausstan (MNA L 2 mulli- sectoral body was 1= close to T

establphed m 1996

In 1997 NAC adopled a Nitional AIDS Progeam <Fvet-martied women Livug tn nibag paeas are more Enowledzealls abont HIV AIDS

. N i Wi hew oual coterpars
The third Steategie National Action Plan. for 2008 2010 & under
preparation hy 1AL Half of Use women bvang sz rmal
arers do oo bebeve that there is
away to avesd HIV ARDS

»

Fipna i v chace crHeT 1ct FIVALE Ky M3t 7 fopT DS bd ey 2002




The general information, fast facts

Name: Repyb nhuriyeti)

Foundation:

Population:

* ; 5]
Governmeni Type fentary democracy

Health Organizations in Turkey...

Tuikev syends 6.6 %o of GIP o headth, whule the FULS apen 88 % Totad
government expenditace on health avconts fot 1390 of the fotaf govenument
expenditize, whatt it teprecented F7 2o of FUIS

v TFhie hestih care senice i Thskex 1e provided by publie, quasi-pubdic,
private and philanthropic crgnuzations

The Menistry of Diefense ewns 42 hospatals for the yse of nulitary
persennzl and their dependants, providis ! g
postaraduate raming for nufstary medica :
The pumber of physicians and surses pe
137 aund 233 gespectively. while an BUX
on BULS were 356 and $18 :

People in Turkey

Population 717060018

Population Growth Rate. 1 3%

Religions 992k fustim. 12 eCthers i

Mediap Age 27.3 years




What about the awareness of Turkish people?

The level of edneation 12 closely rebited to bnowledze of BIV-AIDS Afmost 2
ever mnued wonen with vecenday ot bigher edieation hawe Jieazd of

HIV-AIDS, wlle thas e declngs to 6396 iy women with bess
edacation

. T reoer,

% rorer-Hes bea T ol A G B By 0N

What about the awareness of Turkish people?

Pereentage of people with alvanced HIV intectton receving
anliretoviral combingtion therapy has increased from 72,376 w 2003
to 23,55 in 2064 for females and Trom 2270 10 2003 to 26%5 m 2004
for males

Priveriap of propht wib oivanced HIV infaction receivia anteHrovies
COTZAATN RSy

Fema'es Maes
Famass Yasy
[Ty 23 w17
Bt 238 B

Ffqura 10: % of pacpin wth adanced BV infegtion recefrng sntrrodral combinalen thermpy.
Sgnroe HGH

The NGO's combating against this discase in Turkey

v The BU and the Global Pund ase e mon leners for HEV actwittes i Prakey

o Ulnjeef

o dderee, proveding Young genetation an uiteundion phitfen to ey and be
avcare of this derearz

» UNAHK

4,

5 ACARY) WL, |

Young Turkish generation & AIDS...

¢ Women and yenng people ase not given e appropriate fnwledge to puefect
thenireboes frosn HIV

v Seme of the frctars tat contulute to the mcrease of HIVAIDS in Tukey melude o
yorug popnlrtion, many of whom ate s sually active, wafaiate buowledze
Aot rexmally ansmied dise ases wakes e wore wolneaable to BV wfection

. T the voung gengrakon 1< Inckiee than the previsns ones dne da aceesang 1he
negessuy il vilatly Doportant inforation atont AL With the Lielp of
globalization, they age altected magend way fiow Incepean Galubies wha are
Ativing o edueate the candidate comnlites for EU

The precautions the government and NGO's is taking

. DUs [ ndivedual drug users have been identetied as farget groups
in HIV-AIDS prevention programmes that will be implemented
between 2003-3007 in Turkey,

+  STIYAIDS controf programme mn Turkey noaitoss FV infection
throngh $1 Provineral Health Directerates (FHDY) eount ry-wide that
are geographzeslly distributed 4o represent Al pasts of the countey

« A new siralegiv action plan 1s being developed for the years 2006-
2010 emphasizing miore on the nutlennium development goals

v Ameount of nattonal funds disbursed by govemments is around

$78.(}00,0{)U annualiy.

+ Mloreover, HIV and Al rescarch protocols tavalving human
subjects are reviewad and approved by ethieal review commnuttes of
MOH of related healtk centers™ ethweal commuttees.

The threats for Turkey aboul the discase. ..

+ Despite preventive efforts. the number of HIV/AIDS cases 1s.on the
fse and HIVZAIDS s becoming challenge tor Turkey

Py

Injecting drog vse 1s also on the nse

Socie cultural nanns are being increasingly hberalized besanse of
tourisot i Turkev”

+ Also, many Furkish people work outside of Turkey

Annmally, Tuckey receives approxumately 24 nublion forergn visitons
O1f these. roughly '+ come from Bastern Burope and Newly
Independent States (NES ) countsies, & nuunber of them with
concenteated HEV AIDS eptdenics




Major challenges faced i1 Turkey about HIV/ AIDS

a) Because of the young structure of the population there 15 a need to
oung peaple

3 need for effective strategies
nercial sex workers, men haviag
i}

intensify on prevention amon,

b} Recognition and apprecisg
among high risk grovps su
sex with men. ITRTs and st

¢} Soppoat aied care mecdsntams Lare mntlicrent

d} Theve s need to establist noitota and evaluation

mechiansn o oversee e nati

Lle to track the fonds for

¢) Fhere 13 a nead to a elional

HiV

) Fisurigg bolance m e distnlauteon of
health perscanel a5 a chaflenge
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HIV/AIDS and Prevention:
What is the Evidence?

COverview of Effective and
Promising HIV Prevention
Interventions
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Behavioral Interventions

Goal:

* To change behaviors to reduce
visK of HIV infection by
delaying onset of intercourse,
reducing number of sex
parthers, increasing condom
use, reducing or eliminating
drug injection and/or sharing
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wefaininsameladakh ~faalne

drug use equipment.

Behavioral Interventions

Types:
= Individual, couple, smail group
counseling

+ Information and skills-buikding
programs

+ Peer and network interventions
to change social norms

* Social marketing & mass
conimunications campaigns

Behavioral Interventions

Findings:

* Meta-analyses have found that
such interventions have resulted
in 0% to 40% reductions in risk
behaviors associated with HIV
transmission and acquisition
among different population

groups and exposure categories
(See JAIDS, 2002, Val. 30 S).




HIV Prevention Paradigms:
Science vs. ldeology

Puhlic Health Sclence ideology

«Delay onset of sextial — v Ahstaln from Intorcourse
Intercourse until heterosexual

marriage

+Haducoe numbar of sex C’) « Be Hfalthiul™ within
partners heterosexunl marrlage

siise condoms |:> + Uso Condoms as last
consistently resort

Condoms |

« Male, latox ceftdoms are
80% to 95% effactive in
recuchig the risk of HIV
fransnisslon when used
conslstently and correctly
(NIH, 200¥; Hearst & Chen
2003; Weller & Davis
2004; Holmes, el al. 2004).

+ Feinnle condoms are
astimated 10 boa helwaen
942 aid 87% eflectve in
reduchy risk of $TI,
Incheding HIV,
transmisslon when used
eonslstently and commactly
(Prussel, el al. 1994).
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What’s Wrong With Abstinence-
Only?

* Not evidence based; has no
proven effectiveness

+ May be harmful

 Stigmatizes and dehumanizes
LGBT

(D Kirby 2001 41 Gallant & E tMaticka-Tyndalfe 2004; N
Kim et al. 1997; J Santelli et al. 2008}

Voluntary Counseling & Testing

« Data are mixed on whether VCT
reduces risk hehavior and HiV
infection (vemnardt ot al. 1999},

« VGT may be effective in reducing risk
among sero-discordant couples.

« VCT may he effective in reducing the

nurmber of non-primary partners (Merson
ot al, 2000},

» But, VCT utilization remains low
in high prevalence communities.

Drug Addiction Treatment

» Methadone maintenance can be
an effective HIV prevention
strategy.

+ One study found that IDUs in methadone
traatment program were 6 times less
likely to acqulre HIV infaction than IDUs
hot in treatment {3.5% seroconversion
vs, 22%]} (#etzger, et al. 1993),

« Auothar study found at 36 months, 8% of
IDUs in treatiment and 30% of iDUs not-
in-treatment became HIV infected.  _
{McLelfan ¢ al., 1996)




Biomedical Interventions:
.__Evaluating Technoiogies

Goal:

+ To moderate the influence of
biological or physiological
factors that may increase
infectiousness or susceptibility
to HIV or to prevent infection
from progressing after actual
exposure,

ST1 Management

+ Three trials of syndromlc and mass ST{
management have demonstrated mixed
results in HIV prevention {Mwanza--38%
reduction in HIV incidence] Rakai=3%

reduction; Masaka-=0% raeduction)
{Orosskuith, el al. 199F; Wawer, et al 1099; Kamall, et al
2003},

» STI management and control for HIV
prevention is likely to he most effective in
poputations with early and concentrated
sexually transmitted HIV epideniics and in
pepuiations with high prevalence of STis
and sexual risk hehaviors (Korenromp ef al.

20058

STI Management

Prevalent HSV.2 infection is associated
with as much as a 3-fold increase in risk of
HIV acquisition among both wemen and
men {Freeman et al, 20086),

+ H5V-2 also appears to increase
Infectiousness of HiV+,

* Based on ohservational data, a nuimber of
Phase Il trials are underway to measure
effects of episodic or suppressive antiviral
therapy on HIV acquisition or transmisslion
(Hagot 2006; Celumn 2004).

tUsing ART for HIV
Prevention

* Preventing Mother-to-
Child Transmission

¢ Post-Exposure
Prophylaxis
* Pre-Exposure Prophylaxis

Preventing Mother-to-Child -
Transmission

¢ Lonyg- and shott-course AZT
and singte-dose nevirapine
aro offactive In reduchy
MTCT by 4435 to 66%
{Brockleltirst 2004}

s Breast-mlik substitutes have
bean shown to slgnHicantly
raduce Infoctlen among
hitants,

+ The number of children whe
acgulred HIV pesinatally
doeeraased by 89% botwoon
1992 and 2001 (Cooper, et al
2002).

Post-Exposure Prophylaxis (PEP)

+ Evidence suggests that a short
course of ART administered within
72 hours of cccupational or non-
occupational exposure is effective In

preventing HIV infection (catdo, et at. 1997;
Wullsohn 2003] Mayer 2003).

- Retrospective study of eccupational PEP
concluded AZT monotherapy
adminlsterod within 24 kours of
exposure and over 28 days reduced HIV
transmlssion by 81% (camo, et al. 19973
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Pre-Exposure Prophylaxis (PrEP)

Male Circumcision

+« Goal: To prevent infection from
taking hold by administering ART
hefore exposure.

-

Ratlonale:

— VL associated with HIV
transmission

- Animal studies

—PEP and PMTCT data

— Observational data, e.d., Taiwan

1 Twio meta-analyses of
ohservational studies
found the yvisk of HIV
amonyg circumclsed men
wias abouzt hatl that of
unclreuniclsed men
{Pelss, el al. 2000;
Stegliled, ef al. 2004).

« RCT I South Africa{l =
3,000) showed 70%
protective efect of
chrcumelsion {Auvert, et
al, 2005).

Oher tilals are In process
{in Kenya and Uganda) te
seo Hrosuls are
replicated,

Vaccines

Goals:
+ Prevent HIV Infection

« Prevent Disease Progression
(therapeutic vaccine)

Vaccine Accomplishments

1 >30 products oy
contblnatlons tested in
over 30 phase 1 & 11
trials with >4000
volunteers :
Meyy vacchte designs :
daveloped; 10-12 to
enter ghase | ¢linlcal
trlals within 2 years |
First muHigene,
nutlclade Phase |
trial faumched by NIH ¢
Vaccine Research
Center
One Phase I tral ¢
completad hu U5, &
Hetherlands (no
officacy); oiie Phase U]
tdalin process In
Thalland,

Microbicides

Goal:
+ Block sexual transmission of HIV
infection by:
~ Killing or inactivating the virus
- Preventing the virus from crossing
mucosal barrier
— Interrupting the viral life cycle

How Might Microbicides Work

Vel & srugtiznin sctivatizn

. Peaectisa el ether (,;%5 \ o
(ﬁ)"“ 01 \ ks 2
By .
Bactoracits . physk albariar d
i 1=
- 1% o heratla

Vaghel
+pXhERIm

Miwkensnca ¢ nompimkretione




Efficacy Trials of Topical

Cervical Barrier Methods

Microbicides
Spopsers  Produet Ho. Ho. Status  Complets
Wemen Womente
jesn Enrolk
HIMD BufferGel, 9080 1200 Ongoing 2007
PRO 2860
Pop Carragumd  §2,%40 6100 Onyony 200%

Coumedt
FHivsalp Savvy 18,0490 4384 ongolng 1005

FHIUSAID CeHufose 3000 2440 Ongolng 2008
sulfate

CONRAD! Celiulose 3000 2574 Ongolng 2088

USAlD suifate

MDPMRG  FRO 2000 20,800 12,000 To begin

¢ Baslc and clinleal studios
suggest cervix may be

partlicularly vulnerahle to
HiV and §TI transmlission.

Ohservational studies
Indlcate diaphragm used
with spennicide htay
protact against some 5Tis
and assoclated saqualae.

Soven clinleaf trials
underway to examine
effoctiveness of
diaphragm In proventing
8¥is Including HIV.

Social/Structural Interventions

Social/Structural Interventions

Goal:

+ To modify social
arrangements and/or affect
social conditions that
facilitate health promotion
and risk reduction

» Policy Interventions
— Thai 100% Condom Use Program
~ Syringe Access

¢« Economic Empowerment for
Women
- Microfinance
- Property & Inheritance Rights

Thai 100% Condom Use

Program

Thai 100% Condom Use

Progmm

* Made condom use
mandatery In all brothels,
even while prostitution
reamalhed (liegatl,

+ Promotion ot condom use
coupled with emphasis on
decreasing visks to sex
workars,

* Program Includad mass
media, cominunity

wmohllzatlon, NGO
engagement, political
comniltmont

Results:

+ Among military recruits, visits to sex
workers decreased 34% and condom
use with sex workers Ihicreased 32%
between 1991 and 1995,

+ HIV Incidence rate declined from
3/100 person-years to 0.3/100 person
years between 1991 and 1993,

+ Program replicated in other Asian
countries.




Modefed new HIV infections in men, woemen
and children in Thailand, 1985 - 2020

L
I [ 1

1 2
grogim beging

oy (£ "3 Eral o .K:‘“ B pal )

Fomces HAF Provhibors] Bepiet, Setober 4,
T

Syringe/Needle Exchange
Programs

Syringe exchange programs have
bBeen shovn to reduce the risk of
HIV transmisslon among ibUs
wHhout Increasing dmg use.

» In HYC, HIV Incidence among
10U declined by over 40%
betvreen 1991 and 1996, In
great part due to accoss to
clean needles (Des Jailals, et al,
1998).

Study of 99 ciles concluded
that HIV prevalence decreased
hy 18.6% per year In cltios with
P, aid Ihereased by 8.1% I |
cities without SEP (MacDonrald,
et af. 2003) A

Economic Empowerment for
Women

Cross-Cutting Issues

e Property & Inheritance Rights

- Limited empirical evidence for

impact on HIV incidence.
¢ Microfinance

- One RCT showed no efifect on HIV
incidence or risky sexual behavior,
bhut did stiow reduction in physical
and sexual abuse among
intervention participants.

* Recruitment & retention in
studies

+ Adherence to prevention
protocol

» Behavioral disinhibition/risk
compensation

+ Partial effectiveness

* Engaging communities in
research

Summary

+ Greaf deal of evidence for
efiicacy/effectiveness of a number of
HIV prevention interventions.

+ Risk reduction and declining HIV
incidence can be achieved through
behavioral, hiomedical, and social
strategies, especially in combination.

+ No intervention will be 100% effecfive.

+« We must not confuse lack of
implementation with lack of
effectiveness,

Estimates of Access to
Effective Interventions for
At-risk Populations, 2005

¢ 9% of MSM received prevention
services

+ <20% of IDUs recelved prevention
services
- <10% In Eastern Europe & Central Asla

+ 9% of pregnant women were
provided PMTCT services

{UNAIDS 2006}




HiV incidence & AIDS mortality among adults in
Sub-Saharan Africa, 2003-2020 under different
inteyrvention scenarios (Salomon, et al. 20035)
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Conclusions & Way Forward

-

Acknowledge yreat deal of evidence for
prevention efficacy

Recognize human hehavior Is difficult, hut
not impossihle to change

Understand HIV is transmitted throuygh
human relationships that occur In secial,
cultural and physical contexts

Increase education and outreach to
efiminate stigma and discrimination
Accept that there is no single hest, nor
perfect prevention strateyy

Integrated, comprehensive approach
refiecting local selutions is necessary

Caucus for Evidence-
Based Prevention

C auciis
_Jfor Evider.lce-Based
revention

htip:/lcancus.hiv-prevention.org
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SRI;LANKA

Location: Southern 3
Asia, istand in the rndian Inda
Ocean, south of India " -
Population : 20 miflion
Ethnic Groups: :
Sinhalese, Tamil, Moors
Burghars and Malay
Religlons: Buddhism,
Hinduism, Ik ‘
Chrislianity

General Health in Sri Lanka
Good health parameter
+  High (807%) Iteracy rate

» Law prevalence of HIVIAIE

Immunization coverage of c)ﬂdlen
against potentiafy ife !hrealemng
chitdhesd dasﬂasas i

+ Ethnk cenfl;c! 108!
nerthemn snd gastern reglons which
have been at the' heart of the confiict

HIV in Sri Lanka

First reported case of AIDS in 1986
Total reported HIV cases, 614 (2004)
HiV-positive men to women in Sri Lanka

Methods of transmlssson.-- B
- 85% through hete:osexual tlansmlss!on
- Humus‘*mal and bisexual b-eham E
- [njected d:ug users
=" Mether to chnd tiansmission
- tnrected Efood transmission

Status In Sn Lanka

Figures ] Ua[ue Year
Estimated number of | 5080, {2005
HIVIAIDS (womten and
chitdren)

Adults (1549 years)  [5800 2000 12008
Women {15-49) e LT
Estimated Humber of 11317 {20047
deaths dus to AIDS s
Estimated Numbsr of | < 500 2005
AIDS orphans

-

Rssk Factors

Low condom use "+ :
Commercial sex — women U
and beach boys  ~ o

Sexually TEansmltted s
Infections (STI) L

High mohility .
Injecting Drug Users

Low level of awareness
among the poor -

Military grotips




.

National Responses

Habonal STD and AIDS Contﬂ:ﬂ
o?samme {NSACP) undet the
Minkstry of Health. :

Kanagement Informatiohy System
established curnentiy linking atl ST1
clinkcs te the central NSACP: based
on a Monttoring and Evaluation &
Erameworh tor HIV.

Blood screaning sance 1937
Cate and Ueatment thmugh the
national HIV Pieyention F'mgram

As sl?natow ta titi's Mﬁ!enmum
Bavelepment Goals, Siilankais
committed 1o hall and reverse of the
spread of HIV { AIDS by 2015

Government
ritieg

+ Disseminating accurate !nfo 1RLon on
STls and HIWAIDS amo g

people 3

Provide information cn youth rnendly

seIvices

» Advocacy to empowet the graups at -
1lsk to better protect themselvesand
demand better preventioh and e
sendces

+ Sizndardisa 8Tt heatment by traEnln
of genseral practtioness in syndiomic
management w

« Putin place a strong progral
mr:rlehensh'e cale ang treatment
for HIV infected paople *

+ Establish a prearamme fos prevention
of mother-te-Chitd transmission of HIY

NGOs & the Worid Bank

HGO work in the area of HIVIAIDS pre\.'emion in Sil Lanka has been
limvited & largely unccofd;na!éd
Its progiam coverage of higs sk sub—popula!lons Is estimated to be
less than 10 percant. 10
Waild Bank provided abold US$1 midlion £ach year {o Srilanka's
HIVISTEY program thiough the Healih Séndces Project

in December 2002, tha Bank's tnlematﬁonal Development
Assoctatien {IDA) plovlded 2 $12.6 million grant fo help finance
the Hatloral HIVIAIDS pfevenhan pw;ect

AIDS Awareness
Stigma and dis@&mpalgns

abound

+ Reducing the stigma h"y '
involving clvil sociely -
organizalions, busmasses
the entertainment industyy, -
religious leaders; and ihe
medical commumiy i
Training pofice o retiice
harassmeént of vulnerable
groups and engagé HIV-
posilive groups.

.

A Portrait of Greatness

Dr. Kamalika
Abeyratne

Infected by HIV after -
a car accident :
through blood -7
transfusion in 1995
Spokeswoman for © -
AlIDS awareness. -
Succumbed to the
disease in Dec,___2004

“It's bad enough.that people are
dying of AIDS, but. no one should
die of ignorance.”
- Princess Diana

-

N



Spread Prevention
Stop AIDSH!I







WELCOME

Indian Network for People Living
with HIV/AIDS (INP+)

Ms. Asha Ramalah
Hational Advocacy Officer
P+

QOur Goal...

¢ To improve the Quality of Life of
People Living with HIV/AIDS in
India

work place and community

& There is ho proper diagnostic facilities at PHC
level

2+ There is no second line ARY medicine

% Slow tegal process

2 Lack of Ministries commitment

+ Lack of regional language IEC materials

:+ Indian wornen are more vulnerable (Blame, lack of
education, early marriage, no decision power,
viclation of rights, culturat factors, etc.)

Structure... Working Groups...
[ INP+ (National Level Network) | womena"d s
| | children } i MSM
i 23 State Level Networks l \ M """"""""
¢ INP+
[ 140 pistrict Level Networks |
1l e S N,
[ Blocks/Taluk Level Networks ] { sexworkers ! { U
{More than 45000 membership) 3 h i
Issues... Strategies...
¢+ Stigma discrimination in the heatth care settings, 2 Advocacy

& Network building
# Service delivery




Key Areas of Advocacy...

st Improved access to treatment
¢3 Reduced stigma and discrimination
2 GIPA

Service Delivery....

{JCare and Support
= Peer education

i+ Access to Trealment preparedness
support for diagnostic

Nutrition support

Livetihood

23 Protection of rights

A Prevention

= Educatton on prevention
_sy Positive prevention

o

W

iz Creating enabling environment

Network Building...

¢z Increased membership for peer
support

i+ Improve governance and teadership

¢z Skill building

s+ System strengthening {MIS, finance
and administrative)

Government services (HHACO/SACS)...

2 [CTC established in district level

& Around 107 ART centers established tinough otst
india

Hovember 141 on children day accaston - Pediatric
ARV centers established at state level

Financial support (NGO for prevention Program,
PLHA network for creating enabling environment)

HACD accepted GIPA policy paper
4 Developing IEC materials
1+ Malnstreaming the HIV/AIDS issues in all the sector

Thanf You...
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Institute of Social Studies Trust (ISST)
N-601, North Block, 6™ Floor
Manipal Centre, 47, Dickenson Road
Bangalore — 560 042
Ph; 080-25583701 Fax:080-25583704
Email: isstban@dataone.in |

B |

- Head Office

Institute of Social Studies Trust (ISST)
- Upper Ground Floor, East Court
Zone 6, India Habitat Centre
Lodi Road, New Delhi — 110 003

Ph: 011-24647873 Fax:011-24648724
Email: isstdel@isst-india.org
Website: hitp://www. isst-india.org
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