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INTRODUCTION
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Civil society plays a key role in the HIV response in Asia and the Pacific. Communities most affected by HIV,
namely: people living with HIV; sex workers; people who use drugs; gay men and other men who have sex
with men; transgender people; migrants and mobile populations; prisoners; young key populations and key
affected women and girls must remain a critical part of the response, and their role acknowledged and
supported in political and funding commitments in 2015 and beyond.
This report outlines civil society responses to a survey prepared ahead of the UNESCAP Intergovernmental
Meeting (IGM) on HIV/AIDS to be held in Bangkok on 28-30 January 2015.
The report calls for governments and development partners to commit to:
•
•
•
•
•
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funding the HIV response sufficiently and sustainably
grounding the HIV response upon evidence and human rights, and targeting it to the communities
most affected by HIV
removing all punitive laws and policies which act as barriers to effective HIV responses
combating stigma and discrimination within health, social, law enforcement and legal settings at
individual and policy levels; and
supporting communities to play a lead role in policy and program design, service delivery, and
advocacy.

THE ASIA-PACIFIC INTERGOVERNMENTAL MEETING ON HIV AND AIDS (IGM)
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The Asia-Pacific Intergovernmental Meeting on HIV and AIDS (IGM)
The Asia-Pacific Intergovernmental Meeting on HIV and AIDS will be convened by the United Nations
Economic and Social Commission in Asia-Pacific (UNESCAP) in cooperation with UNAIDS, UNDP, UNESCO,
UNFPA, UNODC and other relevant United Nations entities from 28 to 30 January 2015 in Bangkok.
The IGM will set the agenda for regional cooperation to implement the recommendations arising from
national reviews and consultations on legal and policy barriers to universal access to HIV prevention, treatment, care and support, and the regional overview of the progress in meeting the commitments in the 2011
Political Declaration on HIV and AIDS: Intensifying Our Efforts to Eliminate HIV and AIDS, and ESCAP resolutions 66/10 and 67/9.
The outcomes of the IGM will serve as one of the regional inputs to the global review of progress in achieving
the Millennium Development Goals to be undertaken by the General Assembly in 2015, and a regional input
on HIV and AIDS for the development agenda beyond 2015 and the UN High Level Meeting on HIV/AIDS in
2016.
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The Coalition of Asia-Pacific Regional Networks on HIV/AIDS (Seven Sisters) is coordinating regional civil
society participation in the IGM in partnership with regional key population networks in Asia Pacific. These
are:
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Asia-Pacific Alliance on Sexual and Reproductive Health and Rights (APA)
Asia Pacific Coalition on Male Sexual Health (APCOM)
Asia Pacific Council of AIDS Service Organizations (APCASO)
Asian Inter-Faith Network (AINA)
Asian Network of People Who Use Drugs (ANPUD)
Asia-Pacific Network of People Living with HIV (APN+)
Asia-Pacific Network of Sex Workers (APNSW)
Asia-Pacific Transgender Network (APTN)
Coordination of Action Research on AIDS and Mobility in Asia (CARAM-Asia)
International Drug Policy Consortium (IDPC)
International HIV/AIDS Alliance (IHAA)
International Planned Parenthood Federation (IPPF)
Youth LEAD
Youth Voices Count (YVC)
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OVERVIEW OF THE CIVIL SOCIETY SURVEY REPORT
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This report summarises the findings from the survey of civil society organisations (CSOs) undertaken by
UNESCAP in preparation for the IGM, parallel to a survey it undertook with governments. A full version of the
report findings will be made available in the UNESCAP and UNAIDS website after the IGM. The survey questions and list of respondents can be found in the full version of the report. The report aims to capture the key
issues, priorities, and recommendations identified by CSOs in the following areas:
•
•
•
•
•

Progress in meeting the commitments of the 2011 Political Declaration on HIV and AIDS
Remaining challenges and new priorities in HIV and AIDS in the region
Role of CSOs in national and regional policy processes
Key areas of work for CSO engagement; and
HIV financing and regional cooperation.

An online survey was sent out by the UNESCAP Secretariat to a list of partner CSO contacts provided by
regional CSO networks. In total, 63 CSOs from 24 countries and territories in Asia and the Pacific submitted
responses. An external consultant analysed the findings and drafted a full report; a CSO Working Group from
the IGM Civil Society Steering Committee reviewed drafts and provided oversight and guidance to the report
development process.
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BACKGROUND
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HIV in Asia and the Pacific: A Summary of Achievements, Challenges and Gaps
Asia and the Pacific are home to two thirds of the world’s population and contains five of the seven most
populous countries in the world. Next to Sub-Saharan Africa, the region has the most number of people
living with HIV. Some key aspects of the HIV epidemic in Asia and the Pacific include:
•
•
•
•
•

By 2015 it is estimated that 5,000,000 people in the region will be living with HIV.
Close to a thousand new HIV infections occur each day – or 350,000 a year, of these 22,000 of
these are among children.
HIV is concentrated in key populations – sex workers, people who use drugs, gay men and men who
have sex with men (MSM), and transgender women. HIV rates in key populations are often two to ten
times higher than among people of similar gender and age in the general population.
An overwhelming majority (95%) of new infections within key populations occur in young people
between the ages of 15 to 24.
HIV in Asia and the Pacific is geographically concentrated, particularly in major cities and capitals.

Other key affected communities in the region include prisoners, migrant and mobile populations, and key
affected women and girls (including but not limited to the intimate partners and spouses of people living with
HIV, women in sero-discordant relationships, females who use drugs, female sex-workers, and women and
girls living with HIV).
According to WHO guidelines the average treatment coverage rate across Asia and the Pacific is 51%, which
is below the global average of 61%1. Most people start treatment late, with implications for treatment effectiveness, individual health and long-term survival.
1 Report on HIV in Asia and the Pacific. UNAIDS, 2013.
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Major gaps in prevention coverage exist; despite huge increases over the past 10 years in the number of
people receiving services, the proportion of key populations (MSM, female sex workers, male sex workers)
consistently using condoms, and the proportion of people who inject drugs (PWID) using clean injecting
equipment remains well below the 80% level required to reduce HIV transmission rates within these communities.
HIV testing rates have leveled off since 2010, with just one in three members of key affected populations
having had an HIV test and knowing their HIV status. Prevention of perinatal transmission is hampered by
low Prevention of Mother to Child Transmission (PMTCT) program coverage, with an average rate of only
30% across the region, lagging well behind the global average of 67%. Multiple and overlapping risk behaviors such as PWID engaged in sex work, and drug use among MSM, sex workers or transgender people are
not comprehensively addressed.
Only a third of HIV positive people know their HIV status, and subsequently access services; just a third of
those who know their status are accessing anti-retroviral therapy (ART), with subsequent retention rates of
85% overall. As a result, in Asia and the Pacific, out of every 1000 people with HIV, only 330 know their status;
of these, a mere 122 people start treatment, and by the end of 12 months, only 104 people are retained in treatment.
Given this data, the global targets committed to in the 2011 United National General Assembly Political Declaration on HIV and AIDS2 (hereafter referred to as ‘Universal Access’) will remain out of reach for many more
years in Asia and the Pacific unless radical changes to current strategies and approaches are put into place.

2 Report on HIV in Asia and the Pacific. UNAIDS, 2013, pp. 2 – 3.
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Spending and Financing – Trends and Priorities
Overall, amounts of domestic and international financing for HIV in the region have increased over the past
10 years. Domestic financing is gradually increasing and now accounts for 59% of total funding for HIV across
Asia and the Pacific. However, the majority of domestic funding is allocated to treatment and care, while
international donors still fund the majority of prevention programmes in the region, particularly for key
populations.
Across Asia and the Pacific, over 80% of financing for prevention in key populations comes from international sources. Within domestic resources allocated for prevention, only a third is allocated for prevention
targeting key populations. This indicates that increases in domestic funding are not being sufficiently
allocated to interventions or populations to address where most new infections in the coming decade are
likely to occur.
More recently, a shift in international funding has occurred, with declining or flatlining allocations, particularly
for middle-income countries. This raises the crucial question of whether domestic governments are
prepared and willing to comprehensively fund HIV responses in the region.
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Policy shifts towards a more enabling environment for Universal Access
There is growing political commitment in some countries to support enabling environments for universal
access to HIV prevention, treatment and care, manifested by the removal of some punitive laws that hinder
the HIV response, and the crafting of new policies that are consistent with Universal Access.
However, there are still many obstacles. Punitive legal environments persist and contribute to stigma,
particularly for members of key populations. Laws and policies towards people who use drugs still rely on
criminalization and punishment rather than an approach focused on the health and rights of people who use
drugs . Some countries have made backward steps in policies, such as the re-criminalisation of male-to-male
sex in India. Laws and policies can institutionalise stigma, placing formidable barriers to Universal Access.
Continuing advocacy and vigilance is needed from civil society, donors, international agencies and partners
to maintain an enabling environment for Universal Access.

12

16

PEOPLE LIVING WITH HIV (PLHIV) AND KEY POPULATIONS:
AN OVERVIEW OF POPULATION SIZE ESTIMATES AND HIV PREVALANCE FOR
SEX WORKERS, PEOPLE WHO USE DRUGS, MEN WHO HAVE SEX WITH MEN,
TRANSGENDER PEOPLE AND OTHER KEY AFFECTED POPULATIONS
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People living with HIV
As outlined above, it is estimated by 2015 there will be 5,000,000 people living with HIV in Asia and the
Pacific. Access to ART has increased dramatically over the preceding 10 years, however the treatment rate in
the region is still only 51% according to WHO guidelines3. Long-term access to ART medication is dependent
on the availability of generic drugs, and funding to support treatment provision. For PLHIV in remote and
rural areas, the cost of travelling to access treatment can be a barrier. While adherence retention rates are
high, people are presenting late for treatment and two thirds of people living with HIV do not know their HIV
status, resulting in a very uneven treatment cascade across the region. Integration of HIV with other health
services, including tuberculosis (TB), hepatitis C and sexual and reproductive health services, to address
co-infections and the broader health of PLHIV needs to be strengthened. Treatment uptake and service
provision for children living with HIV also need to be improved, along with provision of sexual and reproductive health services for adolescents living with HIV. Stigma and discrimination has reduced over recent years,
however continued vigilance is needed to reach the UNAIDS target of Zero Discrimination and remove this as
a barrier to Universal Access. Issues such as the criminalization of HIV transmission also need to be
addressed in some countries.

3 Report on HIV in Asia and the Pacific. UNAIDS, 2013.
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Young Key Populations: The emerging but neglected face of HIV in the region4
The 2008 Commission on AIDS in Asia estimated that more than 95% of all new infections among young
people in Asia were occurring among young key populations. Asia and the Pacific have over 1.12 billion young
people aged 10-24 years. In 2013, an estimated 610,000 young people aged 15-23 years were living with
HIV5. Behaviors which place young people at a higher risk for HIV such as unprotected paid sex, unprotected
sex between males, and the sharing of contaminated injection equipment, often start at an early age.
Reports in 2012 show that coverage levels for prevention services for young key populations were well below
the level needed to substantially reverse the epidemic among this specific population segment, with only
57% of young MSM, 51% of young women selling sex, and 37% of young men selling sex, having access to
prevention services. However, 90% of the budget allocation on prevention among young people targets
low-risk youths and not those from key populations.

4 In or Out ? Asia-Pacific Review of Young Key populations in National AIDS Strategic Plans. UNESCO, 2014, p. 11
5 UNAIDS estimates, 2013.
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People Who Inject Drugs (PWID)
Population size estimates of people who inject drugs (PWID) have been conducted in 21 countries in the
region. However several of these only include estimates for male drug users, or have data that is not up-todate (11 of 21 estimates where conducted prior to 2010). There is virtually no available data for women and
children who use drugs, who are often the most vulnerable and marginalized amongst people who use drugs.
HIV prevalence for PWID in the region ranges from highs of 46% in Cebu, Philippines and 36.4% in Indonesia
to less than 1.2% in Singapore, Maldives, Australia and Bangladesh. In several countries HIV prevalence
among PWID is over 20%, including Pakistan, Thailand, Cambodia, Malaysia and Myanmar. While many
countries in the region have adopted harm reduction programs to reduce the transmission of HIV, the coverage of such programs remain inadequate.6 In addition, access to harm reduction programs is limited due to
the continuation of harsh penalties and punishment inflicted for drug use, including criminalization, imprisonment, and detention as a means of rehabilitation. In some parts of the region, injecting drug use is a major
contributor to the overall HIV prevalence; for example in Indonesia, the percentage of new HIV infections
attributable to injecting drug use approaches 20%.

6 Report on HIV in Asia and the Pacific. UNAIDS, 2013.
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Gay Men and Other Men Who have Sex with Men (MSM)
The HIV epidemic in our region is among MSM. Recent data indicates that MSM are up to 19 times more likely
to have HIV than the general population. According to a 2013 UNAIDS report, estimated population of MSM
in the region is between 10.5 million to 27 million. HIV prevalence continues to remain very high among MSM,
with estimates to be more than 5% in at least six countries (China, Indonesia, Malaysia, Myanmar, Thailand
and Viet Nam), and even more alarming rates of 15% to nearly 31%—in large urban areas such as Bangkok, Ho
Chi Minh City, Jakarta among others. Comprehensive strategies to address HIV must be implemented to
include biomedical approaches to prevention, alongside targeted traditional safer-sex messages, to stem
high rates of prevalence.
Punitive laws and practices that criminalise same-sex behaviour are still prevalent in 18 out of the 38 countries in Asia Pacific. Thus many MSM avoid seeking health and HIV services for fear of legal and social repercussions, discrimination and even violence, presenting a serious barrier to delivering HIV prevention and
treatment services.
In 2008, the Commission on AIDS in Asia had predicted that if no action was taken to increase the investment
to MSM programming then they will account for nearly 50% of new HIV infections by 2020 – and this trend
is becoming a reality. However, investment continues to remain very low in MSM programming, with only
less than 7% for HIV prevention among MSM.
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Sex Workers
Across the region, 23 countries have reported population estimation data for female sex workers, however
only 15 are from 2010 or later. In Port Moresby, Papua New Guinea, female sex workers are reported to have
the highest HIV Prevalence among female sex workers in the region at 19%, followed by 8.1% in Myanmar, 7%
in Indonesia, 4.6% in Cambodia, and 4.2% in Malaysia. In the other 17 countries with data available, HIV prevalence among female sex workers is reported at less than 2.8%. Among the ASEAN countries, HIV prevalence
rates among female sex workers have either remained stable below 5%, or have declined since 2001.
Male sex workers are recognised as an emerging key affected population, although their inclusion in surveillance and behavioral surveys is limited. Male sex workers are often included within the MSM umbrella term,
even though many studies show male sex workers clients can include both men and women. Population size
estimates have been done in only five countries, while seven include male sex workers in sentinel and/or
behavioral surveillance studies since 2010. In a number of countries, HIV prevalence among male sex workers exceeds prevalence among female sex workers.
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Transgender People7
Transgender women are 49 times more likely to have HIV than other adults of reproductive age, according to
a global 2012 study that included six countries from the region.8 However, there are significant gaps in data
on transgender people and few population size estimates for transgender persons in the region. One report
suggests as many as one in 300 people in the region may be transgender, totaling 9 - 9.5 million in Asian and
the Pacific.
Transgender people in Asia and the Pacific are underserved by HIV programs, and have historically been
conflated with MSM, which has resulted in many of the specific HIV and health needs of transgender people
not being adequately addressed. While many countries have dedicated programs to reach transgender
people, stigma and discrimination, gender-based violence, limited legal protections or recognition of their
gender identity, and limited employment options contribute to HIV vulnerability. Cross-cutting risk factors
include sex work, and several studies indicate consistent condom use with clients and casual partners among
transgender sex workers is 50% or less.

7 UNAIDS Gap Report, 2013. Regional Snapshots: Asia and the Pacific, p. 73.
8 AIDS Data Hub. http://www.aidsdatahub.org/Thematic-Areas/KAWG
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Prisoners/People in Closed Settings
People in prisons also have higher rates of HIV compared to those who are not incarcerated, and people who
inject drugs, men who have sex with men, and women are particularly vulnerable. Lack of access to HIV and
health information, counseling, prevention and treatment services in prison is well-established, and must be
addressed.
Migrant Workers / Mobile Populations
Although a number of countries have included migrants as key affected populations in their National Strategic Plans, such inclusion does not necessarily mean that adequate funding is appropriated or that effective
strategies are implemented and monitored. HIV prevention programs are limited and often irrelevant as they
do not contextualise information in the realities faced by migrant workers. Even within origin countries,
programs and services are concentrated in major urban areas, making access difficult for those who come
from rural areas. What information is available are not always translated into local languages and dialects,
which also poses an issue to access.
Mandatory HIV testing is imposed on migrant workers at both home and destination countries, mostly without benefit of counseling, confidentiality and referral services for those who are tested positive. Access to HIV
treatment, care and support services are not available to migrant workers in destination countries where
there are policies that deport migrant workers on the basis of their HIV status. Without comprehensive
reintegration programs for HIV positive returning migrant workers, access to HIV treatment and other health
related services is difficult, even for those who manage to find jobs locally. It is therefore imperative that
policies on HIV-related travel restrictions be repealed and in their place, enact policies that provide unrestricted access to HIV and health services for migrant workers in both origin and destination countries.
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Intimate partner transmission of HIV
Data across the region shows that a significant number of male clients of sex workers, men who inject drugs,
men who have sex with men, and male sex workers not only have female sex partners, but a significant
number have female spouses and regular female partners9. Surveys measuring condom use by men who
know they are living with HIV10, as well as mode of transmission analysis, seem to support the hypothesis
that a majority of women living with HIV in the region are infected through intimate partner transmission.
Despite evidence that male-to-female intimate partner transmission of HIV accounts for up to a third of new
HIV infections in a number of Asian countries, relatively little is known about the circumstances under which
these women are able to negotiate protective behaviours with their male sexual partners. Countries with
concentrated epidemics and limited resources have found it difficult to identify and reach out to these
women. This reinforces the need for expanded HIV-prevention strategies with adult and adolescent male,
female and transgender key populations, as well as those living with HIV, to include components to reach
intimate partners with information, referrals, and services in ways that protect and promote their human
rights11.

9

UNDP, UNICEF (2015). Preventing HIV Transmission in Intimate Partner Relationships: Evidence, strategies and approaches for
concentrated HIV epidemics in Asia. Bangkok.
10 A 2009 study in Viet Nam found that approximately a third of men who knew they were living with HIV did not consistently use
condoms with their wives, including 20 percent who did not use condoms at all. Among those who did not know the HIV status of their
female partners, less than half used condoms consistently. These study populations did not include the many men living with HIV who
have not yet been tested and thus do not know their status. Condom use may be even lower among this population.
11 UNDP, UNICEF (2015). Preventing HIV Transmission in Intimate Partner Relationships: Evidence, strategies and approaches for
concentrated HIV epidemics in Asia. Bangkok.
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Women living with HIV and Key Affected Women and Girls
Key affected women and girls (KAWG) in Asia and the Pacific are women and girls most at-risk of and
affected by HIV. KAWG include women and girls living with HIV, female sex workers, women and girls who
use drugs, transgender women and girls, mobile and migrant women, female prisoners, women and girls
with disabilities, women in sero-discordant relationships, as well as female partners of men with high-risk
behaviours.
The available evidence shows that despite the fact that more men than women are infected with HIV, key
affected women and girls bear the socio-economic brunt of the disease, and often face multiple and overlapping forms of stigma and discrimination, gender-based violence and other human rights violations. These
factors compound experiences of ill-health, injustice, social marginalisation and inequality, and impacts
fulfillment of their sexual and reproductive health rights and access to HIV and sexual and reproductive
health services. Issues faced by key affected women and girls cut across the HIV and gender responses.
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KEY FINDINGS OF THE CSO SURVEY
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Overview of progress in achieving universal access to HIV prevention, treatment, care and support in
Asia and the Pacific
A. Major achievements and critical factors in making progress towards Universal Access
Survey respondents cited numerous important achievements towards Universal Access in the last five years.
Some key responses include:
•
•
•
•
•
•
•

Significant decreases in HIV prevalence, number and rates of new infections, levels of perinatal
transmission, and HIV-related mortality.
Scale up of ART services and provision of ART for free or at minimal cost.
Increases in coverage, availability and access to prevention, treatment, care and support.
Increasing participation of CSO groups in service design and delivery.
Recognition and inclusion of additional key affected communities, such as migrant workers.
Expansion of harm reduction services in many countries across the region, including needle and
syringe programs (NSPs) and opioid substitution therapy (OST).
Increases in numbers of people receiving HIV testing and knowing their status.

Changes in restrictive or punitive laws and policies were also cited as a key advance in some countries.
Examples provided included formulation of supportive policies, reform of restrictive policies, and adoption of
a more health-oriented approach towards drug use in one country. Another shift in policy noted was
increased recognition of sexual diversity, gender identity and/or LGBT. Many respondents state that without
the involvement of the CSOs, these policy changes may not have happened.
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The survey findings note the following factors as critical for contributing to achievements in making progress
towards Universal Access:
•
•

•
•
•
•

Top level government commitment and multi-sectoral involvement in the HIV response.
Formation of community-based groups and networks of key populations, and active and
meaningful participation of community networks and CSOs in areas ranging from service delivery,
increasing reach and coverage, advocacy and participation in decision-making processes,
representation in national bodies such as Global Fund Country Coordinating Mechanisms, to
capacity building and preparing communities for eventual ownership of the HIV response.
Advocacy work on sensitive issues, particularly on lowering the age of consent to HIV services,
harm reduction and sexual orientation and gender identity and expression (SOGIE), which was seen
as essential to changing attitudes, policies and laws.
High quality technical support provided by strategic partners, such as international NGO, and
donors.
Sufficient financing, from domestic and international sources. However, many CSOs report being
apprehensive about future financial sustainability and the low capacity of government health
systems to maintain achievements, as external financing declines.
Use of research and evidence in design and planning of interventions and programs.
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Overview of good practices in conducting national reviews and consultations on policy and legal barriers to universal access to HIV prevention, treatment, care and support in Asia and the Pacific
B. Roles of CSO and areas of work in National Strategic Plans on HIV
The survey findings indicated 83% of respondents have been involved in the development of national strategic plans in some way, which may reflect that many of the respondents are large national level NGO. The
scope and scale of involvement of CSO is broad, varied, and uneven. There are countries where it is well
institutionalised, with policies and laws that specify CSO representation for strategy development and
planning.
CSO are involved in a range of activities related to the development cycle of National Strategic Plans: review
of previous national strategies; concept development for the new strategy; inclusion on steering committees,
technical working groups or task forces focused on various components of the strategy; reviewing drafts and
providing feedback; and ultimately, endorsement of the final strategy. In-country national networks report
mobilising their members and constituents to participate, as well as facilitating participation of other CSO
and network partners.
Regional and national CSOs report collaborations as being key to influencing the development of National
Strategic Plans. Regional CSOs share experiences of good practices in other countries, or analyse and comment on issues with a regional, cross-country or international perspective. They may also influence national
strategies, albeit indirectly, by working with their partners in country. Membership in regional CSO networks
is also important when working with certain vulnerable populations, such as cross-border migrants. National
partners of some regional organisations (for example, APCASO, CARAM-Asia, APN+) report contributing to
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development of strategies at the regional level, through highlighting their own country experiences in
regional or sub-regional forums.
C. CSO contributions and roles in addressing legal and policy barriers to Universal Access
Many CSO respondents indicated they were involved in a range of service delivery activities to address legal
and policy barriers to Universal Access. Examples include facilitating access to legal services and treatment
for clients caught by police; providing care and support and counseling services; and provision of legal advice
or referral to legal aid services. Some organisations incorporate advocacy work into their service provision
efforts.
Other CSOs conduct specific campaigns or advocacy actions, addressing issues such as decriminalisation of
homosexuality, sex work and drug use, lifting HIV-related travel restrictions, and utilising flexibilities within
the Agreement on Trade-Related Aspects of Intellectual Property Rights (TRIPS) to enable access to essential drugs and ART. CSO also work to address legal and policy barriers within the context of Universal Access
reviews and other mechanisms such as the Universal Periodic Review (UPR) of the UN Human Rights Commission.
However, 22% of respondents did not complete the question on CSOs’ role in addressing legal and policy
barriers to Universal Access, indicating some respondents are less engaged in this area compared to involvement in the development of National Strategic Plans.

27

D. CSO Participation in Laws and Policy Reviews Related to Universal Access
Only 51% of the CSO respondents were certain written reviews of legal and policy barriers to Universal Access
had been conducted in their countries. 25% of respondents noted the reviews had NOT been done, while a
further 20% did not know, were unsure or did not answer the question.
Of the 30 respondents who noted written reviews of legal and policy barriers had taken place in their countries, 82% were involved in those reviews, with 65% noting the findings of the reviews had been widely
disseminated and made readily available to grassroots CSO.
Reasons cited by CSOs for countries not holding a review, or their non-participation in the legal and policy
reviews of Universal Access include:
•
•
•
•
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Lack of national leadership, capacity or commitment, as well as lack of resources for conducting the
review.
The constituencies of the CSO are not recognised as vulnerable (i.e., migrants), or are considered
illegal (i.e., sex workers).
Opposition to their participation by more influential and organised groups.
Geographic constraints (i.e., respondents were not in the capital cities where reviews often took
place; or there was no attempt to include those in other regions of the country).

Review of the financing of national HIV and AIDS responses in the Asia-Pacific Region
E. Trends in access and availability of financial resources: A looming crisis for CSOs in the region
Almost all CSO respondents noted that funding for their organisations had decreased or remained static in
terms of overall access to and availability of financial resources for their work on HIV and AIDS over the past
10 years. It was noted that the focus of donor resource support had shifted over this time period, from an
initial focus mainly on prevention, towards care and support, then ART provision, and finally to linkages
between prevention, treatment and care.
As a result of donor focus, some activities a CSO or network might consider to be a priority, such as advocacy
or membership coordination, were either terminated or received little funding support.
It was reported that complex donor criteria, different priorities (either geographic, thematic, or different target
populations), unwillingness to support core operating costs, and government bureaucracies and inefficiencies further restricted access of civil society to funding support. In addition, respondents perceived that community groups were too low down the “pipeline” to receive significant amounts of funding, with funding
channeled through intermediaries, sub-recipients and sub-sub-recipients such as consulting firms or international NGOs, eventually reducing the amounts of available money for the community at the grassroots
level.
A few CSOs reported being experienced in dealing with many different donors, and being able to successfully
balance different donor and organisational interests and priorities. Some respondents from middle to
higher-income countries had regular and predictable funding from government sources, or were actively
fundraising from the public. However, respondents noted that as countries progress towards being middle
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income countries, access to international funding and grants for CSOs decreases, and while domestic
governments may be expected to increase their contribution to the HIV response, some are not willing to do
so, or are unwilling to fund CSO or advocacy activities.
Regional cooperation to achieve universal access to HIV prevention, treatment, care and support in
Asia and the Pacific beyond 2015
F. Ways forward – Integration of HIV into the post-2015 Development Agenda, increasing meaningful
participation, crafting supportive laws and policies, and regional cooperation
The post-2015 development agenda will reflect key political commitments guiding allocation of resources
and development programming of governments, civil society and international development partners in the
same way the MDGs did over the years since they were created. Respondents were asked on how HIV
responses can most effectively be integrated into the development agenda beyond 2015.
Respondents agreed that HIV must remain a key commitment within the post-2015 agenda. Some respondents were apprehensive over the integration of HIV into global health and development efforts, preferring
that “HIV remain a separate program for the near future”, citing lack of resources and readiness in their countries, and high levels of stigma that might be better addressed through a distinct program.
Other respondents noted a need to link HIV with other priority development issues, for example urbanisation
and HIV, or integration of HIV within Universal Health Care, Primary Health Care, Maternal and Child Health,
and Sexual and Reproductive Health Programs. It was noted that integration should consider the importance
of human rights based approaches and be consistent with international conventions and guidelines, as well
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as address stigma and discrimination as key barriers. Good governance is essential to achieving health and
development goals. Structural barriers such as gender-based violence should also be addressed.
Several other respondents also noted they felt the current MDG omitted issues critical for Universal Access,
including issues of labor migration, young key affected populations, and acceptance of gender and sexual
diversity.
G. Regional Cooperation – Areas of Interest, Strategies and Approaches
When asked to indicate areas to prioritise in strengthening regional cooperation regarding HIV and AIDS,
most CSOs indicated priority areas of interest consistent with their focus areas of work and organisational
mandates. Some specific suggestions included:
•
•
•
•
•
•
•

Removal of punitive and restrictive policies, laws and law enforcement practices.
Combating stigma and discrimination within health, societal and other settings through individual
sensitisation and policy reforms.
Sharing lessons learned at sub-national, national, regional and global level through regional
networks, strategic partners or other mechanisms.
Groups working with PWID proposed expansion of key harm reduction services, such as hepatitis
prevention and treatment, and scaling up NSP and OST.
Recognition of other key populations (e.g., migrant workers) within country strategies.
Universal Health Care with Equitable Access for Key Populations and Community Systems
strengthening support need to be undertaken and sustained.
Addressing HIV concerns with a gendered lens and taking into account the special needs of key
affected women and girls.
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RECOMMENDATIONS
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Overall Recommendations
Communities should be at the front and center of the HIV response, working together in partnership with the
government. This is only possible with political will and action by governments to:
•
recognise the existence of key populations
•
eliminate punitive laws against key populations
•
sufficiently and sustainably fund community mobilisation and other critical enablers, and
•
put in place systems for civil society and communities to monitor and evaluate governments’
implementation of commitments and obligations.
This is a defining moment for our region’s response to HIV and AIDS. Asia and the Pacific must lead by
example and inspire other regions to take similar action. Seizing the opportunity to act now will strengthen
the long-term health and well-being of communities, countries and our region as a whole.
A. Recommendations on progress in achieving universal access to HIV prevention, treatment, care and
support in Asia and the Pacific
I

Scale up rights-based, community-led and gender-responsive HIV prevention, treatment, care and
support interventions, inclusive of people of sexual diversity, and young people from key
populations.

II

Address the social and economic drivers of HIV, through sustained social protection programs.
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III

Ensure integration of HIV services to address the sexual and reproductive health and rights, TB,
Hepatitis C and other broader health needs of communities affected by HIV. Ensure that where
integration of HIV into broader health services takes place, services remain key populations-focused.

IV

Strengthen links to programs promoting social justice, economic development and livelihoods,
education, and gender equality, to reduce the vulnerability of key populations to HIV.

V

Ensure provision and accessibility of health and harm reduction services for people who use drugs,
including needle and syringe programs and opioid substitution therapy, within legal and policy
environments that remove criminalization, punishment and compulsory detention for drug use.

B. Recommendations on good practices in conducting national reviews and consultations on policy and
legal barriers to universal access to HIV prevention, treatment, care and support in Asia and the Pacific
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I

Human rights principles should underpin and guide HIV responses.

II

Remove punitive and restrictive policies, laws and law enforcement practices that create barriers to
the HIV response and increase vulnerabilities of communities, especially those most affected by HIV.

III

Establish mechanisms to improve accountability of state and non-state actors in fulfilling the health
rights and human rights of all people.

IV

Continue to support civil society engagement in the design, implementation, evaluation and review
of policies and laws which affect key populations and are integral to achieving Universal Access.

C. Recommendations on financing of national HIV and AIDS responses in the Asia-Pacific Region
I

Ensure meaningful participation of key populations and communities in decision-making processes
related to HIV-financing. Scale up resources for communities, including support for core operations,
advocacy and representation, and sustainability of community organisations.

II

Increase domestic allocations to financing comprehensive HIV prevention, treatment and care to
ensure the sustainability of the HIV response.

III

Fund human rights, gender equality, community mobilisation, and advocacy as key components in
the HIV response.

D. Recommendations on regional cooperation to achieve universal access to HIV prevention, treatment,
care and support in Asia and the Pacific beyond 2015
I

Ensure the meaningful engagement of communities, particularly key populations, in the
development, implementation and monitoring of the regional framework for action on HIV/AIDS
beyond 2015.

II

Recognise transgender people as a key population within future global and regional political
commitments on HIV.

III

Safeguard a legitimate space for the engagement of civil society and communities in national,
regional and global framework-setting and decision-making platforms, especially
intergovernmental forums such as the Association of Southeast Asian Nations and South Asian
Association for Regional Cooperation.
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