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Oracles

“Some people are amazed that my wife and I are parents, while others think we were irresponsible. They don’t know all of the research and testing we did, and precautions we took to limit the risk to my wife, who is still negative. When I told my parents we were pregnant, my mother was in tears and my father had to take a walk to absorb it all. It was more than we dreamed could happen. The impossible had come true.”
Christo Greying, an HIV positive priest from South Africa, who now has two HIV negative daughters
.

‘’Family planning clinics could help us to access Nevirapine or even other drugs to treat opportunistic infections. These could help raise awareness and empower women like myself, so we can choose whether we want to have children or not and whether we want to sleep with a man or not. It would be good if women in Nepal were able to make these choices’’
Asha, 28 years old from Kathmandu, Nepal. She was diagnosed with HIV eight years ago

Backdrop

As HIV spreads into the socalled "second-wave" countries – notably China, India and Russia – governments, civil society and health organizations alike are struggling to find the most effective ways to cope with the epidemic. While the global determinants of the epidemic are well recognised and acknowledged, the question that remains unanswered is how and why – with the benefit of over twenty years of experience – we have allowed this second wave to reach maturity. Why on our watch have we witnessed the largely injecting drug use (IDU) lead epidemic in Russia gain such a strong presence? Why have we allowed HIV to spill over from an epidemic largely concentrated among sex workers and men who have sex with men to the general population in India? Why did we not provide sufficient pressure and support to the Chinese authorities to address HIV as a political issue before the presence of this epidemic became so tangible? Are we in fact capable of learning lessons from sub-Saharan Africa with its largely mature epidemic and applying them to countries in Asia that have a more nascent HIV epidemic. Answering these questions is complex, but they reveal a great deal about what – despite all our crisp rhetoric – we have not done; about lessons we have not applied; about truths we have ignored. 

Despite the emergence of population based surveys being adopted in many countries in 2007 in replacement of the traditional antenatal clinic data, the global picture of HIV and AIDS is still one that demands increased attention by policy makers, politicians and programmers. This new approach has arguably meant that much more accurate HIV statistics are available. However in some cases the new data shows that the prevalence rates for previous years had been significantly over or under estimated. The global number of people living with HIV in 2007 has dropped by 16 per cent
 from the figures released in 2006. This decrease has been predominantly attributed to this new data-collection method, giving more accurate estimates of HIV prevalence. These renewed figures should however not lead to decreased vigilance or be interpreted that the corner has been turned. Nothing could be faster from the truth.

There is growing consensus that there is evidence of two trends of the HIV epidemic:

· the generalised epidemics which are common in many sub-Saharan countries, where poverty plays a significant role in fuelling the epidemic; and 

· the localised epidemics which are concentrated primarily on groups of people who find themselves at increased vulnerability because of behavioural patterns, for example Eastern Europe and Injecting Drug Users, South East Asia and sex workers and India with men who have sex with men.

Africa and Asia are still the two most affected continents in the world with approximately 27 million of the world’s 33 million people living with HIV. Within these two regions, sub-Saharan Africa constitutes over 75% of the world’s AIDS related deaths. The gender bias in sub-Saharan Africa also remains a worrying trend with nearly two thirds of people living with HIV being women.
 There are also a number of notable cases in Asia. South East Asia has the highest HIV prevalence, but the region has mixed statistics. Myanmar, Thailand and Cambodia each have seen a decline in their national prevalence rates, whilst Indonesia’s and Vietnam’s are still growing. 

This ‘second wave’ was both preventable and avoidable. We recognised its presence and potential before it hit the shore but our ability to address the realities of HIV are intimately tied to our ability to actually see and feel its impact. We have in place an early detection mechanism but even with the alarm bells ringing loudly, we have awaited its arrival. In its wake it has carried those who are most vulnerable to infection: injecting drug users, sex workers, men who have sex with men and the poor. Perhaps that is still the very reason for our complacency.

Taking Stock
In the early eighties at the beginning of this epidemic it was predominantly gay white men in the West that were seen as the prime targets for HIV infection. While this caused society’s deepest prejudices to surface, it also galvanised the largely male gay community to take action to save their very lives. But the important lesson is not that of sexual orientation but that a minority group – already branded, ostracized and stigmatized by society – was by and large left to pick up the pieces; to find a way in the darkness of that time. Since then much should have changed in the world with regard to those at the forefront of the epidemic. But the challenge – to sex workers and their clients, to injecting drug users and to young women and girls in sub-Saharan Africa who are fighting the twin battles of poverty and inequality – still looms large. While there are many innovative examples of work being carried out, largely by civil society organisations, it is all too frequently against the backdrop of a policy of, at best, denial and avoidance and, at worst, overt criminalisation. It is little wonder that this second wave has gained such strength in countries where myopic leadership has been further clouded by a subtle disregard and blatant lip service to the voices of those who are in fact the ‘gatekeepers’ of the epidemic. The continued stronghold that HIV has in sub-Saharan Africa is in part caused by a ‘business as usual’ approach that ignores the exceptional response that this all too exceptional of epidemics is calling for.

South Africa and India, two countries on two different continents facing two different kinds of epidemics, are by the necessity of globalization and their respective positions in Africa and Asia uniquely placed to provide a regional blueprint for a comprehensive and embracing response to HIV. Both need to succeed and ensure that leadership is translated into tangible results; that innovation fosters programmatic change and that the rights of those at the forefront of the epidemic are safeguarded and protected. But it appears as if a combination of lethargy and crisp rhetoric are the ingredients that appear to unite these two regional powerhouse countries. 

South Africa
The country with the both largest number of PLHIV and one of the highest HIV prevalence in the world
 - provides a perfect case study for what it means to be a country immersed in the midst of an epidemic. Emerging in 1994 as the global leader of the African Renaissance, it is now facing what is unarguably the largest threat to its economic, political and social prosperity. By 2015 the country’s population and economy is expected to have shrunk by 23 per cent more than it would have in a scenario without AIDS; and by 2015 approximately US$6 billion of South Africa’s gross domestic product would have been lost compared to a no-AIDS scenario. AIDS is now the leading cause of maternal death at all levels of care.
 The human costs of this epidemic – immeasurable in terms of heartache, family destabilization and lost dreams – have created an AIDS expectant generation. It is this daily expectancy and reality of HIV and AIDS that will have to be managed as a central component of the political, social, economic, health and development strategies. Responses need to be broader, wider and developmental in focus. The prioritization of HIV amongst other more immediate concerns such as employment, hunger and shelter means that HIV vulnerability is frequently overshadowed by more basic needs. 

India

Though Indian leaders have publicly avowed their commitment to prevent a potential crisis, widespread and deep-rooted cultural stigmas remain major obstacles. Twenty-one years after the first AIDS diagnosis in the country, India has entered a critical period in its fight against the disease. While the country's political leadership may be taking a more public stance, India also illustrates how an absence of social leadership can hamper efforts to counter the stigma attached to the disease. Because discussions about sex still remain off limits in most Indian households, HIV and AIDS is still often seen as a disease restricted to a marginal and morally suspect population. Small scale initiatives aimed at sex workers and their clients and at men who have sex with men have by and large not managed to address the very factors that increase their vulnerability. Criminalization and prosecution of same sex behavior and the stigmatization of those involved in sex work have created an environment in which HIV’s spread has been exacerbated. Despite numerous campaigns and carefully phrased interventions by political leaders, India needs a prominent cultural figure to do what Magic Johnson and Rock Hudson did in the United States: Come forward as a role model, and speak out against discrimination. The Indian film industry, a powerful cultural influence, has been slow to take up the HIV issue. Despite the release of a feature film called Phir Milenge (We Will Meet Again), which addresses the AIDS issue, more needs to happen.
Other Countries

Many other countries in Asia are facing an epidemic driven by injecting drug use and in most countries drug control strategies include criminalization, imprisonment and the use of force. Most therapeutic services for drug users, including drug treatment, are designed to serve the priorities of providers instead of the needs of consumers. The rehabilitation programmes mostly focus on medical treatment and are too short-term to achieve longer term behavior change. Despite all that we know about harm reduction being a feasible and cost-effective approach, most treatment programmes are still underfunded. Moreover, the focus of most drug law enforcement on the individual user (rather than on dealers/traffickers) has profound health consequences – it both impedes access to harm reduction and other drug services, and forces users to prioritize avoiding the law over using in a less risky manner.

Over the next decade the ripples of HIV will be increasingly felt in the lifeblood of Africa and Asia: orphans and children vulnerable to HIV will become a heavier responsibility; the cost of meeting the integrated prevention, treatment and care needs of those infected and affected will rise; and workplaces will have to innovatively manage HIV absence. While the global increase in resources and attention is welcomed, the pressure to deliver people-level impact results in terms of decreased incidence and an increase in those seeking out treatment will be intensified. The impacts of HIV play out over a long period of time and it is important to recognize that even successful antiretroviral therapy (ART) roll-out will not prevent all the deaths. This inevitability that AIDS deaths will continue to happen has to be balanced by communication and societal coping strategies that maintain hope. 

Missing in Action
If Africa and Asia are to address the HIV epidemic and decrease the prevalence of HIV, there are 3 distinct areas – related to leadership, programmes and policy – that need increased attention and priority focus. 
Leadership: Political Will and Passion
Increased world attention on HIV – in terms of both impact and resources
 – has also meant that the political dimensions of HIV will remain an ever present reality. The importance of political leadership is a key ingredient in the response to HIV, but it is all too frequently undermined by ideological and personal decision-making processes that pay scant regard to evidence. Ensuring that HIV progress is determined by sound practice and informed evidence is easier said than done. A case in point is the ABC (Abstinence; Be faithful and Condom usage) strategy which is part of a comprehensive programme for the prevention of the sexual transmission of HIV.

After over two decades of this epidemic we have learnt a great deal about its transmission; about care options; about its global impact; about its developmental roots and about what preventive measures are most feasible. The intricate link between prevention and care is one that we are only now beginning to fully grasp and with this understanding comes the responsibility to ensure that mainstream prevention, treatment and care programs act on the synergies that exist between and among these elements. Yet it sometimes seems as if these lessons are not sufficiently considered under the weight of other political, ideological and even overtly moral considerations. 

The ‘ABC’ approach is a central component of the prevention aspect of the 2004 initiated United States Global AIDS strategy. The US is the largest international donor in terms of funding and its recommendations have far reaching consequences for the health of people across the world.  However its promotion by the US Global AIDS Strategy for PEPFAR countries
 is skewed toward abstinence until marriage - with condoms only deemed appropriate for certain designated ‘high-risk’ groups.  In addition, the focus on rehabilitation (without a thorough strategy to implement this beyond a supposedly moral argument) ignores the realities facing the majority of sex workers. Similarly the lack of adequate attention to the life situations of those who inject drugs has no doubt contributed to the escalating prevalence rates among this group. Recognizing the centrality of human rights to HIV in general and to the ABC prevention strategy in particular, the question of how the promotion of the ABC as currently recommended by the US Government is compatible with human rights raises the very question of what a ‘human-rights approach’ entails.

The behavioural bias of the ABC is based on the assumption that as individuals we all have the innate and equal power to make all the perfectly correct decisions about the issues in our sexual and reproductive health lives. Abstain until you are married; and if that’s not an option be faithful to one committed (presumably HIV negative) partner. Alternatively (and the subtle notion here is if you have some how failed to meet the grade for these first two options) use a condom with every partner. It all sounds so simple but this gradation of ‘choices’ with the emphasis on condom promotion being viewed as the third viable option flies in the face of recognizing and celebrating that we are all, irrespective of health status, gender, class or orientation, sexual beings.

The current trend within certain sectors on abstinence only and moral education prevention initiatives emphasise this fact. For behind the relative simplicity of the ABC lies a mistaken notion that ignores the power and gender inequalities that have seriously impacted the best planned interventions. Perhaps more than this, the very emphasis on the ABC may have sewn in the minds of those most vulnerable to infection the sense of personal failure and of self stigmatisation. This in turns acts as an inherent deterrent to proactively seek out the support and services that are needed. 

Experts pondering the Uganda success story recognize that no singular factor resulted in the eventual and gradual stabilisation and decline of the epidemic. It was the unique combination of early political will translated into action and the involvement of a host of multi-sectoral role players in a variety of well orchestrated interventions. Attempting to place the responsibility securely at the door of abstinence only and faith-based programmes is myopic and dangerous. While these no doubt had an impact – as did a host of other interventions – it is unwise and irresponsible to attempt to portion effectiveness to specific elements of a comprehensive program that was initiated in the early nineties.

Abstinence and faithfulness are ideal solutions for an ideal world and may exist as options for certain sectors of the population. But we live in a world that is multi-faceted, complex and diverse. And it is in the recognition of this complexity that HIV prevention and care initiatives need to be centrally placed. Globally it is acknowledged that it is young women and girls in communities all over Africa and Asia that are most at risk to infection. While the intention of the ABC is a noble one, greater emphasis needs to be placed on the fact that each new HIV infection takes place within a certain socio-economic and political dimension. These dimensions – while these exist as theoretical concepts for many of us – have a profound impact on the kinds of messages that are given to those most vulnerable. In very many African cultures the idea of abstinence is a foreign one, and the emphasis is centrally placed on ensuring that adolescent boys meet the requirements for ‘manhood.’ Similarly polygamy is part of the tradition of many cultures and women – especially in rural communities – are not in a position to decide when and what kind of sex to have. Many married men who regularly engage in sex with other men add yet another layer to the complexity of human sexuality. 

In the absence of a microbicide and vaccine, currently the most effective and practical prevention tool rests in the promotion of the male and female condom (which also acts as a method of dual protection). Despite knowing this the condom funding gap is still large, an estimated US$15.7 million in Africa and US$160.2 in Asia
. Our collective energies should ensure that, at the very least, where sex is taking place it is safe and that access to condoms and lubrication are readily available. Rather than philosophizing about what prevention choice is the best, efforts should be placed on ensuring that access to what we know works is a viable choice for those who need it.

Because of the politicization of this epidemic, progress in the AIDS agenda is both helped and hindered by the very decision-makers who have the ability to make a tangible difference but who have not internalized, despite the imminence of HIV, what this means in real terms. In 2004 161 non-governmental organizations signed onto a Code of Good Practice.
 This Code sets forward the ingredients of what constitutes a comprehensive response and aims to be the authoritative voice on a number of key issues. Bringing together a variety of diverse organizations the Code has demonstrated that sound practice and policy can co-exist. Yet it seems as if the world’s leaders can’t seem to do the same.

Basing programmes on the evidence should be a characteristic of sound leadership.  Rather than encouraging debates about whether HIV causes AIDS as the South African president, Thabo Mkeki has done or by proclaiming to have found a cure as the President of the Gambia has claimed, it is clear that the development of clear indicators of true political commitment to HIV remains elusive. 

Programme: Positive Prevention
Since HIV made its debut on the international stage over twenty-five years ago, much has been learnt about prevention. Knowledge about transmission and the role of key interventions to prevent the transmission of HIV from mother to child and harm reduction initiatives for injecting drug users have dramatically altered the prevention landscape. However, in the face of increased treatment and the key to sustained behaviour change remaining largely elusive, HIV prevention fatigue is a reality which has not been adequately addressed. The weariness of both the post-AIDS generation for whom past hard won battles have little meaning as they explore their sexuality and for those who have reaped the rewards of antiretroviral therapy access is a reality that our prevention efforts need to more boldly address. 
‘Traditional’ prevention efforts have largely targeted those who are HIV negative. And obviously this is crucial, yet it ignores the needs, and important role, of those who are HIV positive. The assumption that knowledge of HIV status alone will ensure sustained safer sex practice has been called into question by the increasing number of new infections in key populations where it had appeared to have stabilized. The HIV prevention agenda needs to keep pace with these new and dynamic demands of the epidemic – and this includes responding to the reality of treatment access, the increasing number of sero-discordant relationships and the importance of addressing the specific prevention needs of people living with HIV.  Encouraging and supporting people living with HIV to live ‘positively’ includes a strong recognition that issues of love, life and intimacy are part of their reality.

HIV positive people – the vast majority of whom are unaware of their status – are the nexus for future infections and to exclude them from dedicated prevention efforts is not conducive to successful global prevention. By building on the lessons that have been learnt about strengthening the links between treatment, care and prevention into a seamless continuum and about the imperative of a human rights approach towards HIV, the addition of ‘positive prevention’ initiatives will act as a cohesive to ensure that the sum of the parts is greater than each individual component. 

Positive prevention can be defined as a set of actions that help people living with HIV (PLHIV) to:

· protect their sexual health;

· avoid other STIs;

· delay HIV and AIDS disease progression; and 

· avoid passing HIV infection to others. 

Positive prevention is based on the realities and perspectives of PLHIV and it acknowledges that every individual has a right to a productive, satisfying and enjoyable sexual (and reproductive) life. This necessitates the development of explicit information that can inform the choices that PLHIV (and their sexual and recreational partners) make. Ownership of positive prevention approaches depend and rely upon individual action.

The following four guiding principles determine both the validity and content of a positive prevention approach:

Promotion of human rights: This should ensure the right to privacy, confidentiality, informed consent and voluntary disclosure. Protection of the rights of those living with HIV needs to be guaranteed. Stigma and discrimination – including self stigma – drive people underground and make prevention even more difficult. A supportive and enabling legal environment is a fundamental cornerstone as it recognises that prevention strategies based on coercion and criminalisation do not provide the answer.
Involvement of PLHIV: People living with HIV must be involved in the decisions relating to their lives. In accordance with the GIPA principle, the active engagement of PLHIV in determining their unique prevention reality is key to success in ensuring relevance, efficacy and applicability.

Embracing shared ownership and responsibility: Of particular importance is that positive prevention places the responsibility for reducing transmission of HIV on everybody and removes the undue burden on people who are aware of their status. Safer and responsible sexual behaviour is the responsibility of all partners – irrespective of status. Promoting a culture of shared responsibility could also improve communication and equality within relationships.

Recognition of diversity: People living with HIV are heterogeneous and represent a cross section of all sectors of society. Issues of race, ethnicity, gender, orientation, age, and language and risk-profile will have an effect on how positive prevention initiatives need to be tailored.

While there is consensus on what the purpose of positive prevention is, there is still a lack of coherence on the actual term. Some have referred to it as ‘prevention for positives,’ ‘prevention interventions for people living with HIV’ and ‘prevention for, by, and with people living with HIV’. The term ‘positive prevention’ is at times also confused with the development of upbeat and supportive mainstream and primary prevention messages aimed at predominantly HIV negative people. Irrespective of the term used, the four building blocks of a positive prevention approach aim to proactively address the sexual and health needs of PLHIV.

It is imperative that information and support around issues like safer sex, becoming pregnant, and safe injecting use is available in all settings including medical centres, treatment delivery sites, family planning clinics, home-based care programmes and community centres. While clinical settings are one venue for interventions, positive prevention needs to reach out to networks, organisations and support groups of PLHIV. Specific tailored positive prevention information and support needs to also be provided at places where particular key vulnerable populations (sex workers, men who have sex with men and injecting drug users) meet. For example, information on the impact of recreational drug use (including methamphetamines) on ART needs be part of the positive prevention package aimed at predominantly gay men. Also, in settings with high prevalence rates of HSV, information needs to be provided on how this increases the chances of HIV transmission.

While positive prevention needs to address the specific nuances of what prevention means in the life of someone living with HIV it has to be part of a comprehensive and broad prevention strategy. In this way positive prevention does not become an excuse for shifting the responsibility for prevention onto people who are already marginalised and particularly vulnerable. It does also not aim to have disclosure as an end-point in and of itself – as disclosure does not guarantee safe behaviour. HIV programmes should deliver a comprehensive package of inclusive messages – irrespective of status – which could act as modality of stigma reduction. 

There is a dearth of evidence that address the complex issues encompassed in a positive prevention strategy. This is perhaps indicative of our collective failure to recognise earlier on the importance of prevention for people living with HIV.

However, some successful HIV prevention campaigns aimed at people who are already HIV positive can work if targeted effectively. Risk reduction strategies targeted at HIV positive people have met with only partial success so far
. Fifteen studies of previous trials were examined and 13 of them also provided motivational components such as social support and behavioural skills training. These ‘interventions’ were shown to lead to a significant increase in the level of condom use for anal, oral or vaginal sex. But there was no evidence that either motivational or behavioural interventions had any effect on the number of sexual partners that HIV positive individuals had. 

Needle exchange programmes (NEP) is part of a broader harm reduction approach and operate in a wide variety of legal settings. Many have argued that legal and political support are crucial to the success of a NEP. Police harassment and confidentiality are both significant factors facing NEPs
. To date the data does not support the concern that this harm reduction intervention condones drug use and may actually encourage initiation of these behaviours.
In recognition of the new and changing world order brought about by HIV, positive prevention initiatives need to be initiated, scaled up and included into mainstream prevention strategies. Positive prevention provides the opportunity to link both prevention and care approaches for those living with and affected by HIV. 

Policy: Linking Sexual and Reproductive Health and Rights – A Modality of Stigma Reduction
HIV infection is the predominant sexual health issue facing the world today. The vast majority of HIV infections are sexually transmitted, or are associated with pregnancy, childbirth and breast-feeding. Sexual and reproductive ill health and HIV share root causes, including poverty, gender inequality, and social marginalization. HIV, AIDS, sex and reproduction are intimately linked. What is also clear is that a comprehensive sexual and reproductive health (SRH) response to HIV offers one of the most effective routes to reaching the many people vulnerable to HIV infection, or to those already living with HIV.

 

Linking SRH and HIV
 recognizes the vital role that sexuality plays in people’s lives, and the importance of empowering people to make informed choices about their sexual and reproductive health. Increasingly the need to link SRH and HIV is widely acknowledged. There is clear momentum behind efforts to mainstream HIV into sexual and reproductive health and rights responses, and there is a strong recognition that this programmatic integration is necessary both to achieve SRH goals and to meaningfully respond to the HIV epidemic. 
The commitment of the international community to intensify linkages between SRH and HIV and AIDS at the policy and programme level is expressed in a number of international statements, position papers and advocacy efforts.
 The moral and programmatic imperative of bringing the HIV and SRH responses into closer unison is clear. The WHO/UNFPA/UNAIDS/IPPF Sexual and Reproductive Health and HIV/AIDS: A framework for priority linkages
 highlights some of these strategic programmatic interventions. 
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What, Why and How

Current global debates on linking SRH and HIV are now progressing towards the practicalities of integration:
 the ‘what’ and the ‘why’ are clear and largely agreed. The real issue now is ‘how’? Acting on these bi-directional linkages is now the responsibility of every HIV and SRH programme manager in both the public and civil society sectors. The rationale for integration is clear. The 2006 review of the United Nations General Assembly Special Session on HIV/AIDS in New York, while lacking progressive and tangible targets for HIV, did provide a strong platform on which to further argue a case for integration. The final political declaration clearly highlighted the need to strengthen the policy and programmatic linkages between HIV and SRH. However issues of cost, efficiency and identifying the most effective entry points for integration are still being established.

The integration of key SRH and HIV services makes ‘people sense’ for it acknowledges that fragile health systems need to meet people where they are. Whether providing women with family planning services, delivering comprehensive education for young boys and girls, managing sexually transmitted infections, ensuring access to condoms, or providing antiretroviral treatment it is critical that sound policies are in place to support this comprehensive approach that links prevention with care and treatment and responds to the unique regional and national characteristics of the epidemic. Yet all too often the verticalisation of HIV and SRH programmes (both at the national level and in donor funding priorities) does not support this logical alignment. Territorialism, ownership, duplication of effort and increased stigma are often the result of this mismanagement. 

By simultaneously responding to both the SRH and HIV issues facing the world today could also act as a modality of HIV related stigma reduction. The roots of HIV-related stigma and discrimination run deep. Reducing stigma and discrimination means facing and talking openly about issues that include sexuality, drug use, poverty and gender inequality. As the triple combination of ignorance, prejudice, and fear creates a fertile breeding ground for HIV’s continued spread, so openness, acceptance, and accessible services are the key to its containment. 
Any rejection experienced by an individual because of the stigma attached to HIV, or even the fear of it, is an added challenge posed by the HIV epidemic. Research has indicated that service providers themselves can be a source of discrimination – negative reactions from doctors, nurses and health practitioners in various health services have been reported by PLHIV, and deter people from returning. The stigma surrounding HIV frequently overlaps with the stigma faced by certain key populations, making it increasingly difficult to meet their SRH needs. 

Efforts to uproot HIV related stigma and discrimination require the cooperation of all segments of society. Most importantly the meaningful involvement of people living with HIV in all prevention, care and treatment efforts is a key factor in lessening stigma. The principle of the Greater Involvement of People living with HIV/AIDS
 (referred to earlier as one of the four guiding principles of a positive prevention strategy) – recognises that the personal experiences of people living with HIV can, and should, be used to shape the response to the epidemic. This principle – while frequently mentioned in most national HIV policy documents and strategies

 – needs to be activated to ensure that it becomes a sound practice. Involving PLHIV is a key reference point for overcoming the marginalization and isolation that many experience. Equally, this is a step towards protecting the sexual and reproductive health rights of PLHIV and ensuring that they have access to the necessary information, services and support to live long and healthy lives.

Managing HIV and AIDS: A new world order
The fight against HIV will be won by a combination of increased political commitment, adequate resources, sound policies and robust health systems. This much we know. But fundamentally the fight must be won at the personal level, in other words when individuals – be they policymakers or the poor; physicians or patients–have the ability and skills to live, love and find the light that glows in the very shadows of this most human of epidemics. No country in the world has the ability to eradicate HIV from their borders. An HIV free generation is a misnomer. As a catalyst for illuminating in loud and glorious detail the prejudice and systemic failures in our various systems, it is clear that HIV is not only a developmental concern. But the opportunity of returning to “Ubuntu”
 – engendering a culture of support, nurturing and community responsibility – is both tantalizingly promising and deceptively far away. For this would entail a paradigm shift in the way in which we teach children about prevention and sexuality in our schools; about the way in which HIV stories are reported in the media and about the way health professionals manage HIV at primary and tertiary clinics.

At the individual level one of the most critical challenges is to individualise and internalize the realities of having to live and love in the context of the epidemic. This is not only about perception of personal risk, but also how to express love and sexuality in the midst of this epidemic. As prevalence levels rise, the chances of meeting and falling in love with someone who is HIV positive will be high. Discordant relationships will increasingly become part of the rich fabric of our world and the challenge of expressing love in this age of AIDS will provide the opportunity to confront the subtle nuances of personal stigma and learnt prejudices. The social discourse will therefore have to move away from a focus on how to simply prevent infection to one which challenges us to find ways of expressing our sexuality in the presence of HIV and AIDS. It is this personal struggle which we have to confront and overcome in real terms. Communities of faith, the media, the legal fraternity and school-based education are key avenues of building, shaping and empowering individuals to redefine a way for us to view this epidemic, which is now entwined in our daily lives and interactions. 

Communities too will have to move towards real gender equality. There will be a strong emphasis to move from a largely patriarchal society to one in which women are truly empowered and men are also seen as part of the solution. Until now, many of the interventions have sought to empower women, further placing the onus for action on them. This is in spite of the fact that the social structures and culture continue to reinforce the superiority and dominance of men. However empowered women may be, they are still largely unable to make decisions about how, when and with whom to have sex. The necessity of empowering women and girls should not be at the cost of excluding the invaluable role that men play in a unified response. It is in communities where social and cultural factors that define masculinity and shape men’s role in HIV and AIDS, and the implications of these factors for their sexual partners, male and female, need to be addressed. Collectively we will have to find our way back to togetherness in love and decision making. This will necessitate the unpacking of issues such as culture and religion that have in many societies for too long been utilised as convenient vehicles for complacency. 

Conclusion

Visionary leadership; people-centred policies; innovative evidence informed programmes; passionate participation – these are the 4 pillars that will ensure that Africa and Asia are both able to respond to the challenges of HIV and also apply the painful lessons learned from this epidemic in cultures and societies that may – at first glance – seem so different. 

For many HIV positive women wishing to become pregnant and give birth to healthy children, the choice to do so will be theirs. For children and adolescents growing up in the age of AIDS, relating as peers with HIV positive classmates or with school teachers will be part of the fabric of what it means to be human. For politicians and decision-makers, because of the personalisation of HIV, it will no longer be utilised as a method 
of scoring reactive political points or for selfish career advancement. For orphans and vulnerable children, creative solutions will be found to streamline grants and ensure that opportunities are expanded to make sure that their dreams and desires become a reality.

For discordant couples, their relationships will provide a way of showcasing in practical ways the inherent links between prevention and care and for addressing stigma.

For men who have sex with men, sex workers and injecting drug users, they will be able to seek out the health services 
they require For all, AIDS will be embraced, not feared. It will not be an AIDS free future. But because of it we will have found a new way to live and love; wiser and richer because of it.
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