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Summary

The present report addresses the implementatioth@fdecisions and recommendations of the
Programme Coordinating Board of the Joint Unitedidses Programme on HIV/AIDS (UNAIDS). The
report focuses on the implementation of decisisomfthe 32nd and 33rd meetings of the Programmme
Coordinating Board, respectively. The report hights UNDP and UNFPA contributions in
responding to HIV.

Elements of a decision

The Executive Board may wish to take note of thesent report and recommend ensuring that the
critical roles of UNDP and UNFPA in working towartte end of the HIV epidemic, as articulated in
their strategic plans, are fully reflected in a revategy for UNAIDS.
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Context

1. The AIDS response, once driven by the spectitnets and death, is now motivated by hope
and thepossibility of ending the epidemic. The year 202% gshe lowest number of annual new
infections (2.3 million) since the mid-to-late 139y the end of 2012, 9.7 million people were
accessing life-saving antiretroviral therapy — afdl@ increase. Co-financing and domestic
funding of AIDS responses are increasing, undensgothe need for capable institutions and
communities to deliver universal access and cowerly2013, domestic funding accounted for
over half of global HIV resources. That trend haganconsequences, most notably the extent to
which the needs of key populations (sex workers) mieo have sex with men, transgender people
and people who use drugs) are being addressed.

2. While calls for “ending AIDS” continue to incre® AIDS remains a leading global cause of
morbidity and premature mortality, accounting for @stimated 1.6 million deaths in 2012. The
HIV epidemic continues to increase in the Eastetmopean and Middle East regions, and
coverage of services for at-risk populations remaaw in the majority of regions. Moreover, a
number of countries in Eastern and Southern Afritee epicentre of the epidemic, are
experiencing a resurgence of high-risk behavioorgriouting to high levels of new infections.
AIDS is the leading cause of death among womerepfaductive age, and between 2005 and
2012 HIV-related deaths among adolescents increbgedO per cent, even though the global
number of HIV-related deaths fell by 30 per cerd.réverse the HIV epidemic much more needs
to be done to reach the most vulnerable and tdaac&qualities.

3. In June 2003, the Executive Boards of UNDP/UNFE¥e United Nations Children’s Fund
(UNICEF) and the World Food Programme (WFP) agrteed follow-up to UNAIDS Programme
Coordinating Board meetings be placed on the ageofitheir Boards as a regular item.

4. The present report, prepared jointly by UNDP &hdFPA, provides an update on the

decisions and recommendations from the 32nd andl 3&etings of the Programme Coordinating
Board of UNAIDS, held in June and December 2018peetively. Issues of particular relevance
to UNDP and UNFPA included: the AIDS response ia fiost-2015 development agenda, a
thematic segment on HIV, adolescents and youth, #med Unified Budget, Results and

Accountability Framework and 2014-2015 budget of AJDS.

5. This report also provides an overview of UNDE &iNFPA results in addressing HIV. More
detailed results for both organizations are avélab the UNAIDS Unified Budget Results and
Accountability Framework performance report, 20122, to the Programme Coordinating
Board. The oral presentation to the second regsdmsion 2014 will include a synopsis of
decisions and recommendations from the 34th Boareting, to be held in July 2014.

Decisions and recommendations of the Programme Coor dinating
Board

AIDS and the post-2015 development agenda

6. The Joint United Nations Programme on HIV/AIDS wextko keep AIDS high on the global
political agenda, with particular focus on the @815 development framework. Joining with the
medical journalThe Lancet, the UNAIDS secretariat convened a panel of haglel global experts
to analyse the place of the HIV response and glbbalth in the post-2015 agenda. UNDP and
UNFPA have contributed to working papers, commeéegaand a range of analytical pieces
through the UNAIDS:-ancet Commission, making the case for continued priaattan of the HIV
response beyond 2015. Both the ‘think piece’ of tHRFPA Executive Director on the
intersection between HIV and sexual and reprodedtizalth and rights, and the UNDP article on
universal health coverage, will contribute to taggkr discussion about the positioning of HIV in
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the post-2015 development agenda. The UNDP Admatdst chaired a Commission working
group that explored reforming the global AIDS amdlth architecture.

7. During discussions at the Programme Coordinatingr@oneeting of UNAIDS in June 2013,
several Board members reiterated the importancenstiring that progress made in reaching
Millennium Development Goal 6 and the lessons ledrim the AIDS response — especially the
centrality of a human rights-based approach — aneed forward in the post-2015 framework, and
that a clearly defined, measurable target on Al®Set out in the post-2015 agenda. Many Board
members encouraged countries, and UNAIDS, to adgofar an HIV agenda that better
integrates health and sustainable development st gmsition the HIV response as a key
contributor to tackling the issues that will be ewveore relevant in the post-2015 era, from
urbanization to non-communicable diseases. Thegstd, however, that the focus on HIV should
not be integrated into health systems and broaglezldpment priorities.

HI1V, adolescents and youth

8. HIV is the second leading cause of death amaadeacents globally. In 2012, an estimated
5.4 million young people aged 10-24 were living hwillV. Some countries are experiencing
increases in risky behaviours among young peopte 33rd Programme Coordinating Board
meeting held a thematic segment on the urgent teedale up HIV responses tailored to the
needs of adolescents and youth, and the value ddimgpeffectively with and for young people.

9. The following conclusions were drawn at the esfdthe thematic segment on ‘HIV,
adolescents and youth’:

(&) There is an urgent need to scale up eviderfoesied programmes for young people’s
HIV prevention, treatment, care and support, a3 agprogrammes supporting the needs of
young people living with HIV, including comprehewsisexuality education.

(b) Age of consent laws and policies are preventiagng people from accessing services
such as HIV testing, counselling, harm reductiard &eatment. (This issue was previously
addressed by the Global Commission on HIV and tiw,lconvened by UNDP on behalf of
UNAIDS.)

(c) Investing in youth participation through thdl forogramme development cycle can lead
to more effective and more appropriate programmes.

(d) There is only limited data available in relatito young key populations and young
people living with HIV. Routine data should be djgeegated for these populations,
investments in research should increase, and égiigéocols in relation to research on under-
18-year-olds should be revisited, taking into cdasition the evolving capacities of
adolescents and young people.

10. UNAIDS will continue to work with young peoplen HIV to increase the mobilization,
ownership and leadership of young people at naticegional and global levels to reach the
targets of the Political Declaration on HIV/AIDS B@15 and beyond.
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Fig 1. Prevalence of HI'V among young women and men (15-24 years), by region, 2001 and 2012
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UNAIDS Unified Budget, Results and Accountability Framework

11. At its 32nd meeting, the Programme Coordinadugard considered the results achieved
during the first year of the UNAIDS Unified Budg&esults and Accountability Framework,
2012-2015. Presentations highlighted the main &enients of implementing the Framework,
noting improvements in coordination between theetadat and cosponsors; greater clarity on the
allocation of resources and contribution to resultssharper focus on epidemic priorities and
where resources can have the biggest impact; amioefupromotion of the vision of the ‘three
zeroest as a common framework for the Joint United NatiBnesgramme on HIV/AIDS and the
global AIDS community.

12. While approving the 2014-2015 budget of $488ioni and welcoming its presentation on a
zero nominal growth basis, Programme CoordinatingrB members also expressed concern in
terms of the impact of decreases in funding foratttivities of the Joint Programme.

1The UNAIDS strategy, 2011-2015, is a ‘road map'tfe Joint Programme, with concrete goals markiilgstones on the path to achieving
the UNAIDS vision: “Zero new HIV infections. Zerasgrimination. Zero AIDS-related deaths”.
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[11. UNDP and UNFPA transformativeresults

13. UNDP and UNFPA continue to make significanttdbations to the global HIV response,
building on and leveraging organizational core c#fs to benefit HIV outcomes together with
other development priorities, as illustrated below.

14. The vision outlined in the UNDP strategic pl&@©14-2017, of supporting countries to

eradicate poverty, while simultaneously reducingqumlities and exclusion, resonates strongly
with what is needed to address HIV effectively. &guzing the wide-ranging social and

economic impact of HIV and the synergy between theahd sustainable development, the
strategic plan addresses HIV as a cross-cuttingeibgghlighted in two substantive areas of work:
adopting sustainable development pathways and gitrening inclusive, effective democratic

governance.

15. As a cosponsor of UNAIDS and a partner of theb& Fund to Fight AIDS, Tuberculosis

and Malaria), UNDP has an important role in sugpgrcountries to improve health outcomes.
Approximately 100 country offices support nationasponses to HIV and health, either through
dedicated programmes or by integrating attentiotbd and social determinants of health in
poverty, governance, human rights, gender and dgpdevelopment programmes. These efforts
have resulted in greater integration of HIV in oatl planning and Millennium Development
Goals and gender-equality programmes; strengthgoeeérnance, coordination and legislative
environments for national HIV responses; and steonigiplementation of HIV, tuberculosis and

malaria programmes funded by the Global Fund.

16. HIV is integrated into the four pillars of théNFPA strategic plan, 2014-20%7which
emphasizes integrated sexual and reproductiverhsaltices for young people, key populations,
and women and girls, including those living with \HIThe rights-, gender equality- and
empowerment-based approach to sexuality educatiwh sexual and reproductive services
outlined in the plan will enable those populatidnsassert their human rights and access the
information and services they need.

17. Aligned with the Unified Budget Results and Agntability Framework, in 2013 UNFPA
supported the integration of HIV into sexual angrogluctive health services and strengthened the
capacity of youth-serving and youth- or sex woregh-organizations and networks in over
90 countries. As a direct result, the number ofntdes with UNFPA support that institutionalized
mechanisms forging partnerships with young peadptduding adolescents, in policy dialogue and
programming, increased from 58 to 82 over the pastr. In 41 countries, sex worker-led
organizations and networks engaged in the desmgplementation and monitoring of sexual and
reproductive health and HIV programmes to ensuae ttheir needs were met. Implementation of
the 10-step approach to comprehensive condom progireg was supported in 51 countries, a
cornerstone of combination prevention. Overall, essc to quality HIV and sexual and
reproductive health services increased for thepalptions.

18. The following section highlights the achievetseaof UNDP and UNFPA in relation to the
goals of the UNAIDS strategy, 2011-2015.

2 The new strategic plan affirms the UNFPA focus (@):advancing universal access to sexual anddaptive health; (b) improving the lives
of the underserved, especially women, adolescentyauth; (c) upholding human rights and gendeaétyuas enablers of development; and
(d) employing data on population dynamics to hegniber States base their policies on evidence.
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A. Addressing HIV-specific needs of women and girlsin at least half of all
national HIV responses

19. The HIV-related work of UNDP and UNFPA in this arieaguided by the UNAIDS Agenda
for Accelerated Country Action for Women and Gisgyich sets out a menu of strategic actions
for addressing the HIV-related rights and needswoimen and girls. Applying investment
approaches, UNDP and UNFPA advocated for the pogity of human rights, equity and gender
equality at the centre of HIV responses for bdtaalth outcomes for women and girls.

20. The leadership of women living with HIV is criticd realizing HIV responses that address
the needs and rights of all women and girls. Bogdon support to 60 countries in 2012-2013,
UNDP, UN-Women and the UNAIDS secretariat strengétethe leadership capacities of women
and girls living with HIV, as well as those of k@ppulations in eight more countries: Belize,
Bolivia, Grenada, Guyana, Honduras, Nicaragua, iarend Peru, and. Other examples of work
in this area include support to a collaborativeilcbociety platform, ‘UNZIP the Lips’. The
platform provided political space for women livimgth HIV at the ‘Women Deliver’ conference.
Members worked with the regional joint United Nasateam on AIDS to develop country briefs
on affected women and girls in the ten member stafethe Association of Southeast Asian
Nations. In the Eastern Europe and Central AsidoredJNDP and UN-Women supported the
establishment and strengthening of the Eurasian &i@Network on AIDS.

21. In partnership with the Community of Portuguese dusage Countries and the UNAIDS
secretariat, UNFPA supported the initiative ‘SalBagir’ for women living with HIV from
Brazil, Cape Verde, Guinea Bissau and Sao Tome Rrmtipe to strengthen leadership and
advocate for human rights. Plans of action wereeliged, and targeted advocacy messages were
designed. Results included a stronger engagemededentralized policy dialogue of women
living with HIV in Brazil and Mozambique, and cajitycdevelopment through the establishment
of an international network of lusophone womenngiwith HIV (Comunidade de Mulheres
Positivas de Lingua Portuguesa) and the establishaia national network of women living with
HIV in Angola.

22. UNDP strengthened the evidence base and builtegreational capacity to engage men and
boys for gender equality; the Sonke Gender Justevork was supported to conduct analytical
studies, capacity-building and action planning In African countries: C6te d’lvoire, Ethiopia,
Kenya, Namibia, Rwanda, Sierra Leone, South AffiGmzania, Uganda, Zambia and Zimbabwe.
UNDP developed and introduced a checklist for iraégg gender into the new funding model of
the Global Fund and a ‘road map’ for integratingdgr into national HIV strategies and plans to
support the implementation of the new funding model

23. A number of challenges remain in achieving gendpraéty in HIV responses, notably the
under-representation of women in policymaking, stgate resource allocation, and a lack of
systematic gender analysis. UNDP and UNFPA willtcare to support countries in including
gender analysis and action into the implementatidnstrategic investment approaches by
introducing an integrated package of tools to suppgender-transformative planning,
implementation, assessment, and monitoring anduatiah.

B. Zerotolerancefor gender-based violenceand HIV

24. Besides being a human rights and health challemgts iown right, pervasive gender-based
violence is both a cause and a consequence of ifé¢tion. Young women and key populations3

3 Key populations, or key populations at higher riale groups of people who are more likely to beoseg to HIV or to transmit it and whose
engagement is critical to a successful HIV respolmsell countries, key populations include pedpleng with HIV. In most settings, men who
have sex with men, transgender people, people mjkotidrugs and sex workers and their clients ahégher risk of exposure to HIV than other
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are particularly vulnerable. During 2013, UNFPA papged 89 countries in the programme

design, planning and implementation of gender-bagidence services. UNDP supported

29 countries in four regions to integrate gended gender-based violence into national HIV

strategies and plans, and HIV into national gefméeed violence strategies and plans, and
developed strategies to engage men and boys aemafor gender equality.

25. In line with the Agenda call for greater attentitm the linkages between gender-based
violence and the engagement of men and boys, aykaur collaborative initiative, convened by
the UNAIDS secretariat, UNDP, UNFPA, UN-Women, UMK, the World Health Organization
(WHO), and non-governmental organizations (the Megdgje Alliance, Sonke Gender Justice,
and the Athena Network), increased action to addgesder-based violence and engage men and
boys for gender equality in national HIV plans astdategies. In 2013, UNDP, UNFPA and
partners convened consultations for West and CeAfrecan countries, building on the three
previous regional multi-stakeholder consultatioAs. assessment of the previous consultations
found that they had strengthened national capaeigliminate gender-based violence and engage
men and boys for gender equality. In the CentralaAgib-region (Kazakhstan, Kyrgyzstan,
Tajikistan and Uzbekistan), UNDP and UN-Women hadngthened the capacities of networks
of women living with HIV to better address the lages between HIV and gender-based violence.

26. UNDP and UNFPA are contributing to building a bettenderstanding of gender-based
violence. In the Asia and the Pacific region, feample, both organizations worked with Partners
in Prevention, UN-Women and the UNV programme argional research project on violence
against women, which found, amongst others thitigst nearly a quarter of the 10,000 men
interviewed reported perpetrating rape against mavoor girl.

27. At the global level UNFPA, UNDP and partners coreriwo expert group meetings on
violence against women and gender equality; thecsnés of both sessions led to a report to the
United Nations Commission on the Status of Womer2(13, highlighting the linkages between
gender-based violence and HIV. UNFPA and UNDP pledian evidence base for action to
inform the agreed conclusions addressing thesesssu

28. A multitude of challenges remain in addressing ititersection between HIV and gender-
based violence. These include: a lack of compreberistegrated services, data and resources;
gender norms that perpetuate a belief amongst\warsvithat they are responsible for violence
committed against them; the impunity of perpetrsit@and legal barriers that perpetuate violence
and increase HIV risk. UNDP, UNFPA and UN-Womengcatiaboration with the ‘UNITE to End
Violence against Women' campaign, will continue wupport the development and
implementation of national action plans on gendender-based violence and HIV. This will be
paired with the provision of technical assistanzdirik national gender action plans with HIV
national action plans, while working towards betegource allocation.

C. Reducing sexual transmission of HIV by half, including among young
people and men who have sex with men, and transmission in the context of
sex wor k

29. Data show that the rate of new HIV infections whedved in 26 low- and middle-income

countries between 2001 and 2012. New infectionsanerhigh, however, among men who have
sex with men and among female sex workers, whd.@rand 14 times more likely, respectively,
to be living with HIV than the general populatioWhile prevalence among young people is
generally declining, young people aged 15-24 atitounts for 42 per cent of new infections in
people aged 15 and over.

groups. However, each country should define theiBpg@opulations that are key to their epidemid aesponse based on the epidemiological
and social context.
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30. In recent years, evidence has emerged indicatiagahtiretroviral therapies can reduce the
risk of HIV transmission by as much as 96 per cenjdoms by over 80 per cent, voluntary
medical male circumcision by approximately 60 pemtc and pre-exposure antiretroviral

prophylaxis by more than 40 per cent among men leh@ sex with men and 49 per cent among
people who inject drugs.

31. As new biomedical tools come into use, effectivecialp behavioural and structural
programmes will not only remain essential in tlwim right, but will also be needed to maximize
the efficacy of biomedical approaches, includingertimg the possible emergence of risk
compensation. A number of countries — South Afdod Uganda, for example — are experiencing
decreases in HIV awareness and increases in ussafevhich threaten to undo the gains of the
last decade. Vigilance and a sustained commitmentdmbination prevention approaches
therefore remain crucial.

Young people

32. More than 90 young people (aged 10-24) become tedewith HIV every hour, and more
than 4.9 million are living with HIV. In 2012, apptimately 2.1 million adolescents (aged 10-19)
were living with HIV. Risks for young women are esjally pronounced: in sub-Saharan Africa,
for example, young women aged 15-24 are twicekadylito be living with HIV as young men in
that age group. Trends among other regions are dnixagth the Caribbean experiencing
substantial declines but with no clear downwarddrapparent in the Middle East or North Africa.
Evidence is limited regarding HIV prevalence amgmging people who are members of key
populations (or their partners); although limitadv@ys and anecdotal reports suggest that their
HIV risk is extremely high. Data on young adolessefaged 10-14) are also limited. Despite
some progress, across the globe millions of adetgsand young people still lack access to good
quality comprehensive sexuality education and deand reproductive health and HIV services.
Moreover, they remain largely sidelined from pol@iglogues regarding issues that affect them.

33. The UNFPA strategy on adolescents and youth, 28dfies for investing in adolescent and
youth empowerment, including building capacitiesdad promoting provision of comprehensive
sexuality education; access to sexuality and repriee health and HIV services; outreach to
young key populations, and youth leadership. In220013, UNFPA supported in-school and out-
of-school programmes in comprehensive sexualitycation in 101 countries. In Ukraine, for
example, UNFPA supported the implementation of tBeow Healthy' curriculum, which
includes preventive education in HIV/sexually tnaitted infection for adolescents, in eight
regions.

34. UNFPA supported WHO in the development iV and Adolescents: Guidance for HIV
Testing and Counselling and Care for Adolescents Living with HIV. These guidelines provide
expert recommendations and suggestions for natpolelymakers and programme managers, and
their partners and stakeholders, on prioritizingnping and providing HIV testing, counselling,
treatment and care services for adolescents.

35. The UNDP youth strategy, 2014, offers key entrynpmfor systematic and coordinated action
to support youth, within an increasingly complex&lepment context, for their social, economic
and political development. UNDP has been supporibogintries in following up on the
recommendations of the Global Commission on HIV @redLaw, in particular to ensure that laws
protect the guardianship, property and inheritamights, and expand youth’s access to
comprehensive sex education, health and reprodudervices appropriate to their evolving
capacities.

36. To strengthen youth leadership in HIV response, BNFpartnered with the UNAIDS
secretariat-led ‘Pact’ initiative for social traoghation — an innovative collaboration with
25 youth-led and youth-serving organizations — Wwhias identified five priorities for youth in
HIV response. The collaboration created ‘Act 20Ebglobal social action initiative that supports
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young people in advocating to include the prioaitian of HIV and sexual and reproductive health
and rights in the post-2015 development agenda.

37. Addressing the sexual and reproductive health &ids of young people will remain a top
priority for UNFPA both in its HIV programming angh its broader work for sexual and
reproductive health and human rights. UNDP will timure to support countries in following up on
the recommendations of the Global Commission on kifid the Law in relation to the rights and
needs of young people.

Condom programming

38. Male and female condoms remain the least expersfgetive tool to stop HIV transmission.
However, availability and access remain inadequatartly due to inadequate resource allocation.
The Global Fund, for example, allocated only $14iom for condoms in 2012 — approximately
0.1 per cent of its funding for HIV in that yean. 2012-2013, UNFPA was the largest supplier of
female condoms (41 million pieces) and the thirgjéat of male condoms (1.75 billion pieces).
The UNFPA 10-step strategic approach to comprekerndom programming, and innovative
design and marketing of both female and male cosgddogether with improved national supply
chain management systems, are helping to addresotisiderable gap between people’s need for
condoms and their availability and accessibility.

39. In 2013, in partnership with the United Nations Quigsion on Life-saving Commodities for

Women and Children, UNFPA drafted tools and guidsdito facilitate uptake and demand for
female condoms, including: a reproductive healthrgification tool and a ‘road map’ for female

condom demand generation.

40. Through the ‘CONDOMIZE!" Campaign, condoms increagy gained visibility in 2012 and
2013, effectively presenting a new way of creatieghand for condoms based on attraction rather
than promotion. Benefitting from the engagementUWin-PA and UNAIDS Executive Directors,
the campaign has been profiled in internationalimedch as The New York Times, The Times,
CNN and BBC. In Botswana, Malawi, Swaziland, andnB&éa, CONDOMIZE! distributed over
three million condoms. In Zambia, the campaign wgsdly embraced by young people, who
took the lead with the support of the Governmemtl(iding direct engagement by the First Lady),
in educating their peers, the community, healthkers, and the media. The unprecedented levels
of demand for national CONDOMIZE! campaigns, intfgoose a challenge to the capacity of
UNFPA to respond. Launches of national campaigagptnned for Nigeria, Senegal and Togo in
the third and fourth quarters of 2014.

41. UNFPA will continue to support national campaignsdaadvocate in 2014-2015 for
governments and donors to address the chronic tndestment in condoms. At the community
level, it will advocate and build awareness towaimtseased condoms use, especially in the
context of high-risk sex and sexual debut.

Key populations at higher risk

42. The most recent evidence shows that national regsocontinue to be inadequate to reduce
HIV risk and vulnerability among key populationorRhose populations, investments have not
matched the reality of the epidemic. African sexrkeos are more likely to acquire HIV (the
pooled prevalence rate is 38 per cent) than altroftomen aged 15-49 years, yet few resources
and even less political support and human rightetdgprogramming are directed towards the
needs of sex workers. The new face of the HIV apidén Asia is that of young men who have
sex with men, yet investments are insufficient ddm@ssing this reality. Transgender people
continue to be almost invisible in the HIV resparRapid, evidence-informed and human rights-
based responses for key populations are also edserdreas where HIV rates could be kept low.
Keeping at ‘zero’ in Mongolia would involve urgeypticaling up programmes for sex workers and
their clients; in Burundi, it would mean preventiag HIV epidemic among men who have sex
with men (where the prevalence is 2.4 per cent)reefates spike.
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43. UNDP and UNFPA have been at the centre of the dpwetnt of groundbreakingormative
guidance to reduce sexual transmission among kpulations. These guides incluéeevention

and Treatment of HIV and Other Sexually Transmitted Infections for Sex Workers in Low and
Middle Income Countries, produced jointly by UNAIDS, UNFPA, WHO, and théoBal Network

of Sex Work Projects, complementing similar guidafiom UNDP, UNAIDS, WHO, and the
Global Forum on MSM and HIV for men who have sewnen and for transgender people. The
sex worker implementation tool, built upon commudéd and community-engaged approaches,
is increasingly being taken up by key funders @f itV response. UNDP published and widely
disseminated a discussion paper on transgendeathhead human rights, highlighting the rights
and needs of transgender people. The ‘Measureuatiah, UNDP, UNFPA, the United States
Centres for Disease Control and Prevention, thaednStates President’s Emergency Plan for
AIDS Relief, the Global Fund and the UNAIDS secrietaproduced operational guidelines for
monitoring and evaluating HIV programmes for menowtave sex with men, sex workers, and
transgender people.

44. UNDP and UNFPA invested in strengthening the capadiorganizations of key populations

to help them to take their place at the centréhefgolicymaking and service provision that affect
their lives. Prime examples of community partnérat thave been strengthened due to sustained
assistance include the Global Network of Sex Worgjdets, the Global Forum on MSM and
HIV, the Eurasian Coalition on Male Health, theiéén Male Sexual Health and Rights coalition,
and the African Sex Worker Alliance, which are takleading roles in the HIV response.

45. Addressing the particular needs of key populationdocal contexts has the potential to
transform HIV responses. UNDP and UNFPA have suppo?6 cities covering five regions to
develop innovative municipal HIV action plans adwiag the needs of key populations. Results
achieved by the participating cities cover areashsas improving health service delivery,
addressing stigma and discrimination, and estdhtishmore favourable legal frameworks.
Examples include training programmes for represmveis of the national civil police, the military
police and the municipal traffic police in Escuint{Guatemala) and Boca Chica (Dominican
Republic) to address the harassment of key popualsitiand the creation of a national observatory
for monitoring the respect for the human rightstloé lesbian, gay, bisexual and transgender
community in Santo Domingo. The Odessa municipality Ukraine, launched a patient-led
monitoring system to ensure that key populatioggike high-quality HIV prevention, treatment,
care, and support services. The UNDP local govemamogramme supported city governments
in Cebu and Davao (Philippines) in passing locétdiscrimination ordinances.

46. During the biennium, UNDP, UNFPA, UNICEF, UNODC,ettUNAIDS secretariat, the
Network of Sex Worker Projects and local organaadi of key populations expanded ‘In-Reach’
training for United Nations staff from 22 countrieswWest and Central Africa and six countries in
Central Asia. Staff from more than 80 countrieseireed training on addressing stigma,
discrimination, human rights, evidence-informed greanming, sharing of good practices,
learning directly from key populations themselvaad how to shape non-discriminatory HIV
responses to local contexts.

47. In 2014-2015, UNFPA and UNDP will continue to (@ngene governments and civil society
actors to deliberate on appropriate law and paldgrm options for key populations, particularly
in relation to proposed punitive laws and the cnialization of organizations of key populations
and the impact of these laws on the HIV epidenti};work with local and national government
entities on research and assessments of urbarseffoaddress HIV among men who have sex
with men, sex workers, and transgender pedplsp encompassing an examination of governance
and accountability structures), and joint developira ‘road maps’ to improve service delivery
and access to justice for key populations, andsM@k with financial mechanisms such as the
Global Fund to ensure that human rights and attentd key populations form part of their
strategic objectives when approving grants.
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National strategic planning

48. The UNAIDS secretariat, UNDP and the World Bankaleped a new guidance document,
National AIDS Strategies and Implementation for Results, to support countries in applying
investment approaches and informing resource ditotalecisions when addressing potentially
sensitive issues. UNDP supported research on mablai financing in partnership with the
London School of Hygiene and Tropical Medicifgnancing Sructural Interventions: going
beyond HIV-only value-for-money assessments, which analyses conventional cost-effectiveness
techniques for cross-sectoral investments in AlBsponse.

49. UNDP has supported the development and review dfi-sectoral national strategies and
programmes to respond to HIV in a number of coaatriAssisting countries in their efforts to
achieve the Millennium Development Goals is a toprty for UNDP, including through
implementation of the MDG Acceleration Frameworloier 50 countries, with national partners
and United Nations country teams. For example,0bainican Republic and Moldova applied
the Framework to Goal 6, which contributed to inying the access of key populations to
voluntary counselling and treatment services fbetaulosis and HIV.

50. An emerging priority for UNDP is supporting couesiin developing options for the
sustainable financing of HIV, malaria and tubersidoresponses, which is especially urgent in
middle-income countries where Global Fund resouraes decreasing, and for high-burden
countries with large treatment programmes. Work besn undertaken in Belarus, Bosnia and
Herzegovina, Montenegro, Serbia, Tajikistan andedidian, to develop scenarios for sustainable
financing.

D. Linkages between sexual reproductive health and HIV

51. At the individual level, the interconnectednessnaintaining sexual and reproductive health
and protecting oneself from HIV is self-evident. A8/ responses mature and continue to scale
up, addressing that reality is critical.

52. To better track the progress of countries itegrating HIV and sexual and reproductive
health services, UNFPA developed and piloted irtdisain seven countries. These will
complement the compendium of linkage indicatorstwapg the broad scope of the sexual and
reproductive health and rights and HIV agenda (mmpdiender based violence, supporting
comprehensive sexuality education, and ending chédriage) and strengthen the evidence base
for targeted programming.

53. In 2012-2013 UNFPA, in partnership with theehmiational Planned Parenthood Federation,
supported 27 countries in conducting assessmetitedinkages between sexual and reproductive
health and rights and HIV, bringing the total numlm countries supported to 50. Such
assessments inform the programming of integrated Bihd sexual and reproductive health
services. Globally, 82 per cent of countries adgré® integration of HIV services in their
national strategic plans; 70 per cent have intedgraervices in antenatal care to prevent mother-
to-child transmission of HIV; and 67 per cent haweegrated HIV and sexual and reproductive
health services at the service delivery level.

54. UNFPA, WHO and the International Planned Pdwaod Federation co-convene the working
group on sexual and reproductive health and rights HIV linkages, while UNFPA and WHO
co-convene the inter-agency task team on the ddition of mother to child transmission.
Through these groups, countries are supportedéngthening their capacity to deliver integrated
services and support the rights of people livinthwdlVV and key populations.

55. Research findings under the ‘Integra’ initiatiin Eastern and Southern Africa show that
integrating HIV services into family planning andsp-natal care services has improved the uptake
of HIV counselling and testing at these facilitieeNFPA contributed to a round-table hearing in
the United Kingdom House of Parliament on integmatiand discussed equitable access to health,
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the human rights implications of sexual and repotise health and HIV linkages, and related
issues. This attracted media attention and inctepsktical leaders’ awareness of the issues.

56. UNFPA will continue to support the integratiohHIV and sexual and reproductive health
while capitalizing on emerging initiatives to protdigh-quality, comprehensive services for all
through global and national policies, systems atices. This work contributes to the broader
goal of strengthening national health systems, @aithiew to achieving universal health coverage.
From a broader rights perspective, continued adwmoda needed to strengthen resolve and
programming to eliminate gender-based violence, ahilll marriage, and make comprehensive
sexuality education available to all, with a parkie focus on adolescent girls. UNFPA will also
continue to support the participation of networkspeople living with HIV in key events and
coordinating bodies.

E. Eliminating the vertical transmission of HIV and reducing AIDS-related
mater nal mortality by half

57. Considerable progress was made between 2011 aidt@@ards eliminating mother-to-child
transmission of HIV through the ‘Global Plan Towattie Elimination of New Infections among
Children by 2015 and Keeping Their Mothers Alivéhe initiative, co-led by UNAIDS and the
United States President’'s Emergency Plan for AIz8eR resulted in a decline in new paediatric
infections in low- and middle-income countries,fr&50,000 in 2001 to 260,000 in 2012.

58. As part of the Global Plan, UNFPA is leading effotb strengthen linkages in services,
particularly in relation to reducing new HIV infgmhs and unintended pregnancies, guided by
Preventing HIV and unintended pregnancies: strategic framework 2011-2015. Between 2010 and
2012, global contraceptive use increased from pér2cent to 56.6 per cent, and the unmet need
for family planning decreased from 12.8 per centl®6 per cent. UNFPA contributed to the
increased utilization of family planning serviceg: lfa) strengthening the policy and enabling
environment for family planning at the country levéb) ensuring a secure supply of
contraceptives; (c) establishing functional logistmanagement information systems; (d) raising
awareness and generating demand; and (e) buildicey capacity for family planning service
delivery. UNFPA implemented these interventions amdis new family planning strategy,
‘Choices not Chance’, launched in 2012. In collation with the inter-agency task team on
elimination of mother-to-child transmission of HIJNFPA developed an integrated minimum
package of commodities for the elimination of maetteechild transmission of HIV, maternal,
new-born and child health, and family planning sms to support integrated service delivery for
sexual and reproductive health and rights.

59. UNFPA furthered understanding of the sexual andodyrctive health and rights and HIV
linkages agenda through coordination, policy diamgindicator development, and knowledge-
sharing among the many partners engaged in linkéxgial and reproductive health and rights and
HIV. This included promoting guidance at the courlgvel. Advocacy and knowledge-sharing
activities included development of a bri€pnnecting sexual and reproductive health and HIV:
navigating the work in progress; an update of the web resource srhhivlinkages.argase study
and related film on mother-to-child transmissiorRiwanda, ‘A glimpse of the future’; research on
experiences of women living with HIV with sexualdareproductive health and rights services;
and additional summaries and rapid assessmentgxpfak and reproductive health and HIV
linkages, with a review of their impact.

60. The success of the Global Plan means that elimigaiew HIV infections in children and
keeping mothers alive (‘e-prevention’ of motheretuld transmission) is within reach. It also
serves as a model for focused cooperation andegyaHips in mobilizing technical and financial
resources, including South-South cooperation, at@lgarly defined goals and targets.
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F. Ensuringuniversal accessto antiretroviral treatment for peopleliving
with HIV who are digiblefor treatment and reducing tuber culosis deaths
among people living with HIV by half

61. Sustained progress in scaling up access to HIMnreat has put within reach the goal of
providing antiretroviral therapy to 15 million pdepby 2015. But access to treatment varies
within and between countries and regions, with eislg low levels of coverage for children. As
of December 2012, an estimated 9.7 million peopléow- and middle-income countries were
receiving antiretroviral therapy — an increase @& rillion over 2011. However, under the 2013
WHO guidelines, the 9.7 million people receivingtiaatroviral therapy in low- and middle-
income countries represents only 34 per cent o2&@ million people eligible in 2013.

62. In December 2013, the Programme Coordinating BoardNAIDS discussed the strategic
use of antiretroviral medicines for the treatmemd arevention of HIV. The Board called for the
acceleration of access to HIV treatment, parti¢yléor key populations, as well as women,
children and adolescents living with HIV, to be ttaed in to all stages of HIV and health
planning, implementation, monitoring and evaluatiand resource mobilization. UNAIDS was
requested to undertake a gap analysis on paedisgatment, care and support, with specific,
time-bound targets for getting all children liviagth HIV on treatment.

63. As of December 2013, UNDP serves as interim pradaipcipient for 53 Global Fund grants
in 26 countries, and manages a regional grant oayeseven countries in South Asia, totalling
$1.74 billion. In 2013, UNDP-supported Global Fypmdgrammes helped 1.4 million people gain
access to life-saving antiretroviral treatment (agpnately 14 per cent of those receiving
treatment worldwide). Since the start of the paghip, in 2003, UNDP-supported programmes
have helped nearly 16 million people to access selling and testing services; provided
treatment for 1.8 million cases of sexually trartsdi infections; reached 53 million people with
prevention communication promoting positive behaxso distributed 600 million condoms; and
provided antiretroviral prophylaxis to over 300,dff@gnant women living with HIV.

64. Nearly 60 per cent of the grants managed by UND#Pcarrently rated Al or A2 and the
remaining 40 per cent are rated B1. This is wetlvabthe average for Global Fund grants, which
is particularly remarkable given that UNDP servesirerim principal recipient in the most
difficult country contexts, with high levels of kis

65. The principal recipient role of UNDP is an interarrangement, lasting until national entities
are ready and able to take over grant implememtatiocountries where UNDP serves as interim
principal recipient, capacity-strengthening of mestive national principal recipients to
implement Global Fund grants is prioritized. As esult of efforts since the start of the
partnership, in 2003, UNDP has transitioned ouf®fcountries — including six in 2012-2013 —
transferring responsibility for grant managemenh#bional entities. During the last two years, a
systematic approach has been developed to suppeermgment and non-government national
partners through the development and disseminafidhe ‘Toolkit for Capacity Development of
National Entities to Implement HIV and AIDS, Tubelasis and Malaria Programmes’.

66. UNDP will continue to focus on strengthening thetpership with the Global Fund, with
attention to: improving the performance and resoft NDP-managed grants; strengthening risk
management and risk mitigation; and expanding dgpaevelopment work. Ongoing support
will be provided to countries as they transitionte ‘new funding model, in adopting strategic
investment approaches, including appropriate atterib issues of human rights, gender and key
populations. The new funding model offers UNDP apartunity to support countries in helping
to anchor their Global Fund applications not onlyniational disease and health strategies, but
also, more broadly, in national development andepgvreduction strategies and national budget
processes and expenditure frameworks.
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G. Addressing the needs of peopleliving with HI'V and households affected
by HIV in all national social-protection strategies and providing access to
essential care and support

67. Ending the AIDS epidemic requires more than a bidiced approach. Economic and social
drivers of HIV — such as poverty, food insecuriyug and alcohol use, social marginalization,
gender inequality, violence and sexual exploitatiand lack of access to education, including
comprehensive sexuality education — need to beeaddd concurrently as part of a multi-sectoral
approach.

68. The Joint Programme made progress in expandingvidence base on social protection
strategies to strengthen the HIV response. A UNRBPep, ‘Cash transfers for HIV prevention:
considering their potential’ was publishedlie Journal of the International AIDS Society. A joint
position paper entitledPolicy and Programme Responses for Addressing the Sructural
Determinants of HIV,, was developed with AIDSTAR-One and the STRIVEe@ch consortium.
Among the approaches considered was that of in@usicial protection measures.

69. Steps were taken to strengthen national systensofoal protection, care and support. UNDP
supported the creation or reform of numerous HIlWsg#ére social protection programmes,
reaching more than 400,000 people in India alonthbyend of 2013. Other countries supported to
expand HIV-sensitive social protection programnmetuided Cambodia, the Dominican Republic,
Jamaica, India, Indonesia, Thailand, and Uruguay.

70. UNDP, UNFPA and other members of the UNAIDS familyl intensify advocacy, generate
strategic information and technical and supportacép-building to mobilize social protection
strategies to reduce HIV vulnerability, increase tmpact of HIV services, and strengthen the
response. UNDP, the World Bank and UNICEF, suppotig the UNAIDS secretariat, will
undertake further research to expand the evidemse for action on social protection and HIV
and to strengthen monitoring and evaluation.

H. Reducing by half the number of countrieswith punitive laws and practices
that block effectiveresponses and eliminating HIV-related restrictions on
entry, stay and residencein half of all national HI'V responses

71. In 2012, 60 per cent of national governments regbthe existence of laws, regulations or
policies that present obstacles to effective HI¥vention, treatment, care, and support services
for at-risk populations and vulnerable groups. Enidestigma, discrimination, gender inequality
and gender-based violence — often tacitly legitediby punitive legal and policy frameworks —
continue to hinder the scale-up of evidence- agHtsi -based HIV responses, especially for key
populations. Fortunately, there is growing recagnitof the need to review and reform punitive
laws, policies and practices for effective HIV respe.

72. UNDP has worked with governments, civil society asmited Nations partners to improve
the social, legal and policy environment relatingHlV in over 84 countries to follow up on the
recommendations of the Global Commission on HIV #r@Law and advance human rights and
legal environments for effective HIV response, udthg in 31 UNAIDS high-impact countries.
Multi-stakeholder national dialogues and conswitai on HIV and the law were held in
49 countries and have triggered country-level actin El Salvador and Costa Rica, for example,
steps to review or reform laws following nation#&ldgues in 2012 resulted in promising efforts
to revisit national AIDS laws and to draft gendgentity laws similar to the Gender Identity Law
passed by Argentina in 2012, the ‘Gender Identitd &lealth Comprehensive Care for Trans
People Act'. In the Dominican Republic, the NatibAdDS Commission is working to pass a
national anti-discrimination law. In the Pacificultirsectoral consultations on legal and policy
barriers to HIV services led to the adoption of miy-specific action plans to support the progress
of rights-based HIV legislation through parliamdntGhana, following the national dialogue held
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in April 2013, the Government decided to reviewrafdHIV bill that included a provision to
criminalize HIV. In Eastern Europe, governments emadmmitments to introduce law and policy
reforms and agreed to collaborate with civil soci@t country action plans.

73. During 2013, UNDP and UNFPA worked closely with icisociety partners, government
officials and human rights institutions to undedalegislative reviews of punitive or
discriminatory laws that had a negative effect aimman rights, and to build the capacity of
stakeholders to undertake legislative review oomaf through legal environment assessments.
UNDP has undertaken or supported legal environnesgessments and legal reviews in
65 countries. UNFPA supported countries in addngskws and policies that impede universal
access to sexual and reproductive health, partlgular adolescent girls and key populations.
UNDP is supporting countries in using legal envinemt assessments and legal reviews to
strengthen legal environments to respond more tefidg to HIV. With UNDP support, for
example, Malawi used the findings of their legalimmnment assessment to start a review process
of its draft HIV bill. The current and agreed dr&ftl contains no provisions relating to the
criminalization of HIV transmission; specific preions prohibiting harmful cultural practices;
and a provision that recognizes women’s vulnergbtth HIV. With UNDP and other partner
support, the Arab Convention on HIV to protect tights of people living with HIV/AIDS was
endorsed; and the East African Community HIV and®lIPrevention and Management Bill
passed. Kenya and Uganda have already assentgd tew bill.

74. In 2013, UNDP supported 47 countries in undertakimgnan rights training and capacity
development efforts in order to improve accessustige to people living with HIV and key
populations. Activities were aimed at civil sociaigganizations, the judiciary, law enforcement
officers, the media and religious or traditionaders. UNDP, in partnership with stakeholders,
supported legal aid centres and training of proeblanvyers to provide services to people living
with HIV, in addition to legal literacy and empowsgnt programmes, including through ‘know
your rights’ initiatives for people living with HIVand key populations.

75. UNDP and UNFPA supported the Global Fund in shapimgolicy and practice on human
rights, gender equality and sexual orientation, gadder identity, for better health outcomes.
UNDP worked with the Global Fund to develop an iempéntation plan for the human rights
strategic objective in the Global Fund strategyl22Q016, Investing for Impact. In 2013, a
chapter on enabling legal environments was addeithdoUNDP capacity development toolkit
providing information and resources to support thelusion of programming activities and
interventions on human rights, gender and key mjmus in new funding applications to the
Global Fund. UNDP also worked with the Global Fusecretariat to develop guidance on
integrating human rights programming in concepeador the new funding model. For example,
the UNDP ‘legal environment assessment tool’ isuided in Global Fund human rights guidance
for the new funding model. The Joint Programme wihtinue its policy engagement with the
Global Fund on issues of human rights, gender,dagulations, inclusive social protection, and
multi-sectoral malaria response.

76. In partnership with United Nations partners andl cgciety, UNDP will continue to support
governments in conducting national dialogues aimeduilding multi-stakeholder coalitions to
catalyse HIV-related law reform. Special attentwiti be paid to UNAIDS high impact countries
and those where an opportunity exists to affechghan the legal environment for more effective
and efficient HIV responses. UNDP will continue stvengthen legal environments for HIV by
supporting stakeholders in conducting legal envitent assessments, and will work closely with
UNFPA, the United Nations Educational, ScientifrcdaCultural Organization, and UNICEF, on
the issues of young people, law and human rights.
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Conclusion

77. Despite considerable progress, AIDS is far from quashed, and gains are reversible.
Accelerated efforts are needed to achieve MillemmiDevelopment Goal 6 of halting and
reversing the spread of HIV and reaching the targéthe United Nations Political Declaration on
HIV/AIDS of 2011. UNDP, UNFPA and partners mustpstg the pace and sharpen the focus of
HIV response. Continued dedicated action is neededthe strategic vision of UNAIDS,
concentrating on high-impact countries, and wittonintries, on key populations and underserved
groups.

78. At the May 2014 UNAIDS Committee of Cosponsoringg@mizations meeting, the
organization heads agreed that the Joint Prograshimeld develop a new strategy that aligns with
Cosponsors’ strategic plans and the post-2015 dpwednt agenda. To that end, a time-limited
working group has been established to determineoteeall direction of the Joint Programme.
The working group will also focus on the roles afsponsors and the UNAIDS secretariat to
make the Joint Programme more ‘fit for purpose’tfeg next phase of the HIV response. At the
midterm review of the Unified Budget, Results anttduntability Framework in April 2014, the
UNAIDS Executive Director set out his vision foretdoint Programme in the post-2015 era: a
lean, agile UNAIDS secretariat focused on advocampnvening and coordination functions,
which is further integrated in the resident cooatlim system at the country level; and
strengthening the work of Cosponsors, includinguigh better mainstreaming of HIV into their
work, especially at the country level.

79. At its 34th meeting in July 2014, the Programme idowating Board continued discussing
AIDS in the post-2015 development agenda. Buildinghared vision and commitment to ending
the AIDS epidemic is vital to achieving the Millaam Development Goals and to expanding
progress beyond 2015. Such a vision can servecadadyst in global health and development,
especially by promoting synergies among HIV, heditiman rights, gender equality, and poverty
eradication.

80. As major shifts occur in development cooperatitve, nited Nations system must support
countries by ensuring that gains in the AIDS respoto date are sustained and expanded. This
will take place in an increasingly complex healtid alevelopment environment. The model of a
joint and cosponsored programme remains relevantt,veays of making the Joint Programme
more ‘fit for purpose’ should be further explored.



