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Comments from the UNAIDS PCB NGO Delegation 
 
 
EXECUTIVE SUMMARY / UNAIDS VISION AND 2011-2015 STRATEGY 
The NGO Delegation supports the general direction of the UNAIDS Strategy and the link to the Unified 
Budget, Results and Accountability Framework (UBRAF). We believe this creates a stronger culture of 
transparency and accountability across UNAIDS and the co-sponsors, which is both necessary and 
welcomed. 
 
We endorse the advice of Sweden, the Netherlands and other countries who called for the Strategy and the 
UBRAF to be treated as two accompanying documents. As such we see much of the first 12 pages of the 
UBRAF as repetitious of the Strategy. Advising readers to refer to the Strategy allows for the removal of 
most of this text allowing for a more focused document that moves quickly into the business cases with 
only a limited preamble. Although we are supporting the call to reduce the opening section, we wish to 
offer the following comments on the opening sections if it is left in the text. 
 
BACKGROUND 
A. UNAIDS ACHIEVEMENTS AND CHALLENGES 

I. While sex workers are mentioned in the penultimate paragraph of this section there is no analysis 
of the challenges that UNAIDS faces in addressing HIV in the context of sex work. One of the biggest 
challenges is the lack of up to date and accurate information about the legal frameworks that 
criminalise and/or regulate sex work and their impact upon vulnerability to HIV and enabling 
Universal Access for sex workers. Perhaps reference could be made to the recommendations in the 
Commission on AIDS in Asia Report that identified the need to prioritise and target prevention 
programming in sex work settings as the most effective intervention for the region. 

 
B. UNAIDS UNIQUE VALUE-ADD 

I. Page 6 – The document underscores the increase in AIDS funding commensurate with increases in 
UNAIDS’ budget from 1996. In 2010, 7.7 billion USD was still required to respond comprehensively 
to the epidemic in low- and middle-income countries. This information must be mentioned and 
highlighted. (The last paragraph on page 7 addresses but does not mention the gap). The point 
above also underscores the lack of donor and political commitment and available resources to 
achieve Universal Access, a goal established for 2010. This is missing from the document.  

 
C. THE CHANGING ENVIRONMENT AND THE IMPLICATIONS 
FOR THE AIDS RESPONSE 

I. Page 7 – The chart represents the various populations affected by the virus. Men who have sex with 
men comprise, by various estimates, about 5-10% of the world’s population based on research 
conducted in the 20th century. However, in every country truthfully collecting and reporting data it 
has been consistently shown that MSM are several times more likely to be infected with HIV than 
adults in the general population. The chart on page 7 does not quite reflect this notion. Therefore, 
it should include language in this page to underscore that there is a salient difference between HIV 



prevalence among adults in the general population versus MSM (it is much higher for MSM). The 
United States example does not speak to the global context.  

II. Page 7 – Under “Changing epidemic”, feminization is not mentioned at all. The 2nd paragraph, 
addressing changes in South Asia and Sub-Saharan Africa, says “older adults in stable, long-term 
relationships representing a growing proportion of people newly infected”. It should explicitly 
mention the increase among women in heterosexual relationships or the feminization of the 
epidemic as a result of this. 

III. Despite the graph of new infections in Africa showing significant percentages of transmission 
resulting from sex work no specific reference is made to its role in the changing epidemic. 

 
D. LESSONS LEARNT 

I. Page 8 – The section on the shifting of the donor landscape appropriately addresses the plight for 
most-at-risk populations when there is greater responsibility and ownership in spending relegated 
to the country level. This is not explained though, and therefore leaves unclear why this shift can 
negatively impact the response for key populations. 

 
UNAIDS 2011-2015 STRATEGY 
I. Page 11 – About links between HIV response and other MDGs: the last sentence of the second 

paragraph should include SRH as part of MDG5 and CSE as part of MDG2, so it reads: “…health, 
development and rights challenges that affect and are affected by the epidemic - such as maternal 
and child health, sexual and reproductive health, gender violence and inequality, and universal 
education, including comprehensive sexuality education.” (As of now CSE is only mentioned once in 
the whole document, and needs to be incorporated as key for increasing gender equality and 
preventing HIV) 

II. We recognise and support the strategy of focusing in on a core set of countries to maximise impact 
and power up the deployment of resources. We hope this will have the desired effect of catalysing 
best practice and mobilising resources. 

III. We understand that the list of 20 (plus five) high burden countries is based on mixed set of criteria 
including population size, burden of HIV, TB infection rates and opportunities of HIV response. We 
understand this strategy. 

IV. The box on page 13 final bullet point should include specific reference to laws that impede 
universal access for marginalized groups as well as to laws that restrict travel. 

 
Eastern Europe & Central Asia 
I. However, we are worried that the focus of work in Eurasia will be exclusively around Russia and 

Ukraine. On the face of it, this approach makes sense, given the scale of the concentrated epidemic 
in these two countries (over 51% of HIV infections in Western & Eastern Europe and Central Asia 
are in Russia). Nevertheless, the attempts of UNODC, other UN bodies and civil society partners to 
influence change in Russia have been of very limited success. Not only have all UN offices in Russia 
been closed, but Russia has also exerted significant pressure on Ukraine which has undermined 
positive progress on harm reduction and most significantly on opioid substitution therapy (OST).) 
Russia routinely infringes the human rights of people who use drugs and other vulnerable groups 
and recent actions against OST services, staff and clients in Ukraine are very concerning. 

II. It is vital that UNAIDS, the co-sponsors and civil society partners have clear strategies for lobbying 
and advocating with these two countries that are so central to the continuing upward trend of the 
HIV epidemic in the Eurasian region. However, the Russian pressure on Ukrainian services highlights 
Russia's discomfort with a positive example of harm reduction in a neighbouring country. In the 
face of continuing Russian intransigence, civil society partners acknowledge that creating a positive 
sphere of harm reduction programming around Russia is a key advocacy strategy. The risk of the 
current UNAIDS strategy is that Russian intransigence will be rewarded. The NGO Delegation and 
civil society partners in the region and in the drugs field believe there has to be a Plan B that allows 
for progressive programming to be used as an advocacy tool in the region to build momentum and 
offset the pressure from Russia on other countries in the region. We do not believe this is a 



rewriting of the strategy but a way of bringing pressure to bear on Russia while securing 
programming for people who use drugs in the region. 

 
Latin America and the Caribbean 
I. While we appreciate UNAIDS attempt to name 20 priority countries to focus its response, we are 

concerned that some countries, especially in the Caribbean, might be or could be ignored if not 
given the level of prioritization that they need and deserve. As we already know, outside of sub-
Saharan Africa the Caribbean region has the highest HIV prevalence in the world, with a mixture of 
generalized and concentrated epidemics. This is especially worrying when the true nature of the 
epidemic remains vastly unknown as reporting in the region is generally poor. In 2011 USAID 
reported:  

 
 Sex work, including sex tourism, is a primary source of transmission. As more research 
on most-at-risk populations (MARPs) is conducted, men who have sex with men (MSM) 
are emerging as another significant route of HIV transmission. Unprotected sex between 
men is believed to account for about 10 percent of HIV cases in the Caribbean. For many 
cases of HIV, however, the method of transmission is not reported, making it difficult to 
ascertain the cause. HIV prevalence among prisoners in six Organization of Eastern 
Caribbean States (OECS) countries ranged from 2 to 4 percent in 2004 and 2005. Mobile 
and migrant populations and victims of gender-based violence are vulnerable groups, 
with higher HIV prevalence relative to the general population. These data paint a diverse 
picture of the epidemics across the region. However, the availability of quality 
epidemiological data is limited, which calls into question the true magnitude and 
characteristics of the epidemic. 

 
II. In the Caribbean we would like to see countries like the Bahamas and Haiti given priority given the 

severity of their respective epidemics. Similarly, in Latin America, while Brazil is named, countries 
like the Central American nation of Belize have a well-established epidemic, with adult HIV 
prevalence above 2%. The virus is mainly spread through unprotected sex, particularly commercial 
sex and sex between men. 

 
MENA  
I. We are further concerned about the lack of identification and inclusion of countries from the MENA 

region, where, while prevalence might be low, the level of discrimination is particularly high and 
treatment uptake drastically low.  

 



STRATEGIC DIRECTION 
 
GENERAL COMMENTS 

I. There is a need to be explicit about civil society strengthening and the key role of civil society 
throughout the document, which needs to be matched by investment at the country, regional and 
global levels. There is an also a need for deliberate funding and technical support for grassroots 
networks of PLHIV and key populations who provide direct service on the ground.  

II. The sections from Page 17 onward have unclear targets – Many sections still say “xx” countries. 
III. When using the term most-at-risk population it is preferred they are named, i.e. men who have sex 

with men, people who use drugs, sex workers and transgender people. 
IV. The compartmentalisation of marginalised groups into separate strategic goals (1 & 3) ignores the 

reality of the cross over between men who have sex with men, sex workers, transgender people 
and drug users. The sexual health gaps/needs of people who use drugs should either be explicitly 
included in strategic goal 1 or preventing sexual transmission and the provision of SRH services 
should be explicitly included in strategic goal 3. Explicit mention should be made in strategic goal 2 
about the need to ensure the inclusion of female sex workers and women who use drugs in 
programmes seeking to eliminate vertical transmission.  

V. The 3 Strategic directions (though derived from the UNAIDS Strategy 2011-2015 but deserves 
mention here) are silent on issues concerning transgender people such as the legal recognition of 
gender identity and healthcare access, both of which have serious effect on the escalating HIV rates 
in this population globally. 

I. We support the call for a greater focus on children affected by HIV, particularly street children. We 
understand that World Vision will submit in more detail on this issue.  

II. Remove references to “high risk” adolescent girls, as in many setting (Nigeria for example) all 
adolescent girls are at tremendously high risk of sexual assault or rape. 

III. The lack of detailed reference to sex work/sex workers in the introductory section of the UBRAF 
potentially allows for the importance of prioritising and targeting prevention programmes in sex 
work settings to slip down the agenda of UNAIDS Co-sponsors.  

IV. It is important to use the term ‘sex workers of all genders’ or ‘female, male and transgender sex 
workers’ when not referring to a specific gender of sex worker, as when sex worker is used male 
and transgender sex workers often become invisible and yet they often face disproportionately 
high levels of HIV infection even in comparison to female sex workers. 

 
5. BUSINESS PLAN 
A. STRATEGIC DIRECTION 1: REVOLUTIONIZE HIV PREVENTION 

I. On page 16, the statistic on HIV prevention funding globally is useful. Kindly include this statistic as 
well: “Of all HIV prevention funding globally, only 1.2% went to men who have sex with men 
worldwide.”1 

 
1. Sexual transmission of HIV reduced by half, including among young people, men who 
have sex with men and transmission in the context of sex work 

I. Under ’gaps/needs’ 
o Point 2: add before the last sentence: “Drugs and alcohol often exacerbate risk behaviour and 

contribute to sexual transmission of HIV.” 
o The last bullet point in ‘gaps/needs’ refers to HIV vulnerability and specifically mentions 

uniformed services and armed groups acquiring HIV through sexual transmission. It might be 
advisable to use a better or more balanced example given the issue or concern of gender based 
violence in humanitarian settings. 

II. The feminization of the epidemic, especially among young women, is mentioned under 
‘gaps/needs’ but there is nothing under ‘objectives’ specifically addressing this issue. 
Under ‘aims/objectives’, it is suggested to add the following: 

                                                 
1 Saavedra J, Izazola-Licea JA, Beyrer C Sex between men in the context of HIV: The AIDS 2008 Jonathan Mann 
Memorial Lecture in health and human rights. J Int AIDS Soc, 2008;11(9):1-7 



o Point 4: “…including the management of drugs and alcohol on decision making that leads to 
unsafe sex.” 

o Point 5: “intensify demand and access to existing prevention technologies, especially male and 
female condoms… ” 

o Point 6: where it says sex workers, MSM and transgender, add women and youth. 
o Point 7: “strengthen positive social norms that reinforce gender equality and removal of 

harmful social norms towards an enabling environment to significantly expand access to and 
demand for comprehensive HIV and SRH services, especially for women and youth and 
adolescents, in at least 25 countries.” 

o Point 8: “improved knowledge, demand and use of HIV counselling and testing services and 
condoms by young people and adolescents at risk of infection…” 

V. Under ‘key programmatic elements’: 
o Point 3: “effective analysis and use of HIV incidence including age, sex and population-

disaggregated data…” 
o Point 3: We appreciate the strengthening of surveillance systems to more efficiently manage 

data gaps as noted in ‘key programmatic elements’ bullet point 3. It is not clear from the 
UNGASS reporting processes if all countries sincerely collect and report data on MSM. There is 
room to believe that there is less enthusiasm in this respect given the percentage of countries 
reporting such data and the discrepancies from non-governmental sources. Also, MSM are a 
hard-to-reach population. Based on lessons learned and the continual challenges ahead of us, 
how can UNAIDS strengthen surveillance on behalf of MSM and other key populations? A 
separate bullet point for surveillance of key populations is warranted here. 

o Point 4: “accessing comprehensive SRH education and prevention services for women, youth 
and adolescents, MSM and sex workers in 50% of municipalities in XX countries”. 

o Point 5: We do not want UNAIDS to “empower” organizations that work with men who have 
sex with men (MSM) and other key populations but to “resource” them in a manner that 
ensures sustainability. We suggest replacing the word “empower” with the word “resource”. 

o Point 5: add ‘people who use drugs’ in list of groups to be resourced. 
o Point 9: in scaling up medical male circumcision programs, ensure these are gender responsive 

and include monitoring of their impact on women. 
III. Additionally, HIV vulnerability needs to be clearly defined. The appendix refers to vulnerable groups 

and risk populations; the document needs to ensure that the language and definitions remain 
uniform throughout. If an example is to be used maybe it can be the following: 
o Mobile populations who are extremely vulnerable to acquiring HIV include transport 

workers/ truck drivers, miners/construction workers, military personnel, refugees/IDPs 
and sex workers. Individuals are also more vulnerable to HIV through complex 
emergencies such as conflict, flood, drought, displacement and food insecurity. HIV 
spreads fastest in conditions of poverty, powerlessness and social instability where 
individuals may often be in little control of their health or well being. Such environments 
are difficult for women as they are more prone to physical and sexual abuse, in particular 
in conflict situations where rape and violence are frequent weapons of war. Exclusion and 
rejection put mobile populations in particular at risk of acquiring HIV as their rights and 
power in society are removed. 

 
2. Vertical transmission of HIV eliminated and AIDS-related maternal mortality reduced by 
half 

I. Focus on women’s health (ARV access) and sexual and reproductive health services and 
commodities beyond the context of prevention of vertical transmission. Due to gender inequity and 
cultural norms that limit women and girls’ ability to negotiate condom use and refuse sex and that 
reinforce economic co-dependence, access to sexual and reproductive health services are essential 
as they allow women access to female condoms, gynaecological services and contraception to 
prevent unintended pregnancy and STIs and to maintain overall reproductive health.  

II. Consistently use vertical transmission language rather than PMTCT. 
III. Under ‘gaps/needs’: 



o Point 4: “…effective strategies to reduce new infections in women (and especially 
adolescent girls), access to a wide range of contraceptives and family planning, 
integration with maternal newborn child health and sexual and reproductive health, and 
effective linkages with HIV care and treatment.” 

o Add: “Mothers living with HIV overall, with expanded burden for women from stigmatised 
groups, to include, but not limited to, people who use drugs, sex workers and women who have 
sex with women often fear seeking help or identifying themselves to maternity services which 
increases the risk of vertical transmission.” 

o Add: “Women living with HIV are often without access to life-saving ARVs in many settings 
globally outside of settings geared to prevent vertical transmission. The sexual and 
reproductive health needs of women living with HIV are often ignored or their resolution is 
blocked by stigma and discrimination. This leaves women living with HIV vulnerable to 
unplanned pregnancies, new STI co-infections and without choice and control over their 
reproductive health.” 

IV. Add to ‘aims/objectives’: 
o “Decrease the stigma and discrimination against mothers living with HIV and with special 

focus on mothers from stigmatised groups to increase the accessibility of maternity 
services that reduce vertical transmission and preserve the health of the mother.” 

V. Add to ‘key programmatic elements’:  
o ”Provide training and policy guidance to health care workers about the needs of 

stigmatised groups and strategies for reducing stigma and discrimination.” 
o “Train, fund and utilize HIV peer community health workers, especially women living with 

HIV/AIDS, to support HIV education, inclusive service provision and provide healthy 
modelling in clinics and home health care settings.” 

o “Facilitate access to VCT for women and their partners and children in antenatal care 
services and provision of treatment for vertical transmission in accordance with PMTCT-
Plus Initiative, to help reduce the stigmatization of women. “ 

o “Provide ARVs for women living with HIV in all settings, not just those that are not tied to 
MCH settings or services.” 

o “Guarantee permanent and reliable access to ARVs for women living with HIV after 
delivery to maintain their wellness and allow them to be strong, healthy and capable 
parents.” 

o “Offer comprehensive sexual and reproductive health services to all women living with 
HIV, as part of HIV services, in inclusive and supportive environments without judgment, 
stigma, discrimination or intimidation.” 

 
3. All new HIV infections prevented among people who use drugs 

I. Use people who use drugs and variations (i.e. people who inject drugs) consistently throughout 
document. 

II. Under ‘gaps/needs’: 
o The first bullet point in ‘gaps/needs’ states that: “Opioid substitution therapy (OST) is available 

in 70 countries and needle and syringe programmes (NSP) in 82 countries”. In our experience, 
this is not a true reflection of on-the-ground reality. There are many barriers to providing these 
forms of interventions for people who use drugs, including government-led crack downs, 
reparative policies and harassment from law-enforcement agencies, let alone stigma, 
discrimination and violence. It may be useful to characterize the breadth of programming in 
this context. 

III. Under ‘aims/objectives’: 
o It is important to not set up drug dependence treatment as something other than harm 

reduction. The desire to expand language to include non-opioid drug dependence treatment is 
understandable but this does not need to lead to a description of drug dependence treatment 
as something other than harm reduction. Therefore, we suggest a change to bullet 1 in 
‘aims/objectives’: “Harm reduction services, including drug dependence treatment, scaled 
up…” 



o Add: “Enhance community watch dog function provided by people who use drugs and increase 
access to peer technical assistance from drug user organisations.” 

IV. Under ‘key programmatic elements’: 
o Add: “Drug user organising, peer support and peer technical assistance promoted and 

scaled up as means of driving up the quality and effectiveness of harm reduction 
services, including those providing drug dependence treatment.” 

 
B. STRATEGIC DIRECTION 2: CATALYZE THE NEXT PHASE OF 
TREATMENT, CARE AND SUPPORT 
 
1. Universal access to antiretroviral therapy for people living with HIV who are eligible for 
treatment 

I. It is important to state that sex workers of all genders are affected by GBV, otherwise programming 
may fail to address the disproportionate levels of violence experienced by male and transgender sex 
workers 
II. Under ‘gaps/needs’: 

o Point 2: mention women as well as MARPs because shortages in supply of and funding for ARV 
drugs often result in men receiving the drugs before women do.  

o Add: “Lack of OST treatment hampers the compliance of people who use drugs in ART.” 
III. Under ‘key programmatic elements’: 

o Add: “Promote integrated OST and ART for people who use drugs.” 
IV. Please name all populations instead of using most-at-risk populations (men who have sex with 
men, sex workers, young people, women and girls, transgender people, and people who use drugs). 

 
2. TB deaths among people living with HIV reduced by half 

I. Under ‘gaps/needs’: 
o Add: “Lack of knowledge about TB among PLHIV activists and those from key 

populations (MSM, young people, people who use drugs and sex workers) is a barrier 
to promoting TB prevention, treatment and advocacy.” 

II. Add to ‘aims/objectives’: 
o “Increase capacity among PLHIV and networks of MSM, women’s organizations, young 

people, people who use drugs and sex workers around TB advocacy and peer support.” 
o “Development of advocacy resources and training for PLHIV and key population networks.” 

III. Model in practice with joint work by WHO, UNAIDS and INPUD targeted to people who use drugs 
(including PLHIV networks). Consistent approach needed for other key populations to increase TB 
literacy and expand peer support around TB and/or TB/HIV. 

 
C. STRATEGIC DIRECTION 3: ADVANCE HUMAN RIGHTS AND 
GENDER EQUALITY FOR THE HIV RESPONSE 
 
1. Countries with punitive laws and practices around HIV transmission, sex work, drug use 
or homosexuality that block effective responses reduced by half 

I. There is no mention here of interpretation and enforcement of laws. It is not just inappropriately 
framed laws but the lack of enforcement of supportive laws and the ability and willingness of 
countries to enforce protective laws.  

II. Under ‘gaps/needs’:  
o Point 1: “…inappropriately framed laws that broadly criminalize HIV transmission or 

exposure, and which disproportionately affect women and create legal disincentives to HIV 
testing and disclosure while doing little or nothing to reduce new infections.” 

o Point 2, first sentence - female sex workers and transgender women should be included 
explicitly in the list of women in marginalised groups. 

o Point 3, suggestion for additional wording in last sentence: “Similarly, sex work is 
criminalised in many countries with a significant number of countries having forced 



rehabilitation programmes for sex workers and it is estimated that one in three 2 sex 
workers have access to HIV prevention services and support, while few countries…” 

III. Women are mentioned under ‘gaps/needs’ but not under ‘aims/objectives’ or ‘key programmatic 
elements’. So, include under ‘key programmatic elements’: 

o Point 4: “…strengthen local capacity to reduce stigma and discrimination and to expand 
access to legal services and legal literacy for key populations including women.” 

 
3. HIV-specific needs of women and girls are addressed in at least half of all national HIV 
responses 

I. Under ‘gaps/needs’: 
o Point 1: “These issues not only limit the autonomy and ability of women and girls to protect 

themselves from HIV, but also hinder access to education and services and ultimately the 
ability of women and girls to exercise their human rights”. 

o Point 2: “Women in marginalized groups, such as women who use drugs, are sex workers, 
prisoners, or in humanitarian settings are particularly vulnerable…” 

o Point 3: Suggest incorporating more rights-oriented language, changing “to address the full 
range of women’s and girls’ needs, including sexual and reproductive health…” to “to 
address the full range of women’s and girls’ rights, including SRH…” 

II. Under ‘aims/objectives’: 
o Point 3: “an enabling environment that promotes gender equality and protects the human 

rights of women and girls and their empowerment.” 
III. Under ‘key programmatic elements’: 

o Point 3: “Support all countries to better link gender, SRH, and HIV at the policy, systems 
and services delivery levels including access to comprehensive, good quality sexual and 
reproductive health, comprehensive sexuality education, harm reduction and drug 
dependence treatment programs, education, information and services for all women and 
girls, in all settings, including during humanitarian situations.” 

 
4. Zero tolerance for gender-based violence 

I. Under ‘gaps/needs’:  
o Point 1: “Cross-sectional research from Africa and India has consistently found that women 

who have experienced gender based violence (GBV) are more likely to be infected with HIV. 
Similarly, disclosure of HIV status may catalyze GBV, and fear of GBV may delay a woman’s 
decision to disclose her HIV status and/or to access health services.” Additionally, it is 
important to state the sex workers of all genders are affected by GBV, otherwise 
programming may fail to address the disproportionate levels of violence experienced by 
male and transgender sex workers. 

o Point 3: “Overall, GBV is widespread. Depending on the country, between 15% and 71% of 
women aged 15 to 49 years report experiences of physical or sexual violence by a husband 
or intimate partner. Rape and sexual violence is widespread in many settings, and is of 
particular concern in conflict situations and humanitarian emergencies. Lesbians, gay men, 
bisexuals and transgender people (LGBT), as well as sex workers, are typically more 
affected by GBV than surrounding populations.” 

o Point 4: “Young people have particular needs; about 20% of girls and 10% of boys 
experience sexual abuse globally, and early sexual debut in general is associated with a 
higher risk of contracting HIV and experiencing GBV.” 

o Point 6: “Increasing evidence of the linkages between GBV and HIV demands the 
incorporation/integration of GBV in HIV programming and vice versa. However, action 
against GBV in and of itself is still not clearly prioritized in many countries and there is often 
a lack of clarity on the relative roles and contributions of law enforcement, gender equality 
ministries or services, and health services. Addressing the intersection of GBV and HIV can 
be even more challenging.” 

                                                 
2 Taken from the Commission on AIDS in Asia Report 

Comment [F1]: Women 
subjected to physical, sexual or 
psychological violence in 
Rwanda, Tanzania and South 
Africa were up to three times 
more likely to contract HIV than 
their female counterparts who had 
not been abused or treated 
violently. 

Comment [F2]: It would be 
important to add something as 
regards intimate partner violence 
and HIV. For example: Intimate 
partner violence and the lack of 
power to request condom use put 
women at a direct risk of HIV 
infection. Also isolation and low 
self esteem, both results of IPV, 
limits women access to HIV 
prevention and treatment services. 

Comment [F3]: It is key to 
mention that many countries lack 
of protocols for post rape care that 
include ARV treatment. 

Comment [F4]: A high 
percentage of these abuses take 
place within the family. Since 
sexual abuse or rape by a family 
member tend to be repeated and 
abusers usually engage in other 
sexual relations, girls and boys 
abused are at higher risk of HIV 
infection. 

Comment [F5]: The issue of 
early marriage could also be 
included as another form of 
violence that girls suffered which 
also increases their risk of HIV. 

Comment [F6]: Another 
important gap is that in most 
countries law enforcement, 
justice, social and heath services 
personnel are not trained on GBV 
and on the links between GBV 
and HIV. 



o Add: “It is essential to increase the understanding of the real magnitude of GBV at the 
national and international levels. Worldwide many countries lack accurate and official data 
on GBV, including statistics on femicides and particularly data on the intersections of GBV 
and HIV, for example the number of women infected with HIV as a consequence of 
experiencing situations of sexual violence”. 

II. Under ‘aims/objectives’: 
o Point 1: “All countries have improved their understanding of the scale and scope of GBV 

and its links to HIV and its impact on women’s and girls’ lives, with commensurate 
responses that integrate GBV and HIV at the policy, program and service level.”  

o Add additional point: “Scale up actions and resources that address and prevent both 
pandemics in an integrated manner.” 

III. Under ‘ key programmatic elements’: 
o Point 3: “Support 10 crisis/post-crisis countries significantly affected by HIV to scale up, 

promote, support and coordinate integration of GBV and HIV into conflict prevention, 
resolution and recovery efforts, including with refugees and internally-displaced people, 
and by training military personnel in charge of security on GBV.” 

o Point 5: “Ensure that all countries reviewing or developing national HIV strategies or GBV 
strategies have access to evidence on GBV/HIV linkages and support to integrate 
appropriate policies and programmes, including on how to engage men and boys as 
partners for gender equality as well as to engage women groups, including women living 
with HIV and victims of violence in the design of integrated policies, programs and 
services.” 

o Add: “Promote in all countries the implementation of a national unified system to register 
violence against women situations as well as well as to foster and support regional and 
national studies to generate evidence on the intersections of GBV and HIV.” 

o Add: “Promote the implementation of national protocols for post rape care that include 
EHC and ARV treatment.” 

 
 



CROSS-CUTTING STRATEGIC AREAS 
 
What the joint program aims to achieve: increased awareness of the importance of fundamental human 
rights protection in the AIDS response and achieving universal access 
 
1. Leadership and Advocacy 

I. Under ‘key programmatic elements’:  
o Point 5: “Resource, support and strengthen civil society, including PLHIV, communities and 

FBOs.” 
o Point 8: “Engage inter-governmental and inter-agency for a, multilateral institutions and 

funding mechanism, and civil society in the implementation of the UNAIDS strategy.” 
 
2. Coordination, coherence and partnerships 

I. There is no mention of civil society partnerships here, neither the important role civil society plays 
in communities, service delivery, information sharing or providing technical assistance; nor is there 
UNAIDS recognition of this partnership as a key programmatic element. 

 
3. Mutual accountability 

I. There is no mention of the Division of Labour and its roles in mutual accountability or how it will be 
incorporated and reviewed. 

  
 
PRINCIPLES AND APPROACH TO BUDGET AND RESOURCES ALLOCATION 

I. Allocation of funds should also include a cost benefit analysis of targeting interventions for 
marginalised populations who are disproportionately affected by HIV.  

 
APPENDIX 2: GLOSSARY 

I. It is important that marginalised populations of men who have sex with men, people who use 
drugs, sex workers of all genders and transgender people are recognised as being disproportionally 
affected by HIV even within generalised epidemics. While there are problems with finding a respectful 
and discreet term that can be used to identify these groups it is important that they can be identified as 
populations with increased vulnerability to HIV and therefore requiring targeted interventions. 
II. We welcome proposal to include clear definitions regarding those affected by concentrated 
epidemics as the term ‘key ’populations’ has been expanded and stretched beyond point where it 
provides a useful short hand. We would prefer that instead of using the short hand term of key 
populations that they are named as stated in the Joint Action for results 2009-2011 which stated  key 
population, including youth, women and girls, sex workers and their clients, injecting drug users, men 
who have sex with men, prisoners, refugees and migrants, and should include transgender persons.. 
III. Consultation with civil society around the development of this glossary is critical for this language 
to be uniformly shared and used. 

 

Comment [r7]: I am not sure 
if I agree with revisiting 
definitions one of the strategies 
we have employed in the UBRAF 
PCB subcommittee is to ensure 
that they do not recreate the wheel 
and refer to existing documents 
like the Outcome Framework 
2009- 2011 which importantly 
cosponsors have agreed to. I agree 
that we need to name populations 
specifically rather than to just 
using the short hand of Key 
Populations, but its best to make 
them use agreed language. 


