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NOTE

The views expressed in this report are those ofpiéicipants in the UNAIDS and WHO
Consultation on Progress in Prevention and CathdrContext of the “3 by 5 Initiative” and the

Perspective of Universal Access in the Westernfigagegion and do not necessarily reflect the
policies of the Organization.

This report has been prepared by the World Heattfa@zation Regional Office for the Western
Pacific for governments of Member States in thei®egnd for those persons who participated in
the UNAIDS and WHO Consultation on Progress in Engon and Care in the Context of the “3

by 5 Initiative” and the Perspective of Universalcass in the Western Pacific Region from 12 to
16 December 2005.
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SUMMARY

The WHO Western Pacific Regional Office, in colleditmon with the Joint United Nations
Programme on HIV/AID (UNAIDS) organized the fouryddNAIDS and WHO Consultation on
Progress in Prevention and Care in the Contexh@f‘8 by 5” Initiative and the Perspective of
Universal Access in the Western Pacific Regisith the objective that, by the end of the
consultation, the participants would have:

(1) reviewed progress made on prevention and carthé context of the “3 by 5”
Initiative;

(2) shared experiences among countries on thentyperformance of monitoring and
evaluation systems related to HIV/AIDS care, trestitrand support;

(3) identified ways to strengthen the integratiéit//AIDS prevention and care; and

(4) defined the conditions and terms of referemceafpartners technical working group
on scaling up of HIV/AIDS prevention and care ie ¥Western Pacific Region.

The programme included technical presentationsiatitn reports from countries and
partners and open forum discussions across a lbewapk of issues related to: the epidemiology
and surveillance of HIV/AIDS in Asia and the Pagifiessons learnt from the “3 by 5” Initiative in
prevention, treatment, care and support; univeesaess to prevention and care by 2010;
partnership development; and strengthening of hegittems. Despite the significant progress of
the “3 by 5” Initiative, it was recognized that theare still many challenges to be faced in pursuit
of the goal of universal access. Confidence wasessed that such a goal is feasible if there is a
high level of political and financial commitmentet process is truly country-led, it builds on
achievements and lessons learnt in the “3 by Hialinve, there is genuine involvement from
communities and people living with HIV/AIDS, and amegral part of the approach involves
strengthening of health systems. Meeting partidipaeached a number of conclusions addressing
those and other requirements to achieve univecsaisa.
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1. INTRODUCTION

1.1 Objectives

The WHO Western Pacific Regional Office, in colladiton with the Joint United
Programme on HIV/AIDS (UNAIDS), organized the faley UNAIDS and WHO
Consultation on Progress in Prevention and CatkdarContext of the “3 by 5” Initiative
and the Perspective of Universal Access in the ¥vedPacific Regionith the general
objective that, by the end of the consultation,ghdicipants would have:

(1) reviewed progress made on prevention and cale-sip in the context of
the “3 by 5” Initiative;

(2) shared experiences among countries on the rntumperformance of
monitoring and evaluation systems related to HI\D'&Icare, treatment
and support:

(3) identified ways to strengthen the integratiérHtv//AIDS prevention and
care; and

(4) defined the conditions and terms of referentea gpartners technical
working group on HIV/AIDS prevention and care seafein the Western
Pacific Region.

The detailed agenda of the meeting is attachechas»\1.

1.2 Participants and resource persons

There were a total of 16 participants from 14 cdaeat including Brunei
Darussalam, Cambodia, China, Fiji, Kiribati, theoLReople’s Democratic Republic,
Malaysia, Mongolia, Papua New Guinea, the PhilippinSamoa, Solomon Islands,
Tonga and Viet Nam. An additional 56 persons pigidited in the meeting as part of the
WHO and UNAIDS secretariat, consultants, tempoeatyisors or observers. Observers
included representatives from the Asian DeveloprBamik, the Asia Pacific Network of
People living with HIV/AIDS (APN+), the Asia PadifiNetwork of Sex Worker
Projects/Empower, the Delegation of the Europeammizsion to the Philippines,
Family Health International, the Malaysian AIDS @oil, the Secretariat of the Pacific
Community, the United Nations Children’s Fund (UMIE) East Asia and Pacific
Region, UNICEF Pacific, and the United States Agefoc International Development
(USAID) Asia. The list of participants, consultantemporary advisers, observers and
secretariat staff is attached as Annex 2.

The Western Pacific Regional Office provided techhiand operational support
for the meeting.






1.3 Organization of the meeting

The meeting was held at the Conference Hall of WidO Western Pacific
Regional Office in Manila, the Philippines, from 1@ 15 December 2005. Methods
used in the meeting included presentations, smalupg discussions and plenary
sessions.

1.4 Welcome statement

A welcome greeting was extended to all particip@yt®r Shigeru Omi, Regional
Director, WHO Western Pacific Regional Office. bleserved that two years had passed
since the official launching of the “3 by 5” Initime. While the formal targets of the
Initiative had not been met, there had been sutigtaorogress both globally and in the
Western Pacific Region. He observed further that‘8 by 5” Initiative was an interim
objective to the longer-term goal of universal aaditable access to prevention and care
that was endorsed at the G8 Summit of July 200BcoBnizing that there were many
challenges still ahead, Dr Omi encouraged partitgp#o “explore ways to improve our
common work with partners for the benefit of ourivieer States and their affected
vulnerable populations.” He closed his remarks dxpressing appreciation to all
participants, consultants, and technical advisorgtie time and efforts that they were
committing to the important meeting.

1.5 Opening of the meeting

The meeting was formally opened by Dr Omi. It wieided by unanimous
consent that chairpersons for the four days woudd donsecutively: Dr Chansy
Phimphachanh (the Lao People’s Democratic Republi2) Mean Chhi Vun
(Cambodia); Dr Timaima Tuiketei (Fiji); and Dr Ngery Huy Nga (Viet Nam).
Dr Robert D. Fischer was appointed as Rapporteuhtomeeting.

2. PROCEEDINGS

2.1 Epidemiology and surveillance

2.1.1 Overview of HIV/AIDS surveillance in Asia asdrveillance issues

Dr Nguyen Thi Thanh Thuy (Epidemiologist, WHO Waenstd acific Regional
Office) discussed the general HIV/AIDS epidemicfpedn the Western Pacific Region
and the role that HIV/STI surveillance systems haleyed. While there is good
evidence that consistent condom use has been ategbevith a decrease of both HIV
and STI infection in Cambodia, a number of otharntdes are showing disturbing rises
in HIV prevalence among vulnerable populations likgecting drug users and sex
workers. Dr Thuy discussed some of the key charstics and elements of HIV/STI
surveillance stressing that, for surveillance systdo be optimally useful, reporting
should be nationally relevant, complete and timeReliable data from surveillance
systems can and should be used as an importategitreelement in programme
planning and mobilization of funds from partners.



2.1.2 Linking surveillance to interventions

Dr Chika Hayashi (WHO Headquarters) opened hereptason with a reminder
that data from HIV surveillance systems, along v8ifil and behavioural surveillance,
HIV/AIDS reporting and HIV drug resistance survailte should all be used for
situation analysis and programme planning. Usikargles from country experiences,
she emphasized that disaggregating surveillanae amtmuch as possible (e.g. by risk
behaviours, areas of the country, sex and age§i@dd valuable insights into the nature
the epidemic and needed programmatic responseseiffance data are also crucial for
planning for antiretroviral therapy (ART) care neéd a community. However, because
ART prolongs the survival of HIV-infected persomas, increase in the number of HIV-
infected persons will likely be observed in a papion where treatment is widely
available. Further analysis of surveillance dailhlve required to untangle whether the
increase is fully attributable to persons on ART h®cause of increases in risk
behaviours. Both are possibilities and have béserved in country experiences.

2.1.3 Surveillance among subpopulations with higk-behaviour

Professor Xiang-Sheng Chen (Temporary Adviser, &hshared some of the
experience of China in strengthening second-geinaratirveillance systems. In China,
data gained from biological and behavioural HIVvs&ilfance sources have now been
integrated with STI surveillance as an early wagrsgstem. Especially important in the
Chinese experience has been recognition of sigmificoverlapping of high-risk
populations, like injecting drug use among men hgwex with men (MSM) and sex
workers (SW). Dr Chen also discussed the the@letidvantages and disadvantages of
using probability versus non-probability samplingethods in surveillance systems.
Overall he stressed that it is important to comtr@ogical and behavioural survey
methods, to obtain samples from a broad spectrusoudfces, and to include a minimum
set of sociodemographic with biological samples.

2.1.4 HIV drug resistance in Cambodia

Dr Eric Nerrienet, (Temporary Adviser, Cambodiapoded on the preliminary
results of an ongoing cross-sectional study in Catizb to evaluate the virological
responses in two cohorts of ARV-treated patienibe study is being implemented in
nine Pasteur Institutes within the Pasteur Netwaity external quality control provided
by the Agence Nationale de Recherches sur le Sidasehépatites virales B et C
(ANRS) and the National Institutes of Health (NIHYnd is following a cohort of
283 patients from the Ensemble pour une Solidartérapeutique Hospitaliere, En
Réseaux (ESTHER) and 346 from Médecins sans Freati@SF). In follow-ups at
18 and 24 months, it has been shown so far tihaliogical success, based on viral load
and CD+4 counts, has been more than 90% in “ARVenpatients” but only 53 % in
“ARV non-naive patients”. The reason for suchralifng is still under investigation.
Increasing CD+4 counts are also not always preeictif virololgical success. It is
recommended that, where possible, viral load andRDldrug Resistance Mutations)
should be used along with CD+4 count to support ARyhitoring.



2.1.5 Quality of laboratory testing in the WestParcific Region

Dr Elizabeth M. Dax (Temporary Adviser, Australiggn through a number of
issues relating to quality control in HIV laboratdesting. On the issue of whether there
were any new testing strategies for HIV confirmati®r Dax stressed that there is
nothing new except the need for people to follow éxisting strategies strictly. On the
issue of a list of reliable laboratories in theioggfor HIV and STI testing, Dr Dax said
that the issue is not as simple as identifying ‘@joand “bad” laboratories. Rather, the
more fundamental issue is strengthening and expgntlie number of all laboratory
resources. Many seemingly small issues can afffectjuality of laboratory outcomes,
including insufficient supplies, frequent changasmiethod, ambient temperatures in
laboratories, and poor management. Dr Dax alsoesgpd great concern that there had
been insufficient studies on the interactions betweapid tests, already a source of
problems with the quality of results in some segftin

2.1.6 Open forum

A question was posed about the reliability of theveillance data on Chlamydia
prevalence, because of the difficulty in the déifirei diagnosis of asymptomatic cases.
It was explained that most reported data on thegbeace of Chlamydia are from special
surveillance surveys that had quality laboratoqypsut. It was acknowledged, however,
that Chlamydia case-finding within clinical setting not a reliable source for national
reporting. There was hope expressed that polymasiagin reaction (PCR) technology
would some day be widely available to support chhlaboratory diagnosis.

One participant expressed concern about some aglyarpoor virological
responses in the Pasteur studies in Cambodia. pdtieipant questioned what effect
those results might have on the future of ART paognes. It was stressed in response
that the Cambodian studies were only preliminaryets They did not at this stage
indicate that there should be caution in expandiRJ programmes. It was also noted
that the Pasteur Institute studies in Cambodiagqaedominately on developing the
methods to monitor virological response to ARV tmeant and not yet on addressing
how those methods might be used in programmes.

Another participant observed that there had beenhnguality testing of rapid
tests by WHO and that this was a good source ofrimdtion about the quality of tests.
Dr Dax agreed, but stressed that the real needovagaluate the interactions of tests to
identify where there are shared false negativesnceSmany rapid test makers are
seemingly using similar antigenic strains of HIVjd reasonable to suspect many tests
could share similar false negatives in testing.

2.1.7 Report on group work: Epidemiology and sillevece
(1) Group 1 report: Linking surveillance to intervemiso

The group reported that they had identified a nundfechallenges in linking
surveillance systems to interventions, includingtifue” and weak motivation at the
local level, shortcomings in the level of trainiagailable for staff, the diversity of the
epidemic in different geographical settings and thawillingness of some local
authorities to share available data fully. It vg@serally recommended that: there needs
to be more political commitment behind surveillansgstems; there needs to



be agreement on both prevention and treatmentadtaite that could be used for both
national programmes and among donors; anthrop@abggsearch is needed on the basis
of stigma in health care settings; and confideiyialf information in the health care
system needs to be reinforced.

(2) Group 2 report: Surveillance among subpopulatiomtis gh-risk behaviour

The group discussed how to identify and accesstigltgroups through research,
mapping, identifying hot-spots and improving wond® skills. Indicators in
surveillance systems, it was agreed, should tragbups that receive treatment,

behaviour changes, and patterns of risk. It was algreed that the “Three Ones”

principle is a vital programme concept. The grbefieved that more partner assistance
is needed to assist countries in the areas ofngetitandards related to privacy,

confidentiality and human rights, supporting sultaace systems, and advocating for
strengthening systems.

(3) Group 3 report: ARV drug resistance surveillance

The group recognized that HIV drug resistance siawmee and HIV drug
resistance monitoring are two different stratediieg can be used to evaluate the nature
of the problem presented by ARV drug resistancamkbdia, China and Viet Nam have
currently fielded efforts to begin to evaluate thsue. WHO HIV Drug Resistance
Surveillance Network has developed protocols forveillance of drug resistance,
although it has only a limited presence in the Begat the present time. Current
challenges in ARV drug resistance surveillance udel the complexity of the
technology; the fact that laboratories in the Regieed external support; the fact that
recent infections are not easy to identify; and rteed for a move towards a public
health approach from the current research-basetbagp WHO should step up its
advocacy to governments to support ARV drug resggasurveillance, disseminate
information about the experience of countries wébtive ARV drug resistance
surveillance systems, coordinate existing netwaaksl promote links between research
and national programmes.

(4) Group 4 report: Laboratory issues for testing 0¥ tdhd STls

The group focused attention on a number of isselased to “why laboratories are
not supported?” The issues identified includedadeguate understanding of the
need/value of laboratories; limited commitment todga investment; a lack of
understanding about quality management; a lack pgrexiation of end-user/client
requirements; and a lack of direction in developmeh national systems. It was
recommended that WHO should advocate for the mefits single national laboratory
system, that WHO/UNAIDS should convene a meetingpgropriate groups to develop
a marketing strategy to support the developmemiatibnal laboratory systems; and that
WHO/UNAIDS, together with other partners, shouldbyde operational support to
ascertain the best available testing technologiekjding strategies for confirmation.

1

One agreed HIV/AIDS action framework that providles basis for coordinating the work of all
partners; one national AIDS coordinating authoritith a broad-based multisectoral mandate;
and one agreed country-level monitoring and evalnatystem.



2.2 Prevention
2.2.1 Overview of HIV/AIDS prevention programmes

Dr Wiwat Rojanapithayakorn (Senior Adviser, WHO/@d) emphasized that
prevention programmes are very important in Asiegabee HIV/AIDS prevalence is still
generally low. Without successful prevention pesgmes, the cost of treatment could
become overwhelming in the generally large popoieti of countries in the region.
Dr Wiwat went through several examples from coestin the Region that demonstrate
that prevention interventions can and do work. di#® presented a number of lengthy
and detailed lists of “essential”, “core” or “recomanded” prevention programme
interventions that have been developed by diffeagi@ncies. In his opinion, the really
essential ones are condom promotion in risk sinati harm reduction among drug
users, STI treatment and care, blood safety, anthento-child transmission. Current
challenges in integrating prevention with the pective of universal access include:
(1) how to select approaches that make the mospobdéntial synergies between
prevention and treatment; (2) how to create initiest that can emphasize the benefits of
knowing one’s HIV status; and (3) how to reach euéiible communities most impacted
and most in need.

2.2.2 STl prevention and control in the Pacifiams countries and areas

Dr Seng Sopheap (WHO, South Pacific Office) dreierdion to the fact that high
prevalence of STIs, particularly Chlamydia, is aegpread problem through the Pacific.
The main challenges include the limited coveragecartrol activities, the fact that
condom promotion and condom social marketing i$ gtiderdeveloped, the need to
identify core groups and design appropriate intetieas for them, and the need for
special attention to be paid to the high prevalesfc€hlamydia in pregnant women. A
recent joint UNFPA-UNICEF-WHO consultation in thadic led to the identification
of 10 country priorities and eight regional supppriorities. STI control remains a
priority strategy for HIV prevention in the PacificThere is also still a great need to
strengthen partnerships in the prevention and obafrSTls, to maximize use of scarce
resources and to scale up the coverage of corttigltes.

2.2.3 Preventing drug-use-related HIV/AIDS transiais in Viet Nam

Dr Nguyen Huy Nga (Viet Nam) began his presentatigthh data showing that
injecting drug use is a major factor in HIV transgion in Viet Nam. He also reviewed
the evolution of harm reduction activities in thmuntry, beginning in 1993 and steadily
strengthening to the current time. Elements ofrirgntion programmes for injecting
drug users now include information, education armammunication (IEC), peer
education, a safe-injecting programme, needle gridge exchange programmes, drug
treatment and a drug substitution treatment progranand other supportive services.
However, there is a need to expand programmes degfon current pilot phase and
especially to resolve legal documentation problemsluding those related to drug
substitution programmes.



2.2.4  Preventing sexual transmission in Cambodia

Dr Mean Chhi Vun (Cambodia) reviewed the historytioé HIV situation in
Cambodia noting that the male bridging group’s inldansmission between female sex
workers (FSWSs) and the men’s spouses or regulapaerers was an important part of
the initial evolution of the epidemic. They begdmeit prevention activities with an
emphasis on condoms, taking lessons from neighbgufihailand with the 100%
Condom Use Programme (CUP). The result of therarome has shown dramatic
results, with both an increase in condom use amwoogt at-risk populations (e.g.
brothel-based sex workers, beer girls, sweethearntsgular sex partners of FSWs) and
decreases in HIV and STI rates. More populatiosetasentinel surveillance studies
have also documented a reduction of STIs and HB¥glence. Current challenges in
Cambodia include the shifting of sex work from keds to other venues of
entertainment. There is a need to expand the 100% strategy to all sex entertainment
establishments and to develop other outreach gieatefor indirect sex workers.
Maintaining national HIV and STI prevention effortwith NGO and other partner
support, also remains a pressing need.

2.2.5 HIV voluntary counselling and testing in Cin

Dr Wang Weizhen (China) pointed out that voluntapunselling and testing
(VCT) was particularly important in China becaube tumber of diagnosed cases of
HIV/AIDS is far below the estimated number of casds is also felt that properly
organized VCT can impact high-risk behaviours elefore people become infected.
Dr Wang outlined the evolution of strengthened V@dlicy commitments in China
between 1999 and 2004, when Prime Minister Weradidgmplemented the “Four Frees
and One Care” policy, which requires all countiede able to provide HIV screening
tests by the end of 2005. There has been a grpansion in the number of people
trained as counsellors and there are now over X&5D sites in 31 provinces. Despite
the tremendous achievements that have been reaizéhina, Dr Wang said that there
is still a need to explore other VCT service modetsdifferent populations in China, to
improve the quality of counselling services, to e referral services and to further
scale up the coverage of VCT services.

2.2.6 Open forum

There was a question to Viet Nam about how theabollation was developing
between harm reduction programmes and public dgcagiencies. Dr Nga said that a
new law in Viet Nam now accepted the concept ofrhaeduction. The Central
Committee of the Communist Party also accepted dbecept and now the other
ministries were coming on line. The Ministry of Hibéawants to develop methadone
substitution programmes, but recently the MinistfyLabour and Industry expressed
concern about labourers being under the influericano officially labelled “drug”.
Dr Nga said he hoped that methadone would soorategjarized as a “medicine” and
not a drug, so that it could be used more widelyarm reduction programmes.

Another participant expressed concern that mosh@fprevention measures that
had been discussed were all related to the Mingdtifealth. The participant noted that
health education activities, for example, were lsastied out through public and private
institutions. It was agreed this was a valid paimtl was the reason why UNAIDS was a
part of the meeting, as it has responsibility asrttee spectrum of United Nations
agencies.



There was a question to Dr Mean Chhi Vun about hosvNational Center for
HIV/AIDS, Dermatology and STDs (NCHADS) had beenlealto generate HIV
incidence data in Cambodia. Dr Mean Chhi Vun dbat the data he reported were
from a small special study done by an NCHADS stadimber, and were not nationally
representative.

2.2.7 Reports on group work: Prevention
(1) Group 1report: STI prevention and control

The group reported on their discussions of the egpees, issues and challenges
of STI prevention and control in targeted populagio They recommended that the focus
of countries should be on comprehensive diagntsiatment, partner management and
counselling, and that STI services should be i@tiegr into reproductive health,
validated rapid tests should be made widely avkdlaind there should be an emphasis
on capacity building among non-health professiomalSTI and HIV control activities.
The group also recommended that WHO, UNAIDS ancroffartners should support
regional procurement systems and aid in the dewstop of new and effective rapid
tests.

(2) Group 2 report: Preventing drug use related trassion

Among the experiences, issues and constraintsisemuntries, the group noted
that there is a poor evidence base on drug user [iks between government
authorities and civil society, “conflict” betweemugy control laws and harm reduction
programmes, stigma and discrimination, and generpbor coverage of existing
programmes. The group especially recommended \WdO, UNAIDS and other
partners should advocate and support the develdparaior scaling up of country
programmes, including programmes in low prevalermmrintries.  Additionally,
international assistance is urgently needed in avipg research capacity, monitoring
and surveillance to help develop the evidence basdrug use and its relationship to
HIV/AIDS.

(3) Group 3 report: Preventing sexual transmission

The group reviewed the experiences of Cambodiap&CtiRrapua New Guinea, the
Philippines and Solomon Islands in addressing dexwnsmission of HIV, and
concluded that condom promotion and use is key Tib gBevention, especially with
MSM, sex workers, their clients and the regulartipenrs of sex workers. However,
educational messages have to be carefully framddrins that are meaningful to the
target groups. Education on the risks of alc@ra non-injecting drug use also needs
to be addressed in some countries. Countries toesatefully identify those most at risk
and other vulnerable populations and strategiexctess those populations. WHO and
UNAIDS were encouraged to support the exchangepéréences between countries.

(4) Group 4 report: Voluntary counselling and testing

The group identified a number of issues and comggrathat countries are
currently facing in voluntary counselling and tegti including confidentiality, lack of
technical expertise in counselling and testing, el retrieval and use of laboratory
results. The challenges of counselling and testimifiren and the absence of a legal
framework in many places (e.g. relating to ethiaspects of partner notification and
public health versus individual rights) are espcigroblematic at the current time. The



group recommended that WHO should convene a tealhniorking group to review the
many constraints in counselling and testing andiéeelop guidelines, protocols and
operational procedures that might be of help tonttes to build their capacity. In
particular, guidance on ethical issues, counselfind testing in prisons and “detained
settings”, and staff training should be addressed technical working group.

2.3 Care, treatment and support

2.3.1 “3by5" Achievements and lessons learnt

Dr Clement ChanKam (WHO Headquarters) reviewedutmgrecedented global
political commitment behind the concrete and trammeing WHO/UNAIDS “3 by 5”
strategy. Although “3 by 5” did not achieve itspérational” target, great progress has
been achieved in terms of the development of ARangl political commitment and
ART coverage. The mobilization of and contributioh new sources of financing
(e.g. the Global Fund to Fight AIDS, TB and Mald@&ATM], the Clinton Foundation,
the President’s Emergency Plan for HIV/AIDS Rel[fS.A.] [PEPFAR ]Jetc.) are also
an important achievement of the “3 by 5” Initi@ivAmong the many lessons learnt are
the importance of political and financial commitrhéor sustainability; the pivotal role
of affected individuals, communities, civil societynd the private sector; the need to
exploit synergies of prevention and (not “or”) treant; ensuring quality supplies and
supply chain management; and the importance ohgtnening health systems to
support services. Among the important challengas WHO are identifying and
targeting countries with the greatest unmet ARTdsgéntensifying collaboration and
improving coordination with a broad range of pargné support the health sector
response to HIV/AIDS; mobilizing the necessary teses for countries; and assisting
countries to effectively utilize resources.

2.3.2 Regional overview of the “3 by 5” Initiative

Dr Michel Tailhades (Medical Officer, WHO Westermadific Region) stressed
that it was important to keep in mind the importprigress that countries had made in
scaling up ART, rather than looking at unachieveagets. The important lessons learnt
include recognition that scaling up is possiblereire the face of great health system
challenges. The key ingredients to success inclsileng political and financial
commitments at all levels; building on existingeand support plans and programmes;
and having in place enabling policies and legistatiDr Tailhades reviewed some of the
activities that the WHO Western Pacific Regionafi€af has supported in pursuit of the
“3 by 5” strategy and, looking forward to universaicess, areas where WHO and
countries need to direct attention in the futurAmong the priorities for 2006 are
additional training for health staff; the need tocrease coverage of targeted
interventions, such as needle-syringe exchangergmoges and substitution therapy;
and strategies to reduce women's vulnerability f¢/ADS by eliminating all forms of
discrimination and violence against them.

2.3.3 Country experiences

Dr Mean Chii Vun (Cambodia) reported on the Camaodexperience in
expanding care, treatment and support to peoglgglwith HIV/AIDS. Starting with a
single voluntary confidential counselling and tegtcentre in Phnom Penh in 1995, this
crucial service had expanded to 106 centres inpadvinces by 2005. A similar
expansion took place in continuum-of-care centmg®vention of mother-to-child
transmission, TB/HIV care and treatment, paediadiidS care and laboratory support
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for opportunistic infections and ART, home- and commity-based care, and PLHA peer
support groups. Dr Vun stressed that Cambodiareostiip of the programme, strong
support from the international community, partitipa of the community (PLHAS,
NGOs, religious bodies), integration of continuufncare centres into the health care
system, and sectorwide management systems werelhlsnucial to achievements in
Cambodia.

Dr Wen Yi (China) said that the major constraintsexpanding ART in China
related to the challenges faced by the health systeerall; underdeveloped medical
insurance systems; lack of incentive; and unbathracel limited resource distribution.
China is particularly challenged by the great gapnmeen the reported and estimated
number of HIV/AIDS cases (only 17% of estimated esagre diagnosed) and the
continuing stigma and discrimination. Despite thasnstraints, however, China set a
“3 by 5” target of 30 000 and has thus far achie28d000 persons receiving ART.
Among the important lessons learnt in China is ith@ortance of preparation, and
understanding that proper treatment of patientsxmeaauch more than ART alone.

Dr Daoni Esorom (Papua New Guinea) reminded the tingee that
Papua New Guinea is facing a particularly difficsituation, with the highest rates of
HIV infection and STI in the Pacific. With strongupport from the international
community, ART national guidelines have been forted and two pilot ART clinics
were organized and later expanded to six (eveniged between the public and private
sector.) The challenges still remaining in thentoy that will need to be addressed in
pursuit of universal access, include the need &bteb involvement of other sectors and
civil society organizations, the generally weak Itleanfrastructure, and the need for
better integration with preventive health services.

Dr Nguyen Huy Nga (Viet Nam) explained that HIV/A3Dcare and treatment in
Viet Nam is organized through three institutionavdls: hospital-based, community-
based and rehabilitation centres for sex workerd mmecting drug users. Still
confronting an expanding epidemic, the number afsqes in Viet Nam currently
estimated to be in need of ART (14 775) is expettedrow to over 37 000 by 2010.
Complicating the picture for the future is the nded better utilization of PLHAS in
programmes, better coordination, and more involvenoé peer support networks and
NGOs.

2.3.4 Treatment guidelines update

Dr Christopher Duncombe (Temporary Adviser) expdirnow there has been a
gradual shift from non-nucleoside-based therapiesdawer nucleoside combinations.
Bulk purchasing and new “global access programnaes”increasingly being seen as
ways to reduce the cost of new first-line drug corations, like Tenofovir plus FTC.
Dr Duncombe summarized the new WHO 2005 treatmeidiegines, which are expected
to be finalized and released in early 2006. Newdglines on prevention of mother-to-
child transmission were also released in 2005 amttOWias draft guidelines currently
under review for ART for children. He outlined serof the options that the guidelines
were going to present to programme managers fasidaemaking, including new plans
that would have to be devised for purchasing anckstnanagement.

2.3.5 Access to HIV drugs and related medicinesddaghostics

Dr Peter Graaff (Scientist, WHO Headquarters) aatli “the moving goalpost” of
increasingly complex issues that sequentially amifr programme managers in



-11 -

addressing procurement of drugs and supply manageméle also discussed the
implications of TRIPS as it relates to the futukaikability and pricing of drugs, and

observed that the great increase in demand for AR\&y soon approach the
manufacturing capacity of suppliers. Asia hasgbed fortune of having a much larger
number of generic drug manufacturers than any atrggon and China is also the largest
producer of active pharmaceutical ingredients aey itermediates. According to

Dr Graaff, coordination versus fragmentation is adie the next national and

international challenge for pharmaceutical suppbnagement.

2.3.6 HIV/AIDS and TB

Dr Philippe Glaziou (Medical Officer, WHO Westerrad#fic Regional Office)
pointed out that mortality rates among TB-HIV pateare between 25% and 40% in
south-east Asia. The rationale for TB-HIV colladive activities includes the fact that
HIV drives TB incidence and mortality in high HI\tgvalence areas and that DOTS
alone is insufficient to control TB in those ared3r Glaziou pointed out that, although
the collaborative links between HIV/AIDS and TB grammes are schematically
simple, in fact the coordination of programmes enés many difficult challenges.
Notwithstanding those difficulties, it is a WHO fegal target to have 14 countries with
high and intermediate TB burdens implementing TBAHUirveillance by 2010.

2.3.7 Prevention of HIV transmission in childremarare of exposed infants

Dr Carmen Casanovas (WHO Western Pacific Regiorféic&) outlined the
several modes of transmission of HIV to childrero{ner-to-child transmission, sexual,
transfusions etc), as well as the relative risksuath events, such as pregnancy, labour
and delivery, and breast-feeding. Because of tlgh tand cumulative risk of
transmission in breast-feeding, especially mixexswe exclusive breast-feeding, WHO
recommends “replacement feeding” for HIV-infectedthers where it is consistent with
FAAS criteria: (feasible, acceptable, affordableistainable) and safe. Although
preliminary evidence has shown that ART among Hbgiive mothers may reduce the
risk of mother-to-child transmission through bref@gtding, Dr Casanovas stated that it
is still the recommendation of WHO to avoid brefesiding where possible. She further
elaborated the four-pronged United Nations/WHO apgh to prevention of paediatric
HIV infection: primary prevention; prevention of intended pregnancies in HIV-
infected women; prevention of mother-to-child tramnssion; and providing care and
support to HIV-infected women, infants and families

2.3.8 The role of people living with HIV/AIDS in ¢response to HIV and AIDS

Mr Noel Pascual (Temporary Advisor) discussed mahyhe challenges being
faced by PLHA in accessing information and headttvises. Some governments do not
appear to be fully aware of or committed to uphuddithe principle of greater
involvement of people living with AIDS (GIPA). Stig in Asia have also documented
many incidences of stigma and discrimination agatddAs within health institutions,
and the participation of PLHAs in national prograesmis sometimes only “token”
representation. Mr Pascual stressed that PLHAs raportant capacities, information
and life experiences that they can contribute toagpects of HIV/AIDS programme
planning and implementation. He expressed theingilless of PLHAs to contribute
fully to the pursuit of universal access.
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2.3.9 Open forum

In response to questions in plenary discussiom@fcbuntry presentations, it was
revealed that no country is satisfied yet thata$ flound exemplary ways to advance
women’s empowerment and equity in HIV/AIDS and ARAogrammes. Cambodia
reported that they have organized family-based iwas@lving women, and that 55% of
those receiving ART are women. It was concludeeral that, since sex workers and
many IDUs are women, it would behove programmeshim future to monitor the
number of women receiving care more carefullywdts also recognized that there is a
need to ensure that marginalized groups, such saswsekers and IDUs, are also
equitably accessing prevention, treatment and sareices. Although some country
participants expressed concern about questionimgops about their source of HIV
infection when receiving treatment and care, carfithl methods need to be developed
to ensure and to monitor that those populations r@Esk are not being discriminated
against in access to services.

In discussions surrounding the presentations oDDncombe and Dr Graaff, it
was observed that there are also constraints imgusgime new ARTSs because the drugs
are not yet registered by competent national ailiber It was also noted that the
productive capacity of some manufacturers of Hlyidaests is approaching the limit
and that cost and availability may soon becomehblpm here as well as with ARVS.

On the issue of mother-to-child transmission, Ds&@®vas was questioned about
the WHO position on voluntary abortion as a wayptevent transmission from HIV-
infected women. Dr Casanovas explained that WH®nmaformal position on abortion
as a way to prevent mother-to-child transmissidmat was a decision for individuals
and countries, consistent with their religious andtural traditions. There was also
pointed criticism that the FAAS criteria seem tdafina “double standard”, one for
lesser-developed countries and one for developedtdes. Dr Casanovas explained
that the FAAS criteria are not ideal but that, actf there are often individual, cultural
and social reasons, apart from the economic enwvieom, that might persuade an
individual whether to breast-feed or supplementtfa@ewborn infant.

2.4 Universal access to prevention and care by 2010

2.4.1 Scaling up towards universal access: conegputprocess

Dr Olavi Elo (Senior Adviser, UNAIDS/WHO Headquadk summarized recent
global statistics that highlight both the internatl shortfalls in ART coverage and
stagnation in prevention programmes. Statistiosniake it clear that treatment alone is
not the most effective strategy in confronting HNWDS. Emphasizing that universal
access (UA) is a country-led process, he recouiegolicy momentum build-up in the
last year within the United Nations, leading to goal of “reaching as close as possible
to universal access to treatment for all those méed it by 2010.” Dr Elo stressed that
UA was built on the pillars of the “Three Ones” ahat the Global Task Team (GTT)
had been tasked with facilitating the countrieseach this goal.
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2.4.2 Developing a framework for universal access HIV prevention,
treatment and care in the health sector

Dr Clement Chan-Kam (WHO Headquarters) discussesl ¢bntinuum of
international commitment from the Millennium Dewveloent Goals, through the “3 by
5" strategy, to UA. He emphasized that UA is coyHheed, fosters the integration of HIV
prevention and treatment, and furthers the “ThreeedD principle. Dr Chan-Kam
elaborated on the interrelated core HIV intervamjomoving from prevention through
treatment and care, and stressing that a publitthhegproach and an “enabling
environment” are essential to achievement of UAe ddmmarized that UA can provide
guidance to countries for a harmonized approadtating up HIV prevention and care
services to all in need.

2.4.3 Monitoring and evaluation in the context oiversal access

Dr Chika Hayashi (Technical Officer, WHO Headques}e discussed the
distinction between monitoring and evaluation ahdirt relationship to operational
research and surveillance. She also focused iatterdn the interrelated HIV
interventions at the core of UA, as well as theiows criteria that could be used to
monitor and evaluate such parameters as servidialilisy, coverage, outcomes and
impact. Tracking such elements as stigma andidiswtion, community participation,
successful procurement of supply management anquatee human resources is also
going to be a special challenge in the pursuit Af WAdditionally, Dr Hayashi reviewed
a number of current and upcoming international glines relating to monitoring and
evaluation and stressed that, in the final analysigill be important for all countries to
have one monitoring and evaluation system that ftamnmonize multiple reporting
requirements (e.g. for United Nations General Addgrpecial Session on HIV/AIDS
[UNGASS], GFATM, Millennium Development Goals [MDGgtc).

2.4.4  Supporting effective scaling-up toward ureatiaccess

Dr Prasada Rao, (Director, UNAIDS Regional Suppbeam) reiterated and
expanded on some of the key guiding principles iyt UA: country ownership and
leadership, targets to be set by countries, bigldin existing efforts, striving for equity
in access, etc. He explained that UNAIDS has desiga four-phase country
consultation process in which the current statusthaf national response will be
documented, principal obstacles to achieving UA el defined, 2010-aspired outcomes
will be identified and a broadly defined countradmap will be developed. A proposed
time-frame for the consultative process was sharit participants, leading up to an
UNGA review of regional plans at end of May 2006.

2.4.5 Open forum

There was an initial series of questions about vaugh words as “universal,”
“access,” “essential services” and “coverage” sealkan. It was explained that there is
currently a working group elaborating those defams in WHO Headquarters. It was
also observed that UA is really two different “pesses”, a political process and a
technical process. It is important for participsattt be aware of the political process, but
their efforts are going to be necessary for thérmal process. Also, it was observed
that UA sounds like HFA-2000 and that there is @ danger of not having real and
realistic targets. One participant stressed thelrie also have targets and monitoring
and evaluation systems to monitor progress in thegmtion area, since UA was a goal
for treatment, prevention and care. Concern wagwessed during the discussions
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the current UNAIDS timetable for consultations &lpaps too ambitious, especially with
regards to initial consultations coming up withfduntry and regional reports by the
end of February 2006.

2.4.6 Reports of group work:: Universal access
(1) Group 1 report: Low prevalence settings

The group had wide-ranging discussions surroundhng apparent need for
countries to organize or strengthen a “genuine”tisedtoral committee and process to
come up with national plans. The importance ofgghgicipation of PLHA, donors and
communities was also emphasized; “This must benanuanity-led process.” Also, in
place of a series of vertical projects, activitiesst be integrated. It was also concluded
by the group that UA plans really should build amdae supplemental to existing
programme plans and activities. Also noted waddhethat “money drives the process”
and that many countries face limitations in “abs@gpcapacity.” Much assistance will
be needed in strengthening that absorptive capacity

(2) Group 2 report: Universal access for “3 by 5” liitve countries

The group of “3 by 5" priority countries (Cambodi@hina, Papua New Guinea,
Thailand and Viet Nam) discussed a number of lessmarnt, including the importance
of programme ownership, involvement of civil sogietorganizations, and
decentralization and “de-medicalization” of carAmong the principal constraints for
UA identified by the group were weak political coftmment at the provincial and
community level, limited supply management capaiityirtually all countries, lack of
vital laboratory support and persistent problemghwstigma and discrimination,
coordination and monitoring and evaluation. Theougr identified specific
recommendations to overcome constraints, and ajgessed concern that the current
UNAIDS timetable for developing the UA report fonet UNGA is ambitious and
perhaps unrealistic.

(3) Group 3 report: Reaching the most vulnerable

The group focused most attention on the need tocomee obstacles in reaching
the most vulnerable populations. Most importanthis lack of good understanding of
the needs of vulnerable groups and specific barribeir access. Collecting and
analysing “disaggregated” surveillance data andrimftion is very important in
addressing that problem. In developing and impteing national programmes for UA,
documenting and disseminating “good practices”, oivimg PLHA, vulnerable
populations and “peers,” and reviewing and reviginticy and legal frameworks are all
critical.

(4) Group 4 report: Monitoring and evaluation processuihiversal access

The group clarified that “one monitoring and evéla system” is really a system
for the coordination of outputs of many subsysteons“sectoral monitoring and
evaluation systems”. Establishing one system, kewes more than just solving a
series of technical problems. It requires polit@pport and the cooperation of donors
to harmonize reporting requirements. Also empleaslzy the group was the perspective
that monitoring and evaluation is primarily for gramme improvement and not just a
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system for accountability to donors and the inteomal community. Since UA is really
an extension of existing programmes, there woutcheed to be many new indicators or
novel monitoring processes. Monitoring efforts, leoer, must address aspects like
“coverage,” “quality” and “equity".

2.5 Partnership development

2.5.1 Partnership development in Viet Nam

Dr Nguyen Huy Nga (Viet Nam) reported that Viet NanHIV efforts were
originally focused in the Ministry of Health. Howay the HIV National Strategy of
March 2004 initiated a broadly multisectoral apgioaThe current partnership structure
includes the National Committee for AIDS, Drugs aRdbstitution Prevention and
Control and the especially key Viet Nam Adminidoatof AIDS Control, which was
established in August 2005. There are also a numbeoordinating forums, like the
Committee of Concerned Partners, the INGO Techniatking Group and an annual
Consultative Group. Remaining challenges in VietrNare in adapting international
HIV best practices to the Viethamese political andial context (e.g. incorporating local
NGOs, PLHA groups and civil society) and harmorziarge-scale donor-funded HIV
projects (e.g. GFATM, PEPFAR etc).

2.5.2 Partnerships in Cambodia

Mr Matthew Warner-Smith (Country Coordinator, UNABCambodia) said that
partnerships have been very well developed in threas of the Cambodian national
response to HIV/AIDS: (1) planning and coordinati¢®) resource mobilization; and,
(3) implementation. The National AIDS Authority ithe national multisectoral
coordinating body that oversees the National Siratelan. Cambodia now has a very
high level of international partner support, priftyafrom the GFATM, the Department
for International Development of the United KingddbFI1D) and USAID, which is also
coordinated through multisectoral groups like th&AGM-Country Coordinating
Mechanism and other steering committees. Withreega implementation, NCHADS
has the technical coordinating role for treatmemtt prevention activities. Mr Warner-
Smith said that partnership with PLHAs has been teegll activities and stressed the
importance of remembering that it takes time arfdrefo make all such partnerships
effective.

2.5.3 Partnerships in the Pacific

Ms Judith Leveillee, (UNICEF/ Pacific) elaborated the very difficult problems
of coordinating the 15 sovereign countries andntiodtiple donors and partners working
in the Pacific region. Bilateral, regional andeimtational organizations like the SPC,
ADB, CDC, UNDP, UNAIDS, WHO and UNICEF all involve different spectrum of
countries and programme activities. Although theme also a number of coordinating
mechanisms within the United Nations and with tlaeifc Island Regional Country
Coordinating Mechanism, aad hoc “coalition of the willing” strategy has recentlygén
developed, in which multi-agency teams will join dountry missions for programme
development and coordination.
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2.5.4 Partnerships in Papua New Guinea

Dr Esorom Daoni (Papua New Guinea) observed tleNgitional AIDS Council
is the principal coordinating body in Papua Newrt&ai and that the National AIDS Plan
has a specific component for developing partnesshipapua New Guinea has the good
fortune to have many bilateral and internationatrgxs supporting the national response
to HIV/AIDS. However, there is still a need toestgthen public-private partnerships.

2.5.5 Open forum

Participants observed that Pacific island countidesl areas present unique
challenges and that the traditional epidemiologezsikegories like “generalized” versus
“low” or “concentrated” epidemic may need to be axged to accommodate epidemics
among small and/or greatly disbursed populatiorcentrations. (e.g. “Do you call it a
3% generalized epidemic when you have three HIédtiéns on an island with 100
people?)

There was also the observation that the role oérimational and donor
partnerships is not really “key” as there are t@mygncountries with many partners that
are not especially successful in confronting th#\/AIDS epidemics.

It was agreed overall that responding early is veryortant. Papua New Guinea,
it was observed, appears to have been neglecteditumtas confronting a serious
generalized epidemic. The other Pacific islandntes are in a position to avoid that
level of impact.

2.6 Prevention and care integration

2.6.1 Overview of prevention and care integratiothie health sector response

Dr Kevin O"Reilly (Scientist, WHO Headquarters) ebged that, despite the fact
that the “3 by 5” Initiative officially included pwention, care and treatment, there are
still serious shortfalls in prevention activitiesniversal access faces a great challenge in
doing better in integrating HIV prevention and treant, delivering prevention for HIV-
negative persons, adapting prevention for HIV-pesitpersons and organizing a
comprehensive response. Simplified and standardieettages of activities, country-
level targets for coverage and mechanisms forregalp are three key components that
will be needed. Voluntary counselling and testingclearly the portal of entry or
“gateway” for access to all prevention, treatmend aare activities, and must be
strengthened in pursuit of UA. Despite that faetttthe needs and challenges are great,
there are also great opportunities presented Ww&HXA goal: there is, for the first time,
concentrated UNAIDS attention on prevention, thisrehe momentum that has been
developed with the “3 by 5” Initiative, and exigimnd anticipated financial resources
are now substantially greater than ever before.

2.6.2 Country experiences: Prevention and cargiatien
Cambodia: Strengthening the data management systdire health sector response

Dr Massimo Ghidinelli (Senior Adviser, WHO/Cambaodiexplained that, in
Cambodia, there is strong political commitment towdtisectoral approach, although the
health sector is clearly a major force in drivifg tresponse. Especially important in
Cambodia has been the establishment of an HIV/Al2% and logistics system.
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NCHADS now has two new units and a programme madngosystem that links
financial monitoring, logistics monitoring and pait monitoring. On the important
issue of patient monitoring, uniform sets of indara have been identified for field units
to report on pre-ART coverage, ART coverage and ARicomes. It is expected that
the system will be implemented nationwide in 2066 will clearly be an essential tool
for monitoring progress toward UA.

China: The methadone clinic platform to HIV/AIDSpention and care integration

Dr Connie Osborne (Senior Adviser, WHO/China) eixmd that injecting drug
use is a major factor driving the HIV/AIDS epidenmcChina. HIV prevalence among
IDUs is over 50% in some areas and the percenthgew infections associated with
IDU was 48.6% in November 2005. China’s long-ramggal of being a drug-free
society focuses on three strategies: supply remhuctdiemand reduction; and harm
reduction. At the base of the harm reduction etyatis the organization of methadone
maintenance treatment (MMT) clinics, which can sesg a “platform” for a number of
prevention and care programmes, such as voluntamnselling and testing, ART,
opportunistic infections, and psychosocial suppdtiere are currently 128 MMT clinics
in China, with a target of 1500 such facilitiesoperation by the end of 2008. Looking
forward to UA, it is apparent that targets for haeduction will have to be defined and
that MMT clinics will be key facilities for coordating prevention, treatment and care to
the most-at-risk population in China.

Viet Nam: Comprehensive care sites in the contégbotinuum of care

Dr Masami Fujita (Senior Adviser, WHO /Viet Nam)pdained that a public
health approach was initiated in Viet Nam in thstfstages of the “3 by 5" Initiative.
That approach included comprehensive services, Pi¥Alvement, a continuum of
care, and decentralized service delivery. Comprakie care sites were established as
the “hub and heart” of the continuum in which praven, treatment and care were
organized with trained care teams and PLHA and conityy support. At the current
time, comprehensive care sites are being expandadet Nam, both as stand-alone
facilities in some areas and integrated into proinhospitals and district health centres
in others. Consideration is also being given tthier scaling up of comprehensive care
sites and adding such services as paediatricsilightzon and TB-HIV care.

2.7 Strengthening the health system

2.7.1 Overview of the health system

Dr Graham Harrison (Regional Adviser in Health 8yst Development, WHO
Western Pacific Regional Office) began by clarifyithat health systems include “all
activities whose primary purpose is to promotetar@sor maintain health.” Focusing
extensively on the function of stewardship as afion of the system, he detailed that
the “careful and responsible management of the-betig of the population” is a
responsibility of the government, although the aktdelivery of services could be shared
between sectors. The overall quality of delivesetvices is measured against such
dimensions as effectiveness, efficiency, accedsibihcceptability, evidence-based,
equitable, safe, ethical and legal. The inputecgsses, outputs and outcomes of the
health system are also heavily impacted by themzgdon and management of the
system and the enabling or constraining environaldactors.
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2.7.2 Health care financing

Dr Dorjsuren Bayarsaikhan (Regional Adviser for le&are Financing, WHO
Western Pacific Regional Office) defined health ecdinancing broadly as the
mechanisms aimed at raising adequate and sustain@bénues, managing revenues,
setting incentives and ensuring access to neededthhservices. Current issues
impacting access to and the quality of health sesrinclude the relatively low level of
health spending, the declining share of publicrfoiag, the extensive growth of private
payments, and inadequate financial and social giiote Dr Bayarsaikhan encouraged
participants to explore non-traditional sourcegurniding for HIV/AIDS activities, such
as those that could come from health and socidtth@asurance plans. In the final
analysis, however, he cautioned that money itselfijle important, may not be the
primary concern for programmes. The capacity ® arsd manage resources is clearly
an issue, especially where there is fragmentatiomesource sources from different
donors.

2.7.3 Health workforce issues and challenges

Dr Ezekiel Nukuro (Regional Adviser for Human Resms for Health, WHO
Western Pacific Regional Office) reminded particifgathat health workers (“the heads,
hearts and hands of the health system”) are a edaiponent of the health system,
usually accounting for 60% to 80% of sector budggti Constraining factors in human
resources include insufficient commitment from kestakeholders, chronic
underinvestment in human resources, and a lacktefjiated national human resources
planning and financing. Dr Nukuro reminded papiits that skills for specific
interventions are often not the primary constraiAbsolute shortages of manpower and
poor employment conditions are more often the lggdbnstraint. Looking to the future
with UA, key action points include: a scaling uppddinning for workforce requirements;
striking synergies across programmes; simplifyingcpdures and services, as well as
appropriate task delegation; supporting and sthemghg health educational institutions;
securing the health and safety of health workersl arganizing supportive and
favourable working conditions and environments.

2.7.4 Integrated management of adult and adoledtezgs

Dr Daoni Esorom (Papua New Guinea) elaborated am ekperience in
Papua New Guinea with the scaling up of ART hunesource planning, adaptation of
integrated management of adult and adolescentsdlifeMAI) training materials and
training. Very important in the process was thghhlevel of government support,
careful adaptation of guidelines and approachesotoething consistent with the local
context, an opportunity for testing the adaptedemials, and the creation of a team of
trainers and facilitators. In the future, it igieipated that there will be more mixing of
training from both the public and private sectoithwphysicians and nurses receiving
basic ART courses together.

2.7.5 HIV and noncommunicable diseases

Dr Gauden Galea (Regional Adviser for Non-CommulgaDiseases, WHO
Western Pacific Regional Office) challenged thetipgmants to explore similarities
between the problems of HIV/AIDS, now becoming arodic disease, and
noncommunicable diseases (NCD) as “two sides ofami@’. In important ways, the
impact of NCDs is greater for countries than thainf HIV/AIDS and both often
confront a need for the same kind of health systempetencies, such as patient-centred
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care, partnerships, quality improvement, informatémd communication and a public
health perspective. Dr Galea expressed hopelipdhe end of 2006-2007, at least one
Asian and one Pacific country will have piloted anenon system for chronic disease
prevention and control.

2.7.6 Open forum

There was extensive discussion on the pros andafaffiferent payment systems
for HIV/AIDS-related health services. Although tbeare important equity needs as
regards service accessibility for poor people, #&wecognized that some kinds of
service fees provide for a more rational allocattbmesources and services. There was
also widespread concurrence that all sources afsfshould be pooled and allocated for
disease or health system support, according tometplans.

On the issue of the use of health insurance fodifgh of HIV/AIDS-related
treatment and care, it was recognized that very @®muntries and private-sector
insurance policies cover such services. Insurdmoeever, has good potential for new
resources and should be further explored at thetoplevel.

One participant asked specifically how national eyovnents could be persuaded
to increase HIV/AIDS funding. It was recognizedtthwhile methods for attracting
more government funds are different for each cquginod epidemiological information
on the extent and trends of HIV/AIDS is of cleanéfit in mobilizing resources.

2.7.7 Group reports: Strengthening health systems
(1) Group 1 report: Human resources development cgpaci

The group reported on a wide range of issues regaruman resources
development. To address the challenges of UAgetlsea need to have an overall health
resources development plan, with numerical targeis based on an assessment of
training needs. Plans should include PHLA and camity involvement. In-country
training of trainers also needs to be developetle group recommended that regional
and country taskforces or working groups shouldfdrened to deal with the many
training needs related to UA. Training programraed materials need to be adapted to
local conditions and should also be linked to theal situation” in countries with regard
to ARV availability.

(2) Group 2 report: Workforce development for harm aiiun

The group discussed a proposal for an Asia Harnmu&emh Training Network
(AHRT-NET). The goal of AHRT-NET is to increasecass to HIV prevention,
treatment, care and support services among drug bsereinforcing the capacity of
health workers and training institutions. Genagtand sustaining high-level political
support is also an objective of AHRT-NET. The nekep for the proposal is the
establishment of a secretariat, inviting members fetom an Executive Board,
partnerships and a technical advisory committeehe Tirst annual meeting of the
network is also in the planning stage. Group mesere in support of the proposal.



-20 -

(3) Group 3 report: Health financing

The group came to several straightforward conchssicalthough the WHO
Western Pacific Region has few countries with aegaiized HIV/AIDS epidemic,
resource needs will rise and country capacitiendanage financial resources will need to
be strengthened. Recommendations from the groojluded a call for increased
investment to strengthen health systems overallintoease health investments and
public spending from non-traditional sources (beglth insurance, private sector, equity
funds); and to strengthen country financial plagnémd management capacity through
sectorwide management systems. In addition, ibmecended that WHO and other
partners should provide technical assistance ahdr aesources to develop effective
health financing policies and strengthen healtlarfoing systems to make them more
equitable, efficient and effective.

(4) Group 4 report: Strengthening health system throexilsting or new funding
mechanisms

The group probed the need for and potential ofeimsed funding for health
systems from existing financing sources, such asGRATM and PEPFAR. GFATM
has had an unclear policy on the circumstanceshichnit would finance strengthening
of health services in the context of their targetetase programmes. Earmarking funds
for health system strengthening does appear to jartaof PEPFAR projects. It was
recommended that WHO should continue to supportlifaging of experiences between
countries; should advocate the need for healthcgestrengthening as a part of funding
agency programmes; and should continue to provigsisiance to countries in
mobilizing resources

2.8 Next steps

2.8.1 National strategy assessment among courdgfigbe Western Pacific Region
related to the Global Health Sector Strategy

Dr Robert Fischer reviewed the results of a re@mluation on the status of
national HIV/AIDS strategic plans, especially agthrelate to addressing the “core
components” of the health sector response to HIB&I as outlined in the Global
Health Sector Strategy. The review of plans ofcb@ntries in the Western Pacific
Region and the Pacific Regional Strategy revediad ¢urrent plans are well organized
and generally comprehensive. The most common mgssomponents of plans are
provisions for blood safety, IDU/harm reduction amdversal precautions. Four of the
current plans will expire between 2005 and 2007.FBcher reminded the participants
that the WHO Western Pacific Regional Office isgamed to assist countries to renew or
revise their HIV/AIDS strategic plans, especialipce there is now a new goal to
pursue, UA.

2.8.2 Discussion on technical support needed, dsaseregional technical support
groups in specific areas of need

Dr Bernard Fabre-Teste (Regional Adviser, Sexudlhansmitted Infections,
including HIV/AIDS, WHO Western Pacific Regional fi@k) reviewed the need for
technical support to countries that had been egpte®ver the previous days of the
consultation, including a need for a technical kimg group or support group
mechanism in the area of laboratories, counseHing testing and STI control. Other
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areas of more general support need include preremti mother-to-child transmission
and breast-feeding, paediatric care, TB-HIV and AdR€ess.

2.8.3 Open forum

There was general discussion of how the WHO WedRaific Regional Office
might organize and task any technical or supportking groups. Although many
suggestions were fielded by the participants, ttsmeeared to be consensus that the
terms of reference of such bodies must be cleartymscribed. They should not only
be charged with making guidelines and their resipdit®es must clearly relate to
supporting countries in areas of need that thentifje

Dr Bernard Fabre-Teste made a brief overview ptasien on “Universal access:
WHO Western Pacific Region vision, issues and engks.” The theme for the
presentation was that approaching the goal of usév@ccess by 2010 is indeed feasible
if, among a list of prerequisites, there is a Higbel of political, partner and financial
commitment, it really is built on “3 by 5" achievemts and lessons learnt, there is
effective involvement of PLHA, the “Three Ones” tiones to be the guiding principle,
there are efforts to strengthen health systemspeawention is seen as key.

3. CONCLUSIONS

The goal of “Universal Access by 2010” is a welconeat step in building on the
momentum from the “3 by 5” Initiative. Valuableskons have been learnt in trying to
address the many challenges of scaling up accegset@ntion, treatment and care for
those in need. Those lessons relate to seveuasgnd programme areas, including: the
development and implementation of a continuum ofe;cahe integration and/or
application of other care models, including noncamiwable disease models, to
HIV/AIDS treatment and care; the assurance of pmeroent and supply management of
quality HIV-related commodities, including ARV drsigequity of access for those most
in need or most vulnerable; the role of PLHA anié@kd communities in programme
design, management and implementation; stigma &uimination; counselling and
testing, including positive prevention and adheeencounselling; multisectoral
coordination and cooperation, especially betweerptiblic and private sector; HIV drug
resistance surveillance; and laboratory services.

One of the major achievements in the Region, initadto the “3 by 5”
Initiative, is the establishment and expansion @batinuum of care or the network of
care from home and community to tertiary hospitafish strong involvement of people
living with HIV/AIDS at the centre and linking witbther relevant health services and
sectors. Comprehensive care sites at distriattermediate levels, such as the MMT in
Cambodia and the Community Counselling and Supperitre in Viet Nam, have been
playing a vital role in translating the conceptoftinuum of care into practical action in
the context of scaling up ART. The continuum afecheing expanded will serve as a
critical foundation to integrate HIV prevention,cinding harm reduction; to ensure
equitable access to care and treatment for allydiiy children and those most at risk;
and to strengthen health systems.
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The UNAIDS and WHO Consultation on Progress in Bnéion and Care Scale-
up in the Context of the “3 by 5” Initiative andfn the Perspective of Universal Access
in the Western Pacific provided an opportunity &k stakeholders to appraise and
debate those issues and challenges. The folloardis main conclusions:

3.1 Universal access

All participants appreciated the opportunity praddy the meeting to learn more
about, and begin to explore the challenges of wgrkowards the goal of "universal
access by 2010". They largely recognize the fatthe success of universal access will
depend greatly on a dramatic increase in preventitim at the same time, a dramatic
decrease in stigma and discrimination.

Especially welcome is the better understanding fiatuniversal access is not a
new initiative, but seeks to build on ongoing nasibresponses, the momentum gained,
and lessons learnt from scaling-up access to ARJugh “3 by 5”, and to capitalize on
the promise of additional resources; (2) univeesaless in programmatic terms means
scaling up activities to ensure the kind and lesetoverage of prevention, care and
treatment services that will have a real impacpmventing new infections, decreasing
mortality and improving the quality of life for tke infected and affected; and (3) each
country will determine, through appropriate coretiNe processes with all stakeholders,
priority strategies, interventions and activitiaed resource implications for scaling up,
and will set targets and progressive milestonesdoerage.

There is, however, a current need for: (1) greatarity and a better common
understanding among all stakeholders about whaivéwsal" and "access" mean in
operational terms; (2) further guidance on the psscand the time-frame within which
countries will define their goals, targets and sti@es towards universal access; and
(3) clarity about the role that will be played the different international organizations
and partners in support of countries’ goals.

It is recommended that UNAIDS and WHntinue to work together, and with
key partners, in helping countries elaborate angdlement the important technical,
financial and programmatic parameters of univeasaess. WHO and UNAIDS should
ensure that in the process all stakeholders adibeesd uphold the principles of the
“Three Ones”, in particular through supporting goweent leadership and ownership
and further strengthening accountability and transpcy.

3.2 Most-at-risk populations, youth and other vuhide populations

The experience of the “3 by 5” Initiative has comfed that it is necessary to
carefully target programmes and activities thataaneed at specific risk behaviours and
at populations and situations where such behaviagrsommon Unprotected sex with
multiple concurrent partners (most often associatik female and male sex work and
clients of sex workers), unprotected male-to-mabe snd injecting drug use with non-
sterile needles and syringes are types of behavtatr put people at highest risk of
acquiring or transmitting HIV and STIs. Personovitientify with or can be identified
with those types of behaviour are now recognizethast-at-risk populations. From an
epidemiological perspective, most-at-risk populagiplay a special role in the evolution
of an infectious disease epidemic as they areylikelbe “core” foci of disease, spread
frequently through other “bridging” groups. Exparce has also shown that, in a given
country or area, it is often possible to identiffyner at-risk or vulnerable population
groupings, sometimes by occupation or labour sesoch as uniformed security
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services, truck drivers, seafarers, mine and coctdhn camp employees, overseas
workers), by other status categories (such as nperso refugees, STI clinic attendees,
legal and illegal migrants, regular sex partners mbst-at-risk populations,
spouses/sweethearts) or because of cultural wadifsuch as tattooing).

Two other cross-cutting population groups also ycancreased vulnerability to
HIV infection: youth and women. Young adults aeryoften likely to engage in the
riskiest behaviours for acquiring and/or transmgtHIV. Women too are often subject
to social gender inequalities, unbalanced intrablookl bargaining power, and
economic constraints that make them vulnerablexmosure to HIV in heterosexual
unions. Youth and women among most-at-risk popriaf among other vulnerable
population groups, and in the general populatiequire appropriate gender- and age-
responsive strategies to address their needs.

Countriesin pursuit of the goal of universal access, sholddlefore:
(1) identify the specific needs of most-at-risk popigias and other vulnerable
groups and develop strategies, plans and activtienhsure that they all have

access to prevention, treatment and care senaoes;

(2) set relevant, challenging targets for coverage wéthard to needed services
and interventions.

3.3 Equity of access to prevention, care and treatm

Equity of access to prevention, care and treatnseimcreasingly recognized as a
vital component of national HIV/AIDS programmes. edduse many most-at-risk
populations and other vulnerable populations am@,m@ocially marginalized or involved
in “illegal” behaviour, there is recognition théiely can also be marginalized in terms of
access to necessary prevention, care and treasaentes. As countries and partners
move towards the goal of universal access, acdeal people to prevention care and
treatment programmes takes on added importance.

Countries should therefore:

(1) integrate activities that promote or ensure equityaccess to HIV/AIDS
prevention, treatment and care services in all efemof the national response
to HIV/AIDS, including policy development for freer subsidized treatment
and care for all patients in need; and

(2) collect and analyse data on, and monitor closedysibcial and demographic
profiles of persons needing, accessing and reagipublic health services,
especially HIV/AIDS care and treatment services, eiasure that most
vulnerable population groups and the poorest anéady represented.

At the same time, WHO, UNAIDS and other partneisusth

(1) pursue all opportunities to advocate and suppotioma and international
efforts to address the full range of challengesnisuring access to prevention,
treatment and care services, including age, gendsscial and
economicinequities, stigma and discrimination; and,



-24 -

(2) document and disseminate good practices relategqtitable policies and
interventions.

3.4 Persons living with HIV/AIDS

Lessons learnt from the “3 by 5” Initiative contendo demonstrate the very
positive roles that can be played by persons liviigy HIV/AIDS (PLHA), as well as
persons experienced in high-risk types of behavelg. male and female sex workers,
trans-genders, MSM, IDUs). The life experienced aapacities of such people permit
them to bring a valuable perspective to all aspetthe design, management, execution
and evaluation of national responses to HIV/AIDIhey have been especially effective
as peer counsellors, outreach workers and aidespping of priority prevention “hot
spots.” Unfortunately, experience has also shdvat PLHA and those experienced in
high-risk behaviour are too often involved in hbakector activities as a “token
representatives.” Also, too often health sectorsgemnel and institutions themselves
discriminate against PLHA and most-at-risk and gudible populations in the delivery
of prevention, treatment and care services.

Countries, partners and international organizatishsuld all seek ways to
meaningfully involve those persons experienced igh4nisk behaviour, especially
PLHA, in all aspects of programme planning and akeo in a manner consistent with
greater involvement of people living with HIV/AID&IPA). It is also imperative that
all are vigilant in identifying and eliminating ardiscriminatory policies or behaviour
revealed in the execution of programmes.

3.5 Condoms

Country experience in the Western Pacific Regios ihdisputably demonstrated
that condom use is effective in preventing thednaigsion of STI and HIV infections.
On the level of public health programming, the 108#ndom Use Programme (CUP)
has achieved dramatic results in Thailand and Cdiabwhere increases in condom use
among entertainment establishment-based sex wokkalstheir clients (“core” and
“bridging” groups that were important in those oatl settings) has been associated
with reductions in STI and HIV infections in thogeoups, and has also been translated
into the reduction of HIV and STI prevalence in general populatian

Thus it is recommended that WHO should:

(1) continue to advocate for support of condom pronmofwogrammes and to
monitor national efforts to promote condom use lme ttountries of the
Western Pacific Region; and,

(2) take the necessary action to work together witlerotielevant partners and
agencies to identify or develop other condom pridomotstrategies that,
drawing upon the highly successful 100% CUP expegge can be effective
with non-establishment-based sex workers and thieints.

3.6 HIV drug resistance surveillance

HIV drug resistance surveillance (conducted in ested, newly HIV-infected
populations) and HIV drug resistance monitoringnghacted in cohorts of patients
initiating antiretroviral therapy and then followddr 12-15 months) are important
components of the HIV drug resistance package. date, HIV drug resistance
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surveillance and monitoring activities have beeredpminantly research-based.
Knowledge and understanding of HIV drug resistaincthe Western Pacific Region is
limited, and its application to clinical care ancbgramme management has yet to be
elaborated. Moving towards the goal of universaleas, there is a clear need to begin
transition towards a more public health approaclith vintegration of HIV drug
resistance surveillance/monitoring into surveilencsystems and HIV/AIDS
programmes, particularly in countries with a sigriht number of patients taking ARVS,
such as Cambodia, China and Viet Nam.

It is recommended that WHO and relevant partnensv&oee a regional workshop
on HIV drug resistance, with the objective of biimggtogether laboratory and technical
experts, researchers, existing HIV drug resistarateorks and programme managers to
discuss the technical and programmatic issues afingc up HIV drug resistance
surveillance and monitoring.

3.7 Counselling and testing

Counselling and testing will be a vital componenpursuing the goal of universal
access.

Voluntary, confidential counselling and testingilisies offer major opportunities
for prevention, including positive prevention suels health education aimed at
discouraging risk behaviours. However, there araumber of constraints, not least of
which are stigma, issues surrounding confidengiatite accessibility and acceptability
of counselling, the special challenges in the celling and testing of children, yet
underdeveloped techniques for counselling PLHA &lmrevention and encouraging
adherence to ART protocols, and the frequent alesehan appropriate legal framework
addressing such issues as partner notificatiordatedlmanagement.

It is recommended that governments work to stresrgtimational counselling and
testing programmes and look especially at the faelégislative support to bolster legal
frameworks.

It is recommended that WHO organize a technicalkimgr group to support
countries to develop and/or adapt national tecthrind programme strategies to build
national counselling and testing capacity to inelddRT adherence counselling.

3.8 Laboratory services

Laboratory services are a cornerstone in the healthice system response to
HIV/AIDS, supporting prevention, treatment and casmod safety and prevention of
mother-to-child transmission, as well as other ami communicable and
noncommunicable disease programmes. Accurate labpraesults, delivered in a
timely manner, are the foundation of screening a&wodveillance, biological and
epidemiological investigations, clinical care, amdonitoring and evaluation of
programmes. However, despite their importance, ymaational governments and
partners have been underinvesting in laboratoryices. Throughout the Western
Pacific Region, there is a shortage of quality oral-level laboratories on which
programmes can rely. Specific problems includekmweases in management systems,
unavailable and inadequate instrumentation, shestag irregular supplies of reagents,
and weaknesses in the training and supervisioaabinical and managerial staff.
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It is recommended that WHO should organize a teehnvorking group that will
bring together laboratory experts, programme maisagied partners to examine closely
the technical, logistical and managerial issuesstaints and opportunities confronted
by countries, and produce guidelines for estabighand strengthening national
laboratory and quality control systems.

3.9 Harm reduction

Consistent with the WHO Biregional Strategy for maReduction 2005-2009, it
is recognized that there needs to be an emphasiaramreduction among both injecting
and non-injecting drug users. There is a robustritional evidence base to support
needle and syringe exchange and drug substitutieatnients (predominantly oral
methadone for opiate users). Those and otheramdeharm reduction activities should
be made available to both injecting and non-infectdrug users (notably users of
amphetamine-type stimulants), including those iosetl settings. Harm reduction
activities, especially drug substitution, should Ibked to access to ART for HIV-
positive drug users, in accordance with approprigigdelines and strategies for
enrolment. In general, a client-oriented approacharm reduction activities should be
promoted.

It is recommended that governments strengthen th&iional harm reduction
strategies and programmes, including the integratib harm reduction into national
strategic plans and the monitoring of drug use emervention programmes in their
respective countries.

It is also recommended that WHO should:

(1) continue to advocate for and support and monittional efforts to promote
harm reduction in countries of the Western Paétigion; and
(2) take the necessary actions to work with other dgerand partners to identify

or develop comprehensive harm reduction strategies can draw upon
models of good practice and locally derived evidebases.

3.10 Strengthening health systems

The “3 by 5” Initiative has underscored the pivatale of the health sector (see
text box), not only in ensuring access to treatnamt care, but also in preventing new
infections. Based on that experience, it is cléat effective, efficient and sustainable

scaling up of efforts towards universal acc

SS

to HIV prevention, treatment and ca

depends on the strengthening of healtl§
systems both through the mobilization of ngw

resources and through the more effecti
management and use of existing resourd
Many of the elements that have been showr
be key to effective scaling up of ART are als
at the core of health systems strengtheni
They include developing human resour
capacity, strengthening drug procurement g

eThe health sector is wide-ranging and
tfgncompasses organized public and private
health services (including those for health
promotion, disease prevention, diagnosjs,
V&reatment and care); health ministrigs;
espngovernmental organizations: community
teyoups; and professional organizations; |as
L ~well as institutions, which directly input int
5O,

the health care system (e.g., the
S$harmaceutical industry and teaching
C@nstitutions).

nd Global Health Sector Strategy, 2003

supply management systems, buildir

g

capacity to support the special nutritional negdBldHA and to prevent mother-to-child
transmission, improving health information managensystems, developing or creating
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innovative health financing mechanisms (e.g. heaitburance], building clinical
competence in delivering chronic care, and, impdiga community involvement. As
countries strive towards universal access, stremgtly of health systems will be as
much an imperative as a unique opportunity.

1)

)

®3)

(4)

()

(6)

()

(1)

)

WHO should therefore:

encourage donor and partners organizations, edlpectee GFATM in its
following rounds, to support health sector streegthg as part of their overall
support and assistance to the scaling up of HIND'SA prevention, treatment and
care;

work together with other partners to provide techhiassistance and other
resources to develop sound health financing pali@gad to strengthen health
financing systems to make them more equitablesiefft and effective;

work together with other partners to provide adégjursformation in the domain of
intellectual property, technical assistance an@rtasources to strengthen quality
production, procurement, logistics and manageméhil'g-related commodities,
including ARV drugs;

advocate for and promote collaborations between/AIDS and other health
systems programmes (e.g. TB, MCH, Blood Safety,coAbl Abuse,
Noncommunicable Diseases, Human Resources for iHediitrition for Health
and Development, etc.) to exploit and maximizecedficies to be gained through
synergies in programme activities and infrastruestur

strengthen its assistance to countries in the dpwetnt and application of legal
and regulatory frameworks to support national raspe to HIV/AIDS;

encourage and support countries in research orthhestking behaviour that
draws especially upon inputs from vulnerable groapsl those affected by
HIV/AIDS, so as to improve programme design andplag and improve access
to and the quality of HIV/AIDS services, and

continue to strengthen the development and adaptati simplified knowledge
packages and training materials and programmesasdhey are appropriate to the
local in-country conditions in which personnel wdekg. based on behavioural
studies about health-seeking behaviour in the cguravailability of ARVs,
literacy levels, cultural factors, etc).

It is recommended that countries:

increase their investments in the overall strengtige of their health systems
through both the commitment of new resources aedrtiproved use of existing
resources by strengthening programme and finaptéining and management
capacity;

look for and exploit all opportunities to strengthéheir health care systems
through the use of external funding and support FI¥/AIDS prevention
treatment and care projects; and
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(3) explore opportunities to mobilize resources for ANDS prevention, treatment
and care from non-traditional sources, such asipabd private sector health and
social security insurance schemes.

3.11 Drug and alcohol abuse in HIV transmission

It is noted that, for some countries, the use af-impecting psychoactive drugs
(eg. marijuana, hashish, cocaine, etc) and/or alagde is a factor contributing to people
engaging in types of behaviour that put them & f8 sexual transmission of HIV.
This is true for both identifiable most-at-risk pogtions (sex workers, clients of sex
workers, MSM, IDUs) and the general population, d&nid true for those who are HIV-
infected as well as those not infected.

It is recommended that countries, where the probkemelevant, should include
messages related to non-injecting drug and alce$eland abuse as a risk factor in HIV
transmission in health education and counsellimg@mmes, whether targeted to most-
at-risk or other vulnerable populations or the gahgopulation, especially youth.

3.12 Surveillance, monitoring and evaluation

It is noted that surveillance, monitoring and ew#ilbn of programmes are key
elements in the control of HIV/AIDS epidemics.

WHO, though its technical assistansbpuld continue t@ontribute to expansion
of strategic information systems in all countriesnieed, including second generation
surveillance practices (HIV surveillance systengdvioural surveillance systems), new
estimation methods, and programme monitoring aatuietion tools,.

3.13 Papua New Guinea and other Pacific islandtc@srand areas

It is noted that Papua New Guinea is particuladgily affected and needs special
attention and support to avoid a more dramatic grrg) of what is already the worst
situation within the countries of the Western HacRegion. At the same time, the
Pacific island countries and areas appear vulnerahdl fragile. Due to the complexity
of their geographical, social and cultural situattbey also need particular attention in
partnership development.

WHO, UNAIDS and other partners should thereforegase their efforts in Papua
New Guinea and continue to strengthen the alreasly a@ordinated partnership in the
Pacific islands, particularly in the developmentaofegal framework for HIV/AIDS
prevention and control.
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ANNEX 1

PROVISIONAL AGENDA

Opening ceremony
Objectives and organization of the meeting

Epidemiology and surveillance
a. Overview of HIV/AIDS epidemic in Asia and the Pacific
and surveillance issues
b. Country experiences
c.  Group work to discuss the above issues/challenges and possible solutions

Prevention

a. Overview of HIV/AIDS prevention programmes

b. Country experiences

c. Group work to discuss prevention issues/challenges and possible solutions

Care, treatment and support

Global, regional and countries overview of the "3 by 5" Initiative
Guidelines update

Access to HIV/AIDS drugs and related medicines and diagnostics
HIV/AIDS and Tuberculosis

Children/HIV/Preventing mother-to-child transmission (PMTCT)
Role of people living with HIV/AIDS (PHA), community involvement

o a0 o

Universal access to prevention and care by 2010

a. Conceptual framework

Essential package

Monitoring and evaluation

Process to develop at global, regional and country levels
Plenary discussion with panel

o a0 o

Partnership development
a. Overview of the 3 Ones and other linked initiatives
b. Country experiences

Prevention and care integration
a. Overview of prevention and care integration in health sector response
b. Country experiences

Strengthening health system

a. Overview of health system issue

Health financing issues

Health workforce issues

PNG experience (IMAI raining)

In perspective of UA "strengthening health system" in considering
HIV/AIDS as a chronic disease

e



-30 -

Annex 1

10. Next steps
a. Overview of national strategy assessment linking to the
Global Health Sector Strategy on HIV/AIDS
b. Discussion on technical support needed — Regional technical
support groups in specific areas of work

11. Presentation, revision and adoption of draft conclusions and recommendations

12. Closing ceremony
a. Partners representative address
b. PHA representative address
c. Country representative address
d. Regional Director”s address
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LIST OF PARTICIPANTS, TEMPORARY ADVISERS,
OBSERVERS, REPRESENTATIVES AND SECRETARIAT

1. PARTICIPANTS

Brunei Darussalam  Datin Paduka Dr Lim Meng Keang. Consultant Paedian,
Department of Paediatrics, RIPAS Hospital, Barikem BegawarBrunei BA
1710. Tel: 673 244 8249. Fax: 673 224 2690.aiEfmeng@brunet.bn

Dr Haji Azlan Haji Jaludin. Senior Medical OfficéMinistry of Health, No 8,
Simpang 152-69, KG Kiarong, BruneiTel: 673 8728200.
Email: hajiazlan@hotmail.com

Cambodia Dr Mean Chhi Vun. Director, NCHADS, No 170, Pre&ilvanouk
Avenue, Phnom PenhTel: (855) 16 830241. Fax: (855) 23 216515.
Email: mchhivun@online.com.kh

China, People”s Republic of Dr Wang Weizhen. Assistant Consultant, Department
of Disease Control, Ministry of Health, No 1 Xiatenwainanlu, Beiijing
100050.Tel: 8610 687 92344. Emailvangwz@moh.gov.

Dr Wen Yi. Treatment Adviser, National Centre AIDS/STD Control and
Prevention, Chinese Center for Disease ControRaadention, No 27 Nanwei
Road, Beijing 100050Tel: 8610 63039075. Emaifuwenji@vjp.sina.com

Fiji Dr Timaima Tuiketei. Director of Public Health,imistry of Health, PO Box
2223, Government Building, Suvdel no: 3221514. Fax no: 3306163.
Email: ttuiketei@health.gov.fj

Kiribati Dr Kabwea Tiban. Director of Public Health, Mimisof Health and
Medical Services, Tarawalel: (686) 28871/ 28414. Email:
kabweatiban@yahoo.co.nz

Lao People”s Demacratic Republic Dr Chansy Phimphachanh. Director, National
Committee for the Control of AIDS Bureau, Km 3 @leaa Road, Vientiane
Tel: (856) 21 315500. Fax: (856) 21 315127.aitnmcca@laotel.conor
phimphachan@hotmail.com

Malaysia Dr Narimah Hanim bt. Ibrahim. Principal Assist@itector (AIDS/STD)
Sabah State Health Department. Tel: 601 2423/088 716535.
Fax: 088 718637/088217740. Emdilanim71@yahoo.com

Mongolia Dr Dulmaa Nyamkhuu. Head, AIDS/STI Department, NBC®linistry of
Health, NCCD Campus, Nyam-Yan-Ju Street, Ulaaisibaa
Tel: 976-11-99198508. Fax no: 976 11458787.alEm
dnyamkhuu@yahoo.com
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Papua New Guinea Dr Esorom Daoni. Technical Advisor, HIV/AIDS/STI
Department of Health, P.O. Box 807, Waigawational Capital District,
Waigani,Tel: (675) 3013737. Fax: (675) 3259317. Email:
esorom_daoni@health.gov.pg

Philippines Mr Joel Atienza. Supervising Program Health Prog@fficer/
Program Manager for HIV/AIDS, Infectious Diseasii€2, National Center for
Disease Prevention and Control, Department oftHeBldg 3, San Lazaro
Compound. Rizal Avenue, Sta. Cruz, Manillel: 632 711 6808.
Fax: 632 711 6808. Emaijdlatienza@yahoo.comr naspcp@yahoo.com

Samoa Mrs Ualesi Silva,. Principal Health Promotioar8ces, Mnistry of
Health, _Apia Tel: (685) 21212. Fax: (685) 21440.
Email: Ualesi.s@hotmail.coror ualesi_s@hotmail.com

Solomon Islands Mrs Helenah Tomasi. HIV Prevention/Treatment @ade
Facilitator HIV Department, Ministry of Health,®..Box 349, Honiara
Tel: 20930. Fax: 21030. Emaitnagi.osifelo@gmail.coror
helenatomasi@yahoo.com.au

Tonga Dr Seini Kupu. Senior Medical Section, Communledbiseases Section
Ministry of Health, P.O. Box 59, Vaiola Hospitaluku"alofa
Fax No: (676) 24291. Email:seinik@kalianet.to

Viet Nam, Socialist Republic of Dr Nguyen Huy Nga. Director General,
Vietnam Administration of HIV/AIDS Control, 138-Giang vo, Ha Noi
Tel: 840903 413572. Fax: 844 846 5732. Emfailynga@netnam.vn

2. TEMPORARY ADVISERS

Ms Helen Berem. National AIDS Council, P.O. Boxd53Boroko,Papua New Guinea
Fax: (675) 323 1619. Emalielenberem@hotmail.com

Dr Xiang-sheng Chen. WHO Collaborating Centretlfi@ Prevention and Control of
STI, National Centre for STD Prevention and Cont@linese Academy of Medical
Sciences, 12 Jiangwangmiao Road, Nanjing 210C#Aiha. Fax no: 8625 8541 4477
Email: "chenxs@vip.163.com

Professor Elizabeth Dax. Director, National Seggl®eference Laboratory, Australia
4" Floor, Healy Building, Victoria Parade, Fitzroyictbria 3065 Australia.
Telno: 6139418 1117. Fax no: 61 3 3 9418 11BMmail: liz@nrl.gov.au

Dr Nerrienet Eric. Head of the HIV/Hepatitis labtory, Institut Pasteur du Cambodge
Phnom PenhCambodia, Tel: 855 12 333 105. Emadherrienet@pasteur-kh.org
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Dr Christopher Duncombe. Senior Staff Physicialyj-NAT, 104 Ratchadamri Road,
Bangkok 10330, Thailand. Tel no: 66 2 255 733k Ro: 66 2 802 5331
Email: chris.d@bhivnat.org

Dr Aikichi lwamoto. Director, Research Hospitaldafddvanced Clinical Research
Center, Division of Infectious Diseases, Advancddi€al Research Center, The
Institute of Medical Science, The University of Jiok 4-6-1 Shirokanedai, Minato-ku,
Tokyo 108-8639Japan. Tel: 81 3 5449 5359. Fax: 81 3 544B5& mail:
aikichi@ims.u-tokyo.ac.jp

Mr Liu Jiye. China AIDS Care China (ACC) Project&gdong, 1601/1611 Tian He
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