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EXECUTIVE SUMMARY

In affiliation with XVI International AIDS Conference held in Toronto in August 2006, the
HIV/AIDS, Conflict and Displacement session hosted by UNICEF and UNHCR, turned the focus
of discussion on the challenges of addressing HIV/AIDS in emergency settings and allowed for the
sharing and discussion among conference participants of an array of topics. The following key
messages and recommendations were the outcome of the day’s meeting:

1. EPIDEMIOLOGY OF HIV/AIDS IN CONFLICTS AND EMERGENCIES
•
•

HIV/AIDS and emergencies are importantly interlinked; it is extremely important to
factor HIV and AIDS in emergency preparedness and response;
More research has to be undertaken and information gathered on the linkages between
and impact on emergencies and HIV/AIDS;

2. MULTI-SECTORAL PROGRAMMING FOR HIV/AIDS IN CONFLICTS AND
EMERGENCIES
•

Vulnerability to HIV in emergencies must be addressed multi-sectorally, in order to
tackle the range of factors that contribute to increased vulnerability and risk.

3. PROTECTION AND GENDER-BASED VIOLENCE
•

Protection, power relations, stigma and discrimination are critical factors when
addressing HIV prevention in emergencies. HIV prevention, responses to sexual
violence and child protection are all essential elements of a multi-sectoral response.

4. FUNDING FOR HIV AND AIDS
•

Progress has been noted in three key areas: improved funding mechanisms, integration
of HIV/AIDS programmes in emergency programming, and humanitarian concern in
national AIDS programmes. Despite these improvements, there is still a great deal of
advancement to be made.

5. IMPLEMENTATION OF ARV-BASED PROGRAMMES
•

ARV-based treatment services (in particular PEP, PMTCT and ART) can and should be
provided in emergency situations to a range of recipients and in a range of
circumstances – this includes providing therapies to infants, guidance and information
on childcare to HIV+ parents.
The following report provides a detailed outline of the main outcomes listed above along with an
overview of the conference presentations and discussions.
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BACKGROUND

The HIV/AIDS, Conflict and Displacement session was held on August 12, 2006 in Toronto,
Canada, on the eve of the XVI International AIDS Conference. The one-day session allowed
HIV/AIDS programming in conflict settings to take centre stage, and echoed the theme of the XVI
Toronto AIDS Conference: Time to Deliver. The subject matter, HIV/AIDS, conflict and
displacement, is both urgent and evolving, evidenced both by the very high numbers of refugees and
internally displaced persons, the number of people who are vulnerable to or affected by conflict,
humanitarian crisis or displacement, and also by the complexity of factors and actors involved. The
relationship between humanitarian crises and HIV/AIDS is contentious: emergencies can increase
risk factors for HIV transmission (for example, when rape is used as a weapon); but they can also
play a “protective” role vis-à-vis HIV infection, by limiting population mobility and isolating
communities, and by limiting the range of health and other services available to them. Emerging
policies and programmes therefore need careful calibration and continuous evaluation. This session
was part of that effort.
The conference brought together a diverse group of people, including the humanitarian community,
academia, human rights advocates, policy makers, implementing agencies, donors, civil society,
persons living with and those affected by HIV and AIDS. Working through the agenda, participants
took stock of their collective experience, discussed lessons learned, and debated the way forward.
Some of the research findings presented during the various sessions were eye opening for many of
the participants. Certain findings were also counter-intuitive and thought-provoking. This report
follows the day’s agenda, outlining the main points and issues raised by the speakers, and the
discussion points raised following those presentations. Annexed to this report are the PowerPoint
presentations
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KEY MESSAGES AND
RECOMMENDATIONS
1. EPIDEMIOLOGY OF HIV/AIDS IN EMERGENCIES
A number of linkages between emergencies and indicators for the HIV pandemic were addressed
during session presentations; in particular, presenters noted the complexity of the linkages between
conflict and population-level prevalence of HIV, as well the issue of the burden of HIV on
emergency-affected populations.
Globally, a significant proportion of people living with HIV/AIDS
(between 8% and 10%) are affected by conflict, humanitarian crisis
and/or displacement. Children living with HIV/AIDS and orphans due to
AIDS are similarly affected (12%-17%, and 11%-15% respectively) [2].
The relationship between HIV prevalence and conflict is quite complex
and involves a range of considerations; for example, when we discuss HIV
and refugees, we must consider the prevalence of HIV in the affected
communities, in the host country, in communities immediately
surrounding the refugee camps, and the degree of interaction between
surrounding communities and refugee population. [2]. unfortunately,
when we look at internally displaced persons (IDPs), there is not enough data to come to firm
conclusions about the relationships between conflict and prevalence of HIV/AIDS. More data on
IDPs is needed before conclusions can be drawn.

Slide 1
Source: [2]

The effectiveness of community-level mobilization is negatively affected when targeted populations
are on the move. Other factors that can be negatively impacted by population mobility include
voluntary testing and counselling efforts [7].
The HIV pandemic is not discriminatory -- high levels of HIV infection are apparent in some
militaries.
Recent research in Botswana, Zambia, Tanzania, Swaziland and Zimbabwe show that there appear to
be lower infection rates among young people (age 17–19) when compared to national rates (the
challenge being to maintain HIV-negative recruits). Military personnel identified as HIV+ are taken
off active duty, some being diverted to national health institutions, in an effort to maintain and
sustain HIV- status among other recruits.
Problematically, ART supply in the military is often insufficient and inconsistent. When available,
treatment/therapies generally target military personnel only -- not their families. In some cases,
peacekeeping and deployed forces are issued limited quantities of ARVs, which often run out before
the end of the mission [3]. Experience also shows that it is sometimes the same military personnel
meant to ensure the protection of conflict-affected populations who become an obstacle and danger;
taking medicines and funds for their own use, and committing sexual acts of violence against and
exploitation of women and children [7].
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Although counter-intuitive, one proposed idea was that, in some cases, refugees in camps may
actually have advantages over other conflict-affected populations. They are relatively easily targeted
by UN agencies, specifically UNHCR (Office of the United Nations High Commissioner for
Refugees) and international NGOs, and are more easily provided with information and services on
HIV and AIDS. More money may also be spent (per capita) on them than on people in the
surrounding communities. Research shows that refugees who repatriate often have better knowledge
of HIV/AIDS and adopt less risky behaviours than those who were not displaced, because of their
participation in HIV prevention programmes while in asylum. The result is that displaced persons
and returnees should not be considered simply as vulnerable groups, but as potential change agents
who might facilitate HIV prevention programmes upon their return [2].
In order to more fully understand the complex factors that impact on the epidemiology of
HIV/AIDS in conflicts and emergencies, much more and better data needs to be compiled. Analysis
needs to be undertaken in a site-specific manner. Compilation of strong data like this could then be
used for policy decisions, advocacy and programming purposes. Implementing evidence-based, sitespecific interventions will require an investment in research and monitoring [2, 4]. Good data would
also help aid organizations better understand the links between various emergency-related risk factors
and HIV infection, the extent to which those factors affect specific populations such as adolescents,
and would help in disentangling the pre-post conflict HIV prevalence rates. This type of data could
tell us whether emergencies cause a shift in the prevalence of HIV among vulnerable groups.

2. MULTI-SECTORAL PROGRAMMING FOR HIV/AIDS IN CONFLICTS AND
EMERGENCIES
The interaction of so many distinct factors that impact on different populations’ vulnerability to
HIV infection calls for a multi-sectoral, collective approach [4, 6, 11]. The HIV/AIDS needs of
vulnerable populations should be incorporated into existing frameworks;
humanitarian populations should be provided with basic services packages
in accordance with the IASC Guidelines for HIV/AIDS Interventions in
Emergency Settings; and underlying sexual and gender-based vulnerability
factors (including sexual violence) need to be clearly addressed [10]. Many
presenters commented on the need to develop, update, standardize or
simplify common guidance tools. To help achieve this, advocacy and
dissemination of experiences need to be strengthened.
Clear direction to national HIVAIDS programming, in the form of a
comprehensive and clear National HIV Strategic Plan (NSP) for asylum
countries could alleviate many of the concerns or ambiguities that are felt
Slide 2 at the field level. Often, though, National Strategic Plans do not reference refugees (35% of
Source: [4] countries do not directly specify refugee populations), and of those that do mention refugee
populations, more than half do not actually include them in state activities[11].
When developing humanitarian programming, HIV and AIDS considerations should be reflected
within the overall plan and should be given the same attention as other “traditional” relief
interventions [1, 4, 10]. Activity-development should anticipate people moving from one country to
another, or within countries and regional and sub-regional initiative should be considered from
programme design [4, 11]. Broad initiative might make more sense with increased inter-agency
coordination - opportunities for working together, and sharing sources of funding, should be
explored.
Importantly, though, one presenter reminded session participants that unequal health services offered
to refugees, compared to those offered to host communities, can have negative impacts on both

4

HIV/AIDS, Conflict and Displacement-Conference Report

communities. Care must be taken to ensure that services offered to refugees match those offered to
host communities [4, 11].
Access to healthcare, to education and protection services is critical to children’s wellbeing, as is
providing special attention for orphans and children separated from their families; it is important to
remember that – whether or not they have been directly affected by HIV -- all children in conflict
need additional care [6, 15].
More follow-up documentation and the employment of strict monitoring and evaluation
methodologies were recommended by session presenters [4].

3. PROTECTION AND GENDER-BASED VIOLENCE
The main means of HIV transmission is sexual contact. Among all possible
forms of sexual contact, rape would seem to be the most risky for
individual transmission [5]. However, presentations indicated that there is
no evidence that rape affects HIV prevalence at population level. At
individual level, many social, behavioural and biological factors increase the
risk of transmission of HIV to girls and women who are raped. Some casestudies suggested that conflict does increase the risk of HIV infection for
individuals, albeit reiterating the challenge of getting solid figures. [7]
There are many important dynamics at play in HIV transmission,
including ongoing displacement, poverty and unemployment all of which create environments
which place women and children at risk.

Slide 3
Source: [7]

Other factors contributing to women and children’s risk of contracting the disease include their
vulnerability to uncontrolled local armed forces, and small arms proliferation [5, 7]. Studies have
shown that women and children are at increased threat of rape by armed gangs and militiamen [7].
Post Exposure Prophylaxis (PEP) has been shown to be an essential part of a comprehensive strategy
to address gender, violence and HIV prevention. To date, high compliance rates show that
integration of PEP into medical responses to rape is feasible in emergency settings [4, 11, 13].

4. FUNDING FOR HIV AND AIDS.
Effective programming for HIV/AIDS in emergency settings requires that “traditional” humanitarian
actors understand the threats to and needs of vulnerable groups, and that they design appropriate
responses; it also requires that adequate resources are allocated to HIV/AIDS programming.
In 2002 only 8.7% of HIV/AIDS programming requests were funded; this
percentage more than doubled, rising to 18.3% in 2004 and to 19% in
2005. Still, when compared to funds being requested and granted for
humanitarian aid, HIV/AIDS programmes are well under-funded when
compared to humanitarian appeals which remained stable over time at
approximately 67%. [1].
Despite images of children being used to fundraise for humanitarian needs,
not even 10% of money raised for emergencies is spent on children [6].
Appallingly, 70% of resources for HIV/AIDS do not reach children.
Close coordination among local and national AIDS initiatives, so as to
avoid a duplication of efforts, is acknowledged as a means of adding value to programming. The fact
that important patterns of financial flows, for both emergency and non-emergency related sources,
HIV/AIDS, Conflict and Displacement-Conference Report
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co-exist in nearly all settings affected by complex emergencies further supports this point.
Clear direction to national HIV/AIDS programming, with the aim of also directing interventions at
populations of humanitarian concern, might work towards assuaging many of the concerns or
ambiguities felt at the field level. Current National Strategic HIV Plans (NSPs) indicate that concern
for and clear strategies outlining actions to be taken for helping humanitarian populations are
limited [11].
Still, more effort is needed to integrate HIV/AIDS into programming
responses and humanitarian frameworks; this could be done with
increased dialogue with donors [1].
Many donors are used to donating to one country, rather than to thematic
programmes or regions; reorienting funding to respond to the HIV and
AIDS needs might prove challenging. Regional approaches, though, allow
for increased programming flexibility - both in design and
implementation – which could help respond to factors such as refugees
who leave host countries to return home. Regional approaches were
among the most engaging subject to emerged from the conference
Slide 5
discussions.
[8,
9]
The
importance
of ensuring the commitment of governments in the region to
Source: [8]
endorse cross-border initiatives was also acknowledged [9].
Working through the cluster approach, and with a needs assessment of each, would go a long way to
help donors direct money flows to the regions that face the most need. It is essential for the cluster
approach to effectively integrate the perspective of HIV and AIDS related risks and vulnerabilities.

5. IMPLEMENTATION OF ARV-BASED PROGRAMMES
One of the main findings of the session was that the implementation of
ARV-based treatment services is possible during emergency settings.
Momentum that has been gained in providing ART to PLHA, through
activities such as the ongoing discussions at UNGASS, the 3 by 5
initiative – which aimed to put 3 million people living with HIV/AIDS
on treatment by 2005 – and the push towards universal access. [11]
Despite the forward-moving momentum, though, only 20% of the global
population who need ART are receiving the treatment; the majority of the
unmet need is in the developing world. Refugees account for only 0.2 –
0.3% of the need (about 20,000 refugees need ARTs out of 10 million)
[11].

Slide 6
Source: [15] It has taken some time to acknowledge the unique challenges to addressing HIV/AIDS in conflict
and post conflict settings, including risk of insecurity, population instability, and challenges to
providing ART and follow-up of people on the move. However, data suggest that the average length
of stay for refugees in host countries is 17 years – indicating that refugees are not as mobile as one
would first assume -- making effective treatment a viable option [4, 11].
PMTCT interventions have already been successful, even in emergency-affected settings, though
there are still many challenges (including limited assisted delivery rates, need for simpler protocols,
adherence, and fear of stigma) [12]. Indicators of acceptance of counselling and testing have shown
that the PMTCT programme in Uganda was widely accepted by the communities, especially by
internally displaced women [15]. PMTCT services have proven to be a possible means of treatment
and prevention even in rural and conflict-affected areas; however coverage remains low in most
regions and scaling up is urgently needed [15]. Similarly, in conflict affected areas, ART-coverage is
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lower than the national ART-coverage. This inadequacy is compounded
when paediatric ART needs are taken into account [12, 15].
ART clinical outcomes in conflict and post conflict settings, though
limited in scale, compare favourably to those found in non-conflict settings
and show that with adaptation and resources, HIV comprehensive care can
be effectively administered in both post conflict and chronic conflict
settings [13, 14]. An essential ingredient for successful provision of ART in
conflict settings lies in being prepared for the disruption brought about by
the complex emergency. These findings will have to be integrated into
updated versions of the IASC Guidelines for HIV/AIDS Interventions in
Emergency Settings.

Slide 7
Source: [13]

RECOMMENDATIONS
Data gathering: More and better data is needed. Evidence-informed programming must be based on
solid understanding of the processes and contexts in place. Myths must be dispelled in order to most
effectively use the limited resources available. The collection and dissemination of programmatic
experiences, best practices and analyses of successes and challenges to the implementation of
HIV/AIDS-related programmes in emergencies can further help programming.
Programming approach: The relationship between HIV/AIDS and emergencies is not univocal, and
cannot be treated as such. It requires specific regional fine-tuning for interventions to be effective.
Protection issues are inextricable elements of successful HIV prevention in complex emergencies.
Cross-border and regional approaches may best address the challenges and concerns in settings
characterized by significant mobility of affected populations. Implementation of ARV-based services
is possible within emergency settings.
Resources and advocacy: More proactive, collaborative work is needed in order to secure greater
funds; but then, assets can best be utilized if resources are focused on specific actions. Close
coordination of international humanitarian-related HIV/AIDS programming with local and national
AIDS initiatives, so as to avoid a duplication of efforts, is essential. Advocacy efforts need to be
matched to the magnitude of the problem, through transitional recovery and developmental phases.
Accountability and division of labour: Coordination of response is essential. This includes the
successful mainstreaming of HIV/AIDS within the cluster approach, the use of joint frameworks and
tools - such as the IASC Guidelines for HIV/AIDS Interventions in Emergency Settings - and joint
programming.
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PRESENTATIONS AND
DISCUSSION
INTRODUCTION
Conference purpose, proceedings, structure and expected outcome
NIGEL FISHER
UNICEF CANADA
Statistics and the Real People Behind Them; The Role of Gender; Bravery; Time to Deliver
Nigel Fisher’s introductory remarks touched on themes that would be raised and debated throughout
the day.

We don’t need to invent new laws.
We have to implement them.
NIGEL FISHER, UNICEF CANADA

After welcoming everyone to Toronto, Fisher recounted a recent trip to
the Democratic Republic of Congo (DRC) where the near decade-long
conflict has killed more than 4 million people—many not in direct
combat, but by conflict-related diseases, including HIV/AIDS. He noted
that 47% of the casualties were children, and over 600 children are dying
daily. Despite these astonishing statistics, the world and the media seem
not to notice. DRC is a “land the world forgot.”

Fisher noted that while statistics are vital to understanding the larger context, they can dull the
senses and obscure the individuals captured in them. Behind every statistic is a person— often a
woman or child. Fisher said we cannot disentangle the impact of conflict and HIV/AIDS from
women and girls’ societal status. HIV/AIDS is not only a health issue: it is a social issue, just like
gender-based violence.
Brave groups and even braver individuals are pushing for justice on several fronts. Noting that girls
and women who had been raped and/or captured are often blamed for their fate, Fisher recalled an
NGO in DRC that negotiated with families to take back their daughters. In Beni near Uganda,
groups of people—many of whom have been raped and/or are HIV positive—are taking on a
corrupt justice system, rapists, and the institutions that protect them. In Goma, Fisher met doctors
with a medical outreach programme who go to communities where very few health workers can be
found.
Mr. Fisher noted that the normative frameworks are already in place, including international refugee
laws, human rights law, the UN Convention on the Rights of the Child. We need to apply the laws
we have. It is time for practicalities and action.
Mr. Fisher welcomed those working on the frontlines and thanked them for their courage. He urged
those working in high-income countries to educate their fellow citizens and political leaders, and to
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advocate. It is time for leaders to meet their political responsibilities, he
declared. He reminded participants that all of us have a duty to support
and advocate for solutions to conflict situations. It is time to deliver.

PAUL SPIEGEL

We cannot divorce the issues of
conflict, displacement, HIV/AIDS, and
sexual violence towards women and
children.
NIGEL FISHER, UNICEF CANADA

UNHCR
Keeping It Practical; Keeping an Open Mind
In outlining the day’s topics, Paul Spiegel echoed Fisher’s message to ground the discussions on facts
and real-world practicalities. He named four general topics:
1.
2.
3.
4.

Latest thinking – emphasizing practicalities
Protection and gender violence
Funding
Antiretroviral therapy (ART) – a very neglected and controversial issue.

Noting many misconceptions among media, researchers and policymakers, he encouraged people to
be blunt and open-minded in their discussions. The day’s agenda deliberately left considerable time
for questions. He drew attention to the
guidance materials contained in the CDThere are numerous misconceptions about
ROM that had been provided to each
participant, and re-iterated a thank you to
HIV, AIDS, conflict and displacement—
CIDA and to the European Commission
whether in Northern Uganda or DRC — and
Humanitarian Aid Office (ECHO).
we need to address them.
Introducing the next speaker, Noe Sebisaba
- a refugee in Tanzania, originally from
Burundi - Spiegel called him a personal
“hero.” Spiegel heralded Sebisaba’s courage for being the first known refugee in Africa to declare his
HIV positive status, and for his activism in founding STOP SIDA NKEBURE UWUMVA to help
raise awareness of HIV/AIDS in refugee camps.
PAUL SPIEGEL, UNHCR

NOE SEBISABA
STOP SIDA NKEBURE UWUMVA
Live and Go Forward; Harnessing the Power of the Community
More than anyone, Noe Sebisaba embodied the focus of the day’s
session: as a refugee in a refugee camp, as an HIV+ person, and as a
pioneering HIV/AIDS activist for refugees.
Sebisaba expressed the desire to share his experience as a refugee,
and the problems of living with HIV in refugee camps. He told of
being an administrator in his native Burundi, where he witnessed
barbarities. His wife was raped at gunpoint by military forces. In
1996, they fled their home and found themselves in a Tanzanian

After I was told I was HIV+ [in a
Tanzanian refugee camp], I asked
myself what should I do? I decided I
was not going to weaken or break
down. I must reconstruct and do
something with my life. I decided to love
the world. I must speak to refugees and
raise awareness in the world. This is
why I am here.
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refugee camp. Both his wife and child subsequently died in the refugee camp. Still in the camp in
2001, he was informed he was HIV+ after trying to donate blood.
Sebisaba felt his life was at an impasse. His HIV+ status was yet another major hurdle, one with the
added risks of stigmatization and discrimination. In the camp, it was believed that HIV/AIDS
brought dishonour upon individuals and their families. Even churches treated them as outcasts.
Tanzanians blamed the refugee community at large for bringing HIV/AIDS to their country.
Instead of giving up, Sebisaba vowed to rebuild his life and do something with it. He decided to
“love the world,” and to choose “the path of struggle.”
Rather than hide, he publicly declared his HIV+ status,
Early on, HIV/AIDS was thought to be a problem
becoming the first known refugee in Africa to do so. At
that must be addressed by humanitarian
this point he also began working with STOP SIDA
organizations alone. But we showed that the job
Nkebure Wuwmva, a non-profit group which organizes
must also be done by the community at large.
HIV/AIDS-related activities in camps. Sebisaba said that
the purpose of his work was to make the refugee
NOE SEBISABA
community understand that despite many problems, “we
must be hopeful and do something.”
Modest means notwithstanding, the STOP SIDA activists were able to garner support from and
influence authorities to help in awareness-raising and they caught the attention of international
organizations. But for Sebisaba, a key lesson was the role of the community, which acts as an
“umbrella.” Together, they worked on HIV prevention, using sports, discussion groups and seminars
to transmit information. They also tried to foster a sense of communal responsibility towards those
living with HIV and children orphaned by AIDS. They worked directly with HIV infected people,
supporting them in ways such as helping them to grow their own vegetables and providing
psychological counselling.
In closing, Sebisaba reiterated that refugees are in a dangerous situation. Policy-wise, they are
considered neither by their country of origin nor their host country. He has now returned to
Burundi to raise awareness about refugees and advocate for their inclusion in local programmes.

10

HIV/AIDS, Conflict and Displacement-Conference Report

TOPIC 1:

HIV, CONFLICT AND
DISPLACEMENT:
THE LATEST THINKING
MODERATOR: MICHEL SIDIBE, UNAIDS
PAUL SPIEGEL, UNHCR
FATOU MBOW, International Rescue Committee (IRC)
MARTIN RUPIYA, Institute for Security Studies (ISS)
Moderator Michel Sidibe, Director of Department of Country and Regional Support, UNAIDS
(Joint United Nations Programme on HIV/AIDS), expressed appreciation for Noe Sebisaba’s presence,
and for “bringing us the reality of what we are facing,” as the “voices of the numbers” are often
missing from the debate.
Sidibe identified three objectives of this portion of the agenda:
1.
2.
3.

to take stock of the latest research in the subject of conflict/displacement;
to learn from experiences, both good and bad, as we plan ahead; and
to examine policies that could move us forward.

He then introduced the three panellists for this session, each of whom is an expert in their field and
who clarified different aspects of AIDS and conflict.

PAUL SPIEGEL, UNHCR
HIV Epidemiology among Conflict-Affected and Displaced Populations
No One Size Fits All
[PowerPoint presentations, Topic 1, slides 1—15]
In presenting data from conflict-affected areas across Africa, Paul Spiegel challenged conventional
thinking regarding a simple correlation between conflict and HIV prevalence. Spiegel argued that
there is no evidence that conflict leads to increased incidence of HIV prevalence at the population
level. The relationship, Spiegel argued, is much more complex.
In his view, people speak somewhat glibly about refugees’ increased risk of HIV/AIDS without
considering in detail:
•
•
•
•

Prevalence rates in the country of origin
Prevalence rates in the host country
Prevalence rates in communities immediately surrounding the refugee camp
Degree of interaction between surrounding communities and refugee populations

A key but often overlooked determinant is HIV prevalence in communities that immediately
surround refugee camps. Contrary to popular belief, researchers have consistently found that refugee
populations have similar or lower prevalence than surrounding communities.
He added that there is no evidence that conflict increases HIV prevalence at the population level,
HIV/AIDS, Conflict and Displacement-Conference Report

11

For the most part, refugees do not “bring” HIV, despite
what the media says. In some cases they might “bring
back home” higher HIV rates if there were higher rates in
the surrounding host community and their interaction with
these populations was high. To a large extent, refugees
benefit from dedicated programmes and good practice in
countries of asylum, and bring back awareness and
become assets once repatriated.
PAUL SPIEGEL, UNHCR

citing examples such as Northern Uganda where
HIV prevalence has actually gone down. Much
more, and better, data is needed, such as
Behavioural Surveillance Surveys (BSS), which
measure knowledge, attitudes and practices.
Analysis should be site-specific. Good data can
and should be used for advocacy and
programming purposes, he argued.
He cautioned anyone presenting statistics—
media, NGOs and UN organizations—to do so
with great care, ensuring the data’s accuracy and
providing adequate context. Statistics must be
transparent and truthful, otherwise facts and

figures risk becoming unclear or erroneous.
In closing, Spiegel asked participants to consider the possibility that in some cases, refugees in
camps actually have advantages. International NGOs work with them, providing them with
information and services. Per capita, more money is spent on them than on people in the
surrounding communities.

FATOU MBOW, International Rescue Committee
HIV and Emergencies: The Response
The Need for Integrated, Coordinated, Local, National and Regional Programmes
• Working with Humanitarian Efforts • Sustainable Interventions
[Power Point presentations, Topic 1, slides 16–33]
Fatou Mbow broadened the discussion of HIV programming beyond conflict settings to include
natural disasters and humanitarian responses. She reminded participants that in 2005, four times
more people were affected by disaster than by conflict. Judging by trends, the number of disasters
and peoples displaced by those disasters will continue to increase.
Under the 1951 Convention Relating to the Status of Refugees (“UN Refugee Convention”) refugees
should be accorded the same basic services – including health care – as is provided to local,
indigenous communities. This is not only a need, but a right. Having said that, Mbow also noted
that services offered to refugees often do not match those available in host communities—and often
favour refugees.
Mbow cited some milestone efforts in HIV/AIDS service delivery to
emergency-affected populations, and in particular refugees. The Sphere
It is very rare to have studies done
Project (1997) reviewed the results of humanitarian work in Rwanda and
on refugees’ perception of the care
explored how to set standards for future work; the Minimum Initial
they are receiving.
Service Package (MISP) identified the minimum elements of reproductive
health services for refugees; the International Rescue Committee (IRC)
FATOU MBOW, IRC
studied field interventions; the Inter-Agency Standing Committee’s
(IASC) Guidelines for HIV/AIDS Interventions in Emergency Settings
recommended a set of programmatic interventions before, during and after an emergency, which
include HIV/AIDS in the workplace.
What has yet to be adopted, according to Mbow, is a multi-sectoral, collective approach. To
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improve accessibility of HIV/AIDS healthcare
to people in conflict and humanitarian
situations she noted:
•
•

•
•

If there is one message I would like to give, it is that we
need a multi-sector approach and we haven’t managed
to do this yet. How many will mainstream HIV in their
programmes?

HIV/AIDS strategies must be
mainstreamed into programmes
FATOU MBOW, IRC
HIV/AIDS activities should cover
people moving from one country to
another
Opportunities for working with humanitarian efforts, and sharing funding sources should
be sought
More documentation on patient follow-up is needed.

Discussing Antiretroviral Therapy (ART) in conflict-affected settings, Mbow remarked that it has
taken some time to acknowledge the unique challenges posed by people on the move, especially in
follow-up. Conversely, some statistics suggest that the average length of stay for refugees in host
countries is 17 years, making effective treatment viable.

UNAIDS THREE ONES:
• one national framework to coordinate
the work of all partners
• one national AIDS coordinating
authority with a multi-sectoral
mandate
• one country-level monitoring and
evaluation system

Mbow closed her presentation by endorsing the
following recommendations from humanitarian
groups:
•

•

Implementing evidence-based, site-specific
interventions – which requires an investment
in research and monitoring; and
Working within the “Three Ones ” principles
from the outset to ensure sustainability of
interventions.

It is very rare to have studies done on refugees’
perception of the care they are receiving.

MARTIN RUPIYA, Institute for Security Studies
What We Know about HIV/AIDS vs. Militaries in Southern Africa
International & National Dynamics Play Out in Military Subculture • The Role of
Food Security
[PowerPoint presentations, Topic 1, slides 34–45]
While militaries have well-defined environments that are distinct from civil society, Martin Rupiya
noted that their values and dynamics often reflect those of the wider societal culture. This mirroring
includes the stigmatization (sometimes criminalization) of homosexuality, related difficulties in
education efforts about transmission methods because of denial (“it does not exist”), the shortage of
ARVs, and issues of food security.
The armed forces have been combating HIV/AIDS for 25 years. Very gradually, the “head-in-thesand” attitude, with respect to HIV/AIDS, is being replaced by acknowledgement and treatment.
There is greater awareness, and HIV prevalence rates in 2006 seem to have stabilized or decreased
slightly.
Rupiya said that until the 2006 UNAIDS Global AIDS Report there had been a policy vacuum in
international and national frameworks addressing HIV/AIDS. To date, there still is not a single
HIV/AIDS, Conflict and Displacement-Conference Report
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HIV/AIDS policy framework that covers military, peacekeeping and deployed forces. In some cases,
peacekeeping and deployed forces are issued limited quantities of ARVs (some countries give out 3
month supplies), which run out. Some of the issues involved, including access to health care, are
basic human rights.
To understand more about HIV/AIDS in military culture, ISS conducted research in Botswana,
Zambia, Tanzania, Swaziland and Zimbabwe. He explained the difficulty in accurately determining
comparative prevalence rates with civil society. He said that militaries have begun to test new
recruits. Generally, it has been found that:
•
•
•

there appears to be lower rates among young recruits (age 17–19) compared to national
rates – the challenge is to keep and maintain HIV- recruits
those identified as HIV+ are taken off of active duty; some being diverted to national health
institutions (not stigmatized)
ART supply is insufficient and inconsistent.

Rupiya identified an opportunity for supportive services to be developed, including counselling,
nutrition, home-based care, drug distribution, and spousal/survivor support.
Issues of food security and agricultural subsidies are strongly at play and affect how rations are doled
out. Likewise, less affluent African countries, and the militaries that operate within them, need help
with accessing generic drugs without having to fight the major drug companies. Persons living with
HIV and AIDS often survive on herbal and traditional medicines as drugs are not readily available in
these countries.
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TOPIC 1:

QUESTION AND ANSWER

DAVID TU, MSF:
Can we get an estimate of the number of people living in conflict-affected regions
with HIV/AIDS?

SPIEGEL AND ZUCCA
According to preliminary data compiled by UNICEF/UNHCR, which does not include natural
disasters, in 2003:
• Out of the total population living with HIV or AIDS, 2.7 million people have been
affected by crisis or displacement ( 8–10% of the global total),
• This percentage is higher among youth (under 15 years), where 14% of children are
living with HIV or AIDS have been affected by crisis or displacement,
• 11 – 15% of the global total of people living with HIV and AIDS have been affected by
conflict, humanitarian crisis or displacement.

FOREIGN AFFAIRS CANADA:
What does sustainability mean? Can you discuss the issue of interface between IRC
and local health services?

MBOW
We need to work within the “Three Ones” principles. Obviously when there is conflict or
disaster, we need to respond quickly and appropriately. But let’s remember there is a government
and we should not duplicate its efforts. That is not sustainable. We should go to the national
AIDS council to work together. I know NGOs want to work efficiently and quickly, but to be
sustainable we need to work with the national government.

SPIEGEL
For UNHCR, there are policy implications.
1. Advocacy. We wanted to show that refugees were not bringing in HIV/AIDS, and we hope
we have changed governments’ opinions of refugees entering their borders. We have also
succeeded in having refugees included in national strategic plans.
2. Integration. Our best practice is joint programming with NGOs and government. Sexual
violence and sexual interaction between refugees and host populations is very high.
3. Sub-regional initiatives. This can be difficult for donors who are used to donating to one
country. Programmes have to be flexible as refugees leave host countries for home.
4. ARTs funding and refugees. Out of 10 million people who need ART, only about 20,000
are refugees. They should be included in national programmes of host countries, not treated
separately. Otherwise they are subject to donor funding interests.

HIV/AIDS, Conflict and Displacement-Conference Report
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PARTICIPANT:
Could we revisit the issue of conflict and HIV/AIDS levels. Do we have accurate
information regarding refugees? We see a lot of acts of violence within camps. The
IASC guidelines have been well-developed, but the situation is complex. On one hand,
we are “unlinking” emergencies from acts of violence; on the other we need more
programming to end the violence and reduce HIV.

SPIEGEL
These are important questions. A paper I have recently written looked at seven countries in
conflict, IDPs and refugees. Although the paper contains important information drawn from
rigorous data analysis, it has not yet been accepted. We are looking at data from Angola,
southern Sudan and Burundi, and for the most part, the findings are consistent in conflictaffected countries: whether HIV+ prevalence is high or low (pre-conflict), rates go down during
conflict, and this is difficult for many people to believe.
Many peer-reviewed articles are simply not correct. One example is misinterpretation of rape
data from the Rwanda genocide in 1994. The study methodology at the time was good; however
the interpretation of the data was less reliable. There is no data whatsoever that shows large-scale
rape affects HIV prevalence at the population level significantly.
With internally displaced persons, there is not enough data to come to any conclusions about
the relationships between conflict and incidence of HIV/AIDS. We need more data on IDPs
before we can draw conclusions.

MBOW
In some instances, the prevalence of HIV/AIDS is sometimes higher in the host country than
the refugee population.

KATE BURNS, OFFICE OF COORDINATION FOR HUMANITARIAN AFFAIRS, NY:
Regarding coordination, do we know what exists in terms of services provided and
gaps for all countries that receive interventions? Is the coordination functioning? How
can it be improved? Some countries do not have national action plans. Do we have
some good examples of coordination?

MBOW
So far, coordination has been triggered by the willingness of people to work together. This has
been the case in East Africa and the Horn of Africa. It has really been an effort at an individual
level to share experiences between government, organizations, agencies and NGOs – this helps
at an agency level. We don’t have a cluster approach, but we should structure an intervention
after the cluster approach.

SPIEGEL
UNHCR does have some data on this in its 2005 report. It seems coordination is not
widespread. UNAIDS did a division of labour into 17 technical support areas and the UNAIDS
secretariat is designated as the lead on uniformed services, security and HIV/AIDS, while
UNHCR is the lead on HIV/AIDS for refugees and IDP issues.

RUPIYA
With regards to the military, there is a policy gap. We don’t seem to have a rollout of the

16

HIV/AIDS, Conflict and Displacement-Conference Report

UNAIDS focus—it’s there in theory, but it hasn’t engaged the armed forces. If an epidemic takes
place, a national committee is established. Then they start moving towards sector-specific
initiatives.
Sometimes countries work bilaterally. UNAIDS’ Division Of Labour approach has not been
embraced on the ground.

TOPIC 1: CLOSING REMARKS
MICHEL SIDIBE
Concerted efforts have been put into data collection and guideline implementation. However,
some important gaps were identified in this session.
• Local adaptability: this is not a homogenous epidemic, and cannot be treated as such. It
requires local fine-tuning to have effective interventions.
• Accountability and division of labour: there are gaps in defining who does what, as people
are moving from and to different regions and countries.
• Resources and advocacy: we need more proactive, collaborative work to secure funds, and
then to focus on specific actions that we can mobilize resources around. We need to match
advocacy efforts to the magnitude of the problem, through transitional recovery and
associated phases.
• Data gathering: we still need more data. However, there’s a challenge when we need more
aggregated data, but also need information that is localized
• Services: we need to look at sustainability and continuity in service delivery during a crisis
(the Three Ones). This might involve the establishment of a single committee and one
monetary mechanism to direct activities.

HIV/AIDS, Conflict and Displacement-Conference Report
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TOPIC 2:

PROTECTION, GENDER-BASED
VIOLENCE AND HIV/AIDS
MODERATOR: ROBIN JACKSON, WFP
JENNIFER KLOT, SSRC
GOPA KUMAR, SAVE THE CHILDREN, UK
JOSEPH CIZA, DOCTORS ON CALL, DRC
Recalling the previous series of presentations, Robin Jackson introduced the “Protection, GenderBased Violence and HIV/AIDS” session by saying that Paul Spiegel had “dropped a bombshell”
regarding the relationship between HIV/AIDS and gender-based violence. She
maintained that issues of gender-based violence and protection strike at the core of
Gender-based violence
much of WFP’s (United Nations World Food Programme’s) work. The continuing
is not just about women.
challenge to organizations like WFP is how goods and services can be delivered to
ROBIN JACKSON , WFP
victims of conflict without placing them at greater risk of violence including rape
and HIV/AIDS. WFP has undertaken a decade-long effort to incorporate protective
measures for women.

JENNIFER KLOT, Social Science Research Council
Sexual Violence and HIV Transmission: Pathway or Fork in the Road?
A Different Starting Point: Tracking Gender-Based Violence and HIV/AIDS Before,
During and After Conflict
[PowerPoint presentations, Topic 2, slides 1-14]
Jennifer Klot challenged participants to reframe the day’s discussion, taking the focus from a simple
equation of the role of conflict in HIV transmission to an expanded consideration of the
contributing role of sexual violence and gender inequalities—before, during and after conflict—to
transmission rates.
She called sexual violence the most significant link between HIV/AIDS and conflict; gender
inequality, she argued, is fuelling the pandemic. It is also one of the least researched in terms of data
concerning HIV risk and transmission rates.
Citing a disconnect between many epidemiological studies and the actual role of sexual violence,
Klot pointed to many social, behavioural and biological risk factors that increase transmission rates
among girls and women who are raped — factors that should be more fully integrated into studies.
Problematically, assessing risk factors is challenging because there is no one agreed upon definition of
sexual violence.
Risk factors include females’ lack of power and control in choosing sexual risk behaviour (including
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condom use, where and when available), coital
and other abrasive injuries that increase
transmission risk, the number of perpetrators as
well as their STI/HIV status, and traditional
practices such as female genital mutilation.
Adolescent girls are at even greater risk because
they are more likely to receive abrasions during
rape (68% compared to 10% in consensual sex.)
Klot argues that the presence of small arms in the
local community is known to increase violence
against women.

The Continuum: Before, During and After Conflict
“During conflict it can be addressed as violence
associated with the war, as a humanitarian issue, but
afterward, it becomes more private. It is the same violence,
and often the same people committing the crimes, but now
we’re forced to call it ‘civilian’ or domestic violence rather
than a war crime. We received death threats for even
offering services in part, we think, because the
perpetrators fear redress.”

Klot further cited risks to girls and women
outside conflict arenas, such as intergenerational
relations between older infected men who marry young women, child/elder rape and incest, among
others.
An organizational frame is badly needed if we are to address this significant means of HIV
transmission, Klot said. Currently sexual violence is addressed as a health issue, but there are no
budget line items or technical support. The direct link between conflict and infection ignores the
factors that are creating the risk: it is in the transmission, the interactions, and sexual violence, she
argued. If this is as significant a transmission factor as needles, she asked why this has not entered
the global response to AIDS.
She acknowledged the funding challenges in translating this issue into actions that result in safer
environments, by giving the example of funding a bus to provide safe transport to women with a
view to decreasing sexual violence and transmission. Who leads, who funds, and who implements are
questions not easily answered.
Challenges notwithstanding, Klot echoed the remarks of Pam Delargy of UNFPA: “HIV/AIDS
prevention is more likely to be a first-line response to sexual violence, than sexual violence is an
entry point for HIV/AIDS prevention.”

GOPA KUMAR, Save the Children, UK
Children, Conflict & HIV/AIDS
Protecting Children’s Rights; HIV/AIDS and Children; Responses to Children in
Conflict
[PowerPoint presentations, Topic 2, slides 15-21]
Gopa Kumar, from Save the Children UK, reminded participants of an important and often
forgotten group: millions of children are affected by conflict and HIV/AIDS. Where, he asked, is the
international funding and access to resources for children? Seventy per cent of resources for
HIV/AIDS do not reach children. Despite images of children being used for fundraising, not even
10 per cent of money raise for humanitarian crises is spent on children. He echoed earlier remarks
about the risk of numbers obscuring actual lives, and creating a kind of inertia.
Protection systems need to be in place to ensure that the most vulnerable are not further victimized
by conflict and disasters. Recognizing that this takes time and patience, he pleaded with all parties to
HIV/AIDS, Conflict and Displacement-Conference Report
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When we talk about children, we are talking
about millions of children and we have seen
their lives destroyed – we have seen lives
affected by conflict and HIV; we have seen …
violence directed towards children and we have
seen neglect by communities and governments.
Why are we ignoring children’s rights?

act now. He described his organization’s global response,
which includes:
•
•
•
•

GOPA KUMAR, SAVE THE CHILDREN, UK

Mobilizing political will
Integrating HIV programming into conflict situations
Trying to ensure children’s access to healthcare,
education and protection services
Protecting and caring for orphans and children
separated from their families – reminding participants
that all children in conflict need care, whether or not
they have been directly affected by HIV.

To illustrate child-focused activities, Kumar cited Save the Children UK’s work in southern Sudan.
There, Save is seeking the release of children from armed groups, tracing and reunifying children and
families, reintegrating them, supporting victims of sexual violence, training staff, supporting
prevention and care activities—including giving out condoms—and monitoring outcomes.
Kumar concluded with three recommendations. When planning responses during conflict situations,
organizations should:
•
•
•

Uphold children’s rights as set out in the Convention on the Rights of the Child
Devote adequate resources to fighting the HIV/AIDS pandemic – engineer budget
mechanisms to track donations, and ensure funds are reaching the children
Include HIV/AIDS programming in emergency responses – with children at the centre.

JOSEPH CIZA NAKAMINA, Doctors on Call, Democratic Republic of Congo
Constraints and Opportunities
Linking Security & Protection to HIV Prevalence • Community-Based Solutions
[PowerPoint presentations, Topic 2, slides 22-40]
Joseph Ciza Nakamina, from Doctors on Call in the Democratic Republic of Congo, addressed the
issue of protecting vulnerable populations during armed conflict. He began by reminding
participants that concerns regarding protection, or lack thereof, extend to relief workers in the area,
in addition to the people who live in the area. To whom should we appeal to protect vulnerable
people during conflict? Problematically, Ciza Nakamina tells us, experience shows that it is
sometimes the same personnel meant to protect us who are stealing NGOs’ and relief workers
medicines and funds, and who are raping women and children.

Vulnerability equals gender inequities,
uncontrolled armed forces, kidnapping,
sexual slavery, displacement, poverty,
overcrowding, and unemployment.
JOSEPH CIZA NAKAMINA, DOCTORS ON CALL

Showing maps of DRC where Doctors on Call is operating, it was
clear that another related challenge is geographic: the huge scope of
the region to be covered, and within that there are mountainous
areas that have impassable roads, areas where it is difficult to
transport good and supplies; in some areas women and children
walk miles to get water – which further increases their risk of
attack. Some areas are so dangerous humanitarian aid workers
cannot pass, for fear of their safety.
Ciza Nakamina laid out the raw materials that comprise
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vulnerability. The fallout from gender
inequities (lack of respect, sexual slavery, an
utter disregard for human rights) contributes
significantly. Also very important are the
dynamics at play in an environment of
continual displacement, poverty and
unemployment. Other factors contributing to
vulnerability are uncontrolled local armed
forces, kidnappings, and overcrowding.

6 Pillar National Policy for HIV/AIDS Service Delivery:
1.
2.
3.
4.
5.

Provide ART
Prevent Mother-to-Child Transmission
Secure blood transfusions
Treat Sexually Transmitted Infections (STI)
Provide safe places for voluntary testing and counseling
– ensuring women and children are protected and safe
6. Mobilize communities to establish awareness campaigns

Noting the difficulty of collecting data in areas
of conflict, Ciza Nakamina said HIV/AIDS
prevalence was difficult to determine. The
preliminary studies he presented confirmed that conflict does increase the risk of HIV. This is more
so in rural areas, where there is less security and services. Women and children are at greater
vulnerability to rape by militiamen—roughly 43 per cent of whom have STI, and 12 per cent are
HIV+. More then 2/3 of the rapists in the region are armed gangs and militiamen.
While the studies yielded some data, he reiterated the challenge of getting factual figures. In one
2005–06 study, the majority of respondents – almost 74% -- abstained from being tested because
there was a lack of trust. Isolated areas have also not been documented. Another barrier to taking
part in studies is social realities, where HIV+ women and children are stigmatized, where women
cannot refuse sexual relations with their husbands, and where life -- more often then not – is
unstable. Dr. Ciza Nakamina recounted a programme run by a local NGO in an area populated by
more than 3000 people, but which could only reach 200 because of local instabilities.

Ciza Nakamina presented a provisional six-pillar national policy for HIV/AIDS service delivery. The
base is community-level mobilization for awareness. The missing links, he argues, are safety, security
and stability.
The effectiveness of community-level mobilization is challenging for populations on the move.
Similarly challenging are voluntary testing and counselling efforts in mobile populations. Social
service providers prefer to stay where security is in place. Secure testing and transfusion sites are a
must in these settings. A militia presence can often curtail community efforts.
Combating impediments would necessitate viable
clinics with qualified doctors able to prescribe
We need to fight against impunity.
treatments; clinics that are capable of supplying
Sexual violence should be treated as
voluntary counselling and testing; they must be able
a warm crime, as a crime against
to reach all their patients, keeping in mind that 80%
humanity.
of women have not attended school, can’t read and
JOSEPH CIZA NAKAMINA, DOCTORS ON CALL
would have problems providing written consent to
treatment. Clinics and treatment programmes should
be integrated into the community with the help of
counsellors and advisors. Importantly, men must also be included to secure their commitment.
Ciza Nakamina closed by suggesting the following recommendations.
•
•
•

increase accessibility of post-exposure prophylaxes (PEPs) by trained nurses where there are
no doctors;
mobilize faith-based communities for palliative and home based care; and
talk about problems in the DRC and get DRC on the international agenda.
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TOPIC 2:

QUESTION AND ANSWER

Comment [Susan Purdin, IRC].
I appreciate the passion, advocacy, and solutions that were presented. The issue around
sexual and gender violence is a driver to the HIV pandemic. If we limit gender based
violence to that definition that only includes rape, it won’t be enough. Gender-based violence
in conflict is an offence that we don’t know how to measure yet. What is the incidence,
prevalence, quantifying of gang-rape? Some of the data that Dr. Ciza showed indicates that
there is high HIV prevalence among rape-survivors. We describe these acts as unspeakable
and inhuman, but indeed, they are human because they are created by humans.

NORWEGIAN RED CROSS:
Prevention and peer education are central to Red Cross work. Jennifer Klot, could you
please elaborate on ‘Say No to ABC’?

KLOT:
17 out of 20 programmes enforce the ‘ABC’ strategy – Abstinence, Be Faithful, Condoms. In
some cases, the programmes increased risks of sexual violence, but overall these outcomes were
localized in effect. We have talked about women’s ability to negotiate safer sex. But, these
strategies – abstinence, faithfulness – don’t factor in when we are talking about rape. We need a
multi-sectoral approach to sexual violence to decrease the risks to women – something that we
don’t currently have.

Comment [Eric Mercier, UNICEF]:
When discussing gender-based
violence, we need to discuss a multisector response; too often we see many
NGOs responding to crises, but we
don’t see this happening on a multisectoral basis. We need to make sure
there is cooperation and coordination,
perhaps organized by a central ministry.
We have to scale up gender-based
programmes in the DRC, or most of the
work being done there right now will
disappear.
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Right now, UNICEF is focused on preventing mother-to-child
transmission; but within this programme, all emphasis is on ‘saving’
the child. There isn’t a commitment to ‘saving’ the mother. We have
to give credit to UNICEF for implementing this type of
programming; but do the math: if we are saving the children, but no
one is saving the parents, then you are creating more risk!
With respect to issues of international development coordination,
each of these bodies – Department for International Development
(DFlD), United States Agency for International Development
(USAID) – have their own executives, mandates and goals. We need
to prepare emergency instruments that will allow us to respond
faster and in a unified manner. Of course, this creates difficulties in
ensuring that plans are developed multi-sectorally.
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KUMAR:
Problematically, in the field we see a huge emphasis being placed on “A” and a huge emphasis
being placed on “B”, but very little emphasis is placed on “C” – on actually providing condoms
for people to use. Another problem is when humanitarian aid doesn’t address the needs of sexworkers – especially during times of conflict; sexual violence happens within this industry as
well, and we need provide these women with support and services aimed at decreasing their risk
factors.
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LUNCH TIME PRESENTATION

CORNEILLE, UNICEF Canada National Ambassador
Children as victims, children as actors; Finding Hope in the face of all obstacles

“They don’t have much … but they
still smile and have dreams“
CORNEILLE,
UNICEF CANADA AMBASSADOR

The moderator began by introducing Corneille, UNICEF Canada’s
National Ambassador. Corneille is a Canadian citizen of Rwandan decent
and the sole survivor in his immediate family. Corneille promotes a simple
message: children are not only the victims of conflict, but also actors;
young advocates amongst young people; young people taking action on
their own behalf.

Corneille began his presentation by recounting past visits he has made internationally, and how,
despite his own Rwandan roots, he still can’t really relate to the impetus for conflicts, and the
harrowing ordeals faced by the peoples of other African countries in conflict.
As Westerners, he says, we have to ask ourselves, where does our help go? What do we do when
armed people are raping young girls? How can we tell those girls to defend themselves? What
solution can we bring to that problem? How do we take a country going through political turmoil
and help to make it right? How can we avoid these wars?’ Simply put, we need to help the people of
these countries. We need to use our own platforms, our own strengths, to raise awareness of these
issues and to encourage an end to war.
Returning from a recent visit to Malawi, a country which Corneille noted is not currently at war but
is in the middle of a food crisis, he told conference participants of the “critical situation” there, the
immense poverty, and of the people - mothers, children, and AIDS-orphans - he met who have
nothing left. But, he remained hopeful, because the people he met were filled with determination
and will.

FORWARD-LOOKING REFLECTION AND DISCUSSIONS:
Roxanne Bazergan, the Department of Peacekeeping Operations (DPKO): I think a key aspect is
to integrate gender violence training into other programmes, such as Disarmament, Demobilization
and Reintegration (DDR) programmes. How that will be implemented remains to be seen.
Tom Sears, Rotary International: I have tried to follow the issue of rape and violence against
women. I think it is lager than this; we look at the issue of gender equality from our own cultural
perspective: we need to look at the relative equality of women in our own societies, to that of
women in societies of conflict. Much of our judgement is culturally based.
Annie Sparrow, Catholic Relief Services: Such as when we discussed how FGM (female genital
mutilation) was used as a means of protection in Sudan.
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Klot: Yes, I heard an anecdotal story of a case in Sudan where FGM was used as a means of a barrier,
to prevent others from having sex with girls.
Laurie Bruns, UNHCR Regional HIV/AIDS Coordinator in Southern Africa: This brings up other
protection-related issues that are of concern, for instance, community level stigma and
discrimination. Often, this can create within communities a real stumbling block to any programmes
you want to put in place. In Darfur, if a woman is raped and becomes pregnant, she will be jailed
for having a child out of wedlock. Community level and cultural barriers are tough to tackle, but we
do need to address them. We need to be able to ensure confidentiality, because if we can’t do that,
nobody is going to come forward.
We also need to talk about issues of mandatory HIV/AIDS testing, and refoulement of refugees who
are HIV+.
Ciza Nakamina: Regarding a multi-sectoral approach, we should have more partners come aboard
this issue and there should be a forum where different funders can come together to streamline
funding options. This would allow us to prioritize projects … the population is not stable, and this
is something that needs to be addressed.
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TOPIC 3:

FUNDING FOR HIV/AIDS
PROGRAMMES IN CONFLICT AND
POST-CONFLICT SITUATIONS
MODERATOR: CATHERINE BRAGG, CIDA
MASSIMO ZUCCA, UNICEF
FRODE DAVANGER, WORLD BANK
YOUSSOUF MOHAMED, AFRICAN DEVELOPMENT BANK
MUKESH KAPILA, IFRC

MASSIMO ZUCCA, United Nations Children’s Fund (UNICEF)
HIV/AIDS Programmes in Emergency Funding Mechanisms
HIV Prevalence is not an Indicator of a Programming Response •
Global Reach of HIV/AIDS
[PowerPoint presentations, Topic 3, slides 1-16]
Massimo Zucca, from the United Nations Children’s Fund, brought the very practical issue of
funding HIV/AIDS programming within the broader context of humanitarian aid. In discussing the
issues of both humanitarian aid and HIV programme funding, Zucca first reviewed global incidences
of conflict – often an indicator of funding needs.
In 2005, 21 countries were engaged in armed conflict, and another 26 were facing destabilizing
political tensions and high-risk disputes. In comparison, there were almost as many countries facing
humanitarian crises, as were facing armed conflict in that same year.
Zucca then linked conflict, humanitarian aid and HIV/AIDS, and demonstrated the impact that
these events have on the lives of affected children. To this end, he told the group that in countries in
conflict or facing humanitarian crises in 2005:
•
•
•

8 – 10% of the population were people living with HIV/AIDS (PLWHAs),
10 – 14% of the population were HIV+ children, and
11 – 15% were children who had been orphaned due to AIDS.

When planning funding for international aid – both aid targeted towards conflicts and towards
humanitarian crises – Zucca outlined a number of main points.
1. Funding of humanitarian appeals is stable through time.
2. An increase was observed in HIV/AIDS programming requests and funds received.
3. HIV/AIDS programmes are still under funded when compared to overall humanitarian
appeals’ funding.
4. HIV prevalence is not a predictor for funding of HIV/AIDS programmes in emergency
funding mechanisms.
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5. “Usual suspects” (that is, countries with high prevalence of HIV) received a relatively lower
funding coverage.
The funding of humanitarian appeals for aid have remained stable over time. In 2002, 66.8% of
funds requested within humanitarian appeals were covered, and levels of funding in 2005 are at
66.9%.
Conversely, in the same period, HIV/AIDS related programme requests within humanitarian appeals
have increased significantly, unlike, their funding level. According to Zucca, in 2002 only 8.7% of
HIV/AIDS programming requests were funded; this percentage essentially doubled, rising to 18.3%
in 2004 and to 19% in 2005. Still, when compared to
funds being requested and granted for humanitarian aid,
Zucca clarified, this means that specific HIV/AIDS
Why are HIV/AIDS funding requests being
programmes are under-funded when compared to more
granted for those countries with lower
general humanitarian appeals.
prevalence on a greater ratio than for those
countries which have higher prevalence rates?
The national prevalence of the disease is often taken as an
indicator of the level of effort that will be necessary in
MASSIMO ZUCCA, UNICEF
emergency. The financial response to HIV/AIDS
programmes within humanitarian appeals would be
expected to be higher in countries where HIV prevalence is high, and therefore the problem
represented by HIV is more “obvious”. Zucca outlined that:
•
•
•

In 2005, the greatest amount of humanitarian funding requests were from mid HIVprevalence countries;
The proportion HIV/AIDS specific projects that received any funding was greater in lowprevalence countries than in middle and high prevalence countries; and
The proportion of HIV/AIDS funds received out of those requested was greater in low
prevalence countries.

In order to illustrate this trend, Zucca indicated that in countries with HIV prevalence lower than
1%, the HIV/AIDS components of humanitarian appeals were funded up to 37%, whereas in
countries with an HIV prevalence of more than 5%, humanitarian appeals were only funded up to
8% (after excluding an “outlier” given by a WFP project in Malawi’s appeal) Zucca demonstrated.
Zucca concluded his presentation by reminding us that AIDS is getting on the humanitarian agenda.
In 2002, proposals were focused on the “usual suspects”, but in 2005, there was greater diversity in
regions that were covered by AIDS programming. While more effort is needed to integrate
HIV/AIDS into programmatic responses and humanitarian frameworks, he argued that this can be
done though open channels of dialogue with donors.

FRODE DAVANGER, World Bank
World Bank Africa: HIV/AIDS Programme, Conflict and Displacement
Multi-Country AIDS Programme (MAP) • Development Cooperation and Conflict
• The Great Lakes Initiative on AIDS (GLIA) Support Project
[PowerPoint presentations, Topic 3, slides 17-35]
Frode Davanger provided the audience with a sketch of the World Bank’s (WB) multi-sectoral
response to HIV/AIDS programming within a conflict context, how the WB is able to involve
communities in programming, and their strategic targeting of gender-based violence. WB currently
has 3 main projects that address HIV/AIDS and conflict being implemented in Africa.
HIV/AIDS, Conflict and Displacement-Conference Report
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WB now recognizes the link between AIDS and
conflict; previously attention was given after
conflict, not during. This shift took place during
the Balkans conflict
Frode Davanger, WB

Davanger began the presentation by discussing the Bank’s
support to HIV/AIDS affected Africa, through their MultiCountry AIDS Programme (MAP). MAP is a far-reaching
programme through which $1.12 billion has already been
committed and targeted towards 29 countries and 4 subregions in Africa.

The MAP project has been able to lay the groundwork for
national action on HIV/AIDS, has been able to
successfully promote the ‘Three Ones,’ has had positive results regarding the substantial quality of
their resources, as well as being able to adapt and streamline their assets. Davanger also pointed out
that WB and the MAP have had success engaging civil society, in stimulating multi-sectoral
involvement and have had success with iterative programming.
Despite its success, Davanger outlined several areas where WB is looking to strengthen MAP:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Accelerate project implementation (variable)
Strengthen and clarify the National AIDS Commissions’ (NAC) role
Deepen political commitment/leadership
Strengthen public sector response
Better sector programmes; greater Ministry Of Health engagement
Simplify civil society procedures
Use full scope of MAP flexibility
Substantially strengthen Monitoring & Evaluation
Better accountability and governance to make the money work
More strategic national frameworks
Design the programme to respond to specific country epidemic
Link financial disbursements to performance and results
Scaling up good practices
Expand civil society involvement
Balance prevention and treatment components
More explicit gender dimension
Targeted approach to vulnerable or neglected groups and high risk groups
Improve health sector support
Integrate services with RH and TB programmes

WB is also committed to supporting areas facing conflict – such as WB’s Support in Conflict
Affected Areas programme. Through this programme, WB has been able to assist countries suffering
from violence and conflict by restoring asset and production levels that disrupt economies (as
opposed to many aid organizations, which target relief or consumption). Additionally, WB
recognizes the link between AIDS and conflict; they now target aid for HIV/AIDS programming
during (not after) conflict. This type of innovative programming was used in Bosnia-Herzegovina,
thereby laying the groundwork for what has become current operational policy on conflict and
development.
WB leads a wide range of activities in war-torn countries, including:
•
•
•
•
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Institutional support in economic management
Demobilization and reintegration of ex-combatants (Sierra Leone, Angola, Dem. Rep. of
Congo)
Community-based social and economic reintegration of displaced persons (Angola, Burundi,
Georgia, Colombia)
Community driven development, building capacities and social capital (Timor Leste,
Indonesia, Angola, Northern Uganda)
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• Infrastructure (Liberia)
• Basic service support, e.g. education, health (Iraq)
• Mine Action (Croatia, Bosnia, Sri Lanka)
Most recently, Davanger told the group, WB has partnered with Burundi, DRC, Rwanda, Tanzania,
Uganda, UNAIDS and UNHCR in support of the Great Lakes Initiative on AIDS (GLIA) Support
Project, which was launched this past summer (2006), and focuses on refugees, IDP, returnees,
networks for transport workers, and PLWA.
This project supports 4 main objectives, namely 1) HIV/AIDS support – prevention and care - to
refugees, IDPs and returnees; 2) Support to HIV/AIDS related networks; 3) Support to regional
health-sector collaborations; and 4) Strengthening Project management via capacity strengthening,
monitoring and evaluation, and reporting.

MOHAMED YOUSSOUF, African Development Bank
HIV/AIDS: A major development concern for the African Development Bank
Mainstreaming HIV/AIDS programming • Displaced Populations • A Way Forward
[PowerPoint presentations, Topic 3, slides 36-58]
Mohamed Youssouf provided a presentation that highlighted African Development Bank (ADB)
strategies and experiences in developing and implementing HIV/AIDS programmes in Africa. This
type of HIV/AIDS programming supports the ADB’s mandate of poverty reduction, as the two are
closely linked.
In 2001, ADB approved “HIV/AIDS Strategy Paper for Bank Group Operations”, which focuses on
assisting countries to develop and implement multi-sectoral approaches to HIV/AIDS programming,
and supporting programmes currently implemented by countries.
ABD’s guiding principles assist the Bank in outlining and focusing on key priority areas, such as:
•
•
•

The promotion of political commitments at all levels;
Supporting sectoral responses in reducing vulnerability and risk; and
Strengthening coordination and synergy of HIV/AIDS prevention and control programmes.

Youssouf told the group that ADB meets its priorities by channelling energies into advocacy and
policy dialogue; by mainstreaming of HIV/AIDS in ADB operations; and
by undertaking partnership development. He stressed the importance of
HIV/AIDS falls within [the African
mainstreaming HIV/AIDS into the most basic programming aspects –
Development Bank’s] mandate, as it
such as the project proposals – through to project reviews and
is linked to poverty reduction
documentation (such as analyses and Country Strategy Papers) and also in
MOHAMED YOUSSOUF, AFRICAN
impact assessments of local areas and populations.
DEVELOPMENT BANK
Youssouf further explained to participants that ADB has more than 60
projects with HIV/AIDS components, each of which strives towards
reaching MDG #6: “halt by 2015, and begin to reverse the spread of
HIV/AIDS” by preventing the spread of new infections of HIV/AIDS/STIs among refugees, IDPs,
and their host communities. To do this, each project seeks to strengthen HIV/AIDS/STI
prevention, control and treatment; promote multi-sectoral and sub-regional coordination and to
build the capacities of communities, leadership and partnership.

Youssouf outlined 3 examples of ABD funded programming:
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•
•
•

Support to sub-regional HIV/AIDS programming for refugees, IDPs and host communities
in the Mano River Union Basin countries and Côte D’Ivoire
Support HIV/AIDS initiatives of countries along Rivers Congo, Ubangi and Shari
Support to Lake Chad Basin Initiative to reduce vulnerability to and risks of
STIs/HIV/AIDS, which includes Niger, Chad and Cameroon

Youssouf summed up the experiences gained from those projects, namely the necessity for strong
partnerships among donors, government and community; the need for regional integration; the
importance of harmonizing efforts between donors, government and NGOs to avoid duplication of
activities; and the importance of having the commitment of governments in the region to endorse
cross-border initiatives.
Youssouf closed his presentation by indicating future direction of ADB programming, noting that
the Bank was looking to accelerate research to end the epidemic; to expand and sustain human
resources to scale up prevention and treatment; to intensify involvement in affected communities; to
build new leadership to advance the response; and to scale up the lessons learned coming out of the
field.

MUKESH KAPILA, International Federation of the Red Cross
Scaling up HIV/AIDS Services for Populations of Humanitarian Concern
AN UNITED NATIONS SYSTEM-WIDE PROGRAMME
Mainstreaming HIV/AIDS programming • Displaced Populations • A Way Forward
[PowerPoint presentations, Topic 3, slides 59-71]
Mukesh Kapila began his presentation by discussing the importance of helping populations of
concern as two-thirds of the global burden of HIV occurs in countries affected by emergencies.
These are countries that face an ongoing threat of conflict or crisis, in addition to countries facing an
active, violent conflict. Our assistance, Kapila stated, must go principally to refugees and IDPs, but
we must also consider and assist other affected groups, such as those whose livelihood has been
disrupted due to high HIV prevalence – which could further exacerbate crises.
HIV/AIDS programming can meet a range of needs, including easing the effects of displacement of
peoples with differing levels of HIV prevalence; strengthening humanitarian, human rights and
protection to reduce the burden among the most neglected groups facing
increased vulnerability in emergencies; allows us to modify and adapt
The HIV/AIDS framework allows us
programming; and importantly, provides us the opportunity for social
transformation.
to open the door to address social
and development issues such as
Kapila suggested re-orienting our thinking to consider the opportunity to
sexual based violence.
work in these areas as opportunities for change, and that we can look at
these aspects through a more positive lens. Within this structure the
MUKESH KAPILA, IFRC
critical features would be to expand access to treatment, to care, to
prevention and -- importantly – to expand coverage.
To do this, Kapila maintained that we should include HIV/AIDS needs of humanitarian populations
into existing frameworks; humanitarian populations should be provided with basic services packages
in accord with the IASC Guidelines; and underlying sexual and gender-based vulnerability factors
(including sexual violence) need to be clearly addressed.
Aside from his work with the Red Cross, Kapila also represents UNAIDS, a multi-agency

30

HIV/AIDS, Conflict and Displacement-Conference Report

organization committed trying to contribute to bettering the global
situation by following principles of best practices outlined by the UN
development system, following the “Three Ones” approach to
HIV/AIDS prevention and treatment, working towards a more
predictable and accountable UN system so as to better meet the
needs of people living with or affected by HIV/AIDS, and to
MUKESH KAPILA, IFRC
encourage a good humanitarian donorship initiative. What this
means, he told us, is that donor initiatives will be more harmonized
– reducing duplicated or conflicting programming initiatives – and will better coordinate efforts
made by the various bodies.

Donors don’t always
throw the most amount
of money where the
greatest problem is.

UNAIDS seeks to promote key strategies in 3 key areas:

Planning

Expanding Services

Gender Based Violence

•

•

•

•

•

Development of planning
and financial mechanisms
Mainstream HIV/AIDS
into thematic planning and
funding mechanisms
Harmonization of
humanitarian planning and
financing mechanisms

•

•

IASC Guidelines and
implementing best
practices
Address marginalization
through information and
media
Address strategic data and
information gaps

•

•
•

Build capacity on
HIV/AIDS interventions
in emergencies
Tracking and assessing
sexual and gender based
violence and exploitation
Expanding SDBV service
delivery
Reduction of vulnerability

Typically donors are resistant to become involved in HIV/AIDS programming in conflict situations:
donors question why this group and not another? AIDS prevention or treatment is not important
during emergencies when there are other life-saving things to do. Donors often maintain that we’re
already doing this type of programming within another context. Yet, despite these challenges, Kapila
argues that positive results have been achieved: in the 13 countries in conflict that UNAIDS is
working in, baseline testing has been established and minimum indicators have been set. With ongoing focus and a maintained dedicated focus, real change can be made.

The opportunity to work in these areas
[displaced persons, HIV/AIDS programming,
humanitarian aid, etc] are crucibles for
change; we need to look at this positive
aspect.
MUKESH KAPILA, IFRC
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TOPIC 3:

QUESTION AND ANSWER

ED MILLS, CENTRE OF INTERNATIONAL HEALTH AND HUMAN RIGHTS STUDIES:
Regarding accountability, the Global Fund had to pull funding from Burma. There are
a number of instances suggesting that funding is being use by governments/regimes to
support states sponsored violence. What kind of mechanisms are in place to ensure
that funding doesn’t get into the hands of such regimes?
Davanger declined to respond to the question.

PARTICIPANT:
We speak about prevention and treatment, but where has the care giving issue gone?
This usually falls on women to care of the ill. We talk about the resilient family and
women, but how many post-conflict societies have we walked through and talked
about re-employment and other economic programmes? In terms of reconstruction,
when we look at works programmes we look at creating human capital, but is there a
single discussion around public works programmes that doesn’t consider care as lowskilled work? This has to do with funding. I know it’s difficult for sectors to
cooperate, but how possible is it? I would be interested in hearing from WB and other
perspectives.

FRODE:
I will try to answer this by looking at community initiative programming. Communities come
up with their own initiatives, and in many areas there are programmes that provide orphan care,
etc. There are examples here where such initiatives can be scaled up. There is some flexibility,
and the potential to have larger programmes.

KAPILA:
This is a really important issue. It might be helpful to see care as a welfare issue, or as an
investment issue. If it is seen as a welfare issue, funding well remain on an ad-hoc basis, but if it
is looked at as an investment issue, then we can get sustainable funding because it will be seen as
a public good that supports economic development.

YOUSSOUF:
As a funder we also have to keep in mind the goals of government. We can’t fund something
that isn’t a government priority or government supported.

OPEC FUND FOR INTERNATIONAL DEVELOPMENT:
We have a small window for grant operations, and in 2001, we established a small
programme to combat HIV/AIDS. We now work with UNAIDS affiliated organizations;
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we stared with WHO and now with UNICEF. We have the biggest programme with
UNAIDS. In the target area, assistance is directed to prevention care and treatment.
The issue of priorities of donor agencies like us is that each organization sets its own
priorities and objectives. We leave assessing priorities to specialist organizations;
unless we are given the correct picture, we can not identify priority areas. When we
get proposals for a sub-region, we need to know exactly what is going to be done.
Giving us general information – on gender for example – we have to ask ourselves,
what exactly does this mean? Donor agencies are not just cashiers; we have to know
all of these details, as they are important.

ZUCCA:
I would like to respond to your comment with a question: would an instrument for
programmatic initiatives vis-à-vis HIV/AIDS in emergencies be useful for a donor to monitor
the breadth of the situation? In that case, the IASC Guidelines for HIV/AIDS Interventions in
Emergency Settings and their multi-sectoral framework could be useful for donors.

OPEC:
Of course this would a useful benchmarking tool. We have some ideas as to what countries we
would like to go to, but this would go together with the information to help decide where to
direct resources. We should also consider fair distribution geographically – Africa, South Asia,
Central America. Real priorities, latest priorities, we need to have this information.

MBOW
If we were able to link money to performance and results, as indicated by the mechanism and
resulting data, then we will of course steer donors to low prevalence countries, since then they
will look like better performers.

ZUCCA:
Countries that asked for smaller amounts of money for HIV/AIDS programmes tended to
receive bigger proportions of funding. This kind of data may suggest that countries might be
expected to be better able to absorb resources and they could be funded to a greater degree.
Otherwise, it could be that such HIV/AIDS related requests are small amounts in absolute
terms, compared to 10s of millions of dollars within the overall humanitarian appeals, and this
might make it easier for the donors to chip in the money for HIV/AIDS as well.

DAVANGER:
When we say ‘performance results’, I didn’t mean that lower HIV prevalence is an indicator of
results. I think there needs to be some results and good measurements. In some countries, we
are seeing that vulnerable groups, marginalized groups are not receiving enough attention.

KAPILA:
We need to see patterns of financial flows in order to determine the whole picture. Donors are
saying that some high prevalence countries don’t receive humanitarian funding for AIDS,
because they might be receiving the greatest amounts of funding from the AIDS funding
stream. Unless we can see both streams, then we can’t analyze Massimo (Zucca)’s data entirely.
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ELIZABETH, MANAGER FOR A MULTI-COUNTRY AIDS PROGRAMME, UNDER THE WB:
Let’s talk about corruption. Many of you have been following Paul Wolfowitz, the new
president of WB and he is demanding accountability. Some of the things that the WB
is trying to do with respect to accountability, we track via the CPIA index, which
shows policy frameworks that are not supportive of government. Another area is to
demand accountability through civil society. In some countries we are seeing an
increase in demands from civil society that the government be more responsive and
act. In Uganda, we did a study and only 13 cents from each dollar received actually
benefited the intended beneficiary (education sector). Media can also help up track
corruption issues. In conflict situations, this is especially a concern.

KUMAR:
Children have been hugely affected by corruption. Does WB have disaggregated information on
spending? Are there funding targets?

DAVANGER:
WB works with government to develop strategies on spending. In Burundi there is a larger
component on orphans. There isn’t a spending target, but it is extremely important to include
them.

OXFAM:
WB provides funding for HIV/AIDS in Zimbabwe. This is one of the few countries that
is showing decreasing rates of prevalence. In 2000, it was 30%, and now in 2005, it is
closer to 20%. They have only received $10 million from the Global Fund. They have
done this with very little money and now they are experiencing a food crisis. Why are
they not receiving more money?

ZUCCA:
UNICEF is not a donor. My reply is mainly on your statement regarding Zimbabwe’s
advancement. You are using decreasing prevalence as a marker of success. But how much of that
has been due to deaths, as opposed to other gains made?

DAVANGER:
We don’t have a specific programme in Sudan; but there are programmes in all of sub-Saharan
Africa through the MAPs programme.

OXFAM:
We know that user fees create huge problems. Can any of the panellists tell us how
post-conflict countries can have free health care? Can this be made a condition of
funding?

KAPILA:
This is not a question of user charges, but about who pays the bill. Certainly, with populations
in crisis, it is immoral for them to be charged fees.
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PAUL SPIEGEL:
Many of the people we are dealing with, the governments don’t wish to support. They
don’t want to take money from their own citizens. How do funders deal with that?

YOUSSOUF:
The way out of that for the African Development Bank is to take a sub-regional approach. They
come up with an initiative, and rather than donating to one country, funds go to institutions
and it is purely a grant thing.

BRAGG:
I am going to take a cop-out because I have a humanitarian budget and it is never directed to
government (i.e. bilateral funding)
Massimo, you asked the question as to why funding does better in less expected sectors. We
don’t deal with funding through a sector-approach; we look at it from a crisis-approach to
decide where we are going to fund and then we finally go into detail on which sectors need to
be funded during a particular crisis.
There are instances where funding is not determined on greatest need. Tsunami victims were
funded at $7000 per person, as opposed to Bangladesh which was $3 per person. How do we
get more predictability for funding in this area as well as funding for humanitarian crisis in
general?
A few things were informative for me this morning, like realizing that there isn’t much good
data for evidence-based decision making. We need to know where the needs are. This is far from
the case at the moment. We need better information and donors will find it easier to establish
priorities for funding. This is not an excuse: we need to do this together. The second thing that
was mentioned this morning was the cluster-approach. For some that don’t live and breath
humanitarian work, this might be new. I feel it is one of the best ideas to have come along in a
long time. Working through a protection cluster and a health cluster, and with a needs
assessment within each, will go along way to helping donors ensure that money flows to where
the needs are.

DAVANGER:
Some countries target IDP and refugee work more than others, such as Sierra Leone working
with refugees in Liberia. We are in dialogue with some countries in the Horn of Africa, which is
the larger approach to reaching vulnerable groups if their needs haven’t been addressed already.

IOM:
This issue goes beyond refugees and IDPs. Some are mobilized by conflict, some
become slum dwellers, some cross borders without status and are not recognized as
refugees. I don’t see this concept being addressed. Is it the WB’s intent to address
these broader migration issues?

DAVANGER:
In the Horn of Africa, it goes beyond IDPs and regular migration, and is therefore an extremely
difficult question. We don’t have the answer yet, but it is being discussed. GLIA Secretariat is
looking into these issues. The countries are working together on other development areas, and
are talking about the issues that you raise. Unless you address the regional dimension, you can
jeopardize any national efforts. We are looking at Ethiopia’s experience of monitoring and
evaluation.
HIV/AIDS, Conflict and Displacement-Conference Report
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DAVID TU, MSF:
I want to take issue with the idea that HIV is not a great concern in areas of conflict.
750,000 people are in need of treatment. Dr. Spiegel is looking at transmission, not
prevalence. So are we saying that the many vulnerable people already living with HIV
do not need funding or support because they are not contracting HIV because of
conflict or migration?

BRAGG:
We don’t really know the relationship with respect to HIV/AIDS. Donors find it easier to fund
rapid emergencies; it is the difference between protracted emergencies and quick on-set
conflicts.

36

HIV/AIDS, Conflict and Displacement-Conference Report

TOPIC 4:
CONSTRAINTS AND OPPORTUNITIES
TO PROVIDE ART FOR DISPLACED
POPULATIONS AND IN CONFLICT /
POST-CONFLICT SITUATIONS
MODERATOR: CHARLIE GILKS, WORLD HEALTH ORGANIZATION (WHO)
GEBREWOLD PETROS, UNHCR
DAVID TU, MSF
EVAN LYON, PARTNERS IN HEALTH
ELIZABETH MADRAA, NATIONAL AIDS CONTROL PROJECT (NACP), UGANDA
LAWRENCE OJOM, ST. JOSEPH HOSPITAL/AVSI, UGANDA
Moderator Charlie Gilks opened the afternoon session, by welcoming participants and panellists.

GEBREWOLD PETROS, UNHCR
Antiretroviral Therapy for Displaced and Conflict-Affected Populations
ART as a Human Right • Opportunities and Constraints • National Strategic
HIV/AIDS Plans
[PowerPoint presentations, Topic 4, slides 1-11]
Gebrewold Petros, the UNHCR Liaison Officer to UNAIDS, spoke to the conference participants
about the global need for Antiretroviral Therapy (ART) for populations in displacement and conflict
settings. He explained to the audience that globally only 20% of those who need ART are receiving
it. This being the case, the majority of the 80% of unmet needs for ART is in developing countries.
Refugees compose only 0.2 – 0.3% of that need.
Petros made the link that as ART is now considered to be as lifesaving and essential medicine,
populations affected by conflicts, refugees and other displaced populations living with HIV/AIDS
should be provided ART as part of their broader human rights. Many host countries – those who
provide asylum to refugees – should see the
advantages of providing ART to these
KEY ART INTERVENTIONS
populations when available to the
1. Post exposure prophylaxis
surrounding host population, both in terms
2. Prevention of mother-to-child transmission
of cost and mitigating the progression of the
3. Therapeutic long term ART
disease; the consequences of exclusion are
both costly and detrimental.
Petros outlined some of the key strengths and opportunities associated with ART delivery to persons
affected by conflict. He stressed that “evidence and possibilities for ART access do exist in conflict
and post-conflict settings.” In support of this theory, he reminded the participants of a point made
earlier in the day – refugees often remain in refugee camps for prolonged periods of time in stable
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conditions. It is not logical and has a negative public health impact he argued, to exclude refugees
in those circumstances from ART treatment.
Other opportunities Petros highlighted, include the momentum that has been gained in scaling up
ART; the ongoing discussions at UNGASS (United Nations General Assembly Special Session), the
experience from the 3 by 5 initiative – which proposed to treat 3 million people living with
HIV/AIDS by 2005 – and the Political Declaration of UN High Level Meeting on HIV/AIDS in
June 2006, that called for scaling up towards universal access on HIV prevention, treatment, care
and support. In addition, regional initiatives and the creation of an enabling environment will prove
to be crucial. Most importantly, now there is a wide body of experience among organizations like
MSF, UNICEF, UNHCR, and others on the ground.
We are faced by certain limiting factors, with conflict itself being at the top of that list. Conflict
impedes logistics and distributions of goods, which can then further exacerbate conflict. Other key
constraints include incorrect assumptions – misconceptions that refugees always have higher HIV
prevalence rates, or from physicians who say that refugees do not have a right to treatment or are
hesitant to initiate refugees on ART because of their uncertainty of refugee access to/rights to health
care. As stated in 2005 UNAIDS Global report, of the 18 countries surveyed, about half reported
that they have restrictive policies in place that negatively impact treatment, or worse, that specifically
deny refugees access to ART. Such policies further exacerbate the social exclusion of refugees.
Other areas of constraint are insufficient resources, capacity and logistics; restrictive policies;
insufficient political will; concentration of treatment facilities/ sites in urban areas; and
discrimination and exclusion.

ART are now considered
lifesaving and part of broader
human rights.
GEBREWOLD PETROS, UNHCR

Clear direction to national HIVAIDS programming, in the form of a
straight-forward and comprehensive National HIV Strategic Plan (NSP) in
asylum countries in Africa could alleviate many of the concerns or
ambiguities felt at the field level. However, NSPs do not always reference
refugees (35% of countries in Africa did not mention refugee populations in
their NSP in 2004), and of those that do mention refugee populations, more
than half do not actually specify activities for refugees.

In order to ensure the most efficient and effective treatment delivery to all populations – both host
and refugee – UNHCR works within certain key delivery principles. Those principles are:
•
•
•
•

Inclusive and integrated programmes;
Adherence to policies and protocols ;
Minimum package of services;
Continuity and sustainability.

So as to realize the principles that UNHCR has set out, and to work towards meeting the unmet
need for ART, Petros outlined a number of recommendations. First we need to design optimal
strategies. This would then allow us to more fully take advantage of our strengths and opportunities,
while limiting constraints. Furthermore, this process would be helped if we were able to remove all
barriers – this would require both legal and policy reforms. Additionally, he pointed out the need to
increase resources, which would allow practitioners in the field to more fully develop and augment
technical capacities. Another area that Petros pointed to was the need for inclusive policies,
strategies, proposals, funding mechanisms and initiatives.
Further recommendations included the need to expand sub-regional initiatives; develop, update,
standardize and simplify guidelines (such as IASC) and programmes; dissemination and
implementation of experiences; advocacy; and employing strict monitoring and evaluation
methodologies.
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In closing, Petros reiterated key considerations when considering
It is not logical and has
HIV/AIDS within a refugee context: first, this is a global endeavour – not
detrimental public health impact
only the responsibility of the host country, but also a responsibility of
to exclude refugees in stable and
donors, activists and people living with HIV/AIDS. Second, he pointed out
that we must provide treatment equally to host populations and to refugees
long term situations from ART.
alike – there is no point in establishing parallel systems or in providing
GEBREWOLD PETROS, UNHCR
ART to refugees when it is not available for the surrounding populations.
Other considerations should include scaling up technical support;
providing proper tools and collecting good evidence; the need for available treatment in areas of
return; and the provision of care and treatment – a core priority outlined in the IASC guidelines.
However, the most important consideration is the ongoing inclusion of ART in upcoming
discussions and meetings.

DAVID TU, MSF
MSF & ART in Conflict and Post-Conflict Settings
Insecurity and instability • Clinical Outcomes • Adaptation and Flexibility
[PowerPoint presentations, Topic 4, slides 12-25]
David Tu, HIV consultant to Médecin Sans Frontière (MSF), presented a more medically focused
review of HIV/AIDS and ART within conflict situations.
Currently, MSF is working to provide care to more than 100,000 people living with AIDS, of whom
57,000 receive ART. ART programmes are being implemented in 30 countries, where 65 projects are
specifically tackling HIV and AIDS. There are 7 MSF projects being implemented in 3 countries in
conflict; as a result of those projects, 467 people are on ART. Another 7 projects are being
implemented in 6 post-conflict countries, where 2317 people are receiving ART.
The obstacles to providing ART in conflict and post-conflict settings, though, are wide-spread; Tu
divided the challenges into three distinct areas: 1) obstacles due to medical programming (or lack
thereof ); 2) obstacles due to population; and 3) obstacles caused by conflict.
While each of these three areas provides multi-faceted challenges, the most complex is medical
programming wherein both health infrastructure and human resources (both in terms of persons and
in terms of skills) are limited or totally absent. In addition, Tu emphasized the lack of financial
resources available to health service providers; worsening the situation is the limited political
leadership and/or political will to competently coordinate services and service providers.
Specific to challenges to conflict settings are population-related issues, specifically migration. Persons
living under the shadow of conflict are most often impoverished, which Tu connects to limited HIV
awareness or understanding. Conflict situations themselves lead to a further set of conflict-specific
obstacles, including lack of security which can interrupt programme continuity, and unstable
populations– either those leaving conflict settings or those seeking to repatriate after conflict has
subsided – both leading to interruptions in treatment.
Despite all of the challenges, Tu provided the audience with a clear set of advantages to ART in
conflict settings. The most significant advantage of ART treatment is the obvious reduction of HIV
related illnesses and death. However, the delivery of ART also works to improve morale of health
care providers and PLWHA and to transform social stigma associated with HIV/AIDS into a more
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supportive and caring environment. The provision of ART services also allows health care
infrastructure to begin to re-build, which in turn can allow for more rapid response and scale-up
post-conflict.
In order to better provide treatment, MSF supports 7 Core Principles for providing ART:
1. Comprehensive HIV Care Model
2. Simplified treatment regimens (e.g. Fixed Dose Combinations or FDCs) and protocols
3. Decentralizing care and delegating greater responsibility to clinical officers, nurses, and
community health workers
4. Emphasis on patient centred treatment literacy and adherence support
5. Community involvement and mobilisation
6. Free access to treatment
7. Preparing for disruption/instability
Tu then highlighted some of the major successes of two MSF ART programmes in the DRC - East
Bukavu and Kinshasa. Together the two project sites support almost 2300 patients. At both sites,
patient survival rate is over 80% (almost 90% in Bukavu). Despite destabilizing events – conflict,
mobilization or migration – MSF has found that there is a very small drop-out rate (4.7% in Bukavu
and 1.9% in Kinshasa); even when stability is interrupted because of
conflict – such as the most recent event in Bukavu - most patients manage
4.7% and 1.9% drop out rates
to continue their treatment. In fact during that period of acute instability,
only 5 (of the 66 patients at the time) experienced a significant
[from the ART programmes]
interruption of their ART. Those 5 eventually returned to treatment.
might be shocking to some of you.

You would assume that, due to
conflict and the instability of
mobilization and migration,
that numbers would be much
higher …

The key to a successful ART programme is to have a contingency plan for
disruption, including providing adequate education to patients so that they
understand the risks and consequences of treatment interruption; to
outline human resources capacities, so that a competent skeleton staff can
be selected, who will keep things running during times of conflict; to
establish communication networks to be able to contact patients; to
DAVID TU, MSF
prepare emergency drug stocks that provide patients with enough
medication to get them through to either the next medical facility or to
their next treatment; to secure drug storage to prevent potential looting;
decentralize care facilities; and to prepare treatment information cards for patients.
In summary Tu restated some of the most salient points of the MSF experience:
•
•
•

•
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The risks of insecurity and population instability do offer additional challenges in providing
ART in conflict/post-conflict settings;
MSF ART clinical outcomes in conflict and post-conflict settings, though limited in scale,
compare favourably to those found in non-conflict settings;
The MSF experience has shown that with adaptation (and the resources of an international
non-governmental organization) comprehensive HIV care can be effectively administered in
both post conflict and conflict settings;
An essential ingredient for successful provision of ART in conflict settings is preparation for
disruption
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EVAN LYON, Partners in Health (PIH)
Providing Health Care in an Undeclared War: HIV and Primary Health Care in
Haiti
Hospital closings • Stability Amidst Chaos • The 4 Pillars
[PowerPoint presentations, Topic 4, slides 26-62]
Partners in Health is a community based health care NGO that has worked in Haiti for the past 25
years; because they have been working in an undeclared “war zone,” PIH has amassed a range of
unique and challenging experiences to share with the group. Evan Lyon, a medical doctor with PIH,
specializing in HIV and TB, began his presentation by first introducing the work that PIH has been
doing in Haiti.
PIH has 7 clinical sites where they treat more than 1900 patients a day. Lyon explained that these
facilities have helped to provide primary care throughout the Central Plateau. In addition to primary
care, the clinics provided over 2200 patients with Highly Active Antiretroviral Therapies (HAART)
and Directly Observed Therapy (DOT) treatments. In 2005 alone, the PIH provided HIV tests to
just under 40,000 people; and direct services to 8,564 HIV+ people. Nationally, Haiti has surpassed
its Global Fund goal for HIV testing, treatment, PMTCT and prevention efforts.
PIH works in four main areas, which they call “Pillars”; the 4 Pillars are:
1.
2.
3.
4.

HIV Prevention and Care: Integration into primary health care services.
Screening and treatment for tuberculosis.
Prenatal care and women’s health.
Screening and treatment for all STIs.

Lyon further explained that in providing these services, their clinics have
No security. Heavy conflict.
experienced major expansion. He provided an example of the town of
And yet, our organization was
Lascahobas near the Haiti-Dominican Republic boarder. The small local clinic
there saw approximately 20 patients a day, and found absolutely no cases of
able – not only to survive – but
HIV and only 9 cases of TB (when epidemiology suggested there should be
to expand!
180). Patients paid for services out of their own pockets. The clinic had little
EVAN LYON, PIH
access to drugs. After PIH and the 4 pillars were implemented, the clinic was
expanded and the pharmacy was stocked with over 30 essential and 100
common medications; human, financial and material resource capacities were
developed and expanded; a laboratory was operationalized, providing medical personal with the
resources to perform HIV testing, TB microscopy, RPR testing, manual haematology, radiology, and
several other basic services. As a result TB and HIV+ patients were properly identified and were
appropriately treated.
Lyon explained that by establishing a proven principle of health care during times of relative stability,
his organization has been able to continue functioning and practicing medicine during the all-tofrequent times of instability. Political instability in Haiti has been very damaging. At PIH clinics,
there were movements of personnel – even kidnapping – and supplies and vehicles were stolen. Lyon
explained that the situation was actually much worse than the outside world saw: the humanitarian
mission absolutely failed to provide security.
Following the 2004 coup, most hospitals closed; but Partners in Health is an oddity, said Lyon. It
has unusual stability, and has never shut its doors, nor had them shut. PIH does not have a team of
volunteers, but a paid Haitian staff, which gives employees as sense of pride, accountability and a
paid job during times when a little money can make all the difference for them. Lyon did not think
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that, during the coup, anyone missed their medical treatments. Significantly, Lyon reported that PIH
had nearly 100% compliance with treatment programmes because they were able to continue
offering services, regardless of the coup.
In order to continue this tradition, PIH seeks to strengthen the public sector, as well as train and
retain local medical staff. To do this, all clinics are joint public-private ventures that provide a
comprehensive residency training and professional development component. In order to encourage
medical staff to take rural placements, they are financially compensated for their transportation,
housing, internet and for tools of the trade. Additionally, all medical staff are encouraged to take
part in research, conferences, continued formal education, and teaching within the healthcare sector.
The successes of this project have been noted. The Clinton Foundation has asked that this Haitian
model be used in Rwanda, and clinicians have already traveled to Rwanda to lay the ground work.
Lyon notes, though, that the Partners in Health project in Haiti is backed by impressive political will
and financial support.

ELIZABETH MADRAA, NACP, Ministry of Health, Uganda
Constraints & Opportunities to Provide ART for Displaced Populations in
Conflict and Post-Conflict Situations
Indicators • Opportunities • Constraints
[PowerPoint presentations, Topic 4, slides 63-77]
Elizabeth Madraa explained that she would approach the main issues – HIV/AIDS and conflict –
from a broad national perspective, providing a country-specific example of the challenges to and
opportunities for ART provision. The Ugandan population is composed of 28 million people, of
which, more than half are under 15 years old. Uganda has high maternal and child morbidity rates,
a total life expectancy of 47 years and a GDP of $312 per year. A 20 year-long war – 25 years in the
Mid-north -- and 24 years of the AIDS epidemic are both partially responsible for this pronounced
poverty.
Other results of this prolonged war, Madraa explained, have been displaced peoples, the disruption
of social services, and the destruction of infrastructure.
HIV is among the 5 leading causes of morbidity and mortality in Uganda, and accounts for 12% of
deaths annually. The first case was documented in 1982; currently, there are approximately 900,000
people living with HIV/AIDS, with more than 100,000 more being infected each year. Of those,
approximately 150,000 to 200,000 are in need of ART treatments, 10% of whom are children.
Madraa told us that she expected that 47,220 people in North Uganda are HIV+. Since the on-set of
the pandemic, over 1 million Ugandans have died and 2 million children have been orphaned.
Madraa explained that in Uganda ART is provided within a comprehensive HIV/AIDS Care
package, and implemented within the National Health Care System. Counselling is available in 22%
of treatment sites in Northern Uganda, and PMTCT services are available in 14% of sites. ART has
been available since June 2006. Currently ART is provided to about 80,000 people, which accounts
for only about 40% of those who need it. In some regions – such as Mid-North -- as little as 10% of
the population who need antiretrovirals are able to access treatment.
Despite the incredible need for ART and other HIV related treatments and services, Madraa
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explained that there are serious constraints that limit its provision. Chief among those constraints is
a human resources gap – mostly as a result of understaffing; in addition, there are problems
associated with the logistics supply management chain and with poor monitoring and follow-up of
patients. All of these problems, she explained, are multiplied during periods of conflict.
Other constraints that Madraa pointed to included:
•
•
•
•
•
•
•
•

Displaced populations
Lack of access to existing infrastructure
Inaccessibility of health services
Difficulty in providing certain services (laboratory diagnostics, counselling, monitoring
patients, etc)
Presence of unexploded ordinance makes roads difficult to travel
On-going war affects adherence to ART
Unwillingness of humanitarian workers to work in conflict situation and IDP camps
Lack of or poor access to electricity, water, sanitation, and food

Yet, Madraa explained to the audience, the situation is not without hope: the conflict
We need to look at a
situation in Uganda has drawn the attention and support of local and international
holistic approach to
organizations – UN bodies, and international and local NGOs have all begun to
coordinate relief and rehabilitation efforts. IDP camps have been strengthened to
HIV (and) AIDS care
provide basic care and specialized HIV/AIDS services (such as ART and PMTCT), as
ELIZABETH MADRAA, NACP
well as TB and reproductive health services; they have provided support in collecting
and organizing accurate multi-level data and recruiting extra human resources; they
have assisted in instituting effective follow-up programmes, especially with HIV+ mothers and
newborn babies; new paediatric ART sites have been implemented; and personnel and communitybased-groups have received training on all aspects of HIV/AIDS. The result has been an incredible
improvement in infrastructure and equipment, and hopefully a durable solution.
Madraa highlighted the work that UNICEF contributes to in Uganda, citing special child-formula
ARTs that have been successful. In addition, she explained that ART patients meet with the
community to discuss such subjects as home-care and other issues of importance. These gatherings
help to reduce social stigma associated with HIV/AIDS.
In conclusion, Madraa told the conference participants, “there are many challenges in providing
ART in a conflict and post-conflict situation, [but] it is possible given the available opportunities.”

LAWRENCE OJOM, St. Joseph’s Hospital, Kitgum Uganda
Constraints & Opportunities to Provide ART for Displaced Populations in / PostConflict Situations
Lack of access • Civil War • Grassroots efforts
[PowerPoint presentations, Topic 4, slides 78-101]
Lawrence Ojom provided a focused medical perspective of the activities in Uganda. After briefly revisiting the overview of Uganda’s political and socio-economic situation, Ojom provided insight into
the government’s first reaction – almost 25 years ago -- to the AIDS pandemic: the government was
open about the disease, and provided political commitment and support to research for treatment
and a cure. A multi-sectoral approach was taken to HIV/AIDS prevention and control. Since 1992 –
HIV/AIDS, Conflict and Displacement-Conference Report

43

MODERATOR: CHARLIE GILKS, WORLD HEALTH ORGANIZATION (WHO)
GEBREWOLD PETROS, UNHCR
DAVID TU, MSF
EVAN LYON, PARTNERS IN HEALTH
ELIZABETH MADRAA, NATIONAL AIDS CONTROL PROJECT (NACP), UGANDA
LAWRENCE OJOM, ST. JOSEPH HOSPITAL/AVSI, UGANDA
Moderator Charlie Gilks opened the afternoon session, by welcoming participants and panellists.

GEBREWOLD PETROS, UNHCR
Antiretroviral Therapy for Displaced and Conflict-Affected Populations
ART as a Human Right • Opportunities and Constraints • National Strategic
HIV/AIDS Plans
[PowerPoint presentations, Topic 4, slides 1-11]
Gebrewold Petros, the UNHCR Liaison Officer to UNAIDS, spoke to the conference participants
about the global need for Antiretroviral Therapy (ART) for populations in displacement and conflict
settings. He explained to the audience that globally only 20% of those who need ART are receiving
it. This being the case, the majority of the 80% of unmet needs for ART is in developing countries.
Refugees compose only 0.2 – 0.3% of that need.
Petros made the link that as ART is now considered to be as lifesaving and essential medicine,
populations affected by conflicts, refugees and other displaced populations living with HIV/AIDS
should be provided ART as part of their broader human rights. Many host countries – those who
provide asylum to refugees – should see the advantages of providing ART to these populations when
available to the surrounding host population, both in terms of cost and mitigating the progression of
the disease; the consequences of exclusion are both costly and detrimental.
Petros outlined some of the key strengths and opportunities associated with ART delivery to persons
affected by conflict. He stressed that “evidence and possibilities for ART access do exist in conflict
and post-conflict settings.” In support of this theory, he reminded the participants of a point made
earlier in the day – refugees often remain in refugee camps for prolonged periods of time in stable
conditions. It is not logical and has a negative public health impact he argued, to exclude refugees
in those circumstances from ART treatment.
Other opportunities Petros highlighted, include the momentum that has been gained in scaling up
ART; the ongoing discussions at UNGASS (United Nations General Assembly Special Session), the
experience from the 3 by 5 initiative – which proposed to treat 3 million people living with
HIV/AIDS by 2005 – and the Political Declaration of UN High Level Meeting on HIV/AIDS in
June 2006, that called for scaling up towards universal access on HIV prevention, treatment, care
and support. In addition, regional initiatives and the creation of an enabling environment will prove
to be crucial. Most importantly, now there is a wide body of experience among organizations like
MSF, UNICEF, UNHCR, and others on the ground.
We are faced by certain limiting factors, with conflict itself being at the top of that list. Conflict
impedes logistics and distributions of goods, which can then further exacerbate conflict. Other key
constraints include incorrect assumptions – misconceptions that refugees always have higher HIV
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TOPIC 4:

QUESTION AND ANSWER

CHARLIE GILKS
Are there any examples of midwives and birth attendants trained in prevention of
mother-to-child transmission? And second, what sort of follow-up has been provided
to refugees who have returned to their country of origin?

ANNA MILLER, CPAR:
Is there a place for two levels of national policy for ART? One for normal situations
and another for conflict situations. In DRC, there are very few medical doctors, and
over 3000 rapes.

UNDERGRADUATE STUDENT:
Dr. Tu, could you please go through your recommendations?

OJOM:
Community based organizations (CBOs) are trained so that they can effectively refer patients
[to PMTCT services]. Right now, in camps that are far off, there is no effective supervision. But
they are deeply involved in all of these activities.

MADRAA:
They [midwives and birth attendants] were trained to have a clean delivery, but only 40% of
women in Uganda deliver in health facilities. Now we are moving from a single dose to a
multiple dose. Now it is more difficult to train and ensure that mothers of taking their doses.
We need to encourage mothers to declare their status so that they can get the needed treatment.
In terms of two policies, the gap affects the normal situation and the conflict situation. There is
a burden of the workload and this affects people both in time of conflict and not.

LYON:
Birth attendants are given supplies for clean birth, but are not given prophylaxis, but they can
make referrals. Use and proper oversight on community health workers … the infrastructure
that is built when community health workers are trained is great considering the lack of
infrastructure that these workers have to work around; for example, the lack of cell phone
coverage.

TU:
In terms of decentralization, you need mobile support and training for staff members that are
doing things beyond that which they were trained for.
With regards to recommendations, other than to just re-emphasize that there is a huge need- up
to 3.5 million people with HIV are living in conflict situations- ART is feasible in stable and in
conflict settings. It is possible and we have no choice but to go there.
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MSF:
It strikes me that only in the context of conflict do we think we can talk about the
problems that exist at all times, like the shortage of doctors. Access problems occur
in non-conflict settings as well. Remaining on treatment in your community should be
the baseline. Perhaps conflict settings are the way that we have to discuss access to
health care in rural settings.
We spent a great deal of time to run after the train, to catch up with prevalence, but
we didn’t talk about prevention; so that we don’t’ have to keep pouring in resources.
What are UNICEF and WHO doing to ensure proper nutrition for children?

PARTICIPANT:
PMTCT can be an access point for women who receive ART. How well are women
treated or followed up with after they have been identified as HIV+?

UNHCR:
There were some great MSF programmes. What are the MSF strategies for handover
and sustainability in terms of HR capacity? Handover is a difficult issue.
If there is a good model there, it would be interesting to learn how you get people in
earlier stages of HIV.

PARTICIPANT:
In terms of sustainability … if we say that there is a health worker coming into your home
everyday, how is this sustainable? And what of confidentiality … what will the neighbours say?
When I was in a refugee camp in 2003, I visited a doctor when it was time for me to start ART
treatment … but the doctor was far from where I was. The doctor told me to go to a nearby
hospital. I came from the camp to the hospital and asked about ART; they told me that followup might not be possible in my country once I become repatriated. I was in a situation where I
couldn’t receive follow-up in my county of origin. So since 2003, I haven’t started ART
treatment, and I have friends that are in the same situation.

SPIEGEL:
If there is an imminent repatriation, then there is no way for a refugee to access ART. UNHCR
advocates for regional initiatives because of this issue. Proper coordination has to exist between
country of origin and that of asylum. I don’t think there is a ready answer on this. If
repatriation is not going to take place within 6 months, then [it is feasible that] ART should
start. This can be explained in terms of human rights, and also to the stigma regarding refugees.
The stigma will follow them home as well, because they are sometimes perceived as bringing
HIV home – this might also impact their access to treatment, even once back in country of
origin.

TU:
Regarding handover: I think your comment that MSF is a ‘mobile population’ is warranted. We
recognize our limitations; we wouldn’t be able to provide the coverage that is needed, but we
want to become role models and agents for change. There is a responsible method for handover.
There is an abstract about handing over project in Guatemala. There are some positive
examples of handover in Thailand and Ukraine, so that basic standards of care are established
and this can translate into national best practices and push national coordination systems to take
action.
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As I said before, it is not clear in each circumstance what the handover strategy should be. In
Angola, with the prevalence so low, there was a clear willingness so that facilitated the early
handover.
Some other projects will be more challenging. We see need in many places throughout Africa.
Yes we do plan to hand over our projects, but we will do what is possible within our limitations
so as to do so responsibly.
You also have to look at origins of the programme. It started in 2000 as a prevention
programme. Sex trade workers, fishers, taxi drivers, and doing outreach work with them. It
evolved into a programme to prevent STIs; the evolution to provide treatment was organic. It
was from that infrastructure that the treatment centre evolved. There is some hypothesis in that
region about the generalization of the epidemic … there are more patients at an earlier stage of
infection. The main method of enrolment is through voluntary testing. Once we start working
with hospital structures, we will meet with people in more advanced stages
We have taken that on by providing a package of nutritional support, and prenatal care. For us
that includes milk supplements. Supply the milk and access to clean water. It is trivial
compared to life long treatment for HIV. The cost is not terrible. The question of ‘is the
mother in PMTCT’ is about standards of therapy. PMTCT means that the mother has a
relationship with a community health worker. All mothers get CD 4 testing. If they are
positive, they start treatment for long term therapy, if they are a fit: we hope that allows for
better health for both mother and child on long term

LYON:
First of all I would propose that sustainability is a matter of perspective. We have people asking
us for employment as community health workers. Everybody gets a stipend. They receive about
$40-45 per month which is about double the national average wage. Our system would not
function without those actors. Small outbreaks of diarrhoeal disease, etc. are treated by these
workers.
Confidentiality is an issue. We recognize that within the HIV theatre. So there is a lot of talk in
the community about who is getting treated and for what. Every condition receives follow up
treatment in the home for other diseases. So this diffuses the spotlight for those who are
receiving treatment for HIV. They can say that they are being treated for TB or diabetes. This
works and allows for constant feedback. We don’t use pill bottles. So there are no labels
involved. The worker hands out daily pills and labels aren’t an issue. Really, it is less than 5% of
patients who won’t accept a community health worker into their homes.

PARTICIPANT:
If I may add to that, the question raised about prevention. .. Uganda has been successful … it
has worked very well because patients get their two week dose. Sometimes it is even the
children who make sure of their parents’ compliance to treatment; the children look to make
sure that the mothers take their pills. Then the health workers go to ensure that all pills were
taken that week. This helps, because they don’t have to go to health facilities to get their pills.
They visit each other to ensure that pills are taken. We have to normalize HIV/AIDS.
Confidentially is going to be an issue unless we can increase normalization. Without
normalization it will be difficult to scale up treatment in the community. The issue of
prevention is very important. ART is used as an entry point for addressing prevention. Unless
we reduce new infections, we are not going to be able to successfully address HIV. Many
countries are looking at drivers of the epidemic. We need to know what the drivers are, and
then the national strategies can be developed; could be risky sexual activity; or when we come to
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PMTCT, do we wait until the woman is pregnant, or do we prevent it when she is a teenager.
Condom use alone has not prevented infection because women might not have decision making
power to make use of condoms. So what are we saying? We need to look at all efforts.
With nutrition, those mothers who are positive are given the treatment. We are encouraging
peer education. Preparation of baby formula has been a problem, because if a woman chooses
not to breast feed, it is a very expensive solution to sustain. Many mothers who are positive do
refuse to breastfeed. But, the sick children are still living and the healthy ones are dying.

OJOM:
To provide supplements for mothers, it is difficult. For at least 2 years these children are going
to be tested and many become malnourished and die on the way. Normally over 90% of the
children are negative, so that eventually they are able to stand on their own. But for all of them,
there is a normal assessment, and treatment support is critical. They make the daily follow up
trip. We work with community groups, community support groups also offer support in the
home; especially for children … because they normally come with other complications. At the
centre where I work, in the nutrition centre, the prevalence of AIDS is about 20% in children
above age of 18 months. So whenever children come in with other heath issues, such as malaria,
they should be tested so that we can identify when the disease is in its early stages.
Access to land is important, but with this situation of conflict, it is difficult to support. But
education and follow up … it is a dream to say that health workers can do it all. Community
support groups will need to play a greater role. The problem is we also have soldiers in Uganda.
What do we do? When do we start treatment? If a soldier/patient is in northern Uganda and is
then re-assigned to a different region, what will happen to treatment? Of course they should get
access to treatment, but how do we manage these issues?
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FINAL WORDS

RIMA SALAH
DEPUTY EXECUTIVE DIRECTOR, UNICEF
Rima Salah’s closing remarks touched on the themes of the day: namely HIV and conflict, and how
our efforts have contributed to improving the global HIV situation. She reminded us that in 2003, 1
in 7 HIV+ children were living in a conflict or in an emergency situation.
Conflict leads to a range of problems – the disruption of social and economic norms, broken
families, risks of sexual violence and non-consensual sex. Salah also pointed out that a number of
women are driven to engage in sex for survival. Many girls do not even know if they are positive or
not. Many women and children cannot go to school or access health care and are more vulnerable.
People often need to liquidate their resources – including selling their meagre
belongings or their homes. Salah reminded the group that conflict places increased
burdens on children.
These issues – conflict, HIV
and AIDS – affect children
Salah led the group through the salient points of the IASC Guidelines. She
as well as adults.
pointed out that these guidelines have been compiled from best practices, and that
even in the midst of conflict, these guidelines call us to action. But even these
RIMA SALAH, UNICEF
guidelines miss the importance of ART. From an HIV/AIDS programming
perspective, we are beginning to understand the need for programming in
complex emergencies; but the degree of funding within consolidated appeals still remain relatively
low. Salah hopes that donors will use today’s discussion to inform their funding decisions for HIV
programming in humanitarian responses.
Salah closed her final remarks by thanking CIDA, ECHO, UNHCR, and UNICEF Canada.
“Together, united,” Salah concluded, “we will achieve our goals.”

STEFANO SEVERE
REPRESENTATIVE, GUINEA, UNHCR
Stefano Severe admitted to conference participants that he represented a different perspective than
the majority of the presenters they had seen during the day: that of the country manager. But, he felt
that this perspective was an important one. Ideas and theories might work on paper, but he
mentioned that in the field, there are many things that simply do not work.
Severe shared an idea with the group that has met with some success: a working group, with a
rotating presidency, allowing for a multi sectoral approach and investment in the important issue of
coordination in implementing both the UN’s integrated plan, but also Guinea’s national plan. The
challenge that this group has come to is that, in many respects, the previous national structure
established through a presidential decree is quite far behind where the group is working from. This
leads to competition between this working group and the Ministry of Health. In other countries,
Severe recounted, this type of working group has additional problems when the Ministry of Health
sees the group as a source of funding, and they “spend more time looking for funding than on
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activities directed towards the fight against AIDS.”
In many cases, Severe elaborated, refugees are seen to be the cause of higher HIV prevalence. This
means that an approach is needed that will focus on IDPs and refugees, and will work with them
towards prevention and treatment.

LOUISE HOLT
DIRECTOR, SOCIAL DEVELOPMENT POLICIES, CIDA
Louise Holt began her final words by stressing that this conference provided a very important
opportunity to move forward, but she asked the group – what was the essential message and how
will we take that forward? She pointed out that the challenge for policy makers is to translate all the
important issues they heard today into sustainable actions.
Ms. Holt also pointed to the messages of the day: that conflict does not lead to an automatic
heightened prevalence of HIV; that there are a number of new models for reintegrating HIV/AIDS
within host country situations; and that we should look at HIV/AIDS and conflict as a “double
emergency”. “I think that is a really important model and image that should resonate with all of us,”
she said to the group.
Holt ended her remarks by recalling Corneille’s talk earlier in the day. Youth are an important group
to engage. “I think,” she stressed “we should all pick up on the challenge to meaningfully engage
youth in finding the solutions.” There is much to done to address HIV/AIDS, Conflict and
Displacement. Today we have touched on issues ranging from the technical to the personal and now
we need to move forward with action. She closed her talk by thanking both UNICEF and UNHCR.

NIGEL FISHER
PRESIDENT AND CEO, UNICEF CANADA:
Fisher once again thanked participants for their interaction in the day’s proceedings and assured
them that they would receive a copy of all presentations and a summary of the day’s talks.
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ANNEX 1:

AGENDA
HIV/AIDS, CONFLICT AND DISPLACEMENT
August 12, 2006
XVI International AIDS Conference Affiliated Event
TIME

AGENDA

MODERATOR

8:00-8:30
8:30-8:50

Registration
Conference purpose, proceedings,
structure and expected outcome

Nigel Fisher, President & CEO, UNICEF Canada
Paul Spiegel, Senior HIV/AIDS Technical Officer, UNHCR

8:50-10:00

First hand introduction to the topic
to set the stage for the days
proceedings
Topic 1
HIV, conflict and displacement;
latest thinking

10:00-10:30 Q & A
10:30-10:45 Tea / coffee break
10:45-12:00 Topic 2
Protection, gender based violence,
and HIV/AIDS

12:00-12:30
12:30-12:45
12:45 -1:30
1:30-2:45

2:45-3:15
3:15-3:45
3:45-5:00

Noe Sebisaba, Stop SIDA Nkebure Uwumva

Michel Sidibe,
UNAIDS

Paul Spiegel, UNHCR
Fatou Mbow, IRC
Martin Rupiya, ISS

Robin Jackson, WFP

Pam Delargy, UNFPA
Jennifer Klot, SSRC
Gopa Kumar, Save the Children UK
Joseph Ciza, Doctors on Call –DRC

Q&A
Corneille, UNICEF Canada National Ambassador
Lunch
Topic 3
Funding for HIV/AIDS programmes in Catherine Bragg, CIDA
conflicts/post-conflict situations

Q&A
Tea / coffee break
Topic 4
Constraints and opportunities to
Charlie Gilks, WHO
provide ART for displaced populations
and in conflict/post conflict situations

5:00-5:30
5:30-5:45

Q&A
Final words

6:00-8:00

Evening reception

DISCUSSANTS

Massimo Zucca, UNICEF
Frode Davanger, World Bank
Mohamed Youssouf, African
Development Bank
Mukesh Kapila, IFRC

Gebrewold Petros, UNHCR
David Tu, MSF
Evan Lyon, Partners in Health
Lawrence Ojom, St Joseph
Hospital/AVSI, Uganda

Rima Salah, Deputy Executive Director UNICEF
Stefano Severe, Representative, Guinea, UNHCR
Louise Holt, Director, Social Development Policies, CIDA
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