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Section: A

SOUTH ASIAN ASSOCIATION
FOR REGIONAL COOPERATION
SECRETARIAT

Preface

South Asia, with over 22% of the plobal population cannot remain complacent over the
low prevalence of HIV amongst the ‘general population’, as there is increase in numbers
of people living with HIV in the region despite efforts to halt and reverse the spread of
HIV, as per the recent UNAIDS report 2006. In addition, HIV/ AIDS cases have been
reported from all the SAARC countries. Out of a total of 8.3 million adults and chitdren
living with HIV in Asia at the end of 2005, over 5 million are estimated fc be in the
SAARC region. The size of the tegion. its diversity, the multitude of social and
economic forces at work in thé SAARC region, presents both opportunities and
challenges (o maintain the low prevalence state of HIV in the region.

Keeping the above in mind, taking into consideration the umiqueness of the SAARC
region, the lessons learnt from countries that have halted or revetsed the epidemic, the
SAARC Regionat Strategy on HIV and AIDS (2006-2010) has been formulated on the
direction of the 12 SAARC -Summit (Istamabad, January 2004), the work plan recently
been endorsed at the 27™Session of the Council of Ministers (Dhaka, 2 August 2006),

The strategy has been developed through an extensive consultative process with the
Member States, UNAIDS and its other co-sponsors, members of the Expert Group
Committee and others. The vision of the sirategy is to halt and reverse the spread and
impact of HIV and AIDS, to commit leaders to iead the fight against HV and AIDS and
ta pravide People Living with HIV and AIDS access to affordable treatment and care and
enjoy a dignified life. The regional strategy is to guide the regional respense to the
epidemic.

1 wish to thank the SAARC-UNAIDS Expert Group Commitiee members and all those
who have been involved in the process of consuitations and discussions leading up to the
development of the Regional Strategy and its work plan My special thanks to the
UNAIDS Regional Support Team, Bangkok, for their constant suppert througlhout the
whele process

I am confident that this publication will serve a very useful purpose 1o those engaged in
efforts to prevent HIV/AIDS from spreading in the region and to find an effective cure

for it
A

Chenlfydb Sorji
SecretaryiGeneral

Post Box No 4222, Kathmandu, Nepal
Tel.; 4221785, Fux : 4227033, 4223991
E-mail : saarc @saarc-sec.arg



Executive Summary

The countries of the South Asian Association for

Regional Cooperotion {SAARC) region have

reached a critical point
with respect to HIV and

AlDS.

However, their governments, donors
and stakeholder organizations believe
they can avert a massive increase in
infections, limit economic losses and
sove millions of men, women and
children from abject poverty. Although,
levels of infection remain low
compared to countries of sub Saharan
Africa, SAARC countries are home to
much larger populations. Therefore
even af low prevalence rates, the
course of the epidemic in the SAARC
region will impaet wpon the
magnitude of the global AIDS
pandemic over the next decade.
Community and cultural values,
along with traditional and family
support systems play a central part in
the lives of people across the SAARC
region. As a resulf development
initiatives must recognize the
importance of these factors if they are
to be effective and sustainable. The
SAARC Regional Strategy on HIV/AIDS
(the Regional Strategy) has been
developed within this contexf and aims
to guide the regional response to the
epidemic over the next five years.
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Key challenges in addressing HIV and AIDS in the region includes:
inadequate surveillance and monitoring capacity at all levels; the
provision of sustainable leadership ot all levels; difficulties in
sustaining comprehensive national tevel programmes; the need for
coordination at regional and national levels; the need to deal with
vulnerable groups; the need to address prevention and treatment
issues, such as gender equality; and, the need for addressing stigma
and discrimination issues.

Process undertaken to

develop the Regional Strategy

The SAARC Regional Strategy was developed through an extensive
consultative process, taoking into consideration the unigqueness of the
SAARC region including lessons learnt from countries that have
halted or reversed the epidemic.

Following the first consultation of the Joint SAARC-UNAIDS Expert
Group Meeting of National HIV and AIDS Programme Managers in
Dhaka in April 2005, o first draft was developed and circulated to
the participants and representatives of the co-sponsoring
organizafions. A second draft was developed incorporating the
comments received. That draft was circulated among the SAARC
Member States, prior to the Thirty-first Session of the Standing
Committee for concurrence. The leaders at the Thirfeenth SAARC
Summit {Dhaka, 12-13 November 2005) welcomed the preparation
of the Strategy for collective SAARC response to prevent and spread
of HIV and AIDS.

Key directions taken in the Strategy

It is inevitable when developing a strategy for o group of countries,
such as SAARC, that attempts are made such that its ambit is all
encompassing. However the strength of any sirategy is judged not
only by its breadth of reach but clso its conduciveness to timely
implementation. With these prineiples in mind, the Regional Strategy
highlights key elements as identified by the national participants.

The Vision of the Strotegy is:

a to halt and reverse the spread and impact of HIV and AIDS;

m to commit leaders to lead the fight ageoinst HIV and AIDS; and,

® fo provide PLWHIV with access to affordable treatment and care
and, enjoy a dignified life.

SAARC REGIONAL STRATEGY
ON HIV AND AIDS




The Regional Strategy will strengthen work at the regional level
through improved coordination, collaboration and parinership
between regional organizations and national programmes. This will
be especially the case for TB, HIV and AIDS and ST prevention and
treatment programmes.

Policies and advocacy will form the backbone of the Regional
Strategy. Policies will be developed and advocacy will be strengthened
in key areas including: the development of a good surveillance system
for tracking the epidemic; development and implementation of
prevention strategy; development of policies and programmes on
the continuum of treatment and care; advocacy for countering stigma
and discrimination; empowering PLWHA and protecting their rights
to guarantee the enjoyment of o dignified life; mainstreaming HiV
and AIDS into relevant line ministries conducive to @ multi-sectoral
and integrated approoch against HIV and AIDS; and, resource
mobilization for both SAARC and individual Member States.

SAARC will also: facilitate teadership support for HIV and AIDS,
including the establishment of a high-level committee, (such as cabinet
ievel), to highlight the importance of the issues; and, appoint and
utilize SAARC goodwill ambassadors.

In additicn, SAARC will encourage Member States to involve civil
society leadership such as religious, women, youth, media, business
and other leaders.

Other key elements include: collaboration, coordination and
networking, capacity building, training and research. Furthermore,
en implementation plan and o monitoring and evaluation system
are featured.

SAARC REGIONAL STRATEGY
ON HIV AND AIDS



Acronyms

& Abbreviations

ADB Asion Development Bank

AIDS Acquired Immune Deficiency Syndrome

ANC Antenatal Clinic

APEC Asia Pacific Economic Cooperation

ASEAN Association of South East Asian Nations

BCC Behaviour Change Communication

BCI Behavior Change Initiative

BRAC Bangladesh Rural Advancement Committee

CBO Community Based Organization

CEDAW Convention on the Elimination of Discrimination
against Women

CSW Commercial Sex Worker

DOTS Directly Observed Treatment, Short-course

DPM Deputy Programme Manager

ESCAP Economic and Scientific Commission for Asia and the
Pacific

FSw Female Sex Workers

HMG, Nepal His Majesty’s Government of Nepal

HIvV Human tmmunodeficiency Virus

HT Human Trafficking

IDU Injecting Drug User

KAP Knowledge Aftitude and Practice

MandE Monitoring and Evaluation

MDG Millennium Development Geal

MOFA Ministry of Foreign Affairs

Mol Memorandum of Understanding

MS Member State

MSM Men who have Sex with Men

MTCT Mother to Child Transmission
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NACO
NACP
NASP
NGO
NTP

PLF
PLWHA
PM
PMTCT
SAARC
STC

STD

ST

SW

TB
TB/HIV
TOT
UNAIDAS
UNDP
UNDOC
UNGASS
UNICEF
UNIFEM
UNFPA -
YCT
WHO

National AIDS Contrel Organization {India)
National AIDS Control Programme {general)
National AIDS/STD Programme (Bangladesh)
Non Governmental Organization

National Tuberculosis Control Programme
Pacific Island Forum

People living with HIV/AIDS

Programme Manager

Prevention of Mother to Child Transmission
South Asian Association for Regional Cooperation
SAARC Tuberculosis Centre

Sexually Transmitted Disease

Sexually Transmitted Infection

Sex Worker

Tuberculosis

Co-infection from both TB bacillus and HIV virus
Training of Trainers

Joint United Nations Programme on HIV/AIDS
United Nations Development Programme

United Nations Organization for Drug Control
United Nations General Assembly on Special Session
United Nations Children's Fund

United Nations Development Fund for Women
United Nations Population Fund

Voluntary Counselling and Testing for HIV
World Health Organization
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Section: B

Background

The South Asian Association for Regional

Cooperation (SAARC) region comprises seven

countries {Bangladesh, Bhutan, India, Maldives,

Nepal, Pakistan and Sri Lanka). South Asia is the

most thickly populated
region in the world, with
over 22% of the global

population.

The countries of the region are linked
to age-old cultural, social and
historical traditions that enrich the
interaction of ideas, values, cultures
and philosophies among the people
and the states. These commeonalities
constitute solid foundations for
regional cooperation in more
effectively addressing the economic
and social needs of the people. The
size of the region, its diversity, the
mulitude of social and economic
forces at work in SAARC presents both
opportunities and challenges to a
regional approach ogainst HIV and
AIDS.

UNAIDS/WHO reported that ot the
end of 2004, 39.4 million people
were living with HIV and/or AIDS
globally. About 14,000 new infections

SAARC REGHONAL STRATEGY '| 'I.
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occur daily of which about 2000 are children under 15 years. More
than 95% are in low and middle-income countries and of the about
12,000 adults {15-49) infected daily, 50% fall within the age of 15-
24 years and 50% are women.

The SAARC region is no exception to this epidemic. The region is
rapidly becoming the epicenire of the HIV and AIDS epidemic.
UNAIDS/WHO report estimated cases of 5.3 million PLWHA in the
region, placing it second, after Sub-Saharan Africa, as having the
highest number PLWHA in the world. In 2003, there were about
500,000 new infections in the region being equivalent to more than
1000 new infections each day. The low prevalence rate should therefore
be read with caution in order fo avoid a misinterpretation of the
depth of the epidemic that given the region’s large population.

The primary mode of HIV transmission in the region includes
unprotected and heterosexual behaviour, and the sharing of needles
and syringes among injecting drug users. The key socio-economic
factors for the rapid inerease of infection in the region includes: high
levels of internal and external migration; trafficking of women and
young girls; increased commercial sexual activity; poverty; low literacy;
gender inequality; high rates of STis; increasing tourism and travel;
and, lack of aecess to full and accurate information and services to
young people.

Although HIV prevalence seems to be low among the general
population, there is evidence of localized or concentrated epidemics
in certain pockets or sub-populations of the region such as injecting
drug users, commercial sex workers and Men Who Have Sex With
Men {MSM). This provides further evidence that nations in the region
cannot be complacent over the current low HIV prevalence rates.

Declaration of commitment on HIV/AIDS-UNGASS
{2001)*Globe! Crisis-Global Action™."Deeply concerned
that the global HIV/AIDS epidemic, through its devastating
scale ond impact, consiitutes a globat emergency and one of the
most formidable challenges 1o human life ond dignity, as welt
as 1o the effective enjoymeant of human rights, which
undermineas social and ecenomic development throughout the
world and affects all levels of the society - naitonai, community,

family ond individual;”

'l SAARC REGIONAL STRATEGY
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The UNGASS statement clearly articulates the seriousness of the
HIV and AIDS epidemic and its glebal impact on health, social and
economic development together with the need for urgency in the
global response.

The SAARC Member States have profoundly realized the sericusness
and urgency of the issue. In eddition to the number of global and
regional commitments made by SAARC Member States at United Nations
Millennium Development Goals (UNMDG), United MNations General
Assembiy Special Session on HIV/AIDS (UNGASS), UN Economic and
Social Counci! far Asia and the Pacific (ESCAP), Asia Pacific Economic
Cooperation (APEC) and SAARC (including the “New Delhi Consensus:
Delivering on Commitments on HIV/AIDS, Children and young Pecple
in South Asic”, that originated at Meeting of SAARC-UNICEF in 2004,
and the “Kathmandu Call for Action” that arose from the South Asia
High level Conference on Acceleratin the Momentum in the Fight
Against HIV/AIDS in Kathmandu, 3-4 February 2003), SAARC regional
leadership included HIV and AIDS in its regional health and social
development agenda during the Twelfth SAARC Summit {lslamabad
4-6 January, 2004) and declared “Easy and affordable health care,
and prevention and treatment of HIV/AIDS, Tuberculosis and other
serious communicable diseases” as ¢ priority for the region (Declaration
21, Social Issue). In addition, the year 2004 was declared as the
“SAARC Awareness Year for TB and HIV/AIDS”.

As a follow up to the Summit Declaration, the SAARC Secretariat
signed o Memorandum of Understanding (Mol) with the loint UN
Programme on HIV/AIDS (UNAIDS) in May 2004 and mutually agreed
to work together to contain the HIV and AIDS epidemic in the region.
One of the major activities agreed under the Mol is the development
of the SAARC Regional Strategy on BIV and AIDS. Beth organisations
are working together foward the implementation of the Regional
Strategy through a consultative and collaborative process with Member
States, UN co-sponsors, bilateral and multilateral organizations and
civil society. The Regional Strategy hos addressed those specific
opportunities and challenges common to most of the countries in
ihe region. Though, not a substifuie for national level action, the it
has identified priorities that can best be addressed collectively at the
regional level to the benefit of all, while identifying key issues for
national level focus. The Regional Strategy will advance the regional
efforts to fight HBIV and AIDS. By working together, whether in
developing strategies or sharing experiences, Member States learn
from each other and also promete linkages between themselves and
with stakeholders in the region.

SAARC REGIONAL STRATEGY '| 3
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HIV and AIDS situation in SAARC Region

As previously mentioned, the SAARC region has the highest number
of PLWHIV after Sub-Saharan Africa. At first glance, the scenario
appears to be that of o low infection epidemic. However, there are
wide ranging variations from country to country in terms of magnitude
of the epidemic and mode of fransmission. There is solid evidence of
concentrated epidemics amang vulnerable populations and localized
epidemics on general populations. Country specific patterns of
epidemics and modes of fransmission are discussed below.

Estimated number of PLWHA in the region ot the end of 2003

SL#  COUNTRY NUMBER OF PLWHA LOWESTIMATE HIGHESTIMATE HIY PREYALENCE
1. Indw 5,100,000 2,200,000 7,600,000 0.8
2. Nepal 61,000 29,000 110,000 0.5
3 Pakistan 74,000 24,000 150,000 01
4, SrilLanka 3,500 1,200 6,900 <{.1
5. Bangladesh 7500* 2,500 15,000 B
6. Maldives <100 <0.}
7.  Bhutan <100 <0.1
TOTAL 5,251,500 2,256,700 7,882,100

Source: NAIDS 2004
*Banglodesh country report

One of the most devastating consequences of the HIY and AIDS
epidemic is the growing number of orphaned children and those left
vulnerable by disease and deoth of caregivers and family members.
It is already estimated that over 1.3 million children have lost one or
both parents from AlDS-related deaths in SAARC countries. With
HIV prevalence still rising in South Asian countries and the stage of
high rates of AIDS-related deaths yet to come, the real impact on
children will only be felt deeply in the coming years.

Fomilies and communities in South Asia are already doing their best
to cope with relatively large numbers of orphans, due not enly to AIDS
reloted infections but through other faciors including high levels of
maternal mortality. The future increase in numbers of maternal, paternal
and double orphans due to AlIDS-related deaths will continue to place
enormous stress on already weak and overburdened family and
community safety nefs, unless systems fo strengthen capacities over the
long term are rapidly developed. I+ is essential that couniries start to
develop strategies and action plans to address this growing concern,

BANGLADESH: Bangladesh is a country with a low HIV prevalence
but high vulnerability. The first HIV case in the country was detected

'I SAARC REGIONAL STRATEGY
ON HIV AND AIDS



in 1989. Prevalence rates in sex workers and IDUs are quite high.
Risk behaviours are comparable to rates in other countries in the
region that are experiencing concentrated epidemics. Although there
were 465 reported cases of HIV in December 2004, the estimated
number of HIV-positive cases was approximately 7500. Bangladesh
has documented: the lowest condom use; very high number of clients
of sex workers; low knowledge of HIV and AIDS; and, extensive
needle/syringe sharing by drug users, in the region. In spite of this,
notional commitment to HIV prevention and AIDS care services is
considerably high. Bangladesh has the key ingredients for a successful
response to the disease, including: a nationwide network of NGOs
implementing effective interventions; effective examples of government
organization/NGO collaboration; a sector-wide approach to health
with mechanisms for donor collaboration; an enabling multi-sectoral
policy and strong commitment from the government as well as civil
society. The key challenge for the country is to translate the commitment
info urgent action.

BHUTAN: The first case of HIV was detected in the year 1993. The
total reported cases at the end of 2004 were 72 and hetferosexual
behaviour was found to be the primary mode of transmission.
Although Bhutan is still a low epidemic country, all risk factors for
the rapid spread of HIV such as: high rotes of STI; internal and
external migration; increasing commercial sex; cross border operations
of commercial sex workers; low condom use; and, emerging problems
of substance abuse, are present. Like other countries in the region,
government commitment to combat the epidemic is notable. A
National AIDS Commitiee was formed in 1994 soon after the first
case of HIV was detected in the country and re-constituted in 2000.
Although, the government has established o multi-sector task force,
the main challenge of carrying out focused HIV prevention and AIDS
treatment and impact allectiation for most vulnerable populations,
bringing about positive behavioural change and cross border
collaberation, remains.

INDIA: India, with 1.027 billion people, 28% of whom live in urban
areas, hos an HIV and AIDS infection rate estimated to be 0.8% of
the adult population. Although the prevalence rate can be interpreted
to mean that India is not a high prevalence country, it in fact has: six
of its 35 states with HIV prevalence > 1% among antenatal attendees;
three states have HIV prevalence >5% among injecting drug users in
the North East, of which a majority reported infection due to sexual

SAARC REGIONAL STRATEGY 'I 5
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transmission; close to 40% reported HIV infection in women; and,
finaily infections emong IDUs are on rise.

fn 2003, it wos estimated that 5.1 million adults were infected
with HIV. With the current disease burden, HIV will emerge as the
largest cause of adult mortality in this decade together with an
additional 1 million TB cases. India is one of the few countries that
have initiated HIV prevention activities in the very early stages of the
epidemic and the country has mainfained its commitment to prevention
efforts. The Prime Minister of India chairs the National AIDS Committee
and the government attaches topmaost priority to HIV as a national
issue. However, due to the vast size of the country, there are many
challenges involved in expanding the high-level commitment to all
states and to the grass-rools level, involving ministries other than
health, and scaling up interventions to meet the projected needs for
prevention and care,

MALDIVES: The estimated number of PLWHIV is less than 100 and
the prevalence among the adult population is <0.1%. The reported
HIV and AIDS cases as of December 2003 were 12. Despite the low
level of the epidemic, the country is not free from risk factors that
may rapidly increase the number of infections. Major factors that
may promote opportunities conducive to unsafe behaviour practices
for the Maoldives include: high internal and external mobility; a
booming tourism industry; the presence of STI; drug abuse; multiple
sex partners; and, low condom use. The country requires immediate
attention in order to maintain the curreni low fevel of infection.

NEPAL: The first HIV infection in Nepa! was identified in 1988. The
estimated number of PLWHIV at the end of 2003 was 61,000 with an
estimated prevalence of 0.5%. Looking only at the prevalence rate
however might undermine the magnitude of the epidemic among
certain vulnerable groups. For example, ciose to 70% of IDUs in
Kathmandu Volley are HIV positive, and 68% of IDUs are under 25
years of age. In eastern Nepal: injectors of less than 25 years of age
were three times as likely to report sharing injection equipment than
older injectors; 50% of Nepalese sex workers who had worked in
Mumbai, India, were found to be HIV positive; as were, 29% of
young people engaged in premarital sex (Rai 2007).

The cumulative number of reported HIV paositive {including AIDS)
cases as of August 2004 was 4,164, The figures above indicate that
the AIDS epidemic is concentrated among sex werkers, injecting drug
users and migrant labourers with infection rotes rapidly increasing

'I 6 SAARC REGIONAL STRATEGY
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in recent years. Stigmatisation, political turmeil, poverty, gender
inequality and competing developing priorities fuel the HIV and AIDS
epidemic and may make AIDS the leading cause of death among
15-4% year olds over the next 10 years. The Government of Nepal
has recognised HIV and AIDS as a burning issue. Key challenges for
Nepal include: rapidly scaling-up of HIV prevention efforts to promote
behaviour change among vulnerable groups and young people,
establishment of an adequate care and support system, rapid
expansion of muMHi-sectoral response both at natienal and
decentralized level, capacity-building, second generation surveillence
and monitoring and evaluation (M & E).

PAKISTAN: The first case of HIV infection was identified in 1987. At
the end of 2004, the estimated number of PLWHIV was 74,000 with
an estimated prevalence of 0.1%. Though apparent prevalence is
low, the actual risk of the rapid spread of infection in the country is
very high. There are as many as 3 million heroin users countrywide.
In Larkana and Sindh, 10% of IDUs are infected with HIV. A high
preportion of IDUs from Quetta use non-sterile injecting equipment
with over haolf having visited sex workers and very few of this group
having heard of AIDS. Even fewer were found to have ever used a
condom and only 0.4% of {DUs were covered by HIV prevention
services (including harm reduction services). The reported number of
HIV positive {including AIDS) cases as of June 2004 was 2,462,
Uniike many other countries, Pakistan has a narrow window of
opportunity fo prevent a generalized HIV/AIDS epidemic. While the
HIV and AIDS burden is still low, the Islamic Republic must move
rapidly to protect the future of its 152 million citizens. Political
commitment to HIV/AIDS has greatly increased in recent years. The
government has undertaken a comprehensive and participatory
strategic planning process that has resufted in a pricritised and multi-
sectoral National Strategic Framework.

SRI LANKA: Sri Lanka is considered as a low prevalence but highly
vulnerable country. At the end of 2003, the estimated number of
PLWHIV was 3,500. The first case was reported in 1987. As of June
2004, the number of reported HIV positive (including AIDS) cases
was 552. The HIV rate among commercial sex workers is thought to
be under 1%. Nonetheless, the country is considered vulnerable due
to a range of risk factors including: a growing commercial sex industry,
particularly where armed forces are stationed and along major
trucking/transpartation routes; low use of condoms; high and growing
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number of STDs; external migration; internal mobility and
displacement of populatiens due to conflict; tourism; young women
working in the Free Trade Zone areas; and, MSM. Injecting drug use
at present is considered to represent about 1% of total drug users.
The Government of Sri Lanka has been responding to the epidemic
in collaboration with national and international organizations and
demonstrated its commitment in the fight against the deadly disease.

HIV and AIDS Risk factors in the region:

The HIV and AIDS situation in the SAARC region clearly indicates the
risk factors for the rapid increase of infection in the region and is
comparable to other regions in the world that are experiencing
generalized and concentrated epidemics. Key factors that lead tfo
environments conducive 1o greater risk include: poverty; low literacy;
gender inequality; lack of awareness; high level of cross border
mobility; internal and external migration and displacement; trafficking
of women and young girls; increased commercial sexual activity;
high rafes of STls; increasing tourism and travel industry; increasing
number of drug abuse; sharing needles and syringes among injecting
drug users; lack of support for MSM; lack of access fo full and accurate
information and services; and. widespread stigma, discrimination
and denial. Marginalization of PLIWHA, create vulnerable populations,
farcing them fo hide their infection and unable to negofiate safe
approaches to behaviour. The risk factors such as cross border
mobility, internal and external migration, internal and external
displacement, trafficking of women and young girls, drug trafficking
and gender inequality needs to be addressed through regional
cooperation among the Member States, while other issues can be
addressed by sharing experiences, best practices and lessons learned
among the Member States.

Health and Socio-Economic Impact

The HIV and AIDS epidemic is disproportionately affecting the most
productive members of society being, young and middle-aged adults.
The costs also relate to their spouses who are infected and are unable
fo contribute to the welfare of the families and communities. In addition
to causing suffering and death, the disease disproportionately affects
the poor and contributes fo worsening poverty through people being
unable to work, dropping out of school, losing savings and reduction
in life expectancy. Recent UNAIDS/ADB studies anticipate the slowing
down of hard earned achievements in poverty reduction throughout
the region. For example, with current levels of infection, it is anticipated

'I SAARC REGIONAL STRATEGY
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that between 2003-2015 poverty reduction in India, Thailand and
Cambodia will slow by 29, 46 and 60% respectively. The limited
resources currently available to support health care services in most
SAARC countries, will therefore be further burdened given the costs
associated with HIV prevention and AIDS care services. The study also
indicates that the per capita health expenditure in India is US$23,
while the cost of AIDS treatment and care per person per year ranges
from US$520 to US$1420 and the average cost of HIV prevention per
person per year is US$17. Furthermore, households in this region
bear almost 80% of the total burden of health care spending. The
SAARC leadership must take note of this and act now to avoid the
devastating future impact on health and the economy in the region. In
addition, as shown in other regions, the impact of HIV can be seen in
many other areas including food security and the education sector.
Lessons learnt from other parts of the world, especially sub Saharan
Africa, set important precedents for SAARC couniries that suggest that
HIV prevention and AIDS care services must be embraced in order to
achieve poverly reduction, economic growth and the Millennium
Development Goals (MDGs). All partners must work together
immediately.

Situation of TB in SAARC Region
Tuberculosis is one of the oldest and major public health problems
in the SAARC region with immense socio-economic impacts. Almost
50% of the adult population of this region is infected with
Mycobacterium Tuberculosis and is at risk of developing tuberculosis
disease. In the year 2002 an estimated 2.4 million people newly
developed TB disease of which about 1.1 million were smear positive
and hence infectious. According to this estimate the SAARC region
was bearing 27.4% of the total global new TB cases {with 22% of
population share). India, Bangladesh, and Pakistan are occupying
the first, fifth and sixth positions respectively in the list of twenty-two
highest burdened nations (accerding fo estimated incidence of TB:
High Burden Countries-2002) with India revealing the highest {20%)
global absolute burden of TB. These three SAARC nations account
for 26.7% of the total global new TB cases. Every year about 0.6
million people die from this disease. More than 75% of these cases
and deaths occur among pecple in thel5-54 year age group. As
this group is economically the most productive, the resulting social
and economic losses are huge.

The occurrence of HIV and AIDS within the region is not as old as
TB but poses an equally large public health threat. While the
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prevalence rate can be interpreted as low in terms of percentage, in
numerical terms the region has the second highest number of pecple
living with HIV and AIDS in the world after the Sub-Saharan Africa.
The dramatic increase in infection among the vulnerable populations,
such as sex workers, injecting drug users and MSM during the last
decade should be seen as o warning signal te potentially rapid
spread of HIV among the wider population.

The interaction of TB and HIV clso has implications for the public
health approach to TB control amongst HIV infected people. HIV
fuels the TB epidemic in several ways. Untreated HIV infection leads
to progressive immune-deficiency and increased susceptibility to
infections including TB. TB in high prevalence populations is a leading
cause of mortality and morbidity and HIV is driving the TB epidemic
in many countries (especially in sub-Saharan Africa). T8 and HIV
programmes therefore should share mutual concerns including:
prevention of HIY should be o priority for TB conirol; and, TB care
and prevention should be priority concerns of HIV/AIDS programmes.
The public health approach to decreasing the burden of TB/HIV
requires more effective delivery of available interventions by health
service providers with increased population coverage.

Need for SAARC Regional Strategy

All Member States in the region have acknowledged that:

# HIV and AIDS is a major public health threat, that is not only
going to affect the health but also the hard earned socio-economic
development of the countries in the region.

# All Member States have already a National AIDS Strategic
Framework and National Programme in place but there are
immense challenges of appropriate policies, programmes and
rescurce mobilization for fargeted interventions for the most affected
and vulneroble populations.

# Because of the cross border nature of the epidemic, regional
collaboration and coordination is @ must to address the challenges
of HIV and AIDS.

# The Regional Strategy will address those specific opportunities
and challenges common to most of the countries in the region.

B The Regional Strategy will identify pricrities that can best be
addressed coliectively at the regional level.

2 SAARC REGIONAL STRATEGY
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Section: C

Vision, Guiding
Principles, Goals
and Strategic
Obiectives

VISION
Where the spread and impaoct of HIV and AIDS is
halted and reversed, where leaders are
committed to lead the fight against HIV and AIDS
and where people living

Guiding Principles

with HIV have access to The guiding principles of SAARC HIV
and AIDS Strategy include the

offordable treatment following.
a} Links to other global, regional
and care and a dignified and national strategies including
commitmenis made at UNGASS
life. and the MDGs.

b) Respect for community, socio-
cultural values, norms, faiths and
traditional family support systems
within SAARC countries.

¢) Influence and guide Member
States’ policies for well
coordinated multi-sectoral
integrated and sustainable

SAARC REGIONAL STRATEGY 2 '|
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d)

f)

g)

h)

i)
i}

k)

approaches consistent with a comprehensive prevention to care
continuum and with socio-economic impact mitigation of the
disease.

Promote client responsive/demand driven, result oriented and
rights baosed approaches in terms of policy advocacy and
legislation for the protection of human rights.

Promote strong public-private (for profit, non profit), UN co-
sponsors and civil society partnership for resource and social
mobilization.

Involve people living with HIV in all fypes of leadership and
include young, women and members of other vulnerable
populations.

Generate/provide technical support for Member States for policy
and pregrammes for targeted and effective BCC strategies on
prevention and health promotion {treatment, care and support)
“The right prevention services for right people at the right time”.
Strong voice, policy and legislation support against gender
inequality, stigma, discrimination, marginalization and
criminalization of vulnerable populations.

Using documented best practices for influencing changes.

A "Rolling up implementation plan” as it is expected to evolve
through ongoing consultative processes in response to
environmental changes and changing needs.

TB/HIV Cellaborative approach.

Goal

All Member States and partners are committed to prevent the spread
of HIV/ AIDS ond mitigate the socic-economic impact of the disease
in SAARC countries.

Strategic Objectives

1)

2)

22

Te reduce risk and vulnerability of HIV infection including all
vulnerable populations such as young people and adolescents,
pregnant women, migrant and refugee population, sex workers,
injecting drug users and MSM.

To promote policy and legislation support among the Member
States for increasing access to information, prevention (STI
treatment, VCT, and Condoms) and affordable treatment and
care services

SAARC REGIONAL STRATEGY
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To strengthen national responsibility and capacity for HIV/ AIDS
prevention, treaiment, care and support progrommes through
inter-country information and experience sharing

To strengthen multi-sectoral collaberation and coordination
among governments, bi-lateral and multilateral organizations,
people living with HIV, UN co-sponsors, non-governmental
erganizations and civil societies to facilitate national and regional
programmes

To undertake such research as might be necessary to design
and implement innovative

approach for combating HIV/ AIDS in the region

SAARC REGIONAL STRATEGY 2 3
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Section: D

SAARC lssues,

Challenges And
Opportunities

ISSUES

Issues in the SAARC region are not different from

other regions in the world except for the

prevalence rate. The 1.
major issues in the 2.
region include: 3.

insufficient commitment of all
sector of the society;

large scale denial, stigmo and
discrimination;

gender inequality;

4. limited inter-country colloboration
with a lack of focus on trans-
border mobility;

5. limited engagement of civil
society organizations;

6. inadequate Strategic information;
and,

7. large youth population and other
vulnerable populations.

Challenges

The SAARC leadership has

demonsirated its commitment by a
joint declarafion on HIV/AIDS in the
last summit and has started to
fransiate the commitment into action
against the pandemic but this needs

SAARC REGIONAL STRATEGY
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more urgent attention. The challenges include:

1. need for a strong country and regional level coordination
mechanism;

2. scaling up infervention for vulnerable populations (SW, IDUs,
MSM, young and migrant, refugee and displaced population);

3. need for inter-country, mulii-country or regional interventions for
safe mobility and stopping Human Trafficking (HT), estimated to
be 3.5 million migrant workers;

4. building national and regional capacity for generating strategic
information for policy and programmatic advocacy and for an
appropriate prevention stralegy;

5. development of broader coalitions among faith—based
organizafions, media, women, civil society, and private sector
etc;

6. need for resource mobilization and ufilization;

7. development of multi-sectoral respense for mainstreaming HIV
and AIDS inta the development efforts;

8. attention to gender inequality; and,

@. greater public awareness.

Opportunities for a SAARC Regional Response

Since HIV prevalence in the region is still low, the SAARC Member

States have to take advantage of the following opportunities for

containing HIV infection in the region before it is too late.

1. Preventing HIV among young people and other vulnerable
populations (sex workers, MSM).

2. Comprehensive HIV prevention and AIDS treatment
programming in drug using populations.

3. HIV prevention and AlDS freatment programming in mobile,
migrant, refugee and/or displaced populations.

4. Access to comprehensive HIV treatment, care and support.

5. Continuous policy advocacy against stigma and discrimination
directed towards HIV-infected and affected people, profection of
human rights and promoting gender equality

2 6 SAARC REGIONAL STRATEGY
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Section: E

Key Elements
(Components) in the
SAARC Regional Strategy
on Hiv And Aids

POLICIES and ADVOCACY

For resource mobilization

B SAARC io facilitate Member States o generate

and mobilize resources B  Generate resources for SAARC
Secretariat / STC for control of

within countries and HIV and AIDS.
B  Member States to support the
from international / SAARC Secretariat in generating
resources from private sector
regional sources. bilateral and multilateral donors

or outside sources.

For Multi-sectoral approach

® Strengthen country level
coordination and
implementation mechanism.

B SAARC to advocote for
mainstreaming HIV and AIDS
into relevant line ministries in MS.

B SAARC to work in close
collaboration with the South"Asia
Inter-religious Council on HIV
and AIDS.

SAARC REGIONAL STRATEGY 2 7
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For Counteracting stigma and discrimination

METHODS FOR REDUCING STIGMA AND DISCRIMINATION,

Facilitate leadership support for responses against HIV and AIDS,
Establish o Coordinating Committee for advocacy on HIV and
AIDS within SAARC to highlight the issue.

Appoint and utilize SAARC good will ambassadors.

Share experiences on all issues reiated to counteracting stigma
and discrimination, with Member States.

Facilitate Member States to develep enabling policies, for example,
in the work place or at health facilities and ensure
implementation.

Strengthen existing regional people living with HIV networks
established by UNDP to share experiences and document lessons
learnt.

Scaling up responses for vulnerable groups

28

Focusing cross border issues.

Develop/update policy, advocacy and regional coordination for

effective response to mobility and HIV issues.

a) Policy, Advocacy And Regional Coordination for
effective response to mobility and HIV issue in collaboration
with UNDP

b) Deportees: SAARC will facilitate Member States acceptance
and provision of care and treatment of infected deportees
and returning migrants, including refugees and internally and
externaily displaced populations. This will apply to HIV, TB
and other such conditions.

c) Migrant Warkers
i} SAARC will facilitate Member States to netwaork with

community-based organizations (CBOs) working with
migrant workers.

i) SAARC will facilitate the involvement of concerned
government authorities and regional authorities in pre and
post fravel briefing.

d) Human Trafficking
i) Raise public awareness about dangers of human trafficking

{HT) especially of girls and women.

i)y Develop/update guidelines for action to combat HT
(especially of girls and wamen) and facilitate
implementation.

ii) Identify gaps in strategic information on mobility, HT and
HIV.

SAARC REGIONAL STRATEGY
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Scaling up responses for other vuinerable groups

DRUG USERS

a) Link up with UNODC, working on the issue.

b) Advacacy on issues related to HIY among drug using populations,
including the creation of linkages between various ministries as
weil as resource mobilization.

g Advocate for enhanced understanding on issues related to
comprehensive HIV programming in drug using populations.

d) Conduct evidence-based policy dialogue based on a regional
review of HIV and IDU related policies, legislation and
implementation.

el Expand ireatment and care for IDUs using low cost community

care approach, in addition fo needle exchange programmes for
IDUs.

YOUTH AND ADOLESCENTS

a)

b)
g

d

Advocate for integration of HIV and AIDS in school curricula.
Facilitate updating of guidelines for raising awareness among
out-of-school youth,

Sharing best practices for life skills training (based on education
level) in formal and non-formal settings.

Establish regional forum of young people.

Make available anclysis and strategic information including
knowledge, aftitude and practice (KAP), on young people and
HIV in the region for policy, advocacy and programming
purposes.

Evidence-based advocacy initiatives for enhanced access to youth-
friendly services for prevention, care and support.

Protection and Care of Orphans and Children Affected by HIV
and AIDS.

PREVENTION STRATEGIES

a)

b)

Facilitute consistent and correct use of condoms and management
of STIs by sharing best practices in these areas from within and
outside SAARC.

Prevention of mother-to-child fransmission, sharing with Member
States guidelines on primary prevention among prospective
parents, prevention of unwanted pregnancies among HIV positive
women.

SAARC REGIONAL STRATEGY 2 9
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d

Strengthen regional and inter-regional PMTCT collaboration and
scale-up (including parficipation in joint UN Regional PMTCT
Task Force).

Provision of safe blood.

TREATMENT STRATEGIES

a)

g

Review best existing procedures and guidelines of WHO, UNAIDS
and others. Share with Member States best practices in TB and
HIV and facilitate updating of national guidelines and their
implementation.

Establish functional coordingtion between national TB and HIV
and AIDS programmes and cross referral for PLWHA and TB
patients for access to treatment.

Facilitate increased access to affordable drugs and test facilities.

GENDER SENSITIVE PROGRAMMES
Use established structure and mechanism on gender for HIV and
AIDS work (eg. CEDAW),

COLLABORATION,
COORDINAT!I ON and NETWORKING

Strengthening epidemiological surveillance and networking

a)
b)

q

Update regional database.

Continue the preparation and distribution of regional reports
on an annual basis.

Update regional websites on a regular basis with information
and data on HIV and AIDS.

Collaborate and coordinate between regional level organizations
to share experiences and Technical Expertise

a)

by

3

Share with and learn from other regional grouping such as
ASEAN, PLF, AFRICAN, CARRIBEAN.

Deployment of technical expertise within SAARC countries through
the development of a roster of concerned agencies/organizations
and consultants/resource persons. This will be updated regularly
and facilitate the deployment of consultants and resource persons.
Develop/strengthen collaboration with different programmes like
TB Control, STl programmes and pariners such as NGOs and
the private sector.

SAARC REGIONAL STRATEGY
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CAPACITY BUILDING, TRAINING and RESEARCH

Cuapacity building at both regional and national level

a) Review and adopt existing WHO, UNAIDS and ofther co-sponsor
guidelines on capacity building and training of all workers in
the HIV and AIDS feld.

b) Train national epidemiologists and managers in disease
surveillance.

¢ Facilitote Member States to collaborate between TB programmes
and HIV and AIDS programmes especially in relation to Directly
Observed Treatment Short course (DOTS) and Voluntary
Counselling and Testing for HIV {VCT) centres and cross referrals.

Training in program related areas

a}  Regional fraining programs for Training of Trainers (TOT) in areas
such as programme management, clinical management, VCT,
BCI, TB /HIV.

bj  Identify centres of excellence within or out side region to organize
and facilitate training.

d Regional guidelines and training for surveillance, research
monitoring and evaluation of Regional Strategy.

Capacity building {including infrastructure human and financial
resources for SAARC Secretariat and STC for implementing
Regional Strategy

0} Infrastructure

b) Human resources

d Financial resources

IMPLEMENTATION and MANAGEMENT
Implementation: Member States, SAARC Secretariat and STC
implement the Strategy in collabaration with other stakeholders.

Management: By SAARC Secretariat / STC.

REPORTING, MONITORING,
EVALUATION and REVIEW

Reporting: Annual report from SAARC Secretariat on implementation.

Monitoring and evaluation: An Expert Group meeting annuelly
that comprises of the National AIDS Programme Managers, SAARC/
STC, UNAIDS Cosponsors and people fiving with HIV.

SAARC REGIONAL STRATEGY 3 '|
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Level of Mand E

8 The overall goal end thematic level
B The Key action level

B The work program level

Review
B Mid term Review 2008
B Final Review 2010

3 SAARC REGIONAL STRATEGY
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Section: F

Steps in
Implementation

a)

All stakeholders will assist in implementing the SAARC Regional
Strategy on HIV and AIDS over a five-year period. The process
will involve working with countries to encourage them io meet
the commitments made by their leaders, such that they are actively
involved in the implementation of the Regional Strategy.

The Strategy will need to be shared with all Stakeholders.
Ownership of the Strategy should lie with the Stokeholders.

A plan for joint implementation will need to be drawn.
Sources of funds need to be identified.

UNAIDS will assist in the implementation process.

Midterm review should be planned for 2008 and a final review
in 2010. The latter review will assist in the development of the
updated Regional Strategy for the next 5-year period.
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Section: G

ANNEX-1

Struciure of SAARC Expert Group on HIV/AIDS

MEMBERS:

Representative from SAARC Secrefariat

National HIV/AIDS Programme Managers

Ornie Represantative from:sooh LIMAIDS Cosponsors
Representatives from SAARC TB and HIV /AIDS Cenlre
UNAIDS Representative (from Bangkok)

SAARC Consuh‘ar;it on HiV and AIDS

Two people living with HIV {ene male and one female) =

Totat Members

3 SAARC REGIONAL STRATEGY
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ANNEX-2

TERMS OF REFERENCE of SAARC Expert Group on HIV/AIDS

1}

2)

3)

4)

7

8)

Assist SAARC Secretariat in the development and implemeniation
of the SAARC Regicnal Strategy on HIV and AIDS.

Meet once o year, review pregress made in the implementation
of the Regional Strategy and review and reatign Strategy in the
confext of emerging needs of the SAARC region.

Assist SAARC Secreforiof in the development and implementation
of regional prevention component of Regional Strategy and
pregrammes.

Assist SAARC Secretariat in the development and implementation
of regional tfreatment and care component of Regional Strategy
and programmes.

Assist SAARC Secretariat in the implementation of inter-country,
multi-country or regionct policy and programmes such as cross
border mobility, human trafficking, drug trafficking, setting up
different thematic or policy advocacy groups.

Assist SAARC Secretoriat in the development and implementation
of policies and programmes against stigma and discrimination
and protection of human rights.

Provide technical assistance to SAARC to identify programmatic,
resource and capacify gaps for the region and suggest regional
cooperation/agreement in meeting those gaps in the context of
future programming and rescurce needs.

Review progress made and assist SAARC Secretariat to present
an annual report to the Standing Committee of SAARC for their
approval, guidance and support for future programming.
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Component:

Sub component:

Component:

Sub component:

1V] IMPLEMENTATION and MANAGEMENT

Implementation .
Member States, SAARC Secretariat and STC:
implement the Strategy in collaboration with ofher -
stakeholders

Monogement
By SAARC Secretariat / STC

V) REPORTING, MONITORING, EVALUATION
and REVIEW

Reporting
Annual report from SAARC Secretariat on
implementation

Monitoring and evaluation

By Expert Group (Comprises of National AIDS
Program Managers, UNAIDS Co sponsors,
PLWHIVs, efc) annually

Level of M ond E

# The overall goal and thematic level
B The Key action level

B The work program level

Review
Mid term Review 2008
Final Review 2010



ANNEX-4

List of Contributors

1. Member States (HIV/AIDS Programme Managers)
2. SAARC Secretariat

3. SAARC TB Centre

4, UNAIDS and Cosponsors

5. UNAIDS consultant

6. PLWHIV
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Address

SBARC Secrstariot

P.0 Box 4222 Kathmandu, Nepal
Phone: $77-1-4221785

Fox: 977-1-4227033 & 4723991

E-mall: snarc@saarc-sec org
Website: wwiv soaic-sec org




