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BRAZILIAN MINISTRY OF HEALTH
NATIONAL STD AND AIDS PROGRAMME

UNGASS: Brazilian Response to the AIDS
Epidemic
2005 – 2007

“We have to curb an epidemic that affects us all,
as its impact is not restricted to the biological dimension:
it goes further, placing us face to face with social and behavioural
issues,
such as prejudice, stigma and abandonment”.

José Gomes Temporão
Minister of Health
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1. Foreword
This document presents the Brazilian response in the light of the commitments
and targets established within the United Nations for the year 2007, whilst
also indicating challenges to fulfilling the commitments and targets set for
2010. In 2001, reflecting the global consensus aimed at slowing down the HIV
and AIDS epidemic, 189 countries, including Brazil, adopted the Declaration
of Commitment on HIV/AIDS, agreed to during the 26th United Nations
General Assembly Special Session (UNGASS) on HIV and AIDS. In order
to monitor the progress made in relation to the Declaration of Commitment,
the signatory countries agreed to build a set of national and supranational
indicators (UNAIDS, 2002).
The data documented in this process has taken into consideration the
description and analysis of the current situation of the HIV/Aids epidemic in
Brazil, focusing on the results achieved in the areas defined in the UNGASS
Declaration of Commitment. The document includes elements of the national,
regional and also, when appropriate, aspects of the Brazilian contribution to
the fight against the epidemic on the international scenario. The data provides
an analysis of the period between 2001 and 2006/7, when possible, focusing
particularly on the period between 2005 and 2007. The sources of information
used have been derived from national information systems and studies, as
well as information obtained through interviews with key stakeholders and a
review of the literature.
The 25 UNGASS indicators comprised by the UNGASS Declaration are
classified into three distinct categories:
•
•
•

Indicators of national commitment and action (indicators 1 to 11).
Indicators of knowledge and behaviour (indicators 12 to 21).
Indicators of impact (indicators 22 to 25).

The indicators have been characterized and systematized in the following
manner:
• Indicator number and description
• Purpose of the indicator
• Results for the indicator
• Additional comments (when appropriate)
• Sources
The indicators are listed in Appendix I of this document.
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The thematic area of leadership, referred to as governance in this document,
has been evaluated using indicator number 02 - National Composite Policy
Index–NCPI.
This document is the product of a national effort of articulation with sectors
of diverse areas of the government, civil society, universities and international
organisms. The process involved two moments of joint consultation with
these stakeholders. The first consisted of the presentation of the proposed
methodology of the evaluation process and the identification of strategies for
producing and analysing the data. The second stage consisted of the discussion
of the information gathered in a seminar involving the diverse stakeholders
who take part in the national response to the epidemic. The discussions were
intense during these two opportunities and identified the progress made and
the challenges that the UNGASS Declaration targets define for the context of
the HIV/AIDS epidemic in Brazil.
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2. Introduction
The Brazilian response to AIDS is an integrated response, which seeks to
harmonize aspects of health promotion, prevention and care to combat the
epidemic, having human rights as one of its pillars.
This policy is in keeping with the directives that govern the National Health
System and throughout the more than two decades of the epidemic its
programmatic actions have shown themselves to be sustainable and renewable
in line with the epidemiological and social dynamics of the epidemic,
innovating and scaling up actions aimed at providing integral and universal
care to people affected by HIV/AIDS.
The National Health System – NHS, brought into being in 1988, at federal,
state and municipal levels, is oriented by the principles of universality,
integrality, equity, decentralization and social control (term used in Brazil to
define the control over the government exercised by civil society by means of
official participation in the definition of public health policies, goals, objectives
and the planning of actions).
Ministry of Health data reveals that the NHS has a structure comprising a
network of 63 thousand outpatient units, 6 thousand hospital units and 440
thousand hospital beds. Every year the NHS provides 12 million inpatient
admissions; 1 billion primary health care procedures; 150 million medical
consultations; 2 million child deliveries; 300 million laboratory tests; 132
million high complexity procedures and 14 thousand organ transplants. It is
this complex system through which the directives of the National STD and
AIDS Programme are put into place. The National Programme is a department
of the Ministry of Health and is responsible for implementing the policy for
combating the HIV/AIDS and other sexually transmitted diseases (STD)
epidemic.
The Brazilian HIV/AIDS policy demonstrates a great capacity of articulation
within the country with various sectors of the government, organized civil
society, universities, the private sector, as well as extending internationally
through various forms of cooperation, increasing the visibility and internal
and external capillarity of its actions and incorporating new ways of combating
the epidemic.
The Ministry of Health’s National STD and AIDS Programme is the national
authority on combating the epidemic. Its principal mission is to reduce the
incidence of HIV/AIDS, to control other STDs and to improve the quality of
life of people living with HIV/AIDS. It serves as a reference and its organization
is oriented by the following directives:
1. To promote universal access to commodities for STD/AIDS prevention,
diagnosis and treatment.
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2. To strengthen, implement and scale up STD, HIV and AIDS related
actions in the NHS network, in an integral and equitable manner.
3. To promote the defence of the human rights and reduce stigma and
discrimination against PWHA and vulnerable populations.
4. To strengthen the governance of the response to STD and HIV/AIDS
at all three governmental levels
These directives have been translated into the following priorities:
1. Scaling up of the coverage and promotion of universal and free access to:
• Prevention commodities for the general population and populations
at greater risk and of greater vulnerability.
• HIV and syphilis diagnosis for the general population,
pregnant women and populations at greater risk and of greater
vulnerability.
• Quality health services for PWHA (adults, teenagers and children)
• ARV treatment for opportunistic infections and STDs.
• Information and educational actions in relation to STDs and HIV/
AIDS for the population in general and vulnerable populations.
• Educational actions for children and teenagers in schools.
2. Reduction of mother-to-child transmission of HIV and syphilis, with
the aim of eliminating congenital syphilis.
3. Promotion of the quality of life and social inclusion of PWHA,
from the perspective of positive prevention, with emphasis on the
implementation of prevention, treatment and human rights actions.
4. Reduction of regional and territorial inequalities, including contexts of
poverty, with regard to responses to STDs and HIV/AIDS, promoting
new institutional and political arrangements.
5. Promotion of racial, ethnic, gender and sexual orientation equality in
access to STD and HIV/AIDS information, prevention, diagnosis and
treatment.
6. Promotion of the human rights of vulnerable populations, including
combating homophobia and other forms of discrimination on the
grounds of sexual orientation and gender.
7. Scaling up of the national capacity to produce ARV drugs, prevention
and laboratory commodities.
8. Promotion of cooperation between governmental and non-governmental
stakeholders and institutions aimed at ensuring the sustainability of
civil society actions.
9. Strengthening of the management and quality of the processes that go to
make up governance in combating STDs and HIV/AIDS, with emphasis
on transparency, social control, responsibility in health management
and investments.
10. Enhancing and scaling up of health surveillance in relation to the STD
and AIDS Programme’s actions.
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The epidemic today
Almost three decades after the first cases of AIDS were identified in Brazil,
studies demonstrate that the HIV prevalence rate remained at the same level
between 2000 and 2004. In the last year studied the prevalence rate was 0.61%
in the general population, being 0.42% (Table 1) in women and 0.80% in men.
It was also estimated that 600 thousand people aged 15 to 49 were living with
HIV/AIDS in Brazil. The rate was lowest in the country’s northern region,
followed by the north-east region, whilst the highest rates were found in the
south-east and southern regions. In 2002 the HIV prevalence rate in young
men aged 17 to 21 was 0.08%. In 2004 this rate was 0.28% in young women
aged 15 to 24.
In more vulnerable subgroups such as men who have sex with men, commercial
sex workers and injecting drug users, the HIV prevalence rate is greater than
5%, so that Brazil continues to be a country with a concentrated epidemic as
defined by World Health Organization criteria.
Average incidence rates per macro region can be analysed in Table 02. It can be
seen that the southern and south-east regions had the highest rates from the
beginning of the period, although there has been a decrease in recent years.
This scenario is not repeated in the other three Brazilian macro regions.
With regard to average incidence rates per sex and age group, it can be seen that
the highest rates both in males and females are found in the young adult age
group (20 to 49) in all of Brazil’s regions. Furthermore, there was an increase
in the 50 to 59 age group between 1994 and 2005 (Tables 3 to 8).
In Brazil as a whole a reduction in the average incidence coefficients can be
seen in males in the 13 to 39 age group, this being caused principally by the
data from the south-east region. On the other hand, there was an increase
in females of all age groups during the period analysed. The ratio of cases in
males and females continues to decrease, being 15 male cases for every 10
female cases. (Tables 3 to 8).
With regard to the exposure category of AIDS cases in males aged over
13, there is a trend towards a proportional increase in the heterosexual
exposure subcategory, stabilization in the homo/bisexual subcategory and a
reduction among IDU. In females aged over 13 transmission is greater among
heterosexuals .
The segment comprised of men who have sex with men (MSM) was the
most severely affected at the beginning of the epidemic. In 2004, whilst AIDS
incidence among MSM was 226.5 per 100,000 MSM, in the general population
it was 19.5 AIDS cases per 100,000 inhabitants, that is to say, incidence in this
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population group is 11 times higher when compared to the general population.
This rate varies from 133 per 100,000 MSM in the north-east region to 475 per
100,000 MSM in the midwest region. The data shows that between 1980 and
June 2007, of the 85,444 men who have sex with men diagnosed as having
AIDS, around 35% are included in the bisexual exposure subcategory.
Table 9 shows the proportion of AIDS cases per exposure category between
1994 and 2004. The proportional increase of AIDS cases in men as a result of
heterosexual transmission is expressive in all of Brazil’s regions. AIDS cases
transmitted through blood decreased significantly in all regions in both men
and women during this period.
A decrease can also be observed in the number of AIDS cases attributed to
mother-to-child transmission in Brazil as a whole (Table 10). However, it is
important to emphasize that in the north and north-east regions there was
an increase in the number of cases between the first and second periods
analysed. The 2004 Sentinel Study on Parturient Women showed that HIV
testing coverage during pregnancy, considering all stages prior to childbirth,
was estimated to be 63%. The huge regional inequalities become clear when
comparing the northern region (35%) and the north-east region (31%) with
the midwest, southern and south-east regions, where the rate was greater than
75%.
Data relating to race/colour is available with effect from the year 2000 and,
although this information is still incipient, it points towards a proportional
increase in the number of notified AIDS cases in Black and mulatto people.
As at December 2006 there had been 190 thousand AIDS related deaths in
Brazil. In 1995 the mortality curve accompanied the AIDS incidence curve,
reaching the rate of 9.7 deaths per 100 thousand inhabitants. Following the
introduction of the policy of universal access to antiretroviral treatment, there
has been a significant fall in mortality. Despite the mortality rate having gone
down in Brazil as a whole and in the south-east and midwest regions, it has
increased in the remaining three regions (Table 11).
Analysis of deaths in the years following 1996, for Brazil as a whole, shows
a significant drop in mortality among men and which has not been followed
equally among women (Table 12). Even so, mortality among men remains
higher when compared to the female mortality rate (2005 rate: 8.06/100,000
and 3.97/100,000 respectively).
In relation to the viral variability of HIV in regions or in groups of individuals,
in Brazil as a whole, the circulation of HIV-1 subtype B is the most common,
although the presence of subtypes C, D and F1 has also been observed.
Recently an increase in subtype C has been verified in frontier municipalities
in the southern region of the country.
With regard to other STDs, World Health Organization estimates for Brazil are
that there are between 10 and 12 million new cases every year. In 2000, 18.5%
of young males aged 17 to 21 referred to problems relating to STDs, distributed
between “Sores on the penis” (10.2%); “Spots on the penis” (7.5%); “discharge
from the urethra” (6.0%); and “Warts on the penis” (3.8%). In 2002, this
percentage decreased to 15.8%, representing more than 900 thousand young
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men who related symptoms and/or characteristics of some sign of sexually
transmitted diseases. The prevalence rate of syphilis in this population was
0.87%. Some 12% of men aged 15 to 54 referred having had urethral discharge,
35% of whom had had no treatment. The relationship between STDs and HIV
has been demonstrated: the risk of being HIV positive was 2.79 times greater
when at least one problem relating to STDs was reported and 10 times greater
among individuals with syphilis .
Table 1: Estimated HIV prevalence rates in parturient women per Macro
Region. Sentinel Study in Parturient Women, 2004.
Macro Region

Prevalence Rate (%)

Standard error (%)

North

0,152

0,0757

North-East

0,225

0,0690

South-East

0,537

0,1171

South

0,510

0,1311

Midwest

0,425

0,2564

0.413
95% CI (0.294-0.533)

0,0037

Brazil

Source: 2004 Sentinel Study in Parturient Women

Table 02. Average AIDS incidence rate per 100,000 inhabitants and variation
per period. Brazil and Regions, 1994 - 2005.
Year
1994
– 1998

Year
1999 2003

Variation
%
(99-03 vs
94-98)

Year
2004
– 2005

Variation
%
(04-05 vs
99-03)

Brazil

15,6

18,3

17,0

18,8

3,0

North

4,4

8,4

90,3

13,4

58,9

North-East

4,8

7,7

60,8

10,5

36,3

South-East

24,7

24,5

-0,7

23,2

-5,2

South

17,3

26,7

54,5

25,2

-5,9

Midwest

12,4

15,4

24,2

17,7

15,5

Regions

Source: MS/SVS/PN-STD/AIDS
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Table 3: Average AIDS incidence rate per age group and sex. Brazil, 1994 2005..

Table 4: Average AIDS incidence rate per age group and sex. Northern Region,
1994 - 2005.
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Table 5: Average AIDS incidence rate per age group and sex. North-East
Region, 1994 - 2005.

Table 6: Average AIDS incidence rate per age group and sex. South-East
Region, 1994 - 2005.
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Table 7: Average AIDS incidence rate per age group and sex. Southern Region,
1994 - 2005.

Table 8: Average AIDS incidence rate per age group and sex. Midwest Region,
1994 - 2005.
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Table 9 – Annual increase in the proportion of AIDS cases per exposure
category. Brazil and Regions, 1994 – 2004.
Increase in the period 1994 to 2004 (95% CI)
Exposure Category
(percentage adults)

Men

Brazil

North

North-East South-East

MSM

-0,49 (0,67;-0,31)

-2,09 (2,73;-1,45)

-2,19 (2,55;-1,84)

Hetero-sexual

2,98
(2,78;3,18)

3,09 (2,51;
3,67)

3,17 (2,71; 2,80 (2,58; 3,48 (3,21; 2,18 (1,57;
3,63)
3,03)
3,75)
2,80)

NS

South

Midwest

-1,34 (1,65;-1,03)

NS

-2,31 (-2,48; -0,63 (-1,03; -0,73 (-0,99; -2,67 (-2,05 (-2,02 (-2,14)
-0,23)
-0,47)
2,85; -2,49) 2,46; -1,64) 2,49; -1,55)

IDU

Trans-fusion/ -0,18 (-0,27; -0,37 (-0,56; -0,25 (-0,38; - 0,17 (-0,09 (-0,34 (Haemo-philiac
-0,09)
-0,17)
-0,13)
0,25; -0,09) 0,16; -0,02) 0,58; -0,10)
Women

Hetero-sexual
IDU

1,43 (1,03;
1,82)

1,15 (0,43;
1,87)

1,05 (0,65;
1,47
1,54 (1,07; 1,23 (0,65;
1,45)
(1,07;1,88)
2,00)
1,81)

-1,19 (-1,47; -0,44 (-0,78; -0,62 (-0,94; -1,24 (-1,38 (-1,04 (-0,91)
-0,11)
-0,29)
1,55; -0,94) 1,74; -1,01) 1,57; -0,52)

Source: MS/SVS/PN-STD/AIDS

Table 10. Average number of mother-to-child transmitted AIDS cases per
period and variation. Brazil and Regions, 1994 - 2005.

Regions

Year
1994
– 1998

Year
1999
- 2003

Variation
%
(99-03 vs
94-98)

Year
2004
- 2005

Variation
%
(04-05 vs
99-03)

Brazil

1007,2

973,6

-3,3

577

-40,7

North

16,6

32

92,8

36

12,5

North-East

47,2

109,4

131,8

105,5

-3,6

South-East

658,2

549,4

-16,5

278,5

-49,3

South

243,2

237,8

-2,2

116

-51,2

Midwest

42

45

7,1

41

-8,9

Source: MS/SVS/PN-STD/AIDS

Table 11. Average AIDS mortality rate per 100,000 inhabitants and variation
per period. Brazil and Regions, 1994 - 2005.

Regions

Year
1994
– 1998

Year
1999
- 2003

Variation %
(99-03 vs
94-98)

Year
2004
- 2005

Variation %
(04-05 vs
99-03)

Brazil

8,4

6,4

-24,7

6,1

-4,6

North

1,9

2,8

44,9

3,7

30,8

North-East

2,4

2,5

8,3

2,8

11,5

South-East

14,4

9,1

-37,0

7,9

-13,2

South

7,6

8,4

10,7

9,0

7,1

Midwest

5,6

4,7

-15,1

4,6

-3,2

Source: MS/SVS/PN-STD/AIDS
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Table 12 – AIDS mortality rate (per 100,000 inhab.) by sex, region of residence
and year of death. Brazil, 1997 - 2005.
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Perspectives for 2011
Between 1980 and June 2007 a total of 474,273 AIDS cases were identified
in Brazil. By using the average AIDS incidence rates for the country and its
macro regions for the years 2004 and 2005 and the estimated population
for the years 2006 to 2011, an estimate of 220,730 new cases in Brazil was
obtained. Considering the stabilization of HIV infection prevalence rates, the
relative stabilization of AIDS incidence at elevated levels, the reduction in
mortality and increased life expectancy, health services need to be planned to
provide integral care for this segment of the population, bearing in mind the
regional characteristics of the epidemic and the existing network of services.
It is estimated that by 2011 there will be 638,000 people living with HIV/AIDS
in Brazil.
Epidemiological surveillance of STDs, HIV and AIDS provides the information
necessary to produce national estimates of the morbidity and mortality of these
diseases with the aim of helping to understand dissemination mechanisms
and proposing intervention alternatives. It will be important to strengthen
the existing STD, HIV and AIDS surveillance system, incorporating
second generation surveillance, which has as its principles: recognition of
the heterogeneity of the epidemic’s patterns and their dynamics; focusing
populations more exposed to risks and situations of vulnerability; use of
behavioural data linked to biological information; use of complementary data
sources to help to improve information on behaviour, co-infections, deaths,
viral variability, sexually transmitted diseases, among others.
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3. Thematic Areas
3.1 Governance

3.1.1 Participative management – an inclusive national
authority
The highest level of Social Control of the National Health System is the
National Health Council (NHC), comprised of social organizations and
movements that are National Health System (NHS) users, health professional
organizations, including the scientific community, organizations that provide
health services, health service related companies, and governmental bodies and
institutions. In addition to bringing together different segments of society, the
NHC also has a decision-making capacity: it can analyse and make decisions
about public health matters, by means of resolutions, which must be adopted
by the Ministry of Health. The AIDS movement has had a permanent seat on
the NHC since the end of the 1990s. One of the NHC’s advisory bodies is the
STD and AIDS Policies Monitoring Committee.
Another body, which is of a consultative nature and directly advises the National
STD and AIDS Programme is the National STD and AIDS Commission
(CNAIDS). This Commission, created in 1986, is of a multidisciplinary nature
and meets regularly (every two months). It is comprised of representatives of
Civil Society Organizations and people living with HIV and AIDS (elected by
their peers in national congresses), universities, as well as state and municipal
health service managers. It collaborates with the diverse components of AIDS
control actions, involving medical, scientific, social, legal and management
aspects of the national policy. Following this Commission, similar commissions
have been set up at state level in Brazil’s 26 states and federal district and also
at municipal level in those municipalities that receive specific resources from
the federal government via the Ministry of Health to combat AIDS.
A further two consultative commissions have been created for the discussion of
the specificities of the management of and social participation in the Brazilian
response to the epidemic:
1- National Commission for Articulation with Social Movements
(CAMS): the purpose of which is to enable articulation, consultation
and participation of civil society stakeholders involved in combating the
AIDS epidemic (elected by their peers in national congresses). The aim of
the Commission is to promote the best forms of integration between the
actions of the National STD and AIDS Programme and its social movement
partners, seeking to enhance public policies aimed at STD/HIV/AIDS
prevention and care and also to promote the human rights of people living
with HIV/AIDS. Currently the CAMS is comprised of representatives of
AIDS Service NGO Forums and national networks of: people living with
HIV/AIDS, prostitutes, women, gay men and men who have sex with men,
transvestites and transsexuals, students, harm reduction outreach workers

Targets UNGASS • Brazilian Response 2005-2007

21

and drug users; popular movements, Black movements and indigenous
movements.
2- STD/AIDS Actions Management Commission (COGE): comprised
of representatives of the National, State and Municipal STD/AIDS
Programmes, with the aim of incorporating STD/AIDS actions into the
process of health service decentralization so as to promote its technical,
political and financial sustainability. The Commission meets regularly and
its members are elected regionally from among their peers.
Within this ample context of mobilization and awareness-raising on the part
of the Brazilian government and society, other forms of leadership also stand
out such as, for example, the Parliamentary Front for the Fight Against AIDS,
created in 2001 as a supra-partisan body and which today is formed by 192
congressmen and women. The Front seeks to achieve integration between
the executive and legislative branches in order to strengthen the partnership
between organized social movements, non-governmental organizations
(NGOs), governmental organizations and the parliament, to join forces
needed to combat HIV/AIDS and other STDs, with regard to prevention, care
and the human rights of people living with HIV/AIDS.
Another important source of articulation is the National Corporate Council
for HIV/AIDS Prevention, created in 1998 and involving the participation
of large companies with the aim of contributing towards the control of the
epidemic, by means of raising the awareness and mobilizing the corporate
segment, encouraging companies to be socially responsible in the fight against
AIDS. The Council operates in a visible and positive way, providing support
to company clients, workforces and the community to face the challenges
imposed by the epidemic; to identify and prioritize actions that correspond
to social needs and to learn about and exchange relevant experiences of other
national and international private sector companies in relation to the impact
of HIV/AIDS.
THE UNAIDS Amplified Thematic Group was set up in 1997 and in addition
to the various international organisms that operate in Brazil, the group also
brings together other governmental sectors, members of civil society and
bilateral cooperation agencies, thereby forming an amplified body that seeks to
provide support to the Brazilian response in combating HIV/AIDS. The group
holds ordinary meetings, which are called and organized by its coordinating
member. The group coordination function alternates between its members.
The group is currently working on the formulation of a strategic plan to enable
the operationalization of a form of technical collaboration focused more on
meeting the priorities set by the National STD and AIDS Programme.
Within the context of participative management, organized autonomous social
movements involved in the fight against AIDS articulate strategic policies and
actions throughout Brazil. Examples of this are as follows:
1- AIDS Service NGO Forums: the forums began to be formed in 1996
and are important spaces for the representation of AIDS Service NGOs
and social movements which have been active in Brazil since 1983.
Today there are forums in all of Brazil’s 27 states, forming a national
political articulation which monitors and helps to build public policies
on HIV/AIDS at municipal, state and federal level.
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2- Organizations of People Living With HIV/AIDS: the National Network
of People Living With HIV/Aids RNP+Brasil, was founded in 1995,
with the aim of enabling those living with HIV/AIDS to have the
opportunity to become protagonists in the fight against AIDS in Brazil,
strengthening knowledge about their rights and obligations as citizens
and also about public health policies. The network is represented at
all levels of social control of the State and is recognized as being the
most extensive form of organization and representation of PWHA.
The National Movement of Positive Women was begun in 2001, when
HIV positive women perceived the need to give visibility to their own
specificities. The network is comprised exclusively of HIV+ women
and has representatives in all the country’s states. Other more recent
articulations include the National Collegiate of HIV+ Young People
and the Articulation of Young Gay HIV+ Men, Young HIV+ Black
People and HIV+ Lesbians.
3- Organizations of vulnerable groups: these networks and articulations
operate nationally in the defence of human rights, visibility, social
inclusion and in the context of their specificities with regard to
combating the AIDS epidemic. They include the Brazilian Gay,
Lesbian, Bisexual and Trans Association – ABGLT /1995; the
Brazilian Gay Association – ABRAGAY/2005; the Brazilian League of
Lesbians – LBL/2004; the Brazilian Articulation of Lesbian, Bisexual
and Transsexual Women – ABL/2004; the National Articulation of
Transvestites, Transsexuals and Transgender Persons – ANTRA/2000;
the National Collective of Transsexuals– 2005; the Network of Brazilian
Prostitutes – 1987; the Brazilian Harm Reduction Outreach Workers’
Network – ABORDA/1997; the Brazilian Harm Reduction Network–
REDUC/1998, among others.
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3.1.2 Resource Management
Public Health Financing in Brazil
Over the last twenty years Brazil has been consolidating its National Health
System (Sistema Único de Saúde – SUS), which is based on doctrinaire and
organizational principles of integrality, universality, equity, regionalization,
hierarquization and participation. The system is funded from public sources
derived from federal contributions and taxes. Similarly, the resources applied
by the state and municipal governments arise from local taxation. According
to estimates (Carvalho, G., 2007), of the R$ 174 billion spent on health services
in 2006, R$ 87.3 billion (50%) came from public funds, of which R$ 40.8 billion
were federal government funds.
An important characteristic of the system is its decentralized management
and, as a consequence, the decentralized execution of resources. Table 1 below
shows the gradual increase of state and municipal government participation
in the funding of health services.
Table 1: Percentage health service income per government level – Brazil, 1980 -2006
YEAR

% FEDERAL

% STATES

% MUNICIPALITIES

1980

75,00

17,80

7,20

1995

63,80

18,80

17,40

2000

59,74

18,53

21,73

2001

56,17

20,67

23,16

2002

53,11

21,64

25,25

2003

50,69

22,80

25,24

2004

51,14

23,62

25,24

2005

50,64

24,48

24,98

2006

46,70

26,12

27,18

Source: Ministry of Health SIOPS system

Expenditure on AIDS in Brazil
Nearly all AIDS expenditure is funded with public resources, by the federal,
state and municipal level governments, through their respective health
departments. AIDS expenditure accounts for a significant part of federal
government expenditure on health, as can be seen in Table 2 below, with
regard to the annual federal budgets approved between 2003 and 2007, taking
into consideration only the specific budgeted expenditure of the Ministry of
Health’s National STD and AIDS Programme (NAP).
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Table 2: NAP’s share of the MoH’s budget – 2003 to 2007..
YEAR

MINISTRY OF HEALTH
(annual approved budget)

NATIONAL STD/AIDS
PROGRAMME

%

2003

30.590.984.324,00

689.000.000,00

2,25

2004

36.528.670.103,00

823.330.800,00

2,25

2005

40.542.754.890,00

805.365.000,00

1,99

2006

43.622.386.289,00

1.302.900.000,00

2,99

2007

46.399.841.808,00

1.361.492.500,00

2,93

Source: Ministry of Health

Since 2003, with the implantation of the STD and AIDS Incentive Policy by
the National STD and AIDS Programme, federal fund transfer mechanisms
to state and municipal levels have been enhanced. In 2006, more than R$ 135
million (9.9% of the Programme’s budget) were transferred directly from the
National Health Fund to the health funds of the health departments of the 26
states, the Federal District and more than 450 municipalities considered to be a
priority for the control of AIDS in Brazil. These resources are used to fund local
Actions and Goals Plans which are prepared annually by health managers and
approved by the local Health Councils. The transferred funds are only part of
the total resources invested in actions relating to AIDS, but nevertheless they
are fundamental for the strengthening of the local programmes and represent
progress in the process of the decentralization of health service management,
specifically in relation to AIDS.

Public expenditure on AIDS in 2006
The NAP undertook a study on estimated expenditure in 2006 relating to
federal and international resources invested in AIDS in Brazil. The option
was taken to limit the analysis to these sources since, owing to the degree of
concentration and organization, it is quicker to access and obtain information
at these levels.
The source of information on public expenditure used was the 2006 financial
budget statement, taking into consideration: a) direct execution by the Ministry
of Health, via the National STD/AIDS Programme; b) funds transferred to
state and municipal governments as part of the NAP’s Incentive Policy; c)
payments made by the Ministry of Health to public and private health service
providers; and d) indirect execution, by means of transfers to international
agencies belonging to the UNO system with which the NAP has technical
and financial cooperation agreements. Also included was information relating
to International Organism funds spent in Brazil, as well as other Ministries’
expenditure on AIDS, specifically the ministries of Social Security and
Defence.
All the activities were classified according to codes contained in the UNAIDS
recommended methodology (AIDS Expenditure Measurement –“MEGAS”),
in accordance with the information provided by the various departments of
the Ministry of Health, the international organisms and the other ministries.
Because of the difficulties encountered in some of the classification processes,
there may be distortions in some categories, such as distortions in studies and
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research which may be located in other categories (prevention, care or even
management), but which could not be identified separately. In addition, the
lack of information about a variety of activities does not necessarily mean
that there was no expenditure, but rather that it was not possible to access the
sources that could provide this data.
As such, in 2006 federal expenditure was R$ 1.23 billions. Most expenditure
was concentrated in the categories of Care and Treatment (83.5%); Prevention
(5.9%); Programme Management and Administration (4.5%); Community
Development (2.9%) and Protection and Social Services (2.2%).
Most of the expenditure on Care and Treatment relates to the purchase of
ARV drugs (93.2%), whilst the remaining expenditure relates to inpatient,
outpatient and laboratory procedures performed in the public health service
network. Similarly, expenditure on incapacity pensions or benefits accounted
for the greater part of social protection expenditure (99.8%).
In addition to these public funds, various international organisms also invested
their own funds in Brazil, in the sum of R$ 5.6 million, principally with regard
to the management and administration of the Programme and funding of
prevention actions.
According to the survey undertaken, as shown in Appendix 1, expenditure on
the main categories was as follows:
a. Prevention: R$ 72.8 million
b. Care and Treatment: R$ 1.03 billion
c. Strengthening of Programme Management and Administration: R$
55.9 million
d. Human Resources Incentive: R$ 12.0 million
e. Protection and Social Services: R$ 27 million
f. Favourable environments and community development: R$ 36.3
million
g. Studies: R$ 780.9 mil
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3.1.3 Reduction of the social and economic impact
of AIDS
Although the epidemic has had an expressive impact on the economies and
societies of Southern countries, especially African countries, the United
Nations have not set direct and specific indicators to follow up on these
commitments.
In Brazil, studies aimed at measuring the social and economic impact of AIDS
have been limited, even in those sectors where the disease has had a prominent
effect, such as Health and Social Security. This is partly justified by the relative
control of the epidemic in Brazil, especially with effect from the end of the
1990s and the first decade of the 21st century. From this period onwards the
number of infected people in Brazil has remained stable and no more than
0.6% of the adult population is currently living with HIV. This minimizes the
impact of the disease on the productive sectors.
Furthermore, the state of the health of people living with HIV has been
guaranteed and has enabled them to be included in the employment market,
owing to the use of antiretroviral drugs, which have helped to prolong life and
reduce the number of deaths in Brazil.
Even in relation to AIDS related health services, the initial forecasts of increased
hospital bed shortages and increased health costs have been replaced by
analyses, undertaken by the Health Ministry, that the policy of disease control
has been cost effective. The reduction in expenditure on hospital admissions
and drugs for opportunistic diseases is greater than expenditure on ARV
drugs.
Ever since the beginning of the epidemic, Brazilian society has been heavily
engaged in actions denouncing situations involving the violation of the rights
of more affected populations, contributing towards reducing AIDS related
discrimination and increasing attitudes of solidarity. Notorious cases of
complaints of discrimination involving schools and companies, for example,
have contributed towards the formulation of specific norms and procedures,
so that today the integral inclusion of people living with HIV is guaranteed
in these institutions. Legal cases have played the same role, as well as being
one of the factors that lead to the adoption of the policy of universal access to
antiretroviral drugs.
During recent years, however, the profile of the epidemic has changed and
epidemiological analysis indicates both a proportional increase and an
absolute increase in the number of cases among individuals who are not fully
included in society, particularly among those with less education, with jobs
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that require fewer qualifications and those who live on the poorer outskirts of
urban centres. The presence of a disease, especially AIDS, means a considerable
increase in this population’s social vulnerability and contributes towards
increased poverty levels in the country.
Studies performed in this area have revealed the additional difficulties faced
by this population in having adequate treatment follow up and maintaining
the conditions necessary to be included in society and in the employment
market. Circumstances such as these reveal the importance of supportive
social policies for this population, aimed at reducing the potential impact of
the epidemic.
Within this context, the option was taken, as a means of evaluating one of the
dimensions of the social impact of the AIDS epidemic in Brazil, to analyse the
historical data (2004 to 2006) of the Social Security benefits paid as a result of
AIDS, so as to obtain a measure of such benefits within the overall context of
the social security system.
Three forms of assistance were analysed: statutory sick pay, incapacity pension
and disability allowance. The first two forms of assistance are continuous
monetary payments limited to those who have a formal employment contract.
The third form of assistance, disability allowance, is a benefit payment of one
minimum wage per month to those able to prove that they do not have the
means to provide for themselves and that their families are unable to provide
for them. This benefit is provided under the Law of Social Welfare and any
Brazilian citizen can apply for it.
The data on the benefits was obtained from the Department of Social Security’s
database, extracted by using the code for AIDS as per the International
Classification of Diseases. The information analysed was: sex, year in which
the benefit was granted, region and municipality of residence.
The amounts paid were informed by the Department of Social Security, on a
cumulative basis, per benefit type and year the benefit was granted.
The data on patients taking ARV, used to calculate the proportion of people
living with HIV receiving benefit payments, was provided by the National
STD and AIDS Programme’s antiretroviral drugs logistics system.

Social Security and AIDS
Between 2004 and 2006, 42,100 benefits payments were made in Brazil to
people living with HIV, representing a proportion of 7.4 benefit payments
per 100 people taking ARV treatment in 2006. The figures show a tendency
towards reduction, both in absolute and relative amounts. (Figure 1).
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In absolute numbers there was a reduction of 18.4% over three years. This
trend was influenced by the reduction in incapacity pension and disability
allowance payments. The largest reduction, 53.3%, occurred in relation to
disability allowance payments. On the other hand, statutory sick pay showed
a tendency towards stabilization, with 3.7% more benefits being granted in
2006 than in 2004 (Figure 2).
The deterioration in the health of people living with HIV was the main reason
for benefits being granted by the Brazilian social security system between 2004
and 2006. Of the 42,100 benefits paid in this period, 79.6% relate to statutory
sick pay and incapacity pension. Statutory sick pay was the principal benefit
paid, accounting for more than half (57.3%) of benefits granted (Figure 2).
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The financial impact of AIDS on the social security system
When analysing the percentage of people living with HIV, in relation to the
total number of people receiving social security benefits, two aspects stand
out. The number of people living with HIV accounts for a relatively small
amount (0.9%)among those who receive social security benefits because of
illness. (Figure 3).
Figure 3. Number of benefits granted to people with HIV, compared to total
benefits paid.
Benefit Type

Total Benefits

HIV Benefits

%

Statutory Sick Pay

1,110,684

13,406

1.2

Incapacity
Pension

2,503,494

18,100

0.7

Disability
Allowance

1,296,112

11,791

0.9

With regard to expenditure, it can be seen that the R$ 26.6 million of benefits
paid annually because of AIDS account for 1.1% of total social security
expenditure relating to illnesses in Brazil. Incapacity pension is the benefit
which most contributes towards increased expenditure, followed by statutory
sick pay. Disability allowance payments contribute the least towards AIDS
related expenditure (Figure 4).
Figure 4. Benefit Payments: total payments and payments to people with HIV.
Benefit Type

Total Benefits (R$)

HIV Benefits (R$)

%

Statutory Sick Pay

773,395,549.58

8,850,934.99

1.1

Incapacity Pension

1,242,535,972.87

13,665,837.45

1.1

Disability Allowance

453,639,766.60

4,126,850.00

0.9

Although the financial impact on the social security system as a whole is
low, the vulnerability associated with living with AIDS brings significant
consequences.
The low percentages of AIDS related benefits and expenditure show that the
impact of the disease can be absorbed without causing significant harm to the
Brazilian social security system.
When interpreting this data, it must be taken into consideration that in recent
years the department of Social Security has been reviewing pension payments
on the basis of medical examinations and has adopted stricter criteria for
granting new benefits. This fact may be contributing towards a more rapid
reduction in the number of benefits granted because of AIDS
Such procedures, however, may cause additional difficulties for people living
with HIV. People who were granted a pension for many years ago, at a time
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when AIDS caused serious disabilities and was subject to a great deal of
discrimination, will be less able to obtain employment. Studies to determine
the dimension of these consequences should be undertaken.
The higher incidence of the disease in low income populations, which has
been increasingly reported during the last decade, brings as its most significant
consequence social vulnerability and poverty, as well as the demand for other
social benefits, such as the Family Allowance (Bolsa Família) among others.
Finally, the situation of women deserves special attention. The fact that women
receive fewer social security benefits than men may be related to gender
inequalities and the lack of equal employment opportunities for women. In
this case, the data may be reflecting women’s invisibility.
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3.1.4 Research and Development: science, technology
and innovation
Brazil has made important progress in relation to the goals established in the
Declaration of Commitments regarding science, technology and innovation.
There has been an expressive increase in resources directed by the National STD
and AIDS Programme towards research on HIV/AIDS and other STDs (some
R$ 33 million between 2004 and 2007) as well as the selection of prevention
and treatment research protocols, by means of national competitive processes
including proposal evaluation by high level independent committees. As such,
the National STD and AIDS Programme has taken on an important role in
fomenting research in this area, along with other federal and state agencies.
These projects are also evaluated by independent research ethics committees,
involving the participation of the scientific community, representatives of
people living with HIV/AIDS and health professionals involved in HIV/AIDS
care.
With regard to the development of vaccines, in 2006 the National STD and
AIDS Programme made a national call for the submission of HIV Vaccine
(preventive and therapeutic) research projects, whereby 13 projects submitted
by researchers from centres of excellence were selected. The Programme also
set up the National Network of Therapeutic HIV Vaccine Research involving
the main research groups in this area in Brazil.
In relation to supporting scientific activities, the Programme made
specific calls for the submission of biomedical, epidemiological, clinical
and sociobehavioural research projects. Support has also been given to
operational and evaluative research projects, aimed at HIV/AIDS prevention
and care strategies, including research aimed at monitoring diverse aspects of
antiretroviral treatment.
In terms of support for technological activities, significant efforts have been
made in the quest to strengthen national competency and reduce external
dependence, both through support to local projects and also by means of
technology transfers, involving diagnosis tests, such as rapid testing, and
medication. A variety of measures have been implemented, resulting in a
significant reduction in the prices paid for such medication by the Brazilian
government: 1. the compulsory licensing of Efavirenz in the public interest,
with the purchasing of a generic version and making production feasible in
Brazil; 2. Strategies aimed at strengthening national capacity with regard to
other strategic medication, such as, for example, the production of enteric
DDI and fixed combined doses.
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In relation to microbicide research and development, two promising projects
with FIOCRUZ and Brazilian public universities have been supported, one of
which is for the development of new microbicides/antiretroviral drugs using
marine alga, which is now beginning its pre-clinical experimental phase in
animals. The other project involves the production of gel using the Brazilian
peppertree – Aroeira – plant (Kronel).
With regard to technology, the main challenge still remaining is to ensure the
adequate insertion of HIV/AIDS and other STD research and development as
part of the Brazilian technological and industrial policy, involving in a multisectorial manner the other governmental research agencies at all levels.
Progress has also been made in terms of international cooperation, whereby
the Brazilian scientific and technological community has achieved greater
integration in international efforts and the global strategy for the development
of new strategic measures against AIDS, including vaccines against HIV. In this
case, of particular importance are partnerships with international bodies, such
as the WHO/PAHO and national governmental agencies such as the United
States National Institutes of Health, the French National Agency for Research
on AIDS and Vital Hepatitis – ANRS, as well as other non governmental
organizations such as the International AIDS Vaccine Initiative – IAVI.
Emphasis must also be given to the importance of the strengthening of
the South-South cooperation initiatives, in particular the HIV and AIDS
Technical Cooperation Network, aimed at researching and developing strategic
commodities, launched in 2004, involving Argentina, Brazil, China, Cuba,
Nigeria, Russia, Thailand and Ukraine, as well as HIV vaccine initiatives, such
as IBSA (India, Brazil and South Africa), in addition to incentives to regional
research networks in Latin America and the Caribbean.
Finally, it must be stated that the efforts mentioned here in relation to the
research and development of vaccines and microbicides in Brazil are being
undertaken in consonance with the important challenges that still persist in
this area on the international scenario.
With regard to HIV vaccines, the phase IIb, STEP (HVTN502/ Merck V520023) study undertaken in partnership with the HIV Trials Network (HVTN)
and Merck & Co. in several countries including Brazil has been interrupted
because of the product’s lack of protective action.
Similarly, with regard to microbicides, the phase III study undertaken in South
Africa on a cellulose sulphate based microbicide was interrupted because of
its association with a greater probability of acquiring HIV.
The results of the two studies reinforce the need to adjust the national and
international scientific agenda, increasing considerably, in a long term
sustainable manner, the scientific initiatives necessary for the development
of new methods for the prevention and control of HIV transmission. These
initiatives need to be complemented with support to HIV prevention
approaches that are already available and effective, including psychosocial
strategies (such as testing and counselling, safer sex workshops, etc.).
A review is made below of the most recent findings, available in the indexed
literature, according to search criteria similar in all ways to those used
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in previous studies on the same theme (Bastos & Hacker, 2006a; Bastos &
Hacker, 2006b), thus providing an update on two articles published by Bastos
& Hacker (2006a e 2006b), who undertook a bibliographical review of topics
comprised in the base document of the United Nations General Assembly.
Special Session on HIV/AIDS – UNGASS, items 70 to 73 of which define
goals for Science, Technology and Information.
The information in the topics listed below has been obtained using systematic
“keyword” searches in standard biomedical databases (MEDLINE and
SciELO). To this end, an analysis has been made of articles published between
01/01/2005 and 30/09/2007 relating to the Brazilian response to the AIDS
epidemic and produced by Brazilian and/or foreign authors who work
continuously in Brazil, and which, at the time the previous articles (mentioned
above) were written, were not available in their complete form (indexed and
recoverable through the CAPES Periodicals Portal). Some articles which fall
outside of these date limits were also reviewed in order to explore/recover
specific themes.

HIV/AIDS data capturing and handling
A variety of methods for collecting information on HIV/AIDS have been
used in studies published recently in Brazil. These studies compile and analyse
both primary and secondary data. An increasingly observed tendency is the
integration of multiple databases, on a regional, national or even global level,
examples of which are recent efforts to link databases in developing and
developed countries, in which Brazil plays a relevant role as a developing
country with the most long-standing and far-reaching programme of cost free
access to antiretroviral drugs (IeDEA, 2007; McGowan et al., 2007; Tuboi et
al., 2007; Grinsztejn et al., 2007), as well as in the global efforts to prevent
mother-to-child HIV transmission (D’Ippolito et al., 2007; Read et al., 2007).
In Porto Alegre, state of Rio Grande do Sul, a study assessed HIV seroprevalence
in drug users, based on information obtained from five different studies
undertaken between 1995 and 2004 (Pechansky et al., 2006).
The progressive refining of qualitative studies can also be observed, such as
in a study performed in two STD treatment clinics, which, abandoning the
traditional methods of the manual editing of transcribed interviews, makes use
of softwares specifically designed for the handling and analysis of qualitative
information, such as Atlas TI (Malta et al., 2007).
Modern data collection and handling methods, such as the use of real time
scannable questionnaires or the collection of data directly onto computers,
such as by using ACASI (audio computer-assisted self-interview) or the use of
semi-automatic data entry programmes on Pocket PCs, were not encountered
in the literature that has become available since the publications of Simões et
al. reviewed in a previous article (Bastos & Hacker, 2006a), but have been used
in new protocols that use modern sampling techniques, such as Respondent
Driven Sampling (RDS), by a variety of Brazilian groups, in studies with
psychiatric patients, in a partnership between the Universidade Federal do Rio
de Janeiro and Columbia University, USA (personal communication from the
authors)..
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Methods controlled by women: female condoms and
microbicides
As described in the Introduction, research on microbicides is currently facing
significant difficulties worldwide.
As observed above, the project for the development of new antiretroviral
microbicides using marine alga (see a correlated development in the section
on “new AIDS drugs”), in a partnership involving FIOCRUZ, the Universidade
Federal Fluminense and the Fundação Ataulpho de Paiva, although promising,
has not yet provided pre-clinical and clinical study results and therefore at the
moment does not represent an alternative to the current impasses involving
microbicides.
On the other hand modest but relevant progress has been made in the
implementation and respective evaluation of the use of female condoms. The
study done by Barbosa et al. (2007) is one of the few articles published on
this subject in recent years in Brazil and summarizes some of the findings of
research done by the Ministry of Health into the acceptability and effective
use of female condoms. The authors conclude that the distribution of female
condoms in public health centres should lead to increased rates in the use of
this method and reinforce initiatives aimed at safe sex.
A study of a similar nature (Telles Dias et al., 2006), performed in six regions
in Brazil, analysed condom use among women who had been using them for
a minimum period of 4 months and concluded that health education and
psychosocial support (empowerment) measures play a decisive role in the
consistent use of the female condom. Despite the limitations to the government
and non-governmental organizations providing female condoms on a more
ample and consistent basis being basically due to their relatively high cost,
it must be stated that a cost benefit analysis of female condom use (Dowdy
et al., 2006), found that in Brazil the distribution of female condoms, in a
proportion of 10% of the number of male condoms distributed, could lead to
a substantial reduction in the number of HIV infections at a relatively low cost
for the government.
Despite the studies mentioned above and their relatively optimistic conclusions,
publications on female condom use in Brazil are still rare, and public actions
aimed at their increased distribution fall short of what could be expected, both
in terms of their demonstrated acceptability and also the favourable evaluation
of their cost-effectiveness.

AIDS and gender relations
Ever since the first recorded cases of AIDS in Brazil, at the beginning of the
1980s, the epidemic has undergone a variety of social, demographic and
economic changes. In the light of the progressive dissemination of the epidemic
through unprotected heterosexual intercourse, there is a growing need to
analyse the specificities of living with AIDS for both men and women.
Various Brazilian studies have approached the issue of gender in order to
characterize the AIDS epidemic (Cardoso et al., 2006; Dourado et al., 2007;
Muniz et al., 2006; Pechansky et al., 2005; Pereira et al., 2006; Santos et al.,
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2006; Silveira et al., 2006). However, only a few studies treat gender as the
central theme of their analyses. Oliveira (2006) makes a critical analysis of the
official results contained in the Brazilian government’s report to the United
Nations Joint Programme on HIV/AIDS – UNAIDS, with regard to (among
other matters) gender issues, which are seen as something to be dealt with
in greater intensity and detail, since gender inequalities are deeply rooted in
Brazilian society and permeate social interactions, whether they be related
to HIV/AIDS or not (for example, sexual violence and the subordination of
women in various contexts, which extend beyond the specific field of HIV/
AIDS).
In São Paulo, Braga et al. (2007) analysed a cohort of individuals living with
HIV/AIDS and observed, following the line of the previous study by SantoroLopes et al. (1998), differentials with regard to the life expectancy of men
and women taking antiretroviral treatment, in detriment to women. The
underlying reasons for this surmised inequality in terms of life expectancy
were not however elucidated.

New AIDS drugs and medication
Despite having a considerable existing production capacity which meets
adequate bioequivalence and formulation requirements (Nunn et al., 2007),
Brazil lacks a scientific and technological basis to make innovation possible
in terms of original active ingredients with antiretroviral properties. As such,
it is considerably promising that exploratory studies into the antiretroviral
properties of certain alga are making progress, developing from less specific
studies (Cirne-Santos et al., 2006) into studies that specifically explore the
inhibitive property of the Dictyota pfaffii alga in relation to the HIV reverse
transcriptase enzyme (Cirne-Santos et al., 2007), which, possibly, will open the
way for new drugs and/or microbicides, conceived and developed originally
in Brazil.
Another line of drug research is the verification of the bioequivalence between
medication produced by international pharmaceutical companies and
their national equivalents, referred to as generic medication. A few studies
undertaken in Brazil are available in the indexed literature (Laurito et al.,
2002; Kano et al., 2005).
More recently a study has been published which evaluates the performance of
Brazilian generic antiretroviral medication under real conditions of clinical
practice (May et al., 2007), assessed based on the clinical and virological
outcomes of accompanied patients. This study concludes that the products
made available by the Brazilian Health Ministry are efficient and effective,
without additional cost for the patient.

Street children and teenagers and young adults in situations of
vulnerability
A study performed in Porto Alegre assessed vulnerability in relation to sex
and drug use among children and teenagers/young adults living on the streets
(de Carvalho, FT et al., 2006). This study confirmed that children living in

36

Targets UNGASS • Brazilian Response 2005-2007

these circumstances are considerably exposed to a variety of risks and diseases,
being highly vulnerable to sexually transmitted diseases (STD) and AIDS,
there being a relevant interface with drug abuse. However, the same study
also identified a high percentage of HIV testing (41% of the 161 individuals
interviewed). It should be observed, however, that this high proportion should
be analysed with care, since this group of children closely interacts with health
professionals from the service where they were recruited, and where they
underwent counselling and testing.
As emphasized in a study on adolescents by Camargo & Botelho (2007),
the practice of safe sex is affected by the level of their knowledge, attitudes
in relation to condom use and also by the fear of being infected with HIV.
According to Doreto & Vieira (2007), 65% of female teenagers studied in
Ribeirão Preto, São Paulo, related that they did not consider themselves to be
at risk of contracting STDs, despite only 35% of them using condoms when
having sexual intercourse. Testing for HIV is still not very common among
young people of either sex (Bassols et al., 2007), and is especially rare among
the young from low-income groups who only access health services (in the
specific case of women) during pregnancy (Chacham et al., 2007). In view of
the need to disseminate information among this segment of the population, a
variety of information campaigns have been undertaken in Brazil, including
television campaigns, and which have been deserving of favourable evaluations
(Geary et al., 2007; Porto, 2007).

Monitoring of the epidemic (Epidemiological Surveillance)
A variety of studies have been undertaken with the aim of obtaining up to
date information to enable the AIDS epidemic to be monitored and thereby
formulate and implement evidence-based prevention and control actions.
In what is perhaps the first Brazilian study involving a representative sample
of the general population (in this specific case, a sample of the population of
Salvador, Bahia), Dourado et al. (2007) confirmed the prevalence estimates
obtained from sentinel populations, such as pregnant women, reaffirming the
findings that the Brazilian epidemic continues to be a concentrated epidemic,
with prevalence of less than 1% in the general population
New findings have been published regarding serial studies on sentinel
populations, such as Brazilian army draftees, (Szwarcwald et al., 2005),
reinforcing yet again the conclusion that the Brazilian epidemic continues
to be a concentrated epidemic, with significant regional differentials and
concentration in specific segments (for example, young people from the poorest
levels of the population). Studies done by Brito et al. (2005) and Dourado
et al. (2006) confirm these conclusions, based on an analysis of the AIDS
notification system (SINAN-AIDS) and other large nationwide databases.
In Cuiabá, Mato Grosso, a study was performed with the aim of measuring
the prevalence of HIV infection in puerperal women in 3 NHS hospitals,
whereby average prevalence was 0.5% (95%CI= 0.2-1.0) (Orione et al., 2006),
confirming yet again the findings of the sentinel studies and the estimates
derived from them.
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In addition to the traditional surveillance of AIDS cases, other outstanding
initiatives include the molecular monitoring of HIV-I evolution (Bello et al.,
2006) and of the dissemination of specific subtypes in given contexts and
populations (Soares et al., 2005; Locateli et al., 2007; Stefani et al., 2007; EyerSilva et al., 2007; Cabral et al., 2006; Sá-Ferreira et al., 2007; Pereira et al.,
2006; Barreto et al., 2006). Despite the inevitable loss of information owing
to simplification, it is possible to resume this set of findings into an overall
tendency towards the progressive diversification and increased complexity
of the Brazilian epidemic in terms of viral diversity, with some regional
specificities being maintained, such as the particularly relevant presence of
subtype C in the country’s southern region.
As a result of this progressive diversification and increased complexity, and
as a result of the fact of the epidemic in a country of immense dimensions
and heterogeneity being, in truth, an interrelated mosaic of sub-epidemics
of a regional nature and/or which affect specific populations, an expected
tendency can be observed of the interpenetration and recombination of viral
subtypes, with the emergence of recombined forms, some of which are of
epidemiological relevance (Santos et al., 2006; Sá Filho et al., 2006).
Drug users form a segment of the population that has been carefully
monitored. A study undertaken by Hacker et al. (2006) reconstituted the
dynamics of the AIDS epidemic among Brazilian injecting drug users (IDU),
summarizing the time contrasts and geographical contrasts of AIDS cases in
this exposure category, demonstrating that AIDS cases among IDU appear to
be concentrated in cities with more infrastructure and where income is higher,
especially along drug trafficking routes, in particular along the coastal area of
the country’s southern region in recent years. Several empirical studies have
monitored infection rates among injecting drug users (Caiaffa et al., 2006;
Cardoso et al., 2006; Ferreira et al., 2006).
A clear falling trend can be observed in the proportional participation of IDU
in the Brazilian epidemic, even in the southern region, where until recently they
played a significant role (Hacker et al., 2006). The most plausible explanations
for this fall include the saturation of this segment of the population, being of
a relatively small size, the impact of prevention programmes and spontaneous
behavioural change and, above all, it would appear, a change in drug use,
involving the abandonment of injecting drugs in favour of sniffing and smoking
cocaine and crack. These trends, previously observed in the southeast region
and in Salvador, Bahia (Bastos et al., 2005), have recently been documented in
southern Brazil (Inciardi et al., 2006).
With the progressive decline in IDU participation in the Brazilian epidemic,
the superposition of different exposure categories would appear to be gaining
specific relevance, such as the double exposure (parenteral and sexual) of male
IDU who have sex with other men (Hacker et al., 2005; Ferreira et al., 2006).
Articles dealing, not with certain populations (injecting drug users in this
specific case), but rather with the operational characteristics of programmes
aimed at them are still scarce in Brazil. Analysis of this nature was performed in
a pioneer manner by Fonseca et al. (2006), who evaluated a total of 45 syringe
exchange programmes. From an international comparative viewpoint of such
programmes, the Australian researcher David Burrows (2006) analyses and
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compares harm reduction programmes in operation in Brazil, Bangladesh,
Belarus (Byelorussia), Ukraine, the Russian Federation and China. Later
analysis by means of a case study in Rio de Janeiro (da Fonseca et al., 2007)
has revealed changes in the operation of these programmes within the context
of the decentralization of AIDS actions in Brazil.
Owing to the fact that AIDS is a syndrome that debilitates the immune system
and the fact that it shares the same transmission routes (sexual and blood) as
countless other pathogens, it is not rare for someone infected with HIV to also
have other infectious diseases. Although in the post-HAART era studies on
opportunistic diseases are scarce (as such diseases have become quite rare in
patients being properly treated), some specific conditions, such as tuberculosis,
do stand out (Muniz et al., 2006; Santo et al., 2006; de Carvalho, LG et al., 2006;
Golub et al., 2007), and can be found even in patients with a reasonable degree
of immune competency, in addition to co-infection with other retroviruses,
such as HTLV-II (Posada-Vergara et al., 2006), type II herpes virus (Santos
et al., 2006), as well as HIV/Hepatitis C co-infection (Braga, WS et al., 2006;
Mussi et al., 2007) and HIV/Hepatitis B co-infection (Almeida Pereira et al.,
2006).
The study undertaken by Mussi et al. (2007) revealed a low prevalence of HIV/
HCV co-infection in the state of Mato Grosso, which is to be expected within a
context involving the scarce participation of IDU (this being a core population
in terms of the dissemination of the hepatitis C virus). On the other hand, the
low prevalence of HIV/HBV co-infection is surprising in a region where the
hepatitis B virus has elevated endemicity and defective hepatitis delta virus
superinfections are relatively frequent. HIV/HCV co-infection is especially
relevant, similarly to the rest of the world, in the IDU population (Zocratto
et al., 2006), being a central element of this population’s elevated morbidity/
mortality.
With regard to second-generation epidemiological surveillance (behavioural),
Szwarcwald et al. (2005) analysed the findings of a population-based sample
in relation to the Brazilian population’s (15 to 64 age group) knowledge about
HIV/AIDS, sexual practices and behaviours. This knowledge revealed itself
to be quite satisfactory, although there are relevant differentials relating to
income and education levels, the lower levels being those where sexual risk
practices are seen to be more frequent.
Other behavioural surveillance efforts are being undertaken through local/
regional studies, such as a study with students in the state of Santa Catarina
(Camargo & Botelho, 2007) and state and private schools in São Paulo
(Martins et al., 2006a; Martins et al, 2006b). The level of information about
STDs and HIV/AIDS was shown to be adequate, although there were relevant
differentials associated with economic status (Martins 2006a), and reasonable,
albeit with negative influences from some peers and the media (Camargo &
Botelho, 2007), in São Paulo and Santa Catarina, respectively. On the other
hand, knowledge about contraception proved to be inadequate, both among
poor state school students and also among middle and upper class students
attending private schools in São Paulo (Martins et al., 2006b).
Farias e Cardoso (2005) analysed AIDS related deaths in São Paulo between
1994 and 2002 and their possible associations with social inclusion/exclusion
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indices, suggesting that the socio-economic conditions of the areas may play
a determining role in mortality rates, which are higher in contexts of poverty.
In 2007 another study performed in São Paulo analysed how the introduction
of antiretroviral therapy and early diagnosis determined an increase in the
lifespan of patients with AIDS (Kilsztajn et al., 2007). These findings were
consistent with the results of earlier research which documents a dramatic
interest in the increased life expectancy of people living with AIDS, both
nationally and within the country’s diverse local and regional contexts
following the introduction of HAART.

Mother-to-Child Transmission
With the changes in the patterns of HIV dissemination during the last decade
and the progressive feminization of the epidemic in Brazil, the increase in the
number of AIDS cases among women consequently resulted in an increase in
paediatric AIDS cases via mother-to-child transmission (Brito et al., 2005).
However, following the systematic adoption of Protocol ACTG 076 (which
demonstrated the effectiveness of zidovudine (AZT) in reducing motherto-child HIV transmission), and the evolution of the use of ARV therapy
along with other preventive measures, a trend has appeared which is partially
opposite to the previous trend, that is to say, despite a moderate increase in
the number of cases of mother-to-child infections, there has been a consistent
and progressive reduction in the proportion of observed paediatric AIDS
cases versus expected cases due to mother-to-child transmission in children
born with effect from 1997 throughout Brazil (de Brito et al., 2006). A similar
reduction was also found in a study performed on pregnant women in several
different Latin American and Caribbean countries (Read et al., 2007).
In other words, paediatric AIDS cases as a result of mother-to-child transmission
were more numerous from the mid 1980s to the mid 1990s, at a time when
the epidemic was of a clearly masculine nature (throughout the 1980s), but fell
rapidly following the introduction of highly effective interventions with effect
from 1997.
It must be stated, however, that the phenomenon of the reduction of observed
cases versus expected cases has not occurred uniformly in the country’s
different regions and segments of the population (de Brito et al., 2006), there
being significant differentials to the detriment of poorer populations and/or
poorer places distant from the large urban centres.
Probably motivated by these marked inequalities and asymmetries, local
and regional studies have been being undertaken in recent years, involving
the country’s southeast region (Martinez et al., 2006), the municipality of
Campos, in the state of Rio de Janeiro (Fernandes et al., 2005), the city of
Vitória (Miranda et al., 2005), the states of São Paulo (Matida et al., 2005) and
Mato Grosso do Sul (DalFabbro et al., 2005), as well as studies of mother-tochild transmission control measures in the municipality of Santos, São Paulo
(Nishimoto et al., 2005).
With regard to research on primary viral resistance among women using
antiretroviral therapy to prevent mother-to-child transmission, the recent
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study by Duran et al. (2007) stands out owing to its supranational coverage.
More recently studies have been published which take into consideration
differential characteristics of viral subtypes (Martinez et al., 2006) and of
polymorphisms in specific viral regions (de Souza et al., 2006) as determining
factors of greater or lesser mother-to-child transmission.
Despite the vast amount of literature on mother-to-child transmission, there
are still few studies on children and teenagers affected by AIDS. França-Junior
et al. (2006), in their study on this population, suggest that special records
should be created/adapted especially intended to provide information on
infected children and teenagers and those affected (whether orphans or not)
by the AIDS epidemic in Brazil. They also stress that great concern exists
with regard to these individuals in relation to the promotion, protection and
attention to their fundamental human rights, but that despite this the practical
measures taken concerning the impacts caused by the epidemic in children
and teenagers are still limited.

Testing and Counselling
Estimating incidence and having knowledge of the characteristics of those
recently infected with HIV is of extreme importance in order to have a better
understanding of the dynamics of the epidemic. Different testing algorithms
which enable incidence to be estimated with reasonable precision are being
used, including the so-called STARHS testing algorithm (de Freitas Oliveira
et al., 2005; Sucupira et al., 2007).
More recently a new algorithm, the BED algorithm, which is apparently more
precise in terms of the estimates derived from it, is being extensively used in
Brazil and worldwide (Parekh & McDougal, 2005), although to date apparently
it has not yet been documented in any indexed Brazilian publication.
A variety of services are implementing the strategy of using rapid tests to
detect HIV, principally among pregnant women, with the aim of minimizing
the amount of time between diagnosis and intervention and also to increase
testing among the population and enable rapid and effective interventions.
Ferreira Junior et al. (2005) compared the sensitivity and specificity of 7
different rapid HIV tests in a study undertaken by the Ministry of Health and
the Centers for Disease Control and Prevention - CDC. Four of the rapid
tests showed better performance within the criteria analysed and were used
to build an algorithm for the rapid diagnosis of HIV infection, thus making
possible increased access to this form of diagnosis in Brazil.
Another line of research examines not the technical aspects of testing as such
but rather the characteristics of counselling (Miranda & Barroso, 2007) or
even how counselling is received by tested women (in this case puerperal
women) (Praça & Barrancos, 2007).
Finally, recent studies have sought to systematize data obtained from the
Testing and Counselling Centres, with emphasis on the risk profile of specific
populations, such as drug users (Pechansky et al., 2005), and also the rates of
HIV/HTLV I/II co-infection in the users of a Testing and Counselling Centre
in Porto Alegre (Barcellos et al., 2006).
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Prevention and psychosocial support
A recent review by Sweat et al. (2007) points towards shortfalls in psychosocial
support for patients living with HIV/AIDS in the vast majority of developing
countries, which are still attempting to deal with basic issues such as how to
improve their care infrastructure and provide antiretroviral medication in
a continuous and sustained manner. The study done by Sadala & Marques
(2006), shows that, as far as health professionals are concerned, discriminatory
behaviour still exists with regard to these patients, and that professionals in
health centres/hospitals that are not exclusive for these patients are inadequately
prepared. Generally speaking, the authors reach the same conclusions as those
of previous studies by Malta et al. (2005) and Fehringer et al. (2006).
The persistence of stigma and discrimination in relation to HIV and other
STDs and the need to implement actions aimed at minimizing them and, if
possible, remove them as significant barriers to appropriate care, adherence to
medication and prevention among people living with HIV/AIDS is emphasized
by the FIOCRUZ-Johns Hopkins research group (Malta et al., 2005; Kerrigan
et al., 2006; Fehringer et al., 2006; Malta et al., 2007).
Recent articles point out the specific needs of segments such as women who
have sex with women (Pinto et al., 2005), commercial sex workers (Chacham
et al., 2007) and the young (Ayres et al., 2006), which should be translated into
the formulation and provision of psychosocial support strategies in keeping
with these needs. A study currently under way involving professionals from
the Universidade Federal do Rio de Janeiro and Columbia University, New York,
USA, is seeking to analyse in depth and formulate prevention, handling and
treatment alternatives for people with serious mental problems living with
HIV/AIDS or at risk of being infected (Wainberg et al., 2007).
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3.2 PREVENTION AND REDUCING
VULNERABILITIES
As indicated in the introduction, the AIDS epidemic is present in all of
Brazil’s regions and its dissemination has slowed in recent years, reflecting
the positive impact achieved through the combination of a variety of factors.
Issues such as gender equality, sexual diversity and the promotion of sexual
and reproductive rights have gained force and importance on the political
agenda of the government and the various social movements.
The quest for citizenship based on respect for diversity, equality, and guaranteed
rights has become an objective to be achieved by all. Other outstanding factors
include the implementation of preventive measures such as the promotion
of condom use and the free distribution of male and female condoms and
lubricant gel; the proven change in the behaviour of certain segments of the
population; actions of intervention and promotion of access to diagnosis and
control of the disease, such as the availability of HIV tests, the prophylaxis of
mother-to-child transmission and antiretroviral treatment.
The notion of vulnerability to HIV infection has become the point of reference
for the discussion and problematization of prevention related matters, ethics
and human rights issues, extending to questions relating to access to AIDS
care and treatment in a country marked by profound social inequalities. These
issues require a structural approach in order to understand the processes
relating to matters such as: power inequality in gender relations, stigma and
sexual discrimination, ethnic discrimination and, above all, the stigma relating
to living with HIV and AIDS.
Respect and human rights promotion have become the foundation in
developing health promotion, prevention, care and treatment strategies
and practices in Brazil. As stated in the 1988 Brazilian Constitution and the
operational norms of the National Health System, health is both a citizen’s
right and also an obligation of the State. It has become essential to prioritize
the implementation of the principles of human rights promotion and defence
as well as processes of community organization in order to promote structural
changes with the aim of reducing social and economic exclusion as a means of
reducing vulnerabilities.
Vulnerability also refers, almost invariably, to a process resulting from the social
and economic inequality present in Brazilian society. It can therefore be seen
that vulnerability to HIV and AIDS also varies according to the population’s
opportunity to have access to social policies and exercise its citizenship. Social
groups with little formal education and in situations of poverty are more
affected and have less social capital to overcome this disadvantage with regard to
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adopting safer sex practices. This disadvantage can, however, also be observed
in other contexts of vulnerability, where violence, prejudice and stigma result
in anomy, isolating and condemning people to death. In order to address these
issues, the need has been perceived to strengthen the multidisciplinarity and
integrality of actions and programmes with other relevant structural sectors,
such as education, social services and protection in combating the epidemic.
Structural governmental interventions have been taking place which impact
positively on access to health services and prevention commodities. Important
examples of this are continuous educational campaigns, the integration of
health services with programmes intended to eradicate poverty, combat
discrimination, promote and protect human rights, education and justice, as
well as other health actions and programmes, in particular those relating to
hepatitis, tuberculosis, malaria and the women’s health, teenage health and
mental health programmes. To this end, legislation and government policies and
programmes have been implemented in recent years, such as the programmes
to combat homophobia (Brazil Without Homophobia Programme), racism
(Afro-Attitude Programme), the feminization of the AIDS epidemic and
the “Health and Prevention in Schools” programme. All these programmes,
described below, are part of the federal government’s “More Health” Growth
Acceleration Plan and its Pluri-annual Plan:

The Health and Prevention in Schools Programme
Resulting from a governmental initiative between the Ministry of Health
and the Ministry of Education, in partnership with UNICEF, UNFPA and
UNESCO, this is a strategy that brings together the government and civil
society organizations to promote integrated health and education actions. The
initiative was begun in 2003 and since then its activities have steadily increased
and it has become institutionalized as a programme capable of promoting
transformations in the conceptions and methodologies that orient the teaching
of health promotion, sexual education and sexual and reproductive rights in
junior school and middle school education in Brazil.
The programme’s objectives include: to act to promote the sexual health and
the reproductive health of teenagers and young adults through the integration
of health and education services; to contribute towards the reduction of
HIV/STD infection and levels of absence from school caused by pregnancy
in girls and women aged 10 to 24; to encourage the participation of young
people in spaces where public policies on STD/AIDS prevention and drug
abuse prevention are formulated and carried out; to support initiatives
involving health promotion and prevention in schools and to create a culture
of prevention in schools and surrounding communities.
With effect from 2005 this programme became a reference as an integrated
policy with a budget funded by both ministries. It is important to emphasize
that in order to monitor and accompany the programme’s implantation at
the state and municipal levels, the Federal Government included questions
in the school census to verify the level of implementation of STD and AIDS
prevention and sexual and reproductive health actions. Data from the 2006
census showed that more than 90% of schools undertake some kind of action
involving issues relating STDs and AIDS and/or correlated issues during the
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academic year. Of these schools, 18% of middle schools and 9% of junior
schools have free condom distribution programmes in place. The challenge
facing the government is to make such actions more frequent and regular
by continuing to implant the programme, scaling up continuous access to
condoms and raising young people’s awareness to encourage HIV testing. To
this end two important initiatives have been undertaken: a mobilization and
awareness-raising campaign, in partnership with UNICEF and MTV, aimed
at schools to encourage testing; and the development of condom dispensing
machines which has involved more than 20 federal polytechnics throughout
Brazil.

Integrated Plan to Combat the Feminization of the AIDS and
STD Epidemic
Launched by President Lula in 2007, this Plan is the result of a joint effort
involving the Special Department for Women’s Policies and the Ministry
of Health, by means of its National STD and AIDS Programme and its
Women’s Health Programme. One of the important aspects of the plan is the
recognition of the power of intersectorial articulation to combat the problems
deriving from the HIV/AIDS epidemic and other STDs, involving various
government sectors, civil society organizations and international organisms,
especially those with mandates relating to women’s issues such as UNFPA and
UNIFEM. In addition it is important to highlight the perspective of gender
adopted in these policies which make it explicit that inequalities in the roles
of men and women, together with socio-economic and ethnic factors, forms
of sexual orientation, cultural and moral aspects and other elements such as
sexual and domestic violence and symbolic violence contribute towards either
aggravating or minimizing women’s vulnerability to STD and HIV infection,
as well as towards responses for women living with HIV/AIDS.
Therefore, with the aim of reducing conditions of vulnerability and promoting
the defence of women’s human rights, sexual rights and reproductive rights,
the plan has five main objectives which seek to promote universal access
to integral STD/AIDS care for women; to reduce STD related morbidity in
women; to reduce the indices of sexual and domestic violence against women;
to reduce mother-to-child HIV and syphilis transmission and to promote the
quality of life of women living with HIV/AIDS.
An important strategy which is also a big challenge to achieving the Plan’s
objectives is the involvement of men in the process. As such, the actions
proposed contemplate activities aimed at raising the awareness and involving
men in STD/AIDS prevention strategies and strategies for combating violence
against women throughout the entire process of the Plan’s implantation and
implementation.
Macro-regional workshops were defined as the strategy for making the Plan
operational nationwide. So far 3 macro-regions have been implemented:
South-East Region (states of Rio de Janeiro, São Paulo, Espírito Santo and
Minas Gerais); North-East Region 1 (states of Maranhão, Piauí, Ceará and Rio
Grande do Norte) and North-East Region 2 (states of Bahia, Sergipe, Alagoas,
Paraíba and Pernambuco); and the Southern Region. Five complete State level
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Plans have already been submitted to the National STD and AIDS Programme
(Minas Gerais, Piauí, Rio de Janeiro, Sergipe and Rio Grande do Norte). It
should be noted that many of the states that took part in the macro-regional
workshops have included in their Actions and Goals Plans activities relating
to Combating the Feminization of the AIDS Epidemic and other STDs.
Combating the feminization of the AIDS epidemic cannot neglect actions
directed towards prostitutes, whether it be with regard to the aspects relating
to the exercising of this profession, or with regard to the relations of affection
that form part of the private lives of these women. As such, the National STD
and AIDS Programme has supported a variety of initiatives directed towards
this group, in particular: the Evaluation of the Effectiveness of STD/AIDS
Prevention Actions aimed at Female Commercial Sex Workers in Three
Brazilian Regions, implemented between 1999 and 2001; the holding of a
Seminar on AIDS and Prostitution in 2002; the holding of the Maria Sem
Vergonha (Unashamed Maria) Campaign, also in 2002; technical and financial
support to the national Esquina da Noite project, in 2002 and 2003; and
technical and financial support to the national Sem Vergonha project, which is
still being implemented.
With the aim of reducing stigma and, consequently, vulnerability related
contexts and factors, including obstacles to the universal access by prostitutes
to STD/HIV/AIDS prevention, treatment and care, Brazil was host to the
Global Consultation on HIV/AIDS and Commercial Sex Work, held in Rio de
Janeiro in 2006. In fulfilment of the recommendations produced at the Global
Consultation, Brazil, as a member of the Latin American and Caribbean
Horizontal Technical Cooperation Group on HIV/AIDS, organized the
Regional Consultation on HIV/AIDS and Commercial Sex Work in Latin
America and the Caribbean, held in Lima – Peru, in February 2007.
The Regional Consultation focused on the following key issues: gaps between
policy and practice in terms of the universal access by female and male
sex workers to prevention, treatment and care; protecting, promoting and
sustaining the human rights of female and male sex workers, their clients
and other stakeholders; understanding the extent of sexuality in commercial
sex work and related needs and interests within the context of HIV/AIDS
prevention, treatment and care; eliminating the stigma and discrimination
which affect universal access by female and male sex workers and strengthening
a non-discriminatory response in the health service systems; increasing
the knowledge of and involving the region’s political leaders and other
stakeholders in the discussion of HIV/AIDS and commercial sex work, with
the aim of providing a multi-sectorial response to HIV/AIDS. Still within this
context, Brazil is currently organizing a National Consultation on STD/AIDS,
Human Rights and Prostitution, as one of the political agendas that support
the combat of the feminization of the AIDS epidemic. The Consultation will
be held in Brasília in February 2008.
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Operational Plan for the Reduction of Mother-to-Child
Transmission of HIV and Congenital Syphilis
One of the goals of the Health Pact, launched by the Ministry of Health in
2006 and agreed to by all three levels of government, is the reduction of
maternal mortality and child mortality. Mother-to-child syphilis and HIV
transmission are responsible for high rates of miscarriages and occurrences
of congenital illnesses (AIDS and syphilis) when the correct approaches are
not taken. In October 2007 the federal government launched a national plan
containing goals for the progressive and regionalized reduction of HIV and
syphilis vertical transmission rates by 2011. The plan aims to increase testing
coverage for HIV and syphilis during antenatal care. The number of syphilis
tests performed by the NHS on pregnant women is expected to be scaled up
from 2.1 million in 2006 to 4.8 million in 2008, and HIV tests from 1.4 million
to 2.3 million in the same period.
The plan to reduce mother-to-child HIV and syphilis transmission is yet
another element in the efforts to reduce the incidence of AIDS in children
under 13 years old due to mother-to-child transmission and to eliminate
congenital syphilis in Brazil, involving improvements to the care network,
the review of referral and counter-referral flows between antenatal services
and test laboratories, including the use of new technologies such as rapid
testing and the availability of adequate treatment of pregnant women with
syphilis, the implantation of syphilis surveillance in pregnant women in all
the country’s municipalities, increasing the coverage of mother-to-child HIV
and syphilis transmission prophylaxis for pregnant/parturient women and
exposed children.

National Plan to Combat the AIDS and STD Epidemic among
Gay Men, other MSM and Transvestites
This plan synthesizes an intense mobilization involving the government and
civil society to define public policies directed towards these sectors of society.
The Plan contains two differentiated agendas: the Affirmative Agenda for
Gay Men and other MSM and the Affirmative Agenda for Transvestites. The
implementation of these two strategies seeks to contribute towards improved
reception in health services, the scaling up of the coverage and the response
to the AIDS epidemic among these groups, within the context of the National
Health System, and other sectors responsible for executing the Brazil Without
Homophobia Programme, strengthening the efforts to create intersectorial
and transverse policies and actions to combat the epidemic between 2007 and
2011.
The elaboration of the Plan counted on the collaboration and the contributions
of several partner organizations, including representatives of the AIDS
movement and the Gay, Lesbian, Bisexual, Transvestite and Transsexual (GLBT)
movement, people living with HIV/AIDS (PWHA), researchers, health service
managers and professionals. The draft Plan was made available via Internet for
Public Consultation during one month, resulting in 94 contributions being
received from civil society and health services and programmes relating both
to the base document and to the Plan’s goals and activities. The Plan was
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later approved by the Tripartite Health Managers Commission, which brings
together state and municipal health secretaries and the Ministry of Health.
The Plan and its implementation will also be the subject of discussion during
the National Conference on Public Policies and the Promotion of GLBT
Citizenship, to be held in May 2008.

Harm reduction
With regard to the prevention of HIV transmission through injecting drug use
(IDU), the IDU Harm Reduction strategy has been gaining strength over the
years as an important public health policy in Brazil, having been adopted by
the Ministry of Health since 1994, involving intersectorial actions to promote
the rights of injecting drug users. In the year 2000 the strategy was included
in the National Anti-drugs Policy and five years later a ministerial ordinance
was issued including it as part of the National Health System’s mental health
services. The chemical dependency prevention and treatment models used
by Brazilian health services include harm reduction actions, as part of the
directives of the National Alcohol and Drugs Policy, presented in the document
entitled The Ministry of Health Policy for the Integral Care of Alcohol and other
Drug Users. This policy comprises user information and education regarding
the harm involved in drug use, the distribution of condoms and equipment
for safe injecting, the diagnosis and treatment of AIDS, hepatitis and other
diseases transmitted through blood, as well as encouraging the effective
participation of drug users.

Strategic Affirmative Actions Programme: the Black
Population and AIDS and Strategic Actions with the
Indigenous Population
Launched in August 2005 in a partnership involving the Ministries of Health and
Education, the Special Department for Policies to Promote Racial Equality and
the Special Department for Human Rights, this programme has as its objective
the integration of affirmative action policies, a federal government commitment,
with actions relating to the control of the HIV and AIDS epidemic.
The programme set 30 goals to improve the quality of AIDS healthcare for the
Black population and to promote affirmative policies in the sectors involved.
Among these goals, the plan provided for a review of the literature on the
relationships between HIV/AIDS and the Black population, the combat of
institutional racism, the inclusion of the issue of racial equality in AIDS related
training courses, the management and funding of the Brazil Afro-Attitude
Programme for two years, and the review of healthcare quality. The plan also
assesses the need for changes in communication strategies and the review of
scientific literature on AIDS and its interfaces with illnesses more common to
the Black population, such as sickle-cell anaemia.
The Afro-Attitude Programme is an expression of an ample articulation
between the state and civil society organizations to create social policies that
protect and promote – as part of the fight against the AIDS epidemic – sexual,
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racial and ethnic diversity and their role in the implementation of prevention,
care and human rights defence strategies. The following activities were
undertaken between 2005 and 2007: a specific World AIDS Day Campaign on
the issue of AIDS, racism, other STDs and the Black Population; the training
and inclusion of young Black people in the “Health and Prevention in Schools”
Programme; the Brazil Afro-Attitude Programme, with 500 grants for students
with places guaranteed in 10 universities, and the elaboration of a publication
containing summaries of the work done by the student grant holders; the
funding of 17 research projects into HIV/AIDS and the Black Population; the
1st Brazil Afro-Attitude Exposition and the 1st National Meeting of Brazil
Afro-Attitude Students, as well as support given to 10 state and/or regional
meetings; support given to actions to combat STD/AIDS by the Black social
movement.
With regard to the indigenous population, in partnership with the National
Health Foundation the Programme has headed the implantation of
programmes and actions aimed at controlling the AIDS epidemic and other
STDs in the healthcare system for the indigenous population, comprising a
national network organized into 34 special health districts. It has produced
countless educational materials culturally oriented to contemplate the different
ethnic groups and contexts of vulnerability of the indigenous population and
currently steps are being taken to increase access to syphilis and HIV diagnosis
using rapid testing.

Some results
Among the efforts to reduce the sexual transmission of HIV, the results obtained
in Brazil in promoting condom use are visible. The Brazilian population’s
access to male condoms increased significantly between 1998 and 2005. The
purchase of male condoms by the Brazilian government has increased from 18
million condoms in 1993 to 1 billion in 2007. With regard to female condoms,
the Brazilian government has bought 4 million of these condoms every two
years. The purchase of 7 million female condoms is planned in 2008.
At the end of 2007 production began at a new condom factory using native
latex in the municipality of Xapuri in the state of Acre. The installation of
this factory is an important step in producing the most important currently
available prevention commodity. This initiative not only provides the
possibility of increased condom use, but also provides employment for
the local population, as well as promoting sustainable development and
environmental responsibility. It also demonstrates the articulation between
various government bodies, such as the Ministry of Health, the Ministry of
Science and Technology, the Ministry of the Environment and local level
governments. The initial production forecast is 100 million condoms a year,
with capacity for expansion of up to 200 million condoms.
According to a survey of Brazilian sexual behaviour, carried out by CEBRAP
(the Brazilian Analysis and Planning Centre) and the Ministry of Health
(2005), 59% of young people aged 15 to 24 used a condom the first time they
had sexual intercourse, 84% always use a condom with a casual partner and
56% used a condom with a fixed partner or the last time they had sexual
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intercourse. National studies show that the percentage of individuals who
begin their sex life using condoms increased from 47.8% in 1998 to 65.8% in
2005. Adherence to condom use is higher among younger people who have
studied as far as middle school. It is lower among women, Black men and in
the country’s Midwest region. The young Brazilian population, in the 15 to
24 age group, uses condoms most frequently. When analyzing the available
data on the country’s population of young people, it is extremely important
to emphasize that there were no significant alterations in the average age of
sexual initiation between 1998 (M=15.25 and F=16.0) and 2005 (M=15.0 and
F-15.9).
The results provide evidence that the prevention policies adopted in Brazil
in recent decades, such as sexual education in schools and the promotion of
condom use by young people, have reinforced safer sex practices and, on the
other hand, that the prevention strategies adopted have not lead to changes
in the average age of sexual initiation, contrary to the ideologically based and
conservative discourse of certain countries against sexual education and the
promotion of condom use by teenagers and young adults.
Rather, preventive practices are focused in particular on the promotion of
protected sex, the use of male and female condoms, lubricant gel and other
prevention commodities (such as disposable syringes and needles) and not
on reducing the number of sex partners. Moreover, in the case of some more
vulnerable populations such as female and male commercial sex workers,
reducing the number of sex partners represents a position that is at the same
time conservative and ideological, contrary to Brazilian public health policies
and policies on reducing vulnerabilities, stigma and prejudice.
The percentage of people testing for HIV (in the 15 to 54 age group) has also
increased significantly in the last seven years, from 20% in 1998 to 28.1%
in 2004 and 32% in 2005. (Ministry of Health, 2005). These percentages are
higher in relation to gay men: 70% in the Federal District (sample of 465) and
60% in Campinas-SP (sample of 602); and commercial sex workers: 49% in
the group suffering intervention and 36% in the control group, out of a sample
of 2,712 women interviewed.
Currently women in the 25 to 39 age group form that part of the population
which most tests for HIV. This result is associated with the incorporation of
testing as part of the antenatal routine. In Brazil there are 383 Testing and
Counselling Centres and the process of decentralizing diagnosis to basic
health service facilities in currently underway, including the incorporation of
rapid testing as part of the service routine, especially in locations where access
to services is more difficult.
Internationally, it can be seen that there is currently growing tension between
prevention proposals more oriented towards the use of biomedical techniques,
such as microbicides, pre and post-exposure prophylaxis (using antiretroviral
drugs such as enofovir) and the circumcision of male adults, and strategies
involving educational approaches and more participative and integrated
models.
In view of the WHO recommendations on male circumcision, as an effective
prevention measure in countries where prevalence is greater than 15% and
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heterosexual men represent a large number of those infected with HIV/AIDS
(WHO/UNAIDS, 2007), Brazil does not consider it to be appropriate to
promote circumcision as a means of preventing the sexual transmission of
HIV and other STDs, since the pattern of the country’s epidemic does not
correspond to WHO criteria on this issue. Furthermore, it should be stressed
that the Brazilian public policy on prevention considers that circumcision
cannot not be the only measure adopted, and that local cultural and social
factors must be taken into consideration both with regard to adopting such
a procedure and also to evaluate its impact on the negotiated use of the male
condom to protect both men and women.
In relation to microbicides, the most recent reports on international research
have demonstrated the existence of significant limitations, pointing towards
the downfall of protection methods begun or controlled by women, of
which microbicides are an essential element. Furthermore, shortcomings in
the vaccine protocol, which until recently had been promising, indicate the
overwhelming need to continue investing in prevention alternatives to be
permanently implemented and monitored on the psychosocial level by means
of information and sexual education, the promotion of condom use and harm
reduction practices for injecting drug users.
Some of the current challenges relate to the limitations found in the attempt
to overcome regional inequalities so as to make universal access to HIV/AIDS
prevention, care and treatment services possible in all of the country’s regions,
as well as limitations in terms of the availability of resources for investment
in health services as a whole. Moreover, a difficulty also exists in providing
universal access to strategic prevention commodities in a sustainable
manner.
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3.3 HUMAN RIGHTS
Respect for and promotion of human rights have become the backcloth to the
development of health promotion, prevention, care and treatment strategies
and practices in Brazil. Health is every citizen’s right and the State’s obligation,
as stated in the 1988 Brazilian Constitution and in the National Health System
directives.
The concept of the right to health is ample and complex, being directly related
to the concepts of liberty and equality, as well as being simultaneously of a
public and private, collective and individual nature. (DALLARI, Sueli Gandolfi.
A Saude do Brasileiro, São Paulo: Moderna, 1987. Coleção Polêmica. p.7)
This means that health service provision implies achieving an equal balance
between different variables, such as: citizenship, human dignity, the social
value of work, an equitable and responsible society, the eradication of poverty
and society and regional inequalities and the promotion of the well-being of all
citizens as provided for in articles 1 and 3 of the 1988 Federal Constitution.
Ample discussion involving all of society regarding the right to health is
necessary in order for individual people to take part in and be identified in
decision-making processes which, at times, need to set unequal norms in
order to ensure equity. (Direitos Humanos e HIV/Aids: avanços e perspectivas
para o enfrentamento da epidemia no Brasil. MS-SVS-PN-DST/Aids. Org.:
Pires, A., currently being published).
Human rights can clearly be seen to be a core issue found in all the thematic
areas of the National STD/AIDS Programme’s actions described in this
report.
The challenges facing the Brazilian response to the HIV/AIDS epidemic are
particularly related to the strengthening of public policies and complying with
legislation in order to prevent all forms of discrimination and to promote the
human rights of people living with HIV/AIDS and those of more vulnerable
populations.
In 2006 a survey of Brazilian legislation on human rights and STD/AIDS was
concluded, including not only national legislation but also state and municipal
level legislation. This survey has been published and disseminated among
HIV/AIDS service organizations, human rights defence organizations, as well
as justice and health departments.
In addition, respect for this legislation is fomented by encouraging civil society
participation in the promotion and monitoring of rights.
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Based on the constitutional principle of the respect for human rights, the
Brazilian government, with the aim of ensuring the right to access to health
services, has implemented strategies to expand diagnosis coverage (rapid
tests), access to prevention commodities (condom manufacturing facility),
care for the disabled, as well as specific plans for populations in conditions of
greater vulnerability.
With the adoption of harm reduction in Brazil, important human rights
progress has been made in terms not only of promoting legislation that
guarantees the right of drug-users to chemical dependency treatment in
a decent and non-punitive manner, but also by ensuring access to free and
confidential treatment of AIDS, hepatitis and other diseases more prevalent
among drug and alcohol users.
The conception of health as a fundamental right which must prevail above
commercial interests culminated in the compulsory licensing of the drug
Efavirenz in 2007, as part of the quest to ensure the right to treatment of tens
of thousands of patients who use this drug, as mentioned earlier.
The Brazilian Government has sought to guarantee respect for the reproductive
rights of people living with HIV/AIDS by implementing technologies to reduce
mother-to-child transmission (mother-to-child transmission reduction plan)
and by disseminating information to the population.
The fight against stigma and discrimination continues to be a constant
challenge. With the aim of ensuring the respect for the privacy of people living
with HIV/AIDS, the Brazilian govern has: provided for the construction of
environments appropriate for giving test results in health services; included
the issue of respect for human rights as part of the training curriculum of
health professionals who handle information on patients living with HIV/
AIDS; as well as promoting actions to combat stigma and discrimination.
One of the strategies developed to deal with this issue is the provision of
support to legal aid projects to defend the rights of people living with HIV and
AIDS in Brazil, involving specific resources and a system for the recording of
HIV/AIDS related human rights violations.
It is appropriate to provide examples of some of the strategic actions
implemented by the Brazilian government in recent years which are directed
towards social inclusion, combating homophobia and racism, promoting
gender equality and their interfaces with the AIDS epidemic within the context
of structural, programmatic and social vulnerabilities:
Strategic Programme of Affirmative Actions: Black Population and AIDS –
inclusion of the issue of racism and its interface with vulnerability;
Integrated Plan to Combat the Feminization of AIDS and other STDs;
National Plan to Combat the AIDS and other STDs among Gay Men, other Men
who have Sex with Men (MSM) and Transvestites – combating homophobia
and distinguishing different gender identities and sexual orientations:
Support for civil society projects – Legal Aid Services;
Plan for the Social Inclusion of people living with HIV/AIDS;
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Brazil Afro-Attitude Programme (Brasil Afroatitude)
Brazil Without Homophobia Programme
National Network against Sexual Violence
Ministry of Health LGBTT Health Advisory Committee
Ministry of Health Black Population Health Advisory Committee
National Commission for the Combat of Discrimination
Brazilian Committee on Human Rights in Foreign Policies
Programmatic actions in the Special Indigenous Health Districts
Through AIDS it has been possible to observe that inequality, prejudice,
discrimination and racism are also serious illnesses that affect a large part
of Brazilian society. It is our understanding that guaranteeing, ensuring and
promoting health means combating not only the harm caused by viruses,
bacteria and so forth but also the harm caused by conservative, segregationist
and reactionary moral values (Direitos Humanos e HIV/Aids: avanços e
perspectivas para o enfrentamento da epidemia no Brasil. MS-SVS-PN-DST/
Aids. Org.: Pires, A., currently being published).
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3.4 MONITORING AND EVALUATION
The institutionalization of monitoring and evaluation at the three levels of
government is one of the National STD and AIDS Programmes’s (NAP)
priorities, as a management tool to aid decision-making and make social control
practicable, by focusing on programme improvement. The NAP’s National
Monitoring and Evaluation Plan – NP M&E – emerges in a national setting of
increased decentralization of the actions of disease control, the involvement
of new stakeholders and roles for the state and, in particular, within a context
of the formation of new institutional monitoring and evaluation cultures at
government level.
For this institutionalization to take place several strategies have been
adopted:
3.4.1 Implementation of a department to coordinate M&E activities in the
NAP.
Aimed at effectively institutionalizing M&E in all levels of the National
Programme. This department has a technical cooperation agreement with the
Centers for Disease Control and Prevention’s Global AIDS Program (CDC/
GAP). It undertakes the following activities:
•
•
•
•
•

Coordination of the implantation and implementation of a national
M&E plan;
Provision of support for the elaboration of state level M&E plans;
Definition and accompaniment of the priority activities’ routine –
monitoring and evaluation subsystems;
Dissemination of information - information dissemination
subsystem.
Promotion of and support to actions to decentralize and institutionalize
M&E – training and technology transfer subsystem.

3.4.2 Identification of potential Evaluation users, comprising health
service managers, health professionals and other partners involved in
combating STD/HIV/AIDS.
3.4.3 Identification of partners to make M&E operational, including
training in M&E (post graduation or master’s degree course):
•

M&E focal points. Evaluation and monitoring, per programme
component, can be seen as the responsibilities of a group of internal
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evaluators, formed by technical staff from the NAP’s main divisions
responsible for M&E activities in their respective areas. The goals of
this group are: a) disseminate and strengthen the culture of evaluation
within the NAP; b) share experiences and good practices in M&E; c)
create and publicize a bank of M&E competencies and consultants.
Currently the NAP has 13 focal points across the following areas:
Epidemiological Surveillance (4); Care (1); Prevention (2); Planning
(1), Civil Society and Human Rights (2); M&E Support (2) and Human
and Institutional Development (1).
M&E Excellence Sites (5) - Another important strategy for the
decentralization of M&E actions has been the implantation of five
Centres of Excellence with effect from 2003, to serve as M&E reference
points in each of Brazil’s five macro regions, both demonstrating and
replicating M&E activities. They have had a fundamental role in the
process of M&E training for those municipalities that receive resources
as part of the STD/AIDS actions incentive policy.

3.4.4 Human resource M&E training at different levels
•

•

•

In order to agree operational language and implement a teaching
practice which, in addition to encouraging reflection, also offers
technical contents and skills, an 08 to 12 hour “Evaluation Training
Workshop with Emphasis on Programme Enhancement” was designed.
In 2007, 249 M&E training workshops were held for professionals from
municipalities that receive resources through the STD/AIDS actions
incentive policy, including representatives of CSOs (Civil Society
Organizations). A total of 4,842 participants were trained.
The purpose of this initiative was to train health service managers,
health professionals and partners involved in STD/AIDS prevention
and control activities, contributing towards the qualification of the
process of planning and institutionalizing M&E for these actions.
Support was also provided to the initiatives of state health departments
and training was provided to health professionals of these departments
who had not been trained in previous years.
This workshop has been translated into Spanish and has been offered
to professionals from other Latin American countries, as part of a
cooperation programme for the institutionalization of M&E in HIV/
AIDS and STD prevention and control actions.
In order to enhance the monitoring and evaluation mechanisms of
CSO projects funded with Incentive Policy resources at the state level,
“M&E Training Workshops”, lasting 20 hours, were held for AIDS
programme managers, technical staff from other health related area
and other CSOs in all of the country’s 27 states.
With the aim of strengthening the M&E expertise of professionals
involved in the response to HIV/AIDS, with effect from 2004 the
Oswaldo Cruz Foundation – Fiocruz developed, in partnership with
the NAP, “M&E Post Graduate Courses”, which can be complemented
with a “Professional M&E Master’s Course”. 61 people concluded the
Post Graduate course and 23 people gained their Master’s degree.
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In 2008 two training modalities will be provided: an “M&E Distance
Training Course”; and a training course for the use of the Qualiaids
facility, as a management tool for health professionals and managers of
HIV/AIDS Referral Health Centres.

3.4.5 Enhancement of monitoring systems
Monitoraids – the NAP’s Indicators Monitoring System. This system provides
partner organizations and society as a whole with information which makes
it possible to accompany and enhance the Brazilian response to HIV/AIDS
and other STDs. It is comprised of a set of 94 indicators which are relevant
for monitoring the HIV/AIDS epidemic and other STDs: context indicators
(20), programme related indicators (52) and impact indicators (12). These
indicators are updated periodically, whenever information is made available
and publicized via the specific website: www.aids.gov.br/monitoraids as well
as being published regularly.
The most important contribution of the MONITORAIDS system is the
standardization of information and the overcoming of the long-standing
problem of mismatched data and the interpretation of the data made available
though the National STD and AIDS Programme’s various different means of
communication. From the M&E point of view, this system is the NAP’s most
important structural M&E component.
Implementation of other systems:
•
•
•
•
•
•
•
•

Qualiaids (programme for the self-evaluation of services);
Incentive Policy Monitoring (for the accompaniment of financial
transfers to state and municipal governments);
HIV/AIDS Human Rights Violations Monitoring System;
Civil Society Actions Monitoring System;
Health and Prevention in Schools Programme Monitoring System;
Siscel – Laboratory Tests Control System;
Siclom – Medication Logistics Control System;
Si-CTA – Testing and Counselling Centres’ Information System

3.4.6 Development of special studies:
•

•

Knowledge, Attitudes and Practices Studies (to monitor results), such
as the SKAP for the general population (2004 and 2007) and the Study
on Army Conscripts, involving young men aged 17 to 21 (1996, 1997,
1998, 1999, 2000, 2002, 2007).
studies on parturient women to monitor HIV prevalence and aspects
relating to antenatal care (1996, 1997, 1998, 1999, 2000, 2002, 2004
and 2006). With effect from 2006 a methodology was developed for
estimating the rate of HIV prevalence in parturient women based on
secondary data.
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Baseline studies on vulnerable populations - MSM, Commercial Sex
Workers and Drug Users, using the Respondent Driving Sampling –
RDS methodology. Currently ongoing.
Baseline study for input to the Health and Prevention in Schools
Programme Monitoring System, as a representative sample of students.
Currently ongoing.
Studies with patients taking ARV, with the aim of evaluating adhesion
and the quality of life of people living with HIV/AIDS. Currently
ongoing.

3.4.7 Carrying out of priority evaluations.
Recent evaluative studies encouraged/accompanied by the Department of
Monitoring and Evaluation include:
•
•

•
•

Evaluations of Ministry of Health media campaigns;
Evaluations of the performance, cost effectiveness and acceptability of
rapid testing in diagnosing HIV infection, as well as the evaluation of
its implantation in the state of Amazonas;
Evaluation of actions to prevent mother-to-child HIV and syphilis
transmission;
Evaluation of the dispensing of antiretroviral drugs.

These evaluations have provided evidence that has contributed towards the
enhancement of prevention and control policies.
3.4.8 Provision of support to state and municipal level M&E plans.
The state and municipal STD/AIDS programmes that receive financial
incentives for actions to control STD/AIDS have been given guidance on the
inclusion of M&E actions in their Action and Goals Plans, as well as on the
steps necessary to institutionalize M&E; recommendations have been made
regarding the elaboration of local M&E Plans that define priority indicators to
be include at each management level.
3.4.9 Technological Support with the Implementation of M&E Plans of
other countries. This support has been provided through the International
Centre for Technical Cooperation on HIV and AIDS in Latin American and
the Caribbean (Panama, Dominican Republic, Guatemala, Ecuador), and
through CDC/GAP and UNAIDS (Angola).
An important contribution towards the UNGASS goals has been the
participation of civil society in this process of evaluation since 2003, especially
with regard to the implementation of public policies at local level. In addition
to the mobilization undertaken by the National STD and AIDS Programme
with regard to implementing evaluation, this enables evaluation from civil
society’s point of view. In 2007, the focus of civil society evaluation of the
UNGASS goals was on the issues of sexual and reproductive health contained
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in the Declaration’s goals, the mapping of relevant issues to be monitored
and the definition of a set of indicators for sexual and reproductive health in
harmony with the UNGASS indicators.
This process was headed by the UNGASS Brazil Forum, which is coordinated
by the NGOs GESTOS/Recife and GAPA/SP, as well as counting on the
participation of other social movements such as the National Network of
People Living with HIV/AIDS; National Prostitute’s Network, National
Harm Reduction Network; GAPA Network; AIDS NGOs Forums; National
Movement of HIV+ Women, among others.
Fundamental partners in all the progress made with M&E have been the
Oswaldo Cruz Foundation; the Centers for Disease Control and Prevention
Global AIDS Program-Brazil (CDC/GAP), Tulane University, the University
of California, San Francisco and San Francisco city government (USA), which
have been involved at several different moments such as: the training plan;
the technology transfer process, the input and analysis of database; and the
accompaniment, analysis and publicising of studies.
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3.5 Care, Support and Treatment
3.5.1 Commitments, goals and indicators of monitoring
The accompaniment of the goals and commitments established in the
Declaration of Commitment on HIV and AIDS, signed at the United Nations
General Assembly Special Session on HIV/AIDS (UNGASS) in 2001 (United
Nations, 2001),, takes place by means of three indicators, which, essentially,
measure results of the efforts made to promote access to antiretroviral
treatment, the quality of healthcare services for people living with HIV and
the treatment of tuberculosis and HIV co-infection (ONUSIDA, 2007).
Indicator 4 -“Percentage of adults and children with advanced HIV infection
receiving antiretroviral therapy”-, evaluates the progress made in promoting
access to antiretroviral drugs, estimating the proportion of people who need
and actually take ARVs, according to criteria established in the Ministry of
Health’s recommendations for antiretroviral therapy (Chart I).
Indicators 6 and 24, relating to the quality of services provided to people living
with HIV, refer to the percentage of cases of HIV and tuberculosis (TB) coinfection who are being treated for both diseases, and the estimated probability
of people living with HIV still alive 12 months after initiation of ARV therapy.
These indicators should also be analysed by sex and age group (Chart I).
In relation to Brazil, these indicators have been estimated using Ministry of
Health database statistics. Analysis was carried out for the period 2003 to
2006, including information by sex, age and by each of the country’s states.
An evaluation has also been made of the national response in terms of care
for people living with HIV, taking into consideration the organization and
the evolution of the care and diagnosis network and the sustainability of the
national policy of universal access to ARV medication.
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The chart below presents the Brazilian data relating to the UNGASS indicators
for care, support and treatment.
Chart I – Basic indicators for follow up on the Declaration of commitment on
HIV/AIDS
Indicator

2007 Report

2005 Report

4. Percentage of
adults and children
with advanced HIV
infection receiving
antiretroviral
therapy

94.8% (184,252
PWH)
95.3% (77,918
women with HIV)
94.5% (106,334
men with HIV)

6. Percentage of
estimated HIVpositive incident
TB cases receiving
treatment for TB
and HIV

53.0% - patients
with TB who tested
for HIV (2006)
50.0% - TB recovery No
rate in HIV patients information
(2004)
available
20.0% - death rates
among patients
with TB and HIV

24. Percentage
of adults and
children with
HIV still alive and
taking treatment
12 months after
initiating ARV
therapy

97.2% (PWH)
96.8% (men with
HIV)
97.8% (women
with HIV)

185%
(166,500
PWH)

Notes
Percentage estimated
for those aged 15
and over. Number of
people needing ARV
treatment estimated
from healthcare
and epidemiological
databases (2006)

Data obtained
from the National
Notifiable Diseases
Information System
(SINAN-TB)

Life expectancy
estimate, people
aged 15 and
No
overinitiating ARV
information
treatment in public
available
health services
between 2003 and
2006

3.5.2 Methodology
Response analysis
The organization of the healthcare network for people living with HIV was
analysed based on the country’s healthcare services and laboratories and their
relationship with the number of patients having clinical accompaniment and
taking ARV therapy.
The analysis was performed by comparing the number of services in existence
in 2004/2005 and 2007, with the aim of evaluating the rates of growth of the
service network, both in absolute numbers and also in relation to the growth
in the number of people taking treatment in that period. The source of the
information used is the records of the Ministry of Health’s National STD and
AIDS Programme.
With regard to the CD4 T-cell and viral load count laboratory network, analysis
was made of the production information recorded within the National Health
System and available on the DATASUS database for the years 2003 to 2006
(www.datasus.gov.br, acessed January 11, 2008). The number of genotyping
tests performed was taken from National STD and AIDS Programme data.
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An evaluation was also made of HIV diagnosis provided by the public health
network, taking into consideration production data submitted for billing
within the National Health System and recorded on the DATASUS database.
The evolution of the provision of HIV diagnosis was analysed both in absolute
terms and also in relation to the Brazilian population for the years 2003 to
2006, including analysis of information for Brazil as a whole and also by
Region within the country. This analysis took into consideration screening
tests done using both the ELISA method and also rapid testing.
Analysis of healthcare for people living with HIV
Estimated life expectancy and the analysis of the clinical and immune situation
of patients initiating clinical accompaniment was performed in relation to
people living with HIV, aged 15 and over and who are accompanied in public
health services. The study included patients who had at least one CD4 T-cell
count, or who died from AIDS or an AIDS-related disease between January
1st 2003 and December 31st 2006.
Data from the Ministry of Health information systems databases was used to
compile the information on the three UNGASS indicators.
The National CD4+ / CD8+ Lymphocyte and Viral Load Laboratory Network
Control System (SISCEL), developed in 2000, relates to 92 public health
laboratories. Its objectives are to support the medication logistics system
and to accompany the immune and viral profile of patients treated in public
health services. In 2006, laboratories performing CD4 counts provided 82.9%
coverage, whilst the coverage provided by laboratories performing viral load
tests was 71.6%.
According to Ministry of Health norms, all patients who begin clinical
accompaniment must take these tests every four months, or more frequently,
depending on the medical assessment of their case.
The SISCEL records have been linked to records from other national databases,
with the aim of providing additional data on SISCEL information as well as
incorporating other information. The other systems linked were: the Notifiable
Diseases Information System (SINAN), the Mortality Information System
(SIM) and the Medication Logistics Control System (SICLOM). The link
between the systems was done using a probability method (reclink), taking
the patient’s name, his/her mother’s name and his/her date of birth as the
parameters. The probability of record double counting is up to 5% (Lucena,
2006).
The following SISCEL information has been used in the study: demographic
information, reference to ARV use and the results of CD4 and viral load
tests.
SINAN is the system used in Brazil to notify AIDS cases. Brazil uses clinical
criteria (CDC adapted and death) and laboratory criteria (CD4 below 350
cells/mm3) to define AIDS cases. Cases of HIV infection are not compulsorily
notifiable.
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The third database used was the Mortality Information System (SIM),
containing deaths notified by health professionals. Demographic information
was used as well as information on deaths caused basically by AIDS.
The fourth database used was the Medication Logistics Control System
(SICLOM), which provides information on the dispensation of antiretroviral
drugs. This system is implanted in the health services that provide care to
people living with HIV. This database contains information on the treatment
scheme, demographic data and references to patients’ clinical and immune
picture.
Clinical and immune situation at the beginning of accompaniment in
health services
The clinical and immune situation of patients upon their arrival at
health services between 2003 and 2006 was evaluated. The date on which
accompaniment commenced was taken to be the date on which the first CD4
T-cell count sample was collected, as recorded on the SISCEL. In the case of
patients whose first contact with a health service facility was when they died,
the commencement date used in the study was the date of death.
In order to increase certainty that the date of the first CD4 test recorded on the
SISCEL system does in fact correspond to the date on which accompaniment
was begun, a search was made in all the other information systems to check
for the existence of records of any nature with prior dates.
The study covered the carrying out of viral load tests, AIDS diagnosis, the
occurrence of death, the dispensation of antiretroviral medication and
reference on the SISCEL records to the date on which ARV therapy was
begun. A period of tolerance was established for each situation between the
date the first CD4 sample was collected and the observed event, being 120
days for viral load, 180 days for diagnosis, 30 days for initiating ARV therapy
and 120 days for death. This procedure was established in order to avoid the
occurrence of opportunistic infections or operational problems in the network
from determining the undue exclusion of patients.
Five groups were formed in order to perform the analysis, being defined
according to the degree of severity of the patients’ clinical and immune
situation when beginning follow up. To this end, CD4 T-cell count and AIDSrelated disease information was used.
Patients were divided into the following groups: 1) CD4 T-cell count equal
to or greater than 200 cells/mm3 but without the presence of AIDS-related
diseases, 2) CD4 T-cell count equal to or greater than 200 cells/mm3 as well
as AIDS-related diseases, 3) CD4 T-cell count between 101 and 200 cells/
mm3, 4) CD4 T-cell count less than 100 cells/mm3, 5) death following the
commencement of clinical accompaniment.
The individuals from the first group, i.e. those who had more than 200 CD4 Tcells/mm3 and without the presence of AIDS-related diseases, were considered
to have begun accompaniment at the proper time, whilst the others were
classified as having begun accompaniment late.
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Information on the loss of patients during accompaniment was also analysed,
the criterion for this being the absence of information for more than 180 days
after the last record on any of the databases analysed.
Information regarding the beginning and loss of accompaniment were analysed
by the date accompaniment commenced, sex, age, region of residence, as well
as the existence of Testing and Counselling Centres and AIDS Programmes
supported by the Ministry of Health in the municipality of residence.
The Chi-square test was used, with a significance level of 95%, to study the
differences between the groups. Furthermore, using logistic regression, the
odds ratio was estimated and was adjusted in accordance with the respective
confidence intervals.
Commencement of ARV therapy
As a means of evaluating the coverage of the policy of universal access to ARV
medication, estimates were made to determine the proportion of people living
with HIV who do not have access to medication despite it being available in
the health services.
In order to make this estimate, two universes were characterized: the universe
of individuals whose clinical or immune condition indicated the need to use
ARV, and the universe of those who were in fact using ARV, considering those
patients who are or who were being accompanied in the health services in
each year analysed.
The first group included individuals accompanied in the health services and
whose CD4 T-cell count is lower than 200/mm3, those who are already taking
ARV and those who were diagnosed when they died.
With regard to the second group, all individuals who use ARV, reported in
SICLOM and SISCEL, whereby the treatment commencement date was taken
to be the oldest date. The relationship between the two groups defined the the
proportion of people who have access to ARV.
Moreover, an estimate was made of the number of patients who began ARV
therapy late, by considering the universe of people who came to health services
with CD4 T-cell counts below 200/mm3, those who died and those for whom
ARV use was indicated but who continued health service accompaniment but
without actually taking ARV.
The analysis was performed by year, sex, age and region of residence, using the
Chi-Square test, with a significance level of 95%, so as to study the differences
between the groups. Using logistic regression the odds ratio was also estimated,
being adjusted according to the respective confidence intervals.
Life expectancy
The probability of people living with HIV still being alive 48 months after
initiating clinical accompaniment and after initiating ARV therapy was
estimated, considering follow-up at 6 month intervals.
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In order to analyse the life expectancy of people who began clinical
accompaniment, patients were included who started using the health services
between 2003 and 2006 and who had at least one event registered following
the commencement of accompaniment. Those who died when starting clinical
follow up and those were lost from accompaniment within the first 30 days
after beginning treatment were excluded. The cut-off date was December 31st
2006, whereby patients were included up until this date. The occurrence of
death was taken to have been recorded by the information on the SINAN and
SIM systems.
The Kaplan-Meier method was used to make the estimate, and analysis was
made of the data referring to sex, age group, region and clinical and immune
situation at the beginning of accompaniment (Carvalho, 2005).
Sustainability of the policy of universal access to ARV
The analysis of the sustainability of the national policy on access to ARV was
performed based on the annual expenditure by the Ministry of Health on
ARV purchasing.
The costs were obtained by taking the consumption of each type of medication,
the amounts used and the unit price of each one. The costs were calculated for
each year, from 2001 to 2006. The costs were calculated in Real and Dollar,
using the IPEA exchange rate (www.ipea.gov.br, Dec 5, 2007).
The analysis provided information on annual expenditure, amount used
(consumption), drug class and pharmaceutical laboratory (public, private,
national and international).
In order to analyse the sustainability of the universal access policy, the
proportion of Ministry of Health expenditure on ARV purchasing compared
to federal expenditure on public health was calculated.
HIV and Tuberculosis Co-infection
The objective of the HIV and tuberculosis co-infection analysis was to
determine the magnitude of the two epidemics, describing the current
situation, with emphasis on the rates of detection and recovery of existing
cases. The information used was obtained from the Ministry of Health’s
National Notifiable Diseases Information System.
A description has also been made of the principal actions that are being
undertaken to enhance the response to tuberculosis in Brazil, with emphasis
on the project funded by the Global Fund to Fight AIDS, Tuberculosis and
Malaria.
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3.5.3 National response to care for people living with HIV
UNGASS Indicators
Indicator 4: Percentage of adults and children with advanced HIV
infection receiving antiretroviral therapy
It is estimated that 220,000 people aged 15 and over living with HIV were
being accompanied by the public health services in 2006. Of this total, 194,336
needed ARV therapy, since their CD4 T-cell count was below 200 cells/mm3,
a clinical condition defining AIDS, or were already taking ARV therapy.
By using information from the SISCEL and SICLOM information systems it
was possible to state that of those patients who needed to take ARV therapy,
184,252 (94.8%) were effectively taking it in 2006.
94.5% of men needing ARV treatment effectively took it. This percentage was
95.3% for women..
Indicator 6: Percentage of estimated HIV-positive incident Tuberculosis
cases receiving treatment for Tuberculosis and HIV
The Epidemiological Situation of Tuberculosis in Brazil
Brazil is in 16th place among the 22 countries that account for 80% of total
tuberculosis cases in the world. With regard to prevalence in Brazil, it is
estimated that 50 million people are infected and that there are approximately
90 thousand new cases annually. Until December 2007, ~76 thousand cases
were recorded on the SINAN Tb. There are approximately 6 thousand
tuberculosis deaths per year. In Brazil tuberculosis is the fourth cause of death
from infectious diseases. The fall in the TB incidence rate is approximately 3%
per annum and has been stable in recent years.
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In 2007, the incidence of notified tuberculosis cases was 40.8 per 100,000
inhabitants per annum, with great variability between states (some 74
cases/100,000 inhabitants were notified in the state of Rio de Janeiro and
approximately 12 cases/100,000 inhabitants in the state of Goiás). Taking
under-reporting into consideration, the WHO estimates that these figures
represent approximately 75% of estimated incidence. The mortality rate per
100,000 inhabitants has fallen, reaching 2.5 in 2006, and varies between
~1/100,000 in the state of Santa Catarina and ~6/100,000 in the state of Rio
de Janeiro.
The geographic distribution of tuberculosis indicates that 70% of cases are
concentrated in 315 municipalities considered by the Ministry of Health to
be a priority in controlling TB. TB affects the entire population, in all age
groups, principally the productive age group, predominantly among the male
population (65% of cases are among males).
HIV / TB Co-infection
HIV infection is a considerable challenge to the control of TB in Brazil.
Despite being a national norm, voluntary testing for HIV in all patients with
tuberculosis still does not happen systematically. According to SINAN-TB
data, the percentage of new TB cases who test for HIV has increased in recent
years and reached 53% in 2006 (Figure 1).

There is expressive variability between states, with a higher percentage of tests
being performed in the country’s southern and south-eastern regions. The
scaling up of rapid HIV testing in TB services should lead to increased HIV
testing among tuberculosis patients.
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According to SINAN data, 15% of new tuberculosis cases testing for HIV in
2005 were positive (Figure 2)., but some 31% remained without information as
to the result (or test ‘ongoing’). The WHO estimated that 14% of all tuberculosis
cases testing for HIV in 2005 were positive.

Figure 2 - HIV test results in new TB cases. Brazil, 2004 to 2006.

According to SINAN and National STD/AIDS Programme data, in 2006
approximately 9.6% of notified AIDS case patients also had TB (Figure 3).
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Figure 3 - Percentage of TB patients in notified AIDS cases. Brazil, 1990-2006*.

Treatment Results: 2004
The results of tuberculosis treatment among HIV positive cases are represented
in Figure 5, which shows the situation regarding concluded treatment in all
new TB co-infected with HIV cases in 2004. and in new cases with positive
HIV test results in 2004. Recovery rates and death rates in all TB cases were
70% and 6.5%, respectively, whereas for HIV positive the rates were lower,
50% recovery and 20% death (Figure 4).
Figure 4 - End Situation of Tuberculosis Treatment in all New Cases and in
HIV positive Cases : Percentage abandonment, recovery, death, transfers per
annum, Brazil, 2004.

The treatment abandonment rate was higher in HIV positive cases (12%) than
among cases as a whole (9%). Part of the goals of the National Tuberculosis
Control Programme (NTCP) are to recover at least 85% of diagnosed cases
and to have a recorded rate of treatment abandonment of 5%.
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Actions to control Co-infection: the Global Fund Project - Tuberculosis
In 2005 the Global Fund to Fight AIDS, Tuberculosis and Malaria approved
funding in the sum of 27 million dollars to be invested over five years with
effect from May 2007, with the aim of supporting tuberculosis control in
Brazil, based on a proposal to scale up the strategy of supervised treatment
submitted in the form of a partnership between civil society organizations
and the government. The objectives of the proposal approved by the Global
Fund cover ten metropolitan regions and Manaus. All of the 57 municipalities
that form these areas are part of the group of 315 municipalities considered to
be a priority by the NTCP, as well as accounting for 45% of tuberculosis cases
identified in Brazil.
The reduction of TB/HIV co-infection is one of the objectives of the Brazilian
project. Other priorities are: to strengthen early diagnosis to enable timely
treatment in vulnerable populations using the strategy of supervised treatment
(ST); to strengthen activities of social mobilization, information, education and
communication, in addition to establishing a quality guarantee programme
and a laboratory information system.
Indicator 24: Percentage of adults and children with HIV still alive and
taking treatment 12 months after initiating ARV therapy
Between 2003 and 2006, 30,804 deaths were recorded in people aged 15 and
over accompanied in the public health network and registered on the CD4
T-cell count test management system. This figure remained stable in 2005
and 2006, representing, on average, 8.2 thousand deaths per annum, which
is different to the tendency observed in the number of new patients starting
clinical accompaniment or antiretroviral therapy.
The probability of being alive 12 months after starting clinical follow-up for
AIDS in Brazil, considering cohorts of people living with HIV, aged 15 and
over and who started using the public health services between 2003 and 2006,
is 95.5%. After 4 years of accompaniment this rate is 90.7% (Figure 5).
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Figure 5. Survival function in HIV patients, aged 15 and over, beginning
accompaniment in public health services. Brazil, 2003 to 2006.
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With regard to people living with HIV who began accompaniment in a timely
manner, the risk of death is considerably lower and 99.1% remained alive after
12 months of health service accompaniment. After four years there is a slight
reduction in this probability, which still remains above 96.9%.
On the other hand, the probability of being alive 12 months after starting
accompaniment is significantly lower in individuals who started treatment late.
This probability is also reduced proportionally to their clinical and immune
condition when they first arrive at the health services.
The risk of dying is greater in people with CD4 T-cell counts below 100 cells/
mm3. 13.1% die before completing 12 months of treatment and 22.1% by the
fourth year. The probabilities are similar for those who have AIDS-related
diseases or CD4 T-cell counts between 101 and 200/mm3, since approximately
94.1% remain alive after one year of treatment and 85.5% after the fourth
year.
When analysing survival, higher probability of remaining alive after 12 and
48 months is associated with the sex and age group of those living with HIV,
whereby women and young people present the best rates (Figure 6).
It should be emphasized that the differences observed between regions are not
expressive, although the probability of remaining alive after beginning clinical
accompaniment was lower in the country’s Northern and Midwest regions.
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Figure 6. Survival function in HIV patients, aged 15 and over, beginning
accompaniment in public health services, by sex and age group. Brazil, 2003 to
2006.
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The probability of remaining alive after initiating ARV therapy was analysed
in relation to the 133,093 patients over 15yrs old accompanied by public
health services and who began ARV therapy between 2003 and 2006. 97.2%
of patients were still alive after the first twelve months, whilst 90.8% were still
alive after four years of ARV therapy (Figure 7).
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Figure 7. Survival function in HIV patients, aged 15 and over, beginning ARV
therapy in public health services. Brazil, 2003 to 2006.

Legend:
Overall survival function of patients beginning ARV therapy, Brazil 2003-2006
Cumulative survival
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Differences were observed once more in these rates in terms of sex and age
group, whereby women are at less risk of dying than men. The same applies to
the younger populations. (Figure 8).
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Figure 8. Survival function in HIV patients, aged 15 and over, beginning ARV
therapy in public health services, by sex and age group. Brazil, 2003 to 2006.
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3.5.4 Other indicators
Organization of the healthcare network
In the mid 1980s, when the first AIDS cases were diagnosed, Brazil adopted
a healthcare policy for people living with HIV based on the principles that
govern the country’s public health system, namely: universality, equity and
integrality (Levi, 2002; Melchior, 2006; Portela, 2006).
The policy provides for the promotion of diagnosis, the organization of the
care and laboratory services network, universal access to treatment, including
the availability of antiretroviral medication (ARV), social support and the
guarantee of fundamental rights.
The HIV and AIDS care network has been structured in a decentralized
manner, having a hierarchy in accordance with the degree of care complexity,
in order to promote integral care for people living with HIV and AIDS, and is
comprised of the following services: Testing and Counselling Centres (CTA),
Specialized Outpatient Services (SAE), AIDS Day Hospitals (HD), AIDS
Home Care (ADT), as well as a referral network for conventional inpatient
care; and laboratories for monitoring HIV infection, including CD4 T-cell
counts, viral load counts and genotyping.
The HIV diagnosis network is comprised of public laboratories, as well as the
Testing and Counselling Centres and basic healthcare services, which in 2006
performed 4.4 million tests, representing 23.8 tests per thousand inhabitants.
Between 2004 and 2006 the number of HIV tests performed within the public
health service increased 5% and when analysed per thousand inhabitants, it
increased 2.22%. (Table 1).
Table 1. HIV tests (Elisa and Rapid Tests) submitted for billing within the
National Health System and the rate of HIV testing per 1,000 inhabitants.
Brazil, 2004 and 2006.

% increase
in testing
rates per
1,000
inhab.

Number
of Tests
performed
(2004)

Number
Testing rate Testing rate
of Tests
per 1,000
per 1,000
performed
inhab.
inhab.
(2006)
(2004)
(2006)

Brazil

4,227,054

4,444,364

23.28

23,80

2.22

North

276,982

305,900

19.27

20,36

5.67

North-East

792,478

897,026

15.72

17,38

10.60

South-East

Region

(2004-2006)

2,177,305

2,156,967

28.14

27,11

-3.66

South

600,759

687,818

22.55

25,19

11.67

Midwest

379,530

396,653

29.72

29,90

0.58

Source: DATASUS, accessed on January 09, 2008.

The increase in the rate of HIV testing per number of inhabitants in Brazil
has been minimized by the reduction in the number of tests performed in the
South-East region, where the epidemic started in the 80’s, which congregates
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the states with the highest AIDS incidence rates, the largest populations and
which are economically wealthier than the rest of the country. On the other
hand, other regions with the highest increases in AIDS rates also presented
the best percentage increases in testing. These rates were 5.67% in the North
and 11.67% in the South. It should be emphasized, however, that although
there is an important increase in the number of tests performed in the North
and Northeast regions, they still have the lowest testing rates per 1,000
inhabitants.
With effect from 2004 Brazil intensified the implantation of rapid testing, as a
strategy to scale up access to HIV diagnosis, strengthening shared management
and reaching agreements with the different levels of government involved in
AIDS prevention and control. Priority was initially given to pregnant women,
hard to reach and more vulnerable populations, particularly in the North
region, where the percentage of rapid testing in relation to the universe of
blood tests performed is higher than that observed in the country’s other
regions, according to the available DATASUS data.
The availability of rapid testing is currently being increased, with the
incorporation of this technology in tuberculosis care services and in the Testing
and Counselling Centres, among others. Ministry of Health purchasing and
distribution of this commodity increased 58.4% between 2005 and 2007, from
509 thousand to 1.2 million test kits distributed per annum.
In 2007 the healthcare network for people living with HIV was comprised of
2,211 services. The number of services has gradually increased. The absolute
number of services increased by 33.51% between 2005 and 2007, whilst the
increase in relation to the universe of people living with HIV and taking
antiretroviral treatment was 22.09% (Table 2).
Table 2. Public healthcare network for people living with HIV and percentage
increase between 2005 and 2007. Brazil, 2005 to 2007.

Healthcare
modality

Number of
Service Units
Number Number
per 1,000
in 2005 in 2007 people taking
ARV therapy
in 2007

Increase
(%) in
absolute
numbers

Increase (%)
in relation to
the number
of people
taking ARV
therapy

Testing and
Counselling
Centres

298

393**

2.13

22.52

17.53

Specialized
Care Services

422

639

3.55

51.42

38.47

407**

664

3.69

63.14

49.19

Day Hospitals

79

93

0.52

17.72

7.65

Home Care

53

--

0.32

--

--

Conventional
Hospitals

397

432

2.40

8.82

0.49

1,656

2,221

12.28

33.51

22.09

Medication
Dispensing
Units

Total
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This growth has taken place in all care modalities, although it has been more
expressive in outpatient and medication dispensing units, which have grown at
a rate of 38.5% and 49.2% in relation to the number of people taking treatment.
It is important to note that the number of people taking treatment in Brazil
increased 9.4% in the same period.
The scaling up of the service network is related to the national funding initiative
for the implantation and expansion of healthcare units.
The network of laboratories for monitoring HIV infection was organized at
the end of the 1990s and involves CD4 T-cell counting, viral load counting
and genotyping. In 2007, the network was comprised of 92 CD4 laboratories,
82 viral load laboratories and 18 genotyping laboratories. The Ministry of
Health is responsible for purchasing the test kits and for the external control
of the quality of the tests performed.
The most recent quality evaluation , done at the beginning of 2007, demonstrated
that the performance of all the laboratories was adequate, as per the analysis
parameters set by the Ministry of Health. It should be stated, however, that
the evaluation also indicated the need to enhance procedures in 20% of the
laboratories assessed, especially with regard to equipment maintenance and
calibration.
According to national standards, CD4 and viral load counts should be taken
every four months, on average, depending on the patient’s clinical and
immune picture. In 2006, within the National Health System, some 325,000
CD4 counts and 321,000 viral load counts were performed, representing 1.8
tests per patient per annum. The number of tests per patient remained stable
between 2003 and 2006, despite the absolute number having gone up by
24.89% on average.
The National Network of Genotyping Laboratories, set up in 2001, is currently
comprised of 18 standard laboratories and 02 units of greater complexity, for
fall-back. The parameters that indicate when such tests should be performed
are fixed by Protocols (Treatment Consensuses). There are currently 265
doctors specialized in infectious diseases and 100 paediatricians registered
and trained to handle genotyping referrals, responsible for assessing and
providing technical support as to the interpretation and procedure to be
adopted by health network professionals. In 2006, 9,360 genotyping tests were
forwarded to the national laboratory network by the Ministry of Health (see
www.aids.gov.br).
Healthcare of people living with HIV: clinical and immune situation on
arrival at health services and antiretroviral use
It is estimated that in 2006, 220,000 patients aged 15 and over were being
accompanied by the public health services throughout Brazil, representing
36.67% of the estimated 600,000 people infected with HIV in Brazil. 187,278
(83.8%) of these patients were taking ARV medication.
There was a 38.73% increase in the total number of new patients accompanied
by the health services between 2003 and 2006. On the other hand, the number
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of new patients on the SISCEL system (CD4 and viral load control system) has
gone down by -9.32% each year.
This same fact has been observed with regard to patients on ARV therapy and
registered on the SICLOM system (medication logistics system). The reduction
in the number of new patients may be associated with the tendency towards
the stabilization of HIV prevalence rates in the 15 to 49 year old Brazilian
population, reflecting possibly the variations in mortality and incidence
rates.
Figure 9. People with HIV, aged 15 or over, accompanied in public health
services (new and already being accompanied) and taking ARV. Brazil, 2003 to
2006.

The commencement of treatment has been characterized by people living
with HIV who come to health services with severe immune deficiency or an
AIDS-related clinical picture. Between 2003 and 2006 this was the case of
50,393 (43.7%) of the 115,441 people who began clinical accompaniment in
this period (Figure 10).
Figure 10. Clinical and immune situation of people with HIV, aged 15 and over,
at the beginning of accompaniment in public health services. Brazil, 2003 to
2006.
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Among patients who presented immune deficiency and aids related diseases
when starting clinical follow up, 39.0% had CD4 T-cell counts of less than
100 cells/mm3. 25.8% had between 101 and 200 cells/mm3 and 6.6% had
opportunistic diseases or AIDS-related diseases and CD4 T-cell counts above
200 cells/mm3. Additionally, 28.7% presented a more serious clinical picture
and died during this first stage of treatment (Figure 11).
Figure 11 - Clinical and immune situation of HIV patients, aged 15 and over,
beginning accompaniment late in public health services.
Brazil, 2003 to 2006.

Multivariate analysis showed that patient’s clinical and immune situation upon
arrival at the public health services is related to individual characteristics, the
organization of the health service network and the region and municipality of
residence (Table 3).

Targets UNGASS • Brazilian Response 2005-2007

81

Table 3. Probability of people living with HIV, aged 15 and over, with clinical
and immune deficiencies beginning accompaniment in health services. Brazil,
2003 to 2006.

Characteristics

Start of
Accompaniment (%)

Adjusted
Odds
Ratio

CI (95%)

Sig.

Timely

Late

Minimum Maximum

Female

64.3

35.7

1.00

Male

50.2

49.8

1.65

1.61

15 to 19

83.8

16.2

1.00

0.00

20 to 29

68.4

31.6

2.23

2.03

2.45

.000

30 to 39

53.9

46.1

4.06

3.70

4.46

.000

40 to 49

47.2

52.8

5.29

4.81

5.82

.000

50 to 59

44.5

55.5

6.06

5.48

6.70

.000

60 or over

40.6

59.4

6.95

6.18

7.82

.000

South

59.2

40.8

1.00

0.00

South-East

56.9

43.1

1.08

1.05

1.12

.000

North-East

51.9

48.1

1.37

1.31

1.43

.000

Midwest

52.6

47.4

1.34

1.27

1.42

.000

North

46.7

53.3

1.76

1.65

1.87

.000

500,000 inhab.
or more

57.3

42.7

1.00

0.00

100,000 to
499,999 inhab.

57.0

43.0

1.08

1.05

1.12

.000

Up to 99,999
inhab

53.7

46.3

1.12

1.07

1.17

.000

Yes

57.2

42.8

1.00

0.00

No

51.5

48.5

1.13

1.08

Yes

57.2

42.8

1.00

0.00

No

53.8

46.2

1.08

1.04

Individual
Sex
.000
1.70

.000

Age
.000

Geographic
Region
.000

Municipalities
.000

Response
Programmes
.000
1.18

.000

Testing and
Counselling
Centres
.000
1.13

.000

Among the individual characteristics, the fact of being a woman or being
young indicates a greater probability of reaching a health service and beginning
treatment in a timely manner, i.e. CD4 T-cell count above 200/mm3 and
asymptomatic. Amongst all age groups, young people aged 15 to 19 were those
who most reached health services on a timely basis.
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On the other hand, late access to services, characterized by serious deterioration
of the clinical and immune picture, occurs most frequently in males and in
older people. People over 60 years old, for example, showed 6.95 times more
probability of reaching health services late, when compared to people aged 15
to 19.
With regard to geographical characteristics, the highest percentages of
beginning clinical accompaniment late occurred in the Northern (53.3%)
and Midwest (46.7%) regions and in municipalities with smaller populations,
especially those with less than 500,000 inhabitants.
Death when starting clinical follow up was higher in the Northeast (31,3%)
and the Southeast (30,3%) regions and in cities with less than 100,000
inhabitants.
It must be emphasized that the presence of Testing and Counselling Centres
and the existence of AIDS Programmes that receive Ministry of Health
funding to undertake prevention and care activities contribute towards a
higher percentage of people who begin timely clinical accompaniment.
The percentage of people reaching health services in a timely manner showed
a trend towards growth from 53.4% in 2003 to 58.4% in 2006 (Figure 13).
However, it must be emphasized that there is a possibility of this percentage
being influenced by delays in the notification of deaths when diagnosis was
made which, among the aspects evaluated, was the one with the greatest rate
of reduction.
Timely access to health services and CD4 T-cell counts > 200/mm3 are related
to reductions in patient illness and death, as well as to reductions in health
service costs and in the rates of HIV transmission, owing to the greater
probability of adherence to safe practices and the reduction of viral loads.
Figure 12 - Clinical and immune situation of people living with HIV at the
beginning of clinical accompaniment. Brazil, 2003 to 2006.
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Universal access to medication and sustainability
The universal access policy in Brazil
Ever since 1991 Brazil has provided antiretroviral medication to all people
living with HIV and who are having health service accompaniment, considering
both public and private services (Okie, 2006; Machado, 2006; Jane, 2002 e
2005 e Teixeira, 2004).
With effect from 1996, in accordance with national legislation which ensures
the free and universal distribution of medication (Brasil, 1996), the list of drugs
provided by the Ministry of Health has also included powerful antiretroviral
drugs, such as protease and fusion inhibitors.
In 2007, 18 antiretroviral drugs were available for the treatment of people
with HIV in Brazil (Brasil, 2007c), 8 of which were produced in Brazil by 6
different state laboratories and 1 private laboratory, comprising a total of 37
formulations (paediatric and adult). (Chart 2).
Chart 2. Antiretroviral drugs provided by the Ministry of Health in 2007.

PAEDIATRIC FORMULATION

NON-NUCLEOSIDE REVERSE
TRANSCRIPTASE INHIBITORS – NNRTIs

ABACAVIR

EFAVIRENZ (**)

AMPRENAVIR

NEVIRAPINE (*)

DIDANOSINE (*)
EFAVIRENZ

NUCLEOSIDE REVERSE
TRANSCRIPTASE INHIBITORS – NRTIs

STAVUDINE (*)

TENOFOVIR

LAMIVUDINE (*)
LOPINAVIR/RITONAVIR

PROTEASE INHIBITORS

NELFINAVIR

AMPRENAVIR

NEVIRAPINE (*)

ATAZANAVIR

RITONAVIR (*)

FOSAMPRENAVIR

ZIDOVUDINE (*)

INDINAVIR (*)
LOPINAVIR/RITONAVIR

TRANSCRIPTASE REVERSA ANÁLOGOS
DE NUCLEOSÍDIOS – ITRN

NELFINAVIR

ABACAVIR

RITONAVIR (*)

DIDANOSINE (*)

SAQUINAVIR (*)

STAVUDINE (*)
LAMIVUDINE (*)

FUSION INHIBITOR

ZIDOVUDINE (*)

ENFUVIRTIDE

ZIDOVUDINE + LAMIVUDINE (*)
Source: Ministry of Health/National STD and AIDS Programme
(*) Drugs with national generic production
(**) Drug with international generic production
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Based on data obtained from the medication logistics control system (SICLOM)
and the CD4 T-cell and viral load count control system (SISCEL), between
2003 and 2006, 204,895 people with HIV aged 15 and over took ARV therapy
through public health services. This figure varied from 140,581, in 2003, to
184,278, in 2006 .
Despite access to services and, consequently, access to antiretroviral treatment
being guaranteed to all those for whom its use is clinically indicated,
nevertheless some patients do not use ARV therapy. This may be because they
are not included in the health system (e.g. drug users), because they are not
aware of their diagnosis diagnóstico, or they begin clinical accompaniment
late, or for other unspecified reasons.
Therefore an estimate has been made of the number of people living with HIV
but who are not being benefited by the universal access policy. This estimate
involved calculating the difference between the number of people who need
ARV therapy and those who actually take it.
In order to calculate the number of people who need ARV therapy in Brazil,
the following were taken into consideration: individuals who are being
accompanied by the health services and whose CD4 T-cell counts are below
200 cells/mm3, those who are already on AVR therapy and those who became
part of the health service statistics when they died.
Those people who take ARVs and are recorded on the CD4 T-cell count, viral
load count and medication logistics systems were considered to be those who
effectively take ARVs, regardless of being lost from accompaniment or having
died during the year under analysis.
Based on these assumptions, it is estimated that 11.3% (26,212) people out of
a universe of 231,107 people living with HIV who were known to need ARV
therapy were not being benefited by it. This percentage varied by around 5.3%
in the data analysed (Figure 13).
Figure 13 - Access to ARV medication in Brazil, considering difference between
those taking ARV and those whose clinical and immune condition indicates
they should be taking ARV. Brazil, 2003 to 2006.
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Considering all patients that did not use ARV, although they were known to
need them (clinically or immunologicaly), 45.7% were being accompanied in
health services and had CD4 T-cell counts counts < 200/mm3 and 54.3% died
without initiating ARV therapy. These findings were more prevalent in the
Northern (20,3%) and Southern (13,0%) regions, among males (12,3%) and
over 60 years old (17,0%).
On the other hand, it must also be taken into consideration that 25.9% of
patients began ARV therapy late in the same period. This fact is explained
by patients beginning clinical accompaniment when their CD4 T-cell count
was already below 200/mm3, their being diagnosed with AIDS only upon
their death or due to ARVs not being prescribed even though they were being
accompanied by the health services and their immune response indicated the
need to take ARVs. This latter aspect represents 6.8% of those people needing
to take ARVs in the years analysed.
4.2 Expenditures with ARV drugs
In 2006, the Ministry of Health had a budget of R$ 964 million (US$ 438
million) for the purchase of antiretroviral medication, of which R$ 673 million
(US$ 308.6 million) were effectively spent on ARVs taken by patients.
With regard to 2005, there was a 1.99% reduction in total expenditure, contrary
to the increasing trend observed with effect from 2002 (Figure 14).
Figure 14 - Expenditure on effective ARV consumption and average cost of ARV
therapy/PWHA. Brazil 2001 to 2006.

This fact occurred in part because of the increased value of the Brazilian Real
and a reduction in the price of two drugs negotiated with the pharmaceutical
industry. In 2006, the 50% reduction in the price of Tenofovir and 46.2% in
the price of Lopinavir/r avoided expenditure of US$ 16.3 million.
On the other hand, nationally produced drugs showed a price increase
tendency. Between 2003 and 2006 the price of Nevirapina and AZT+3TC, for
example, increased by 40.80% and 40.75% respectively, bearing in mind that
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the raw materials are dollarized. It should be noted that AZT+3TC are the
most used ARV drugs in Brazil, being taken by some 104,000 people living
with HIV.
Furthermore, the incorporation of a new class of medication, the fusion
inhibitor (FI) Enfuvirtide, forms a significant part of total expenditure on
ARVs due to its high price. This drug, incorporated in 2005 and used by 1,030
people in 2006, had a daily cost of US$ 22.19, accounting for 4.35% (US$ 13.4
million) of ARV expenditure that year.
The contribution of fusion inhibitors towards Ministry of Health expenditure
on AIDS drugs is expected to increase continually as more new drugs are
incorporated and as the number of new patients who need them increases.
Generally speaking, although there has been a slight tendency towards
reduction, protease inhibitors continue to be that class of drugs that most
contribute towards total expenditure (47.55% in 2006), followed by nucleoside
reverse transcript inhibitors (33.11%) which show a slight tendency towards
increase (Figure 15).
Figure 15 - Expenditure (US$) on effective ARV consumption per drug class.
Brazil 2001 to 2006.

In 2006, 19.45% of annual expenditure on the effective use of ARV drugs
related to Atazanavir which was taken by 27 thousand patients, whilst
AZT+3TC accounted for 14.48% of expenditure and was taken by 104
thousand patients.
It should be noted that the reduction in expenditure on ARV drugs in relation
to federal expenditure on health, from 0.024% in 2003 to 0.016% in 2006,
did not have any effect on the sustainability of the policy of universal access
to ARV therapy. The reduction in Ministry of Health expenditure on ARV
drugs reflects savings derived, among other factors, from greater efficiency
in resource application and the devaluation of the dollar during the period
analysed, as well as the supply of these drugs not having been reduced.
Moreover, the tendency of Ministry of Health expenditure on ARVs per
patient per annum in 2006 continued to reduce and, for the first time, was
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less than R$ 4 thousand. Compared to 2003 there was a 7.4% reduction,
representing annual expenditure per patient in 2006 of R$ 3.8 thousand (US$
1.77 thousand) (Figure 14).
The favourable situation for maintaining the policy of universal access is
basically due to three aspects: 1) the growth of the Brazilian economy, which
has positive consequences for increased GDP and for the Ministry of Health’s
budget, owing to the constitutional obligation for the federal government to
invest a minimum percentage in health services; 2) price reduction following
negotiations with pharmaceutical companies and 3) the strengthening of the
Brazilian Real in relation to the Dollar ever since 2002.
In forthcoming years the sustainability of this national policy will be assisted
by the fact of the federal government having granted the compulsory licensing
of Efavirenz in the first semester of 2007, resulting in a 72.2% reduction in the
cost of this drug (Brasil, 2007, Brasil 2007a, Brasil, 2007d e Grangeiro, 2007).
Efavirenz, which is the second most taken ARV drug in Brazil, used by 61,590
patients in 2006, is now being imported from the Indian companies Aurobindo
and Ranbaxy, with expected savings of R$ 62 million (US$ 27.8 million) in
2007 in relation to expenditure when the drug was imported from the Merck
company. This will represent an 8.6% reduction in total Ministry of Health
expenditure on ARVs (Figure 16). In addition, this drug is expected to be
produced by Brazilian state companies, probably with effect from 2008.
Figure 16. Impact of the compulsory licensing of Efavirenz on Ministry of
Health Expenditure on ARV. Brazil, 2007.
Amount
Amount
%
Patients being Expenditure
(US$) 2006 (US$) 2007 reduction
treated
(US$) in 2006
1.592

0.4426

72.20

65,680

39,596,680

Avoided
Expenditure in US$

% of overall
expenditure

27,834,957

7.5

Source: Ministry of Health/National STD and AIDS Programme

The industry most benefited by the treatment of AIDS cases in Brazil is the
international pharmaceutical industry, which receives annually 72.7% (US$
241.7 million) of all the resources used by the Ministry of Health of purchase
ARVs (principally 2nd and 3rd line ARVs) (Figure 17).
During ten years, from 1996 to 2006, the international pharmaceutical industry
earned US$ 1.8 billion in Brazil. In 2006 this represented daily expenditure of
approximately US$ 305.6 thousand, which is 2.7 times the amount earned by
the national companies (Figure 17).
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Figure 17. Ministry of Health Expenditure (US$) on ARV purchases per
pharmaceutical laboratory. Brazil, 1996 to 2006.

2006

%

1996-2006

%

Daily
amount
earned

Hourly
amount
earned

State level public
laboratories

43,468,866

13.08

372,641,996

14.26

54,957

2,290

Federal level public
laboratories

26,325,687

7.92

289,175,408

11.06

33,283

1,387

National private
laboratories

20,925,795

6.30

131,374,039

5.03

26,456

1,102

International
private laboratories

241,691,683

72.71

1,820,614,256

69.65

305,569

12,732

Total

332,412,032

100.00

2,613,805,699

100.00

910,718

37,947

Laboratory

Source: Ministry of Health/National STD and AIDS Programme

Comparatively, there has been an expressive reduction in the national generic
drugs industry’s (public and private laboratories) share of the national ARV
market. In 2000, 5 private sector Brazilian companies provided drugs to the
Ministry of Health, representing 16.23% of expenditure on antiretroviral drugs
supply contracts. In 2006, there was only one company providing generic ARV
drugs to the Ministry of Health, representing 6.3% of expenditure (Figure 18).
Between 2001 and 2006 ARV expenditure relating to state laboratories reduced
by 60.2%, and in 2006 represented 21.0% of ARV expenditure in Brazil. The
federal laboratory Far-Manguinhos accounted for 7.9% of this amount. This
arises due to the concentration of national production on 1st line drugs or
drugs not protected by patents.
Figure 18. Figure 19. Ministry of Health Expenditure (R$) on ARVs. per
laboratory. Brazil, 1996 to 2006.
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5. The compulsory licensing of Efavirenz
Since Efavirenz was first introduced in Brazil, its use has gradually increased,
from 2,500 patients in 1999 to 75,000 patients in 2007 (38% of AIDS patients).
It is the most consumed imported antiretroviral drug in Brazil and there is a
clear tendency towards further increased use.
Considering the importance of Efavirenz with regard to the Ministry of Health’s
policy and after analysing the prices charged by the patent-holder (Merck &
Co, Inc) in Brazil and in other countries, Merck Sharp Dohme (MSD), the
company responsible for commercializing the drug in Brazil, was seen to be
intransigent throughout the entire price negotiation process, the unit price
of US$ 1.59 having remained unchanged during the three preceding years.
Several meetings to negotiate the 2007 contract took place between the end
of 2006 and April 2007 between the Ministry of Health and MSD, and MSD
manifested itself formally five times proposing to make only a 2% reduction
in the price of Efavirenz 600mg, which would have been the equivalent of US$
42,071,400.00 (US$ 568.4 per patient per annum, or US$ 1.536 per tablet).
The Ministry of Health, based on the understanding that it must fulfil
its obligation to ensure universal access to all people with AIDS taking
antiretroviral therapy, in accordance with Law No. 9313/96, considered the
proposed 2% reduction in the price of Efavirenz 600mg for the 2007 contract
to be insufficient bearing in mind price reductions announced in the media
and prices being charged by MSD on the international market. The Ministry
requested that MSD charge prices compatible with the growing consumption
of Efavirenz in Brazil and with prices charged internationally. However, as
stated, the company was absolutely intransigent with regard to the possibility
of a bigger reduction in the price charged in Brazil.
In the face of this scenario, Ministerial Ordinance No. 886, dated 24/04/07,
was officially published on April 25th 2007, declaring the antiretroviral drug
Efavirenz to be of public interest for the purpose of granting a compulsory
license for its non-commercial public use, so as to guarantee continued
universal and free access to all medication necessary for the treatment of people
living with HIV/AIDS and also to guarantee the viability of the National STD
and AIDS Programme.
On April 24th 2007 the patent-holder was notified to present a proposal to
meet the public interest within seven days. During this period MSD informed
in writing that it would present a new proposal in due time, but this did not in
fact happen through the appropriate formal channels.
As such it became necessary to continue with the process of compulsory
licensing which became official through the publication in the Federal
Gazette of Decree No. 6,108, dated May 4th 2007, which granted compulsory
licensing in the public interest for public non-commercial use, thus ensuring
the viability of the National STD and AIDS Programme and free universal
access to the drug.
The drug is now being imported through the multilateral international
organizations PAHO and UNICEF. Two Indian laboratories, Aurobindo and
Ranbaxy, were selected from among international producers of Efavirenz pre-
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qualified by the World Health Organization. UNICEF has been responsible
for the process of purchasing the drug from Aurobindo and PAHO has been
responsible for purchasing it from Ranbaxy. It is important to note that WHO
pre-qualification ensures drug quality, safety and effectiveness.
The final cost of the product provided by the Indian companies through the
international organizations, including shipping costs and royalties, was US$
0.4594 for Efavirenz 600mg and US$ 0.2173 for Efavirenz 200mg. This will
represent a reduction in expenditure of some US$ 30,000,000 per annum on
Efavirenz 600mg alone.
It should also be noted that the payment of the royalties is being duly made, at
the rate of 1.5% of the invoice amount.
It can thus be seen that compulsory licensing is in absolute accordance with
the precepts defined in the TRIPS agreement, with Brazilian legislation, as
well as being endorsed by the Doha Ministerial Declaration on TRIPS and
Public Health.

Targets UNGASS • Brazilian Response 2005-2007

91

3.6 International Cooperation
In the mid 1990s Brazil began providing technical support to some Spanishspeaking Latin American and Caribbean countries towards the enhancement of
their responses to the AIDS epidemic. At the same time, technical cooperation
projects began to be established with members of the Community of Portuguese
Language Countries (Comunidade dos Países de Língua Portuguesa - CPLP),
later extending to English-speaking African countries as well.
In 2002 the Brazilian government, through its National STD and AIDS
Programme, opened up the possibility for developing countries to take part,
at their request, in the International Cooperation Programme (ICP), which at
that time consisted of the donation of antiretroviral treatment for 100 patients,
using first line schemes involving drugs produced in Brazil. Training in clinical
management, medication logistics and healthcare for people living with HIV/
AIDS also became part of the ICP. In 2004 the ICP was reformulated with the
aim of facilitating universal access to first line ARV drugs produced in Brazil
in some developing countries with incipient epidemics. With the support
of UNICEF the member countries of this programme decided to form the
Laços Sul-Sul Network, focused on the development of activities aimed at
reducing mother-to-child HIV transmission and preventing AIDS among
women, children and teenagers. Seven countries besides Brazil take part in
this initiative: Bolivia, Cape Verde, Guinea-Bissau, Nicaragua, Paraguay, São
Tomé & Príncipe and East Timor.
The Technical Cooperation Network was also set up in 2004, with support
from the Ford Foundation. The network involves technology transfers relating
to the production of drugs and laboratory supplies. The network is comprised
of the following countries: Argentina, Brazil, China, Cuba, Nigeria, Russia,
Thailand and Ukraine.
At the end of 2004, the Executive Director of the United Nations Joint
Programme on HIV/AIDS (UNAIDS) and the President of Brazil signed an
agreement to create the International Centre for Technical Cooperation on
HIV/AIDS (ICTC). ICTC’s overall mission is to support developing countries
in strengthening sustainable responses to the AIDS epidemic, by establishing
technical cooperation projects and programmes. Following a characteristic that
has marked cooperation activities undertaken by Brazil since the beginning,
ICTC is guided by the principle of South-South cooperation, i.e. seeking to use
human and material resources in developing countries to provide support to
others in a similar situation. Moreover, ICTC acts as an articulator of technical
cooperation, mobilizing financial resources from international agencies (such
as GTZ, DFID and multilateral agencies) to fund horizontal cooperation
projects.
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ICTC is currently accompanying the development of technical cooperation
projects in 15 countries, of which 5 are in South America, 3 in Central America,
2 in the Caribbean, 4 in Africa and 1 in Asia. In addition to continuing with
these projects, agreements exist with a further 4 African countries for new
projects in 2008.
Based on the understanding that technical cooperation is an opportunity for
establishing political dialogue between Southern countries, and with a view to
giving visibility to issues that are important in combating the epidemic, ICTC
has supported the holding of regional events. As such, in partnership with
multilateral cooperation agencies, the following regional activities have been
undertaken:
•
•
•
•
•
•
•
•
•
•

Support for the creation of the Latin American Network of AIDS
Pastorals.
Production of a guide on strategic actions to combat homophobia,
lesbophobia and transphobia (produced in English, Spanish and
Portuguese).
Global and Regional Consultations on HIV/AIDS and Commercial
Sex.
Regional project for the harmonization of public policies on sexual
education, AIDS prevention and the prevention of drug use in schools,
involving Argentina, Brazil, Chile, Paraguay, Peru and Uruguay.
Outreach course via the Universidade Iberoamericana de Puebla,
Mexico, on the management of public policies on HIV/AIDS.
Outreach course via the Universidade de Brasília on the management
of public policies on HIV/AIDS prevention for UNFPA staff in Latin
American and Caribbean countries.
STD/AIDS prevention project in frontier regions.
STD/AIDS prevention project with street children and teenagers in
Bolivia, Brazil and Colombia.
Consultation on HIV/AIDS in prison environments (in 2008)
Interministerial Meeting on HIV/AIDS and Women, involving CPLP
countries (in 2008)

ICTC’s activities, whether in terms of cooperation projects in other countries,
or in international and regional fora, are oriented by the principle of SouthSouth cooperation. As such, the intention is to promote a spirit of cooperation
between developing countries, with the aim of identifying existing resources
and promoting increased integration. This strategy aims to be an alternative
to the traditional models of horizontal cooperation, which seek to apply
methodologies of developed countries and which, for the most part, are not
able to meet the specific demands and realities of developing countries. The
cooperation projects established by ICTC are therefore designed in partnership
with the countries involved, starting from the problems and realities they face
in relation to the AIDS epidemic.
In sum, one of the main objectives of technical cooperation on HIV/AIDS,
as developed by ICTC, is to promote the countries’ local capacities, thereby
making possible greater autonomy and enhancement of the national responses
to the epidemic.
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Appendix A - Indicators and Results

BRAZILIAN MINISTRY OF HEALTH
NATIONAL STD AND AIDS PROGRAMME

Core Indicators for the Implementation of the
Declaration of Commitment on HIV/AIDS

Brazil 2008 Report
National Indicators

National Commitment and Action
1.
Domestic and international AIDS spending by categories
and financing Sources
1.1. Purpose:
To collect accurate and consistent data on how funds are spent at the
national level and where those funds are sourced
1.2. Outcome in 2007:
In 2006 federal public expenditure was US$ 567.9 million, including
both health sector and social security expenditure. More than half the
expenditure was on antiretroviral therapy (US$ 309.6 million).
Please see the attached spreadsheet for additional information.
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2. National Composite Policy Index (Areas covered: gender,
workplace programmes, stigma and discrimination, prevention,
care and support, human rights, civil society involvement, and
monitoring and evaluation)
2.1. Purpose:
To assess progress in the development and implementation of national
level HIV and AIDS policies and strategies.
2.2. Outcome in 2007:
Attached.

National Programmes
3. 3. Percentage of donated blood units screened for HIV in a
quality assured manner
3.1. Purpose:
To assess progress in ensuring a safe blood supply
3.2. Outcome in 2007:
100% of blood donated on Brazilian territory is tested and undergoes
internal and external laboratorial quality control, in accordance with
National Health Surveillance Agency regulations.
3.3. Additional information:
Between 1980 and 2007, 1,050 AIDS cases in the blood transfusion
category were notified in Brazil. The 2007 epidemiological bulletin data
shows a low percentage of cases due to blood transfusion in relation
to other forms of exposure in all the country’s regions. Of the total
number of cases notified in 2004 and 2005, 0.2% were attributed to
blood transfusions (Ministério da Saúde, 2007).
3.4. Indicator Source:
Ministry of Health: National Health Surveillance Agency (ANVISA)
– National Coordination of the Public Policy on Blood and Blood
Products; and National STD and AIDS Programme (NAP) – Laboratory
Unit.
Legislation available at:
http://e-legis.anvisa.gov.br/leisref/public/showAct.php?mode=PRINT_VERSION&id=11662
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4. Percentage of adults and children with advanced HIV
infection receiving antiretroviral therapy
4.1. Purpose:
To assess progress towards providing antiretroviral combination
therapy to all people with advanced HIV infection.
4.2. Outcome in 2007:
In 2006, 94.8% (184,252) people living with HIV and AIDS aged over
15 in need of treatment were actually being treated. Coverage was
94.5% (106,334) among men and 95.3% (77,918) among women.
4.3. Additional information:
The indicator was calculated as a percentage, based on: the number of
people living with HIV and AIDS who effectively took antiretroviral
therapy in the year 2006; and the number of people living with HIV
who needed to take ARV drugs in 2006, taking into account individuals
with CD4 T-cell counts below 200/mm3, who took medication and
whose clinical condition was compatible with AIDS, defined by the
event of death.
4.4. Indicator Source:
Database comprised of data from the following national information
systems:
•
•

•

•

SINAN – Notifiable Diseases Information System: SINAN provides
data on all the obligatorily notifiable diseases in Brazil.
SISCEL – Control System for Laboratory Tests: This is a data system
aimed at monitoring laboratory procedures for T CD4/CD8 HIV
and viral load counting, for evaluating treatment indication and for
monitoring patients on antiretroviral therapy (ARVT).
SICLOM – System for Logistical Control of Medicines: An
information system for managing the logistical arrangements
associated with antiretroviral drugs.
SIM – Mortality Information System: The main objective of the
SIM is to profile mortality in the country. The system contains data
on basic cause of death, place and date of death, and the municipal
area where it occurred.
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5. Percentage of HIV-positive pregnant women who
received antiretrovirals to reduce the risk of mother-to-child
transmission.
5.1. Purpose:
To assess progress in preventing vertical transmission of HIV.
5.2. Outcome in 2007:
In 2006, 51.9% of HIV+ parturients were injected with Zidovudina
(AZT) solution at childbirth, 11% greater than in the year 2003
(47%).
Number of parturients injected with AZT, number of live births, HIV
prevalence in women, estimated number of HIV+ expectant mothers, (%) of
HIV+ parturients injected with AZT, per annum.
2003

2004

2005

2006

6661

7233

6771

6510

Live births (2)

3038251

3026548

3035096

3035096

Estimated HIV prevalence in
women

0,47%(3) 0,42%(4)

0,42%(4)

0,41%(5)

No. of parturients injected
with Zidovudina (AZT) solution
at childbirth (1)

Estimated number of HIV+
expectant mothers

14280

12560

12596

12535

% HIV+ parturients injected
with Zidovudina (AZT) solution
at childbirth

46,6%

57,6%

53,8%

51,9%

5.3. Additional information:
With the aim of increasing actions to reduce mother-to-child HIV
transmission, including increased coverage of injectable AZT for HIV
positive parturients, the Ministry of Health has been promoting the
implementation of access to HIV infection diagnosis, by means of
rapid testing, in the health service network throughout the country.
In addition, in October 2007, the “Operational Plan to Reduce Motherto-Child Transmission of HIV and Syphilis” was launched. The plan
sets goals for the reduction of mother-to-child transmission in the
country’s different regions by 2011, as well as activities for which each
of the three government levels is responsible.
5.4. Indicator Sources:
(1) MS/SVS/DASIS – Live Births Information System - SINASC.
(2) MS/SVS/PN-DST-AIDS – Bulletin on the evaluation of AIDS medication use.
(3) Szwarcwald & Carvalho, 2001.
(4) Szwarcwald & Souza-Jr, 2006.
(5) Szwarcwald CL, et al. 2008.
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6. Percentage of estimated HIV-positive incident TB cases that
received treatment for TB and HIV.
6.1. Purpose:
To assess progress in detecting and treating TB in people living with
HIV.
6.2. Outcome in 2007:
The country has no information for this indicator.
6.3. Additional information:
In 2006, 53.0% of patients with TB tested for HIV. It is estimated that
12% of them are infected with HIV.

7. 7. Percentage of women and men aged 15-49 who received
an HIV test in the last 12 months and who know their results.
7.1. Purpose:
To assess progress in implementing HIV testing and counselling.
7.2. Outcome in 2007:
The country has no information for this indicator.
7.3. Additional information:
The 2007 Survey of Knowledge, Attitudes and Practices in the Brazilian
Population (Pesquisa de Conhecimentos Atitudes e Práticas na População
Brasileira de 2007) is being concluded and will provide an answer for
this indicator.
As a proxy for this indicator, in 2005, 33.6% of the Brazilian population
aged between 16 and 65 stated they had tested for HIV at some time
in their life.
HIV testing coverage rose from 20% in 1998 to 33.6% in 2005
(França-Junior et al., 2007). There was no significant difference in the
percentage of men tested for HIV in this period. On the other hand,
testing coverage among women more than doubled, increasing from
15% in 1998 to 38% in 2005. In terms of age groups, whilst there were
no significant changes over time among young people aged 16 to 19,
the coverage among those aged 20 to 24 increased from 20% to 33.2%
in the period.
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HIV testing coverage in the 16 to 65 age group in Brazil, by sex and age
group. Brazil, 1998 and 2005.
Characteristics

1998

2006

p-valor

Total

20.0

33.6

0.0001

Male

26.2

28.4

0.49

Female

14.8

38.2

0.0001

16-19

14.8

11.6

0.55

20-24

20.0

33.2

0.003

25-34

28.9

51.2

0.0001

35-44

24.5

39.6

0.004

45-54

14.5

27.5

0.003

55-65

3.9

18.2

0.0001

Sex

Age group

Source: França-Junior et al., 2007

The Ministry of Health, through its National STD and AIDS Programme, is
implanting rapid testing as a strategy to increase access to HIV diagnosis in
Brazil, in order to prevent mother-to-child HIV transmission and transmission
of the virus in accidents involving biological material, in addition to facilitating
diagnosis among vulnerable populations and hard to reach populations. By
doing so, it is ensuring the principle of equality and the democratization of
health services as established by the current political system.

8. Percentage of most-at-risk populations that have received an
HIV test in the last 12 months and who know their results.
8.1. Purpose:
To assess progress in implementing HIV testing and counselling among
most-at-risk populations.
8.2. Outcome in 2007:
The country does not have national information for this indicator.
8.3. Additional information:
Three studies are being carried out with the aim of estimating HIV
and syphilis prevalence rates, as well as the knowledge, attitudes and
practices relating to HIV/AIDS and DSTs among female commercial
sex workers, men who have sex with men (MSM) and drug users. These
studies are due to end in December 2008.
Studies carried out in Brazil indicate that testing coverage is higher
among these populations than among the general population.
With regard to MSM, testing coverage was 33% in 2004 and 62.2% in
2005 (França-Junior et al., 2007).
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With regard to IDU, 44% testing was observed in 2001 (Ministério da
Saúde, 2001) and 65.8% in 2006 (Ferreira et al., 2006).
Testing coverage among female commercial sex workers interviewed
was 43.1%, varying between 49.2% in the group under intervention
and 36.5% in the control group (Ministério da Saúde, 2004).
The National STD and AIDS Programme has been investing in the
reorganization of Brazil’s existing Testing and Counselling Centres. The
process underway includes: systematization of knowledge regarding
the reality of these services nationwide; reformulating their operational
directives together with local level government STD and AIDS
Programmes, the Centres themselves and civil society organizations;
in addition to coordinating the implantation of the new directives. The
principal aim of this process is to increase the access of most-at-risk
populations to HIV prevention and diagnosis actions, as well as to
increase the Centres’ abilities to resolve issues in all the services they
provide.
HIV testing coverage among MSM, IDU and female commercial sex workers.
Population / year

%

MSM
2004 (1)

33,3

2005

62,2

(2)

Commercial sex workers (3)
2002 - total

43,1

2002 - intervention

49,2

2002 - control

36,5

IDU
2001 (4)

44,0

2006

65,8

(5)

Sources: (1) Ministério da Saúde, 2006; (2) França-Jr et al., 2007; (3) Ministério da Saúde, 2004; (4)
Ministério da Saúde, 2001; (5) Ferreira et al, 2006.

9. 9. Percentage of most-at-risk populations reached with
HIV prevention programmes.
9.1. Purpose:
To assess progress in implementing HIV prevention programmes for
most-at-risk populations.
9.2. Outcome in 2007:
The country does not have information on this indicator.
9.3. Additional information :
Three studies are being carried out with the aim of estimating HIV
and syphilis prevalence rates, as well as the knowledge, attitudes and
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practices relating to HIV/AIDS and DSTs among female commercial
sex workers, men who have sex with men (MSM) and drug users. These
studies are due to end in December 2008.

10. Percentage of orphaned and vulnerable children aged
0–17 whose households received free basic external support in
caring for the chil.
10.1. Purpose:
To assess progress in providing support to households that are caring
for orphaned and vulnerable children aged 0–17.
10.2. Outcome in 2007:
The country does not have information on this indicator.
10.3. Additional information:
It should be emphasized that the policy of universal access to ARV
therapy has contributed towards increased life expectancy for people
with AIDS and, consequently, towards decreased mortality indicators.
The country also has specific protection policies for children and
teenagers, both in terms of public health policies and the national social
services policy. There is also specific legislation (Statute on the Rights
of Children and Teenagers), which serves as a guideline for the actions
of the Brazilian state, including with regard to care and protection of
this segment.
Also noteworthy in this scenario is the importance of the community
response developed by civil society organizations which complement
governmental strategies and actions, including providing care for
children and teenagers living with HIV or AIDS or who are orphans as
a result of AIDS. These organizations are known as sheltered homes,
and work to provide care for this segment of the population. In keeping
with the national AIDS policy guidelines, most of these organizations
work towards the social, family and community (re)insertion of
children who have been orphaned as a result of AIDS.

11. Percentage of schools that provided life skills-based HIV
education in the last academic year.
11.1. Purpose:
To assess progress towards implementation of life skills-based HIV
education in all schools.
11.2. 11.2. Outcome in 2007:
In 2006, 60.8% of those Brazilian basic education establishments
undertaking activities relating to health promotion and prevention
also incorporated the specific issue of STDs and AIDS. When only
junior schools are considered this percentage was 68%, whilst it was
97% in middle schools.
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Source: Health Data from the 2005 and 2006 School Census

11.3. Additional information:
The Health and Prevention in Schools project is currently in the
process of becoming a Government Programme. Resources have been
provided in this programme in both the Growth Acceleration Plan and
the Pluri-annual Plan.
11.4. Indicator Source:
The School Census provides national education statistics and
information and is carried out every year. It covers the different levels
of Basic Education – Infant, Junior and Middle School Education – as
well as the different types of education – Regular Education, Special
Education and Youth and Adult Education. In 2005, an insert was
included as part of the census containing specific questions about:
STD/AIDS, sexual health and reproductive health actions, as well as
the prevention of drug use and teenage pregnancy.
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Knowledge and Behaviour
12. Current school attendance among orphans and among nonorphans aged 10–14 *.
12.1. Purpose:
To assess progress towards preventing relative disadvantage in school
attendance among orphans versus non-orphans.
12.2. Outcome in 2007:
The country does not have information on this indicator.
12.3. Additional information :
The Brazilian public policy is that of universal access to education, no
distinction being made either to serological status or to orphanhood.

13. Percentage of young women and men aged 15–24 who both
correctly identify ways of preventing the sexual transmission
of HIV and who reject major misconceptions about HIV
transmission.
13.1. Purpose:
To assess progress towards universal knowledge of the essential facts
about HIV transmission.
13.2. Outcome in 2007:
In 2004, 58.4% of young people aged 15 to 24 were able to correctly
identify the ways of preventinig the sexual transmission of HIV and
rejected major misconceptions.
In Brazil as a whole this percentage was 65% for the 15 to 49 age group,
without significant variations according to sex. On the other hand, by
comparing age groups, it can be seen the people aged 25 to 49 have
more knowledge than young people aged 15 to 24, the percentages
being 68.3% and 58.4%, respectively. The same pattern is observed
both in men and in women.
% of men and women with correct knowledge as to HIV transmission routes,
by age group. Brazil, 2004.
Sex

15-19

20-24

15-24

25-49

Total

Male

55,6

66,0

60,0

70,4

66,4

Female

53,6

61,5

56,9

66,3

62,8

Total

54,6

63,8

58,4

68,3

64,6

Source: NAP, 2004 Survey of Knowledge, Attitudes and Practices in the Brazilian Population
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13.3. Additional information :
The 2007 Survey of Knowledge, Attitudes and Practices in the
Brazilian Population is being concluded and will provide a reply to this
indicator.
13.4. Indicator Source:
Survey of Knowledge, Attitudes and Practices of the Brazilian
Population aged between 15 and 54 years, 2004. It is a Population-based
survey carried out in Brazil in year 2004. The survey was based on
household enquiries, with only one member of any household entitled
to respond to the questionnaire. In Brazil, 6000 individuals were
selected and the sample was stratified according to Geographic Region
(‘macro-region’): 900 interviews were conducted in the North, South
and Center-West regions, 1100 in the Northeast Region and 2200 in
the Southeast. In each of the major regions, the sample was carried out
in multiple stages: States; census sectors; and households. The sectors
within each of the States were selected by systematic sampling, with
probability proportional to size. Within the sectors, the sampling was
done by quotas reflecting the following: conjugal status (stable or nonstable union); age range (15-24; 25-39; 40-54); sex; and educational
level (high-school not concluded; high-school concluded).

14. Percentage of most-at-risk populations who both correctly
identify ways of preventing the sexual transmission of HIV and
who reject major misconceptions about HIV transmission.
14.1. Purpose:
To assess progress in building knowledge of the essential facts about
HIV transmission among most-at-risk populations.
14.2. Outcome in 2007:
The country does not have information on this indicator for IDU and
commercial sex workers.
In 2004, 66.7% of MSM correctly identified the ways of protecting
themselves from the sexual transmissionh of and rejected major
misconceptions.
14.3. Additional information :
Three studies are being carried out with the aim of estimating HIV
and syphilis prevalence rates, as well as the knowledge, attitudes and
practices relating to HIV/AIDS and DSTs among female commercial
sex workers, men who have sex with men (MSM) and drug users. These
studies are due to end in December 2008.
14.4. Indicator Source:
MSM: Survey of Knowledge, Attitudes and Practices of the Brazilian
Population aged between 15 and 54 years, 2004. It is a Population-based
survey carried out in Brazil in year 2004. The survey was based on
household enquiries, with only one member of any household entitled
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to respond to the questionnaire. In Brazil, 6000 individuals were
selected and the sample was stratified according to Geographic Region
(‘macro-region’): 900 interviews were conducted in the North, South
and Center-West regions, 1100 in the Northeast Region and 2200 in
the Southeast. In each of the major regions, the sample was carried out
in multiple stages: States; census sectors; and households. The sectors
within each of the States were selected by systematic sampling, with
probability proportional to size. Within the sectors, the sampling was
done by quotas reflecting the following: conjugal status (stable or nonstable union); age range (15-24; 25-39; 40-54); sex; and educational
level (high-school not concluded; high-school concluded).

15. Percentage of young women and men aged 15–24 who have
had sexual intercourse before the age of 15.
15.1. Purpose:
To assess progress in increasing the age at which young women and
men aged 15–24 first have sex.
15.2. Outcome in 2007:
In 2004, 36.1% of young Brazilians aged 15 to 24 stated that they had
had sexual intercourse before they were 15.
In 2004, almost 26% of the Brazilian population aged 15 to 49 stated
that they had had sexual intercourse before they were 15, reaching a
total of 36.1% among those aged 15 to 24 and 36.5% among males as a
whole. Taking the young people on their own, it can be seen that almost
half of those aged between 15 and 19 had had sexual intercourse before
they were 15, reaching 58% amongst the males in this age group.
It is noteworthy that there was no difference in the average age at which
sex life was begun between 1998 and 2005, being 14.7 and 14.9 years,
respectively (Paiva et al., 2007).
Percentage of men and women who had sexual intercourse before they were
15, by age group. Brazil, 2004.
Sex

15-19

20-24

15-24

25-49

Total

Male

58,0

33,0

45,3

32,1

36,5

Female

36,7

16,9

25,5

10,6

14,9

Total

48,7

25,0

36,1

20,9

25,6

Source: NAP, 2004 Survey of Knowledge, Attitudes and Practices in the Brazilian Population

15.3. Additional information:
The 2007 Survey of Knowledge, Attitudes and Practices in the
Brazilian Population is being concluded and will provide a reply to this
indicator.
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15.4. Indicator Source:
Survey of Knowledge, Attitudes and Practices of the Brazilian
Population aged between 15 and 54 years, 2004. It is a Population-based
survey carried out in Brazil in year 2004. The survey was based on
household enquiries, with only one member of any household entitled
to respond to the questionnaire. In Brazil, 6000 individuals were
selected and the sample was stratified according to Geographic Region
(‘macro-region’): 900 interviews were conducted in the North, South
and Center-West regions, 1100 in the Northeast Region and 2200 in
the Southeast. In each of the major regions, the sample was carried out
in multiple stages: States; census sectors; and households. The sectors
within each of the States were selected by systematic sampling, with
probability proportional to size. Within the sectors, the sampling was
done by quotas reflecting the following: conjugal status (stable or nonstable union); age range (15-24; 25-39; 40-54); sex; and educational
level (high-school not concluded; high-school concluded).

16. Percentage of women and men aged 15–49 who have had
sexual intercourse with more than one partner in the last 12
months.
16.1. Purpose:
To assess progress in reducing the percentage of people who have
higher-risk sex.
16.2. Outcome in 2007:
In 2004, 14.4% of those aged between 15 and 49 stated having had sex
with more than one partner in the preceding 12 months.
Percentage of men and women who had sexual intercourse with more than
one partner during the preceding 12 months, by sex and age group. Brazil,
2004.
Sex

15-24

25-49

Total

Male

29,5

20,0

23,6

Female

7,5

4,2

5,4

Total

18,6

12,0

14,4

Source: NAP, 2004 Survey of Knowledge, Attitudes and Practices in the Brazilian Population

In 2005, 23.1% of the male population and 5.2% of the female population aged
16 to 65 stated having had sexual intercourse with more than one partner in
the preceding 12 months.
16.3. Additional information :
The 2007 Survey of Knowledge, Attitudes and Practices in the
Brazilian Population is being concluded and will provide a reply to this
indicator.
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Between 1998 and 2005, there was a decrease in the percentage of men
who stated having had more than one sex partner during the preceding
year, from 29.5% to 23.1%, respectively, whilst the percentage of women
remained unaltered during the period analysed (Barbosa & Koyama,
2007).
It must be emphasized that, in Brazil, the prevention policy is aimed
at promoting safer sex and not at the reduction of the number of
partners.
16.4. Indicator Source:
Survey of Knowledge, Attitudes and Practices of the Brazilian
Population aged between 15 and 54 years, 2004. It is a Population-based
survey carried out in Brazil in year 2004. The survey was based on
household enquiries, with only one member of any household entitled
to respond to the questionnaire. In Brazil, 6000 individuals were
selected and the sample was stratified according to Geographic Region
(‘macro-region’): 900 interviews were conducted in the North, South
and Center-West regions, 1100 in the Northeast Region and 2200 in
the Southeast. In each of the major regions, the sample was carried out
in multiple stages: States; census sectors; and households. The sectors
within each of the States were selected by systematic sampling, with
probability proportional to size. Within the sectors, the sampling was
done by quotas reflecting the following: conjugal status (stable or nonstable union); age range (15-24; 25-39; 40-54); sex; and educational
level (high-school not concluded; high-school concluded).

17. Percentage of women and men aged 15–49 who had more
than one sexual partner in the past 12 months reporting the
use of a condom during their last sexual intercourse
17.1. Purpose:
To assess progress towards preventing exposure to HIV through
unprotected sex with non-regular partners.
17.2. Outcome in 2007:
In 2004, 61.1% of women and men aged 15–49 who had more than one
sexual partner in the past 12 months reporting the use of a condom
during their last sexual intercourse.
Percentage condom use is slightly higher among men when compared
to women, being 62% and 57%, respectively. In terms of age groups,
condom use is higher among young people aged 15 to 24, reaching
72% among young men.
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Percentage of men and women who had sexual intercourse in the preceding
12 months with more than one partner and who state using a condom the
last time they had sexual intercourse, by age group. Brazil, 2004.
Sex

15-24

25-49

Total

Male

72,3

52,9

62,0

Female

62,3

50,7

57,0

Total

70,2

52,5

61,1

Source: NAP, 2004 Survey of Knowledge, Attitudes and Practices in the Brazilian Population.

17.3. Additional information:
The 2007 Survey of Knowledge, Attitudes and Practices in the
Brazilian Population is being concluded and will provide a reply to this
indicator..
17.4. Indicator Source:
Survey of Knowledge, Attitudes and Practices of the Brazilian
Population aged between 15 and 54 years, 2004. It is a Population-based
survey carried out in Brazil in year 2004. The survey was based on
household enquiries, with only one member of any household entitled
to respond to the questionnaire. In Brazil, 6000 individuals were
selected and the sample was stratified according to Geographic Region
(‘macro-region’): 900 interviews were conducted in the North, South
and Center-West regions, 1100 in the Northeast Region and 2200 in
the Southeast. In each of the major regions, the sample was carried out
in multiple stages: States; census sectors; and households. The sectors
within each of the States were selected by systematic sampling, with
probability proportional to size. Within the sectors, the sampling was
done by quotas reflecting the following: conjugal status (stable or nonstable union); age range (15-24; 25-39; 40-54); sex; and educational
level (high-school not concluded; high-school concluded).

18. Percentage of female and male sex workers reporting the
use of a condom with their most recent client.
18.1. Purpose:
To assess progress in preventing exposure to HIV among sex workers
through unprotected sex with clients.
18.2. Outcome in 2007:
The country does not have national information for this indicator.
18.3. Additional information :
Three studies are being carried out with the aim of estimating HIV
and syphilis prevalence rates, as well as the knowledge, attitudes and
practices relating to HIV/AIDS and DSTs among female commercial
sex workers, men who have sex with men (MSM) and drug users. These
studies are due to end in December 2008.
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A survey carried out in 2001 in Brazil shows 67.3% consistent condom
use by female commercial sex workers with their clients, varying
between 74% in the intervention group and 60% in the control group
(Ministério da Saúde, 2004).

19. Percentage of men reporting the use of a condom the last
time they had anal sex with a male partner.
19.1. Purpose:
To assess progress in preventing exposure to HIV have unprotected
anal sex with a male partner.
19.2. Outcome in 2007:
The country does not have national information for this indicator.
19.3. Additional information :
Three studies are being carried out with the aim of estimating HIV
and syphilis prevalence rates, as well as the knowledge, attitudes and
practices relating to HIV/AIDS and DSTs among female commercial
sex workers, men who have sex with men (MSM) and drug users. These
studies are due to end in December 2008.
As a proxy, in 2004, 43.3% of Brazilian MSM stated using a condom the
last time they had sex, reaching 71% the last time they had sex with a
causal partner (Ministério da Saúde, 2006).
A survey carried out in the country’s capital shows that 52% of MSM
stated consistent condom use when having anal sex (UnB, 2005).
Another survey performed in the city of Campinas shows that some
40% of MSM there stated that they had not had anal sex with any MSM
partner (Maeve et al., 2007).

20. Percentage of injecting drug users reporting the use of a
condom the last time they had sexual intercourse.
20.1. Purpose:
To assess progress in preventing sexual transmission of HIV.
20.2. Outcome in 2007:
The country does not have national information on this indicator.
20.3. Additional information:
Three studies are being carried out with the aim of estimating HIV
and syphilis prevalence rates, as well as the knowledge, attitudes and
practices relating to HIV/AIDS and DSTs among female commercial
sex workers, men who have sex with men (MSM) and drug users. These
studies are due to end in December 2008.
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21. Percentage of injecting drug users reporting the use of
sterile injecting equipment the last time they injected.
21.1. Purpose:
To assess progress in preventing injecting drug use-associated HIV
transmission.
21.2. Outcome in 2007:
The country does not have national information on this indicator.
21.3. Additional information:
Three studies are being carried out with the aim of estimating HIV
and syphilis prevalence rates, as well as the knowledge, attitudes and
practices relating to HIV/AIDS and DSTs among female commercial
sex workers, men who have sex with men (MSM) and drug users. These
studies are due to end in December 2008.
In Brazil between 1982 and June 2007 64,446 AIDS cases with notified on
the SINAN system in the injecting drug user (IDU) exposure category,
representing 16% of total cases. In Brazil in 2000 the percentage of IDU
cases was 13.6%, falling to 7.3% in 2005, demonstrating a downward
tendency in the IDU subcategory. This tendency is more accentuated
among men (from 17.9% in 2000 to 9.5% in 2005) than among women
(de 6.1% in 2000 to 3.7% in 2005), although there has always been a
higher number of cases in male IDU.
AIDS cases in the injecting drug user exposure category, number (N) and
proportion (%), by year of diagnosis. Brazil, 1988 to 2005
Year of diagnosis

N

%

1988

1002,0

22,5

1989

1613,0

26,2

1990

2692,0

30,5

1991

3782,0

32,0

1992

4336,0

29,8

1993

4721,0

28,1

1994

4580,0

25,0

1995

4661,0

22,3

1996

4814,0

20,4

1997

4826,0

18,7

1998

4781,0

16,4

1999

3967,0

15,0

2000

3714,0

13,6

2001

3206,0

11,9

2002

2950,0

10,5

2003

2659,0

9,4

2004

2138,0

8,1

2005

1674,0

7,3

Source: cases notified on the SINAN system as at June 2007
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Impact
22. Percentage of young women and men aged 15–24 who are
HIV infected.
22.1. Purpose:
To assess progress towards reducing HIV infection.
22.2. Outcome in 2007:
In 2006, HIV prevalence among young women aged 15 to 24 was
0.263%, being very similar to the rate observed in 2004, 0.28% (NAP
– Parturient Surveys 2004 and 2006).
In 2002, HIV prevalence among male Brazilian Army Conscripts aged
17 to 21 was 0.088% (Szwarcwald et al., 2005).
22.3. Additional information:
The Study on Brazilian Army Conscripts will be concluded by March
2008.
22.4. Indicator Source:
Women: Parturient Study, National STD/AIDS Program. In the period
2000-2004, the survey was biennial, employing probabilistic sampling
for the selection of parturient women and the health establishments.
Sampling was carried out in two stages. In the first stage, the municipalities
were stratified by population size with proportional allocation and, in
the second, 150 health establishments, with probability proportional
to size, were selected on the basis of the number of deliveries carried
out in each establishment during the year preceding the survey. In
each maternity service, 100 women were selected at random at the
time that they were admitted for delivery. In 2002 and 2004, the survey
included an interview with parturient women containing information
about educational level, requests for an HIV test during antenatal care,
and receipt of the result of the test(s) prior to delivery. In 2006, a new
survey was done using the same design, but instead of interviewing
parturients, secondary data was used.
Men: Studies on Brazilian Army Conscripts. The surveys, conducted
annually between 1996-2000, focused on different objectives from
year to year, with the overall purpose of enhancing knowledge
about the practices of young Brazilian males. Furthermore, part of
the questionnaire was repeated periodically in order to determine
any relevant behavioral changes and to monitor interventions and
preventive activities in this population group. In the years 1998 and
2002, blood samples were collected for estimating the prevalence of
HIV and thereby making it possible to establish the main HIV infection
risk factors among young Brazilian males. The report containing the
key results of the research for 2002 is available for consultation in the
National STD/AIDS Program..
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23. Percentage of most-at-risk populations who are HIV
23.1. Purpose:
To assess progress on reducing HIV prevalence among most-at-risk
populations.
23.2. Outcome in 2007:
The country does not have national information on this indicator.
23.3. Additional information:
Three studies are being carried out with the aim of estimating HIV
and syphilis prevalence rates, as well as the knowledge, attitudes and
practices relating to HIV/AIDS and DSTs among female commercial
sex workers, men who have sex with men (MSM) and drug users. These
studies are due to end in December 2008.
Information obtained from some prevalence studies with MSM, IDU
and commercial sex workers (CSW) is shown in the following table.
HIV Prevalence, by year and study site.

Population

MSM

Year of the
study

Study site

Sample size

HIV
Prevalence
HIV (%)

1994/1999(1)

São Paulo

1082

10,8

1994/2000(1)

Belo
Horizonte

635

9,6

1999(2)

Brasil

estimate

4,5

2002

Brasil

898

0,564

2006

Campinas

658

7,4

1998

Santos

697

8,0

2002

7 cities

2712

6,1

(3)
(4)
(5)
(6)

CSW

IDU

2006

Santos

175

3,1

2006(8)

Manaus

154

2,6

1996

(9)

Salvador

221

49,5

1998

(10)

5 cities

287

52,5

Greater
Santos region

108

42,0

(7)

1999(9)

Sources: (1) Ministério da Saúde, 2000; (2) Szwarcwald, 2000; (3) Szwarcwald et al., 2005 (17-21
anos); (4) Maeve et al., 2007; (5) Szwarcwald et al., 1998; (6) Ministério da Saúde, 2004; (7) Lacerda
et al. 2006; (8) Dutra-Jr et al. 2006: (9) Ministério da Saúde, 2001; (10) Ministério da Saúde, 2003.
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24. Percentage of adults and children with HIV known to
be on treatment 12 months after initiation of antiretroviral
therapy.
24.1. Purpose:
To assess progress in increasing survival among infected adults and
children by maintaining them on ART.
24.2. Outcome in 2007:
Between 2003 and 2006, 97,2% of adult patients aged over 15 who
began ARV treatment were still alive after one year of treatment. The
proportion was 96.8% among men and 97.8% among women.
24.3. Additional information:
Estimated life expectancy was calculated using the Kaplan-Meier
method, and death was defined based on the date of death registered
on the SINAN and the death registered on the SIM system. Individuals
with more than 180 days without data registered on either of the
systems were considered to have been lost
24.4. Indicator Source:
Database comprised of data from the following national information
systems:
•
•

•

•

SINAN – Notifiable Diseases Information System: SINAN provides
data on all the obligatorily notifiable diseases in Brazil.
SISCEL – Control System for Laboratory Tests: This is a data system
aimed at monitoring laboratory procedures for T CD4/CD8 HIV
and viral load counting, for evaluating treatment indication and for
monitoring patients on antiretroviral therapy (ARVT).
SICLOM – System for Logistical Control of Medicines: An
information system for managing the logistical arrangements
associated with antiretroviral drugs.
SIM – Mortality Information System: The main objective of the
SIM is to profile mortality in the country. The system contains data
on basic cause of death, place and date of death, and the municipal
area where it occurred.

25. Percentage of infants born to HIV-infected mothers who
are infected
25.1. Purpose:
To assess progress towards eliminating mother-to-child HIV
transmission.
25.2. Outcome in 2007:
Mother-to-child HIV transmission in 2004 was 6.8%, showing a fall of
21% in relation to 2000 (Succi et al., 2007).
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Mother-to-Child HIV Transmission, Brazil, 2000-2004

25.3. Indicator Source:
Succi RCM, Grupo de Estudos da Sociedade Brasileira de Pediatria
para Avaliar a Transmissão Materno Infantil do HIV. Mother-to-child
transmission of HIV in Brazil during the years 2000 and 2001: results of
a multi-centric study. Cad. Saúde Pública, 23(Sup.3):S379-S389; 2007.
25.4. Additional information :
With the aim of increasing actions to reduce mother-to-child HIV
transmission, including increased coverage of injectable AZT for HIV
positive parturients, the Ministry of Health has been promoting the
implementation of access to HIV infection diagnosis, by means of
rapid testing, in the health service network throughout the country.
In addition, in October 2007, the “Operational Plan to Reduce Motherto-Child Transmission of HIV and Syphilis” was launched. The plan
sets goals for the reduction of mother-to-child transmission in the
country’s different regions by 2011, as well as activities for which each
of the three government levels is responsible.
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(Brazil). Study of Knowledge, Attitudes and Practices (SKAP) in the Brazilian
Population in 2004. Brasília: 2006]
Ministério da Saúde. Secretaria Executiva. Coordenação Nacional de DST e
Aids (Brasil). Avaliação da efetividade das ações de prevenção dirigidas às
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8. Brasília: 2003. [The contribution of Multicentric Studies forf the HIV/AIDS
epidemics among IDU’s in Brazil. 10 years of Research and Harm Reduction.
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Ajude-Brasil: Avaliação Epidemiológica dos Usuários de Drogas Injetáveis dos
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Brasília: 2006.]
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sexual e cidadania junto à população de homens que fazem sexo com homens
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Brasilia: 2005]
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Appendix B - National Composite Policy Index (NCPI)

National Composite Policy Index (NCPI) 2007

INSTRUCTIONS
BACKGROUND
The following instrument measures the UNGASS National Commitment
and Action indicator, a composite policy index designed to assess progress
in the development and implementation of national HIV/AIDS policies and
strategies. It is an integral part of the list of core UNGASS indicators and
is to be completed and submitted as part of the 2007 UNGASS Country
Progress Report.
This third version of the National Composite Policy Index (NCPI) has been
updated to reflect new HIV/AIDS programmatic guidance and to be consistent
with new and agreed to policy and implementation measurement tools 1.
NCPI data were also submitted in previous UNGASS reporting rounds in 2003
and 2005. Countries are strongly advised to conduct a trend analysis on the
key questions and include a description of the findings in the 2007 Country
Progress Report 2.

1 Policy and Planning Effort Index or children orphaned and made vulnerable by HIV/AIDS, UNICEF 2005; Scaling
up Towards Universal Access, UNAIDS 2006; Setting National Targets for Moving Towards Universal Access,
UNAIDS 2006; Practical Guidelines for Intensifying HIV Prevention; UNAIDS 2007
2 see Guidelines on construction of core indicators, UNAIDS 2002 and UNAIDS 2005, respectively, for the key
questions in previous NCPI questionnaires

STRUCTURE OF THE QUESTIONNAIRE
The NCPI is divided into two parts:
Part A to be administered to government officials.
Part A covers five areas:
1.
2.
3.
4.
5.

Strategic plan
Political support
Prevention
Treatment, care and support
Monitoring and evaluation

Part B to be administered to representatives from nongovernmental
organizations, bilateral agencies, and UN organizations.
Part B covers four areas:
I. Human rights
II. Civil society involvement
III. Prevention
IV. Treatment, care and suppor
The overall responsibility for collating and submitting the information
requested in the NCPI lies with the National Governments, through officials
from the National AIDS Committee (NAC) (or equivalent) with support from
UNAIDS and other partners.

PROPOSED STEPS FOR DATA GATHERING
1. Designation of two technical coordinators for the study (one for part A;
one for part B)
Technical coordinators should be given responsibility to undertake the desk
review and carry out interviews to answer specific questions. Preferably, the
technical coordinator for Part A should be from the NAC (or equivalent) and
for Part B should be a person outside the government. These persons should
ideally have a monitoring and evaluation background and may request the
assistance of consultant(s) with a similar background.
2. Data gathering
Each section should be completed by (a) desk review and (b) interviewing key
people most knowledgeable about that topic:
•

Strategic Plan and Political Support: the Director or Deputy Director of
the National AIDS Programme or National AIDS Council, the Heads of
the AIDS Programme at provincial and at district levels and UNAIDS
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Monitoring and Evaluation: Officers of the National AIDS Committee or
equivalent, Ministry of Health, HIV focal points of other ministries.
Human rights: Ministry of Justice officials, human rights commissioners,
and representatives of human rights nongovernmental organizations
and legal aid centres/institutions, persons living with HIV.
Civil society participation: key representatives of major civil society
organizations working in the area of HIV and AIDS, persons living
with HIV.
Prevention and treatment, care and support sections: Ministries and
major implementing agencies/organizations in those areas, including
nongovernmental organizations and persons living with HIV

3. Data entry, analysis and interpretation
Once the NCPI is fully completed, the technical coordinators need to carefully
review all responses to determine if additional consultations or review of
more documents are needed. It is important to analyze the data for each of
the NCPI sections and include a write-up in the Country Progress Report in
terms of progress made in policy/strategy development and implementation
of programmes to tackle the country’s HIV/AIDS epidemic. Comments on the
agreements/discrepancies between overlapping questions in Part A and Part B
should also be included, as well as a trend analysis on the key NCPI data since
2003, where available. The NCPI findings need to be presented, discussed and
agreed during the national UNGASS consultation workshop (see 4 below). It
is strongly encouraged to enter the final agreed data in the Country Response
Information System (CRIS). If this is not possible, an electronic version of the
completed questionnaire should be submitted as an appendix to the Country
Progress Report.
4. Consultation workshop organized by the NAC (or equivalent)
It is strongly recommended that the NAC (or equivalent) organizes a oneday broad consultation forum to discuss and endorse the major findings
of the UNGASS country report, including the results from the NCPI. It is
expected that civil society organizations, including faith-based organizations,
gender equality groups, women’s rights groups, human rights/legal advocacy
organizations, and other major nongovernmental organizations are invited to
participate.
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NCPI Respondents
[Indicate all respondents whose responses were compiled to fill out (parts of)
the NCPI in the below table; add as many rows as needed]
NCPI - PART A [to be administered to government officials]
Respondents to Part A
[indicate which parts each
respondent was queried on]
Organisation

Name/Position

A.I

A.II

A.III

A.IV

A.V

PN DST/AIDS
(NAP) - MS

Mariangela Simão/
Director

X

X

X

X

X

PN DST/AIDS
(NAP) – MS

Eduardo Barbosa/
Assistant Director

X

X

X

X

X

PN DST/AIDS
(NAP) – MS

Jacqueline Rocha Côrtes/
Technical Assistant
for International
Cooperation

X

X

X

X

PN DST/AIDS
(NAP) - MS

Sérgio D´Ávila/Technical
Assistant for Planning

X

X

PN DST/AIDS
(NAP) - MS

Ivo Brito/Technical
Assistant for Prevention

PN DST/AIDS
(NAP) - MS

Ana Roberta Pati/
Technical Assistant for
M&E; Karim Sakita, M&E;
and Elizabeth Moreira
dos Santos/Honorary
Professor – National
School of Public Health

PN DST/AIDS
(NAP) - MS

Cleidy Eliana; Rogério
Scapini; Orival Silveira;
Cristine Ferreira;
Rosângela Ribeiro;
Ivana Cordeiro; Eduardo
Campos; Denis Ribeiro/
Technical Assistants for
Health Care, Laboratories
and STD

PN DST/AIDS
(NAP) - MS

Mauritânia Pereira; Ana
Paula Prado; Rubens
Duda; Ângela Pires;
Adailton da Silva;
Karen Bruck/ Technical
Assistants for Civil Society
Articulation and Human
Rights

X

X

X

X

PN DST/AIDS
(NAP) - MS

Gerson Fernando Pereira;
Fernanda Sardella
Alvim; Erika Rezende/
Technical Assistants
for Epidemiological
Surveillance

X

X

X

X

X

X
X

X
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NCPI - PART B [to be administered to nongovernmental organizations,
bilateral agencies, and UN organizations]
Respondents to Part B
[indicate which parts each
respondent was queried on]
Organisation

Name/Position

B.I

B.II

B.III

B.IV

PAHO/WHO, Brazil

Diego Victoria,
Representative
in Brazil

X

X

X

X

UNAIDS, Brazil.

Pedro Chequer,
Representative
in Brazil

X

X

X

X

NGO Gestos

Alessandra Nilo,
president

X

X

X

X

NGO Brazilian Association
of Gays, Lesbians,
Bisexuals, Transvestites
and Transexuals – ABGLT

Toni Reis,
president

X

X

X

X

Government comments :
•

Part B of the NCPI was forwarded to several civil society institutions, such
as the National Network of people living with HIV/AIDS; civil society
representatives on the UNAIDS Thematic Group and other representative
organizations, but only those shown above replied. However, national
representatives and representatives of PWHA took part in the UNGASS
monitoring process through the forums and seminars held in the country,
including the National Seminar on UNGASS to for the elaboration, discussion
and consolidation of the Country Progress Report.

Note: In the NCPI answers, N/A stands for “Not Applicable”
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NATIONAL COMPOSITE POLICY INDEX
QUESTIONNAIRE
PART A
[to be administered to government officials]
I. STRATEGIC PLAN
1. Has the country developed a national multi-sectoral strategy/action
framework to combat HIV/AIDS?
(Multi-sectoral strategies should include, but are not limited to, those
developed by Ministries such as the ones listed under 1.3)
Yes
Period: Since the National STD/AIDS Programme was officially created, in 1986,
Brazil has developed multi-sectorial strategies aimed at combating the epidemic,
including strategic plans and annual operational /actions and goals plans
IF YES, complete questions 1.1 through 1.10; otherwise, go to question 2.
1.1		How long has the country had a multi-sectoral strategy/action
framework?
Number of Years: 21
1.2 Which sectors are included in the multi-sectoral strategy/action
framework with a specific HIV budget for their activities?
Sectors included

Strategy / Action
framework

Earmarked budget

Health

Yes

Yes

Education

Yes

Yes

Labour

No

No

Transportation

No

No

Military/Police

Yes

No**

Women

Yes

No**

Young people

Yes

No

Other*: [write in]

Yes (Justice)

Yes (Prisional Health)

*Any of the following: Agriculture, Finance, Human Resources, Justice, Minerals and Energy,
Planning, Public Works, Tourism, Trade and Industry
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IF NO earmarked budget, how is the money allocated?
Ministry of Health (MoH) budget resources are not reallocated to other
ministries, but if inter-sectorial joint actions are planned full financing
of these actions may take place using MoH resources. Furthermore, the
resources of other government departments are also allocated to jointly
undertaken activities, even though they do not appear in the budget with
a specific budget-line.
1.3 Does the multi-sectoral strategy/action framework address the
following target populations, settings and cross-cutting issues?
Target populations
a. Women and girls

a. Yes

b.

Young women/young men

b. Yes

c.

Specific vulnerable sub- populations

d.

Orphans and other vulnerable children

3

c. Yes
d. Yes

Settings
e. Workplace

e. Yes

f.

Schools

f. Yes

g.

Prisons

g. Yes

Cross-cutting issues
h. HIV/AIDS and poverty

h. Yes

i. Human rights protection

i

j. PLHIV involvement

j. Yes

k. Addressing stigma and discrimination

k. Yes

l. Gender empowerment and/or gender equality

l. Yes

Yes

1.4 Were target populations identified through a process of a needs
assessment or needs analysis?
Yes
			
		
IF YES, when was this needs assessment /analysis conducted?
Studies have been undertaken since the 1990s:
•

•

Ministry of Health – National STD and AIDS Programme (Brazil).
Study of Knowledge, Attitudes and Practices (SKAP) in the Brazilian
Population in 2004. Brasília: 2006.
Ministry of Health – Health Surveillance Secretariat. National
STD and AIDS Programme (Brazil). Study among Brazilian Army
draftees, 1996-2002: profiles of young Brazilian men’s risk behaviour
towards HIV infection. Brasília:Ministry of Health. 2006. 128 pp.
Studies, Research and Evaluation Series, n° 2.

3 Sub-populations that have been locally identified as being at higher risk of HIV transmission (injecting drug
users, men having sex with men, sex workers and their clients, cross-border migrants, migrant workers, internally
displaced people, refugees, prisoners, etc.).
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•

•

•

•

•

•

•

França-Jr I, Calazans G, Zucchi EM. Changes in the access to and use
of HIV testing in Brazil between 1998 and 2005. Unpublished article,
submitted to the Revista de Saúde Pública (public health journal).
Ministry of Health – National STD and AIDS Coordination (Brazil).
Sexual behaviour and perceptions of HIV/Aids among the Brazilian
population. Evaluation series no. 4. Brasília: 2000.
Szwarcwald CL & Souza Jr PRB. Estimation of HIV prevalence
in the 15 to 49 year old Brazilian population, 2004. AIDS/STD
Epidemiological Bulletin. Year III no. 01: 11-15. Brasília: 2006.
Szwarcwald CL, Carvalho MF. Estimation of HIV infection among
individuals aged 15 to 49, Brazil, 2000. STD/AIDS Epidemiological
Bulletin. Year XIV no. 01. Brasília: 2001.
Szwarcwald CL, Castilho, EA. Estimation of HIV infection among
individuals aged 15 to 49, Brazil, 1998. Cadernos de Saúde Pública,
16 (Sup.1): 135-141; 2000.
Souza-Jr PRB de, Szwarcwald CL, Barbosa-Jr A et al. HIV infection
during pregnancy: Parturient Sentinel Study, Brazil, 2002. Revista de
Saúde Pública, 38(6):764-772; 2004.
Brazil. Ministry of Health. Executive Secretariat. National STD
and AIDS Programme (Brazil). Evaluation of the effectiveness of
prevention actions aimed at sex workers, in three Brazilian regions/
Ministry of Health, Executive Secretariat, National STD and AIDS
Coordination (Brazil) – Brasilia – Ministry of Health, 2003. 104 pp.:
colored illustrations. (Studies, Researches and Evaluation Series.

1.5 What are the target populations in the country?
Principal populations: Commercial sex workers, drug users, men who
have sex with men, transvestites, transsexuals, and other priority groups
such as women, the young and the general population.
		
1.6 Does the multi-sectoral strategy/action framework include an
operational plan?
Yes

			

1.7 Does the multi-sectoral strategy/action framework or operational
plan include:
a. Formal programme goals?					
b. Clear targets and/or milestones?				
c. Detailed budget of costs per programmatic area?		
d. Indications of funding sources?				
e. Monitoring and Evaluation framework?			

Yes
Yes
Yes
Yes
Yes
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1.8 Has the country ensured “full involvement and participation” of
civil society 4 in the development of the multi-sectoral strategy/
action framework?
Active involvement
IF active involvement, briefly explain how this was done:
1. Setting up of the National STD/AIDS Commission in 1986, comprised
of Civil Society Organization (CSO) representatives, academics, state
and municipal health service managers, having regular meetings
every two months.
2. Encouragement of the setting up of state and municipal STD/AIDS
Commissions in the 26 states and the federal district and the 450
municipalities that receive specific resources from the Ministry of
Health to combat AIDS, covering 98% of AIDS cases in the country.
3. Strengthening of CSO actions as one of the NAP’s priorities, including
the funding of local, state and national level projects.
4. Encouragement of participation in forums in which actions, strategies
and plans are formulated, analysed, planned and monitored, through
meetings, seminars, working groups, commissions, among others.
5. Maintenance within the National Programme’s structure of a specific
unit to promote liaison with civil society and the human rights of
people living with HIV/AIDS and more vulnerable groups.

1.9 Has the multi-sectoral strategy/action framework been endorsed by
most external Development Partners (bi-laterals; multi-laterals)?
Yes

			

1.10 Have external Development Partners (bi-laterals; multi-laterals)
aligned and harmonized their HIV and AIDS programmes to the
national multi-sectoral strategy/action framework?
Yes, all partners

4 Civil society includes among others: Networks of people living with HIV; women’s organizations; young
people’s organizations; faith-based organizations; AIDS service organizations; Community-based organizations;
organizations of key affected groups (including MSM, SW, IDU, migrants, refugees/displaced populations,
prisoners); workers organizations, human rights organizations; etc. For the purpose of the NCPI, the private
sector is considered separately.
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2. Has the country integrated HIV and AIDS into its general development
plans such as: a) National Development Plans, b) Common Country
Assessments/ United Nations Development Assistance Framework,
c) Poverty Reduction Strategy Papers, d) Sector Wide Action Plan
(SWAP)?
Yes

		

2.1 IF YES, in which development plans is policy support for HIV and
AIDS integrated?
a)National Development Plan
b) Evaluation of National Development – by means of specific goals in
the federal government’s Pluri-annual Plan
c) Inclusion in the Growth Acceleration Plan – “More Health”
2.2 IF YES, which policy areas below are included in these development
plans?
X

Check for policy/strategy included

Policy Area

Development Plans
a)

b)

c)

HIV Prevention

X

X

X

Treatment for opportunistic infections

X

ART

X

X

X

Care and support (including social
security or other schemes)

X

HIV/AIDS impact alleviation

X

X

Reduction of gender inequalities
as they relate to HIV prevention/
treatment, care and/or support

X

X

Reduction of income inequalities
as they relate to HIV prevention/
treatment, care and /or support

X

X

Reduction of stigma and discrimination

X

X

Women’s economic empowerment
(e.g. access to credit, access to land,
training)

					

d)

e)
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3. Has the country evaluated the impact of HIV and AIDS on its socioeconomic development for planning purposes?
Yes

			

3.1 IF YES, to what extent has it informed resource allocation decisions?
Low 					
0

1

2

3

4

High
5

4. Does the country have a strategy/action framework for addressing
HIV and AIDS issues among its national uniformed services such as
military, police, peacekeepers, prison staff, etc?
Yes
4.1 IF YES, which of the following programmes have been implemented
beyond the pilot stage to reach a significant proportion of one or more
uniformed services?
Behavioural change communication

Yes

Condom provision

Yes

HIV testing and counselling*

Yes

STI services

Yes

Treatment

Yes

Care and support

Yes

Others: [write in]

Yes

* What is the approach taken to HIV testing and counselling? Is HIV testing
voluntary or mandatory (e.g. at enrolment)? Briefly explain:
Testing is voluntary and free within the National Health System, and anonymous
testing is available at the Testing and Counselling Centres. Specific legislation
exists prohibiting compulsory testing and also provides for professional
confidentiality.
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5. Has the country followed up on commitments towards Universal Access
made during the High-Level AIDS Review in June 2006?
Yes

			
5.1 Has the National Strategic Plan/operational plan and national
HIV/AIDS budget been revised accordingly?
Yes

			

5.2 Have the estimates of the size of the main target population subgroups been updated?
Three national studies are being carried out involving vulnerable
populations (prostitutes, gay and other MSM and Drug Users) and are
expected to be concluded in the second semester of 2008.
The most recent parturient study (2006) was concluded in 2007. With
regard to the 17 to 19 year male population, a study of army draftees is in
the final phase of analysis.
5.3 Are there reliable estimates and projected future needs of the
number of adults and children requiring antiretroviral therapy?
Yes, by using estimates, projections and the information systems. 		
		
5.4 Is HIV and AIDS programme coverage being monitored?
Yes

			

(a) IF YES, is coverage monitored by sex (male, female)?
Yes

			

(b) IF YES, is coverage monitored by population sub-groups?
Yes
IF YES, which population sub-groups?
General population; MSM; IDU/DU; Commercial Sex Workers; indigenous
population; school children; young adults; pregnant women; confined
populations; truck drivers; transvestites and transsexuals; among others
(c) Is coverage monitored by geographical area?
Yes

			

IF YES, at which levels (provincial, district, other)?
National, Regional, State and Municipality levels.
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5.5 Has the country developed a plan to strengthen health systems,
including infrastructure, human resources and capacities, and
logistical systems to deliver drugs?
Yes

				

Overall, how would you rate strategy planning efforts in the HIV and AIDS
programmes in 2007 and in 2005?
2007

Poor
0

2005

Good
1

2

3

4

5

6

7

8

9

Poor
0

10
Good

1

2

3

4

5

6

7

8

9

10

Comments on progress made since 2005:
• Enhancements have been made to the federal level Actions and Goals
Plans which provide a basis and guide the preparation of the state and
municipal Actions and Goals Plans;
• Enhancements have been made to the agreement processes between
the three levels of government, within the formal structure of the
National Health System, thus enabling improvements in achieving the
results expected for the period.

II. POLITICAL SUPPORT
Strong political support includes government and political leaders who speak
out often about AIDS and regularly chair important meetings, allocation
of national budgets to support the AIDS programmes and effective use of
government and civil society organizations and processes to support effective
AIDS programmes.
1. Do high officials speak publicly and favourably about AIDS efforts in
major domestic fora at least twice a year?
President/Head of government				
Other high officials					
Other officials in regions and/or districts			

Yes 		
Yes
Yes

2. 2. Does the country have an officially recognized national multisectoral HIV/AIDS management / coordination body? (National AIDS
Council or equivalent)?
Yes – Brazil’s entire national health policy is coordinated by the Ministry of
Health, which is responsible for making effective multi-sectorial liaison of
interest to the area. The Ministry of Health is the ministry with the largest
budget within the federal government. The Ministry of Health maintains
important spaces of effective social participation such as the National Health
Council, which involves the representation of diverse sectors of society, the
government and non-governmental organizations, which appreciate and
deliberate on the country’s health policy. The National Health Council is a
multi-sectorial body, but it is not executive, i.e.: it does not have managerial
functions.
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The Ministry of Health’s leadership in combating the AIDS epidemic, through
the clear attribution of responsibilities, is achieved by maintaining a publicly
recognized national authority which both coordinates the national policy
and also directly funds STD/AIDS care and prevention actions, in addition
to articulating inter-sectorial government policies to promote the human
rights of people living with HIV/AIDS and more vulnerable groups.
The country’s policy for combating AIDS is coordinated by the Ministry of
Health’s National STD/AIDS Programme, which maintains the National
AIDS Commission as a consultative body, including representation of CSO,
academics, state and municipal level heath service managers, other ministries
such as the Ministries of Education, Defence, Labour and Social Security,
holding regular meetings every two months. The National Programme
establishes the directives, priorities and the national plan for combating the
epidemic in Brazil, all of which are duly approved by the National AIDS
Commission. The Commission is constituted by means of a ministerial
ordinance and its activities are performed in accordance with its internal
rules.
2.1 IF YES, when was it created?
Year : The National STD/AIDS Programme was created in 1986 and the
Programme’s directorate coordinates the National AIDS Commission.
2.2 IF YES, who is the Chair?
Dr. Mariângela Batista Galvão Simão - Director
2.3 IF YES, does it:
have terms of reference?

Yes
No

have active Government leadership and participation?

NA

have a defined membership?

Yes

include civil society representatives?

Yes

IF YES, what percentage?

22%

include people living with HIV?

Yes

include the private sector?

Yes

have an action plan?

No*

have a functional Secretariat?

Yes

meet at least quarterly?

Yes

review actions on policy decisions regularly?

Yes

actively promote policy decisions?

Yes

provide opportunity for civil society to influence decision-making?

Yes

strengthen donor coordination to avoid parallel funding and
duplication of effort in programming and reporting?

No **

Notes: * The directives and priorities for the national plan are approved annually
by the National AIDS Commission. The national Actions and Goals Plan is
drawn up by the National STD/AIDS Programme; state and municipal level
actions and goals plans are also drawn up annually.
** Brazil’s national response to STD/Aids does not have donator funding.
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3. Does the country have a national HIV/AIDS body or other mechanism
that promotes interaction between government, people living with HIV,
civil society and the private sector for implementing HIV and AIDS
strategies/programmes?
Yes

National AIDS Commission (CNAIDS)			

3.1 IF YES, does it include:
Terms of reference

Yes Ministerial Decree n° 101/86

Defined membership

Yes

Action plan

No (Assists the National Plan)

Functional Secretariat

Yes

Regular meetings

Yes Frequency of meetings:
bimotnhly

IF YES,
What are the main achievements?
Discusses, accompanies and monitors the implementation of the National
Policy. It is comprised of the various national partners.
What are the main challenges for the work of this body?
Harmonization of different perspectives on the AIDS epidemic agenda.
4. What percentage of the national HIV and AIDS budget was spent on
activities implemented by civil society in the past year?
Percentage: 2.43% (federal resources transferred to state governments, by
means of the incentive policy and, resources transferred directly from the
MoH to civil society)
5. What kind of support does the NAC (or equivalent) provide to
implementing partners of the national programme, particularly to civil
society organizations?
a. Information on priority needs and services

Yes

b. Technical guidance/materials

Yes

c. Drugs/supplies procurement and distribution

Yes

d. Coordination with other implementing partners

Yes

e. Capacity-building

Yes

Other:
Political support for interlocution between CS and state and municipal
governments and for articulations between constituents.

Note: The National Aids Institution in Brazil is the NAP - MoH
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6. Has the country reviewed national policies and legislation to determine
which, if any, are inconsistent with the National AIDS Control policie?
Yes

					
6.1 IF YES, were policies and legislation amended to be consistent with
the National AIDS Control policies?
Yes

				

6.2 IF YES, which policies and legislation were amended and when?
Policy/Legislation: Ordinance No. 5, dated February 19th 2006.
Published in Section 1 of the Official Gazette of the Federal Republic of
Brazil, dated February 22nd 2006. Adds diseases to the national list of
compulsorily notifiable diseases, defines immediately notifiable diseases,
the list of laboratory results which must be notified by the National or
Regional Referral Laboratories and the norms for case notification
Policy/Legislation: Ordinance No. 34, dated July 28th 2005. Published in
the Official Gazette of the Federal Republic of Brazil (Section 1. No. 145),
dated July 29th 2005. Regulates the use of rapid tests for the diagnosis of
HIV infection in special situations.
Policy/Legislation: Ministerial Ordinance GM-MS 569, dated June 1st
2000. Regulates the obligatoriness of offering HIV testing for pregnant
women during antenatal care
Policy/Legislation: Universal Access to Antiretroviral Drugs – Law no.
9113/96,year: 1996 - Provides for the free distribution of medication to
people with HIV and AIDS.
Policy/Legislation: The Health and Prevention in Schools Project,
developed and undertaken by the Ministries of Health and Education,
with support from the United Nations Children’s Fund (UNICEF),
the United Nations Educational, Scientific and Cultural Organization
(UNESCO) and the United Nations Population Fund (UNFPA).
The project’s aim is to address themes relating to sexual and reproductive
health in schools, by means of an integrated health and education
approach. The project also aims to promote youth protagonism through
activities that encourage young adults and teenagers to act as subjects
capable of transforming reality
The thematic areas of the Health and Prevention in Schools project are:
• Integrated management between health and education services
• Sexual Health and Reproductive Health
• Sexually Transmitted Disease (STD) and AIDS prevention
• Sexual diversity
• Gender relations
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• Race and ethnic origin
• Human rights
• Access to prevention commodities
• International cooperation
• Youth participation
• Children and teenagers living with HIV and AIDS (Positive
Prevention)
• Vulnerable populations
• Institutionalization of the Health and Prevention in Schools
project
• Evaluation and Monitoring
Policy/Legislation: The Brazil Without Homophobia programme
(reporting to the President of the Republic’s Office) was launched in
2004, based on a series of discussions between the Federal Government
and civil society, with the aim of promoting the citizenship of gay men,
lesbians, transvestites, transsexual and bisexual people, through the
promotion of equal rights and the combat of homophobic violence and
discrimination.

Overall, how would you rate the political support for the HIV/AIDS
programme in 2007 and in 2005?
2007

Poor
0

2005

1

Good
2

3

4

5

6

7

8

9

Poor
0

1

10
Good

2

3

4

5

6

Comments on progress made since 2005:

7

8

9

10
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III. PREVENTION
1. Does the country have a policy or strategy that promotes information,
education and communication (IEC) on HIV/AIDS to the general
population?
Yes
1.1. IF YES, what key messages are explicitly promoted?
X

Check for key message explicitly promoted

Be sexually abstinent
Delay sexual debut
Be faithful
Reduce the number of sexual partners
Use condoms consistently

X

Engage in safe(r) sex							

X

Avoid commercial sex
Abstain from injecting drugs
Use clean needles and syringes		

X

Fight against violence against women			

X

Greater acceptance and involvement of people living with HIV

X

Greater involvement of men in reproductive health programmes
Other: [write in]:
X Stimulating early diagnosis
X Fighting homophobia and other ways of discrimination
X Respecting sexual and genre diversity
X “Posithive” Prevention – incentive to therapy adherence,
good nutrition, life quality improvement for PLHA

1.2 In the last year, did the country implement an activity or programme
to promote accurate reporting on HIV and AIDS by the media?
Yes
				
2. Does the country have a policy or strategy promoting HIV/AIDSrelated reproductive and sexual health education for young people?
Yes

				
2.1 Is HIV education part of the curriculum in :
primary schools? 			
Yes
secondary schools?
		
Yes
teacher training?			
Yes

2.2 Does the strategy/curriculum provide the same reproductive and
sexual health education for young men and young women?
Yes
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2.3 Does the country have an HIV education strategy for out-of-school
young people?
Yes 		
3. Does the country have a policy or strategy to promote information,
education and communication and other preventive health interventions
for vulnerable sub-populations?
Yes
		
3.1 IF YES, which sub-populations and what elements of HIV prevention
do the policy/strategy address?
Check for policy/strategy included

X

IDU MSM

Sex workers

Clients of
sex workers

Prison
inmates

Other subpopulations
(indigenous
people, truck
drivers, rural
and mobile
populations,
borderers,
women, PLHA,
youth)

Targeted information
on risk reduction and
HIV education

X

X

X

X

X

Stigma &
discrimination
reduction

X

X

X

X

X

Condom promotion

X

X

X

X

X

HIV testing &
counselling

X

X

X

X

X

Reproductive
health, including
STI prevention &
treatment

X

X

Vulnerability
reduction (e.g.,
income generation)

N/A

N/A

Drug substitution
therapy

N/A

N/A

Needle & syringe
exchange

X

N/A

X

N/A

N/A

X

N/A

N/A

N/A

N/A

N/A

N/A

N/A

N/A

Overall, how would you rate policy efforts in support of HIV prevention in
2007 and in 2005?
2007

Poor
0

2005

Good
1

2

3

4

5

6

7

8

9

Poor
0

10
Good

1

2

3

4

5

6

Comments on progress made since 2005:

7

8

9

10
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4. the country identified the districts (or equivalent geographical/
decentralized level) in need of HIV prevention programmes?
Yes
IF YES, to what extent have the following HIV prevention programmes
been implemented in identified districts* in need?
X

Check the relevant implementation level for each activity or indicate
N/A if not applicable
The activity is available in
all districts* in
need

HIV prevention programmes
Blood safety

X

Universal precautions in health care
settings

X

most districts* in some districts* in
need
need

Prevention of mother-to-child
transmission of HIV

X

IEC on risk reduction

X

IEC on stigma and discrimination
reduction

X

Condom promotion

X

HIV testing & counselling

X

Harm reduction for injecting drug users

X

Risk reduction for men who have sex
with men

X

Risk reduction for sex workers

X

Programmes for other vulnerable subpopulations

X

Reproductive health services including
STI prevention & treatment

X

School-based AIDS education for young
people

X

Programmes for out-of-school young
people

X

HIV prevention in the workplace

X

*Districts or equivalent geographical/de-centralized level in urban and rural areas.

Overall, how would you rate the efforts in the implementation of HIV
prevention programmes in 2007 and in 2005?
2007

Poor
0

2005

Good
1

2

3

4

5

6

7

8

9

Poor
0

10
Good

1

2

3

4

5

6

7

8

9

10

Comments on progress made since 2005:
In 2007 the strategies for combating the epidemic among some vulnerable
groups were reformulated on a joint basis involving organizations
representative of social movements as well the commitment of state level
health service managers and municipal level health service managers, so as
to establish objectives and goals in order to achieve the desired results.
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IV. TREATMENT, CARE AND SUPPORT
1. Does the country have a policy or strategy to promote comprehensive
HIV/AIDS treatment, care and support? (Comprehensive care
includes, but is not limited to, treatment, HIV testing and counselling,
psychosocial care, and home and community-based care).
Yes
1.1 IF YES, does it give sufficient attention to barriers for women, children
and most-at-risk populations?
Yes
2. Has the country identified the districts (or equivalent geographical/
decentralized level) in need of HIV and AIDS treatment, care and
support services?
Yes
IF YES, to what extent have the following HIV and AIDS treatment, care
and support services been implemented in the identified districts* in
need?
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X

Check the relevant implementation level for each activity or indicate
N/A if not applicable
The service is available in

HIV and AIDS treatment, care and support
services
a. Antiretroviral therapy

all districts*
in need

most
districts* in
need

some
districts* in
need

X

b. Nutritional care

X

c. Paediatric AIDS treatment

X states

X
municipalities

d. Sexually transmitted infection management

X states

X
municipalities

e. Psychosocial support for people living with
HIV and their families

X states

X
municipalities

f. Home-based care

X

g. Palliative care and treatment of common
HIV-related infections

X

h. HIV testing and counselling for TB patients

X

i. TB screening for HIV-infected people

X

j. TB preventive therapy for HIV-infected
people

X

k. TB infection control in HIV treatment and
care facilities

X

l. Cotrimoxazole prophylaxis in HIV-infected
people

X

m. Post-exposure prophylaxis (e.g.,
occupational exposures to HIV, rape)

X

n. HIV treatment services in the workplace
or treatment referral systems through the
workplace

X

o. HIV care and support in the workplace
(including alternative working arrangements)

X

p. Other programmes: [write in]
Programme for therapy adherence
Programme for substitution of maternal milk

X
X

*Districts or equivalent de-centralized governmental level in urban and rural areas

3. Does the country have a policy for developing/using generic drugs or
parallel importing of drugs for HIV/AIDS?
Yes, for using and developing generic drugs.
4. Does the country have access to regional procurement and supply
management mechanisms for critical commodities, such as
antiretroviral therapy drugs, condoms, and substitution drugs
Yes
4.1 IF YES, for which commodities?
Antiretrovirals - ARV.
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Overall, how would you rate the efforts in the implementation of HIV
and AIDS treatment, care and support programmes in 2007 and in
2005?
2007

Poor
0

2005

1

Good
2

3

4

5

6

7

8

9

Poor
0

1

10
Good

2

3

4

5

6

7

8

9

10

Comments on progress made since 2005:
In 2007 Brazil made use of the TRIPS flexibilities and issued a compulsory
license for Efavirenz, thus enabling the generic version of the drug to be
purchased, initially. Enhancement of the methodology for defining the
protocol for healthcare for PWHA, based on a perspective of integral care;
aspects relating to positive prevention, adherence and quality of life were
included in the protocol.
The country invested in the national production of condoms, including the
implantation of a state-owned factory in the Amazon region, involving
the sustainable management of the raw material (latex). It also increased
government buying of condoms to 1 billion units

5. Does the country have a policy or strategy to address the additional
HIV/AIDS-related needs of orphans and other vulnerable children
(OVC)?
No, as Brazil has a concentrated epidemic, the reality of its impact is different
to that in countries with generalized epidemics. Following the guarantee of
ARV treatment since 1996, there has been an expressive reduction in mortality
and a significant increase in the life expectancy and quality of life of PWHA,
thereby reducing the number of orphans. With regard to social support, the
National STD/AIDS Programme supports the maintenance of homes for
children and teenagers, in addition to being able to rely on other government
and CSO (Civil Society Organization) social programmes aimed at children
at risk. There is no evidence of abandonment resulting from orphanhood
caused by AIDS.
5.1 IF YES, is there an operational definition for OVC in the country?
No
5.2 IF YES, does the country have a national action plan specifically for
OVC?
No
5.3 IF YES, does the country have an estimate of OVC being reached by
existing interventions?
N/A
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Overall, how would you rate the efforts to meet the needs of orphans and
other vulnerable children in 2007 and in 2005?
2007

Poor
0

2005

1

Good
2

3

4

5

6

7

8

9

Poor
0

10
Good

1

2

3

4

5

6

7

8

9

10

Comments on progress made since 2005:
N/A

V. MONITORING AND EVALUATION
1. Does the country have one national Monitoring and Evaluation (M&E)
plan?
Yes

Years covered: 2004; 2008.

1.1. IF YES, was the M&E plan endorsed by key partners in M&E?
Yes
1.2. Was the M&E plan developed in consultation with civil society,
including people living with HIV?
No, but it includes training for CSO and PWHA in M&E
methodologies.
		
1.3. Have key partners aligned and harmonized their M&E requirements
(including indicators) with the national M&E plan?
Yes, all partners.
		
2. Does the Monitoring and Evaluation plan include:
a data collection and analysis strategy ?				
behavioural surveillance? 						
HIV surveillance?							
a well-defined standardized set of indicators?			
guidelines on tools for data collection?				
a strategy for assessing quality and accuracy of data?		
a data dissemination and use strategy?				
3. Is there a budget for the M&E plan?
Yes

Years covered: 2004; 2008.

			

Yes
Yes
Yes
Yes
Yes
Yes
Yes
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3.1 IF YES, has funding been secured?
Yes
4. Is there a functional M&E Unit or Department?
Yes
4.1 IF YES, is the M&E Unit/Department based:
in the NAC (or equivalent)?		
in the Ministry of Health		

Yes
Yes

		
4.2 IF YES, how many and what type of permanent and temporary
professional staff are working in the M&E Unit/Department?
Number of permanent staff: 4 and 8 focal points qualified in M&E within
the technical units of the NAP 		
Position: 4 permanent technical assistants in the M&E Unit and 8 focal
points who integrate the other techinical units
Full time / Part time

Since

when?:

2003

Number of temporary staff: 2 advisers, being 1 specialist in Evaluation
and 1 specialist in M&E		
4.3 IF YES, are there mechanisms in place to ensure that all major
implementing partners submit their M&E data/reports to the M&E
Unit/Department for review and consideration in the country’s
national reports?
Yes
IF YES, does this mechanism work? What are the major challenges?
Yes, the mechanism works. Challenges:
1 – to extend and consolidate the decentralized M&E network;
2 – to harmonize the plurality of interests with regard to the description
of the NAP’s operational indicators of the indicators of effects on the
population.
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4.4 IF YES, to what degree do UN, bi-laterals, and other institutions
share their M&E results?
Low 					
0

1

2

3

4

High
5

5. Is there a M&E Committee or Working Group that meets regularly to
coordinate M&E activities? 		
Yes, meets regularly
IF YES, Date last meeting:

December 2007

5.1 Does it include representation from civil society, including people
living with HIV?
No
6. Does the M&E Unit/Department manage a central national database?
Yes
6.1 IF YES, what type is it? MONITORAIDS–www.aids.gov.br/
monitoraids (Online system that makes available the M&E National
Plan indicators)		
6.2 IF YES, does it include information about the content, target
populations and geographical coverage of programmatic activities,
as well as their implementing organizations?
Yes
		
6.3		Is there a functional* Health Information System?
National level

Yes

Sub-national level

Yes

IF YES, at what level(s)? State (2) and Municipal (3)

(*regularly reporting data from health facilities which are aggregated at
district level and sent to national level; and data are analysed and used
at different levels)

Targets UNGASS • Brazilian Response 2005-2007

145

6.4 Does the country publish at least once a year an M&E report on
HIV/AIDS, including HIV surveillance data?		
Yes
7. To what extent is M&E data used in planning and implementation?
Low 					
0

1

2

High

4

3

5

What are examples of data use:
Rapid Testing (strategy implemented based on evidence); baseline and
behavioural research informing strategies for combating the epidemic in
vulnerable groups; incorporation of new drugs, among others.
What are the main challenges to data use?
A systematic evaluation of the influence of the M&E findings on the NAP’s
institutional practices
8. In the last year, was training in M&E conducted:
- At national level?
- At sub-national level?
- Including civil society?

Yes
Yes
Yes

IF YES, Number trained: 1000
IF YES, Number trained: 470
IF YES, Number trained: 300

Overall, how would you rate the M&E efforts of the HIV/AIDS programme in
2007 and in 2005?
2007

Poor
0

2005

Good
1

2

3

4

5

6

7

8

9

Poor
0

10
Good

1

2

3

4

5

6

7

8

9

10

Comments on progress made since 2005:
Large-scale training of technical staff from state and municipal health
departments and CSO. Production and validation of widely distributed M&E
educational support material
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PART B
[to be administered to representatives from nongovernmental organizations,
bilateral agencies, and UN organizations]
NAP/MS Note: The following answers were given by CSO’s and international
organizations, as specified in the page 5 of this questionnaire. However, according
to the ICPN guidelines in page 03 - Data entry, analysis and interpretation – in
case of discrepancies, other government comments were needed in this part B of
the questionnaire, which are highlighted in magenta (pink).		
I. HUMAN RIGHTS
1. Does the country have laws and regulations that protect people
living with HIV/AIDS against discrimination? (such as general nondiscrimination provisions or provisions that specifically mention HIV,
focus on schooling, housing, employment, health care etc.)
Yes
1.1 IF YES, specify:
The National STD/AIDS Programme’s portal (http://www.aids.gov.br)
provides an on-line electronic version of a publication in three volumes
containing the following subjects regarding national and international
legislation in relation to STD/HIV and Aids:
• International Human Rights Protection Mechanisms ratified by Brazil;
• Universal Declaration of Human Rights;
• International Covenant on Civil and Political Rights;
• International Covenant on Economic, Social and Cultural Rights;
• American Convention on Human Rights;
• Legislative Decree No. 56 dated 19/04/95 (which approves the texts of
the Protocol of San Salvador and the Protocol on the Abolition of the
Death Penalty);
• Decree No. 1,004 dated 13/05/96 (creating the National Human Rights
Programme);
• The Political and Administrative Organization of Health Services and
Health Care;
• Social Services;
• Tax Benefits;
• Penal Code and Prison Legislation;
• Ethical Standards of the Federal Council of Medicine;
• State-level Legislation.
The site of the Brazilian Gay, Lesbian, Bisexual and Trans Association –
ABGLT (http://www.abglt.org.br), founded in 1995, also provides access
to Brazilian legislation, the legislation of other countries and international
legislation relating to homosexuals, HIV/AIDS, civil union, immigration,
social security, sexual orientation, etc.
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The site of the National Network of People Living With HIV/AIDS
(RNP+) (http://www.rnpvha.org.br). This network, founded in 1995,
brings together the efforts of people living with HIV/AIDS regarding the
various forms of public policy “watchdog” activities, citizenship-building,
human rights, combat of discrimination. It plays a leadership role in
mobilization, the provision of technical resources, information and
opportunities to improve the quality of life of people living with HIV/
AIDS.
2. Does the country have non-discrimination laws or regulations which
specify protections for vulnerable sub-populations?
Yes
2.1 IF YES, for which sub-populations?
a) Women							
b) Young people						
c) IDU								
d) MSM							
e) Sex Workers							
f) Prison inmates						
g) Migrants/mobile populations				

Yes
Yes
Yes
Yes
Yes
Yes
No

IF YES,
Briefly explain what mechanisms are in place to ensure these laws are
implemented:
A good juridical platform is in place. The principal problem is the
observance of these laws and their enforcement in all circumstances.
8 states and 109 municipalities have laws prohibiting discrimination on
the grounds of sexual orientation.
Statute on the Rights of Children and Teenagers. Law No. 8.069, dated
July 13th 1990, which provides for the integral protection of children and
teenagers, including all forms of discrimination, negligence, exploitation,
violence, cruelty or oppression.
Government comments:
•

Rights protection services, such as the Federal and State level
Public Attorney’s Offices, Rights Protection Services and reference
centres are in place throughout the country;

•

In addition to federal legislation, 08 states and 109 municipalities
have laws prohibiting discrimination on the grounds of sexual
orientation
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Describe any systems of redress put in place to ensure the laws are having
their desired effect:
There are 47 GLBT reference centres which make use of this legislation in
cases of complaints of discrimination.
In addition to national legislation and policies, there are also specific
policies such as the Integrated Programme of Affirmative Actions for
Black People, the Integrated Plan to Combat the Feminization of AIDS
and other STDs and the Operational Plan for the Reduction of the
Mother-to-Child Transmission of HIV and Syphilis. There are also laws
on Harm Reduction for drug users.
Government Comments:
•

The country has a Special Department for Human Rights, which
reports directly to the President of the Republic’s office. Similar
departments exist in all the country’s states. There are also human
rights observatories linked to CSO (Civil Service Organizations)
in several different areas, and supported with federal resources.

3. Does the country have laws, regulations or policies that present obstacles
to effective HIV prevention, treatment, care and support for vulnerable
sub-populations?
Sim
3.1 IF YES, for which sub-populations?
a) Women						
b) Young people						
c) IDU								
d) MSM							
e) Sex Workers							
f) Prison inmates						
g) Migrants/mobile populations				

No
No
Yes
No
No
No
No

IF YES, briefly describe the content of these laws, regulations or
policies and how they pose barriers:
There are “Harm Reduction” laws relating to injecting drug users and
which permit the provision of syringes. A difficulty faced is the allegation
that this is an incentive to drug use. Such laws exist in five of the country’s
states, thereby providing norms for harm reduction actions.
Government Comments:
•

Five states have laws that regulate “Harm Reduction” in relation to
injecting drug users and which permit the provision of disposable
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syringes. The Ministry of Health’s national policy with regard to
Mental Health and STD/Aids, as well as that of the National
Anti-Drugs Department of the President of the Republic’s Office,
recommend harm reduction strategies as being effective in
reducing HIV transmission among injecting drug users. However,
conservative sectors of society and of some local governments see
harm reduction programmes as an incentive to drug use, and this
makes the effective implementation of this kind of programme
in some states difficult. Moreover, national legislation on drug
trafficking also makes access to users difficult in some of the
country’s regions.
4. Is the promotion and protection of human rights explicitly mentioned
in any HIV/AIDS policy or strategy?
Yes
5. Is there a mechanism to record, document and address cases of
discrimination experienced by people living with HIV and/or most-atrisk populations?
Yes
IF YES, briefly describe this mechanism
State funding of NGO projects to provide legal aid.
Recording of complaints of discrimination and/or stigma on the National
STD/AIDS Programme’s Monitoring System, at www.aids.gov.br
Government Comments:
•

There are 47 federal funded legal aid services to protect provide
guidance to people living with HIV/AIDS and vulnerable populations
in all the country’s states. Some state governments also fund CSO
projects to provide legal aid. Furthermore, the National STD/AIDS
Programme has a database to recording complaints in this area.

6. Has the Government, through political and financial support, involved
most-at-risk populations in governmental HIV-policy design and
programme implementation?			
Yes
IF YES, describe some examples
The country has a National Plan for the Combat of the AIDS and STD
Epidemic among gay men, other men who have sex with men and transvestites,
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launched in June 2007 and made available for public consultation. The plan
defines HIV/AIDS prevention and care strategies for these segments, and
also for the promotion of human rights and the respecting of differences.
Government Comments:
•

The federal government funds projects aimed at strengthening the
capacities of PWHA activists, organizations and networks and
vulnerable populations. There is effective CSO participation in the
specific plans to combat the epidemic among gay men, other men who
have sex with men, transvestites, women, prostitutes and drug users.

7. Does the country have a policy of free services for the following:
(a) HIV prevention services				
(b) Anti-retroviral treatment
		
(c) HIV-related care and support interventions 		

Yes
Yes
Yes

IF YES, given resource constraints, briefly describe what steps are in place to
implement these policies:
The National Health System guarantees universal access to health services,
including HIV/AIDS related services. Therefore resources are budgeted at
state and municipal levels. The Federal Government also transfers “incentive”
funds to the states and larger municipalities, specifically for HIV/AIDS.
Federal Law No. 9313/1996 guarantees free access to antiretroviral drugs
and the government has implanted as system of AIDS case notification and
drug dispensing which enables the quantity needed to be estimated and the
corresponding budget provision.
Government Comments:
• The National Health System guarantees universal access to health services,
including HIV/AIDS related services and prevention programmes.
Resources are budgeted at federal, state and municipal government
levels. In addition, the ministry of Health decentralizes 10% of the
DST/AIDS budget to all the country’s state governments and 450
municipal governments specifically in the form of incentives for HIV/
AIDS Actions and Goals Plans, involving prevention, treatment, care
and support for PWHA. The federal government funds health care
services for PWHA, including follow-up examinations, outpatient
appointments and inpatient care.
•

The federal purchase of drugs for opportunist infections and condoms
is determined in accordance with agreements reached between the
federal, state-level and municipal-level governments, as well as
purchases made by the state and municipal governments. Difficulties
are evident in the fulfillment of the agreements.
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8. Does the country have a policy to ensure equal access for women and
men, to prevention, treatment, care and support? In particular, to ensure
access for women outside the context of pregnancy and childbirth?
Yes
There is a protocol for ante-natal and childbirth care for pregnant women,
aimed at reducing mother-to-child transmission.
There is a Plan to Combat the Feminization of AIDS and other STDs.
9. Does the country have a policy to ensure equal access for most-at-risk
populations to prevention, treatment, care and support?
Yes
The National STD/AIDS programme has always given priority to these
populations. But at state and municipal level the needs of these populations
are attended to uniformly.
9.1 Are there differences in approaches for different most-at-risk
populations?
Yes
IF YES, briefly explain the differences:
Plan to Combat the Feminization of the Aids Epidemic and Other STDs
Plan to Combat the AIDS and other STD Epidemic among Gay Men,
MSM and Transvestites
10. Does the country have a policy prohibiting HIV screening for
general employment purposes (recruitment, assignment/relocation,
appointment, promotion, termination)?
Yes
11. Does the country have a policy to ensure that HIV/AIDS research
protocols involving human subjects are reviewed and approved by a
national/local ethical review committee?
Yes
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11.1 IF YES, does the ethical review committee include representatives
of civil society and people living with HIV?
Yes
		
IF YES, describe the effectiveness of this review committee:
National Committee for Ethics in Research on Human Beings, being an
organ of the National Health Council.
According to the powers given to the Committee by means of Resolution
196, it creates the norms and defines the directives that regulate research
involving human beings. It carries out functions of a consultative,
deliberative, normative and educational nature, and works together with
a network of Research Ethics Committees based in the institutions where
research is undertaken.
The National and Local Ethics Committees have multi-disciplinary
membership, involving the participation of researchers, bioethics scholars,
lawyers, health professionals, social sciences, humanities and exact
sciences academics, as well as representatives of health service users.
The local Committees analyse the protocols of research involving human
beings, and have overall responsibility for the decisions regarding the
ethics of the research to be undertaken in the institution, so as to ensure
and protect the rights of research volunteers. The Resolution is governed
by the guarantee of the principles of autonomy, justice, beneficence and
nonmaleficence.
12. Does the country have the following human rights monitoring and
enforcement mechanisms?
•

Existence of independent national institutions for the promotion and
protection of human rights, including human rights commissions, law
reform commissions, watchdogs, and ombudspersons which consider
HIV and AIDS-related issues within their work.

Yes
•

Focal points within governmental health and other departments
to monitor HIV-related human rights abuses and HIV-related
discrimination in areas such as housing and employment.

Yes
•

Performance indicators or benchmarks for:
a) compliance with human rights standards in the context of HIV/
AIDS efforts.
Yes
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b) reduction of HIV-related stigma and discrimination.
Yes 			
IF YES on any of the above questions, describe some examples:
National Council for the Combat of Discrimination
National AIDS Commission
Commission for Articulation with Social Movement (National STD/
AIDS Programme)
Technical Committee for the Health of Gay Men, Lesbians, Bisexual and
Transgender persons (Ministry of Health)
Human Rights Commission of the National Congress
President of the Republic’s Office Department of Justice, Citizenship and
Human Rights
Government Comments:
•
•
•

Human Rights Commission of the National Congress
Parliamentary Front on HIV/AIDS – National Congress
Parliamentary Front for GLBT Citizenship – National Congress

13. Have members of the judiciary (including labour courts/ employment
tribunals) been trained/sensitized to HIV and AIDS and human rights
issues that may come up in the context of their work?
Yes 		
14. Are the following legal support services available in the country?
•

Legal aid systems for HIV and AIDS casework
Yes

•

Private sector law firms or university-based centres to provide free or
reduced-cost legal services to people living with HIV
Yes

•

Programmes to educate, raise awareness among people living with
HIV concerning their rights
Yes

15. Are there programmes designed to change societal attitudes of
stigmatization associated with HIV and AIDS to understanding and
acceptance?
Yes
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IF YES, what types of programmes?
•
•
•

Media						
School education					
Personalities regularly speaking out 		

Yes
Yes
Yes

Government Comments:
•

Others: information, education and communication materials.

Overall, how would you rate the policies, laws and regulations in place to
promote and protect human rights in relation to HIV and AIDS in 2007 and
in 2005?
2007

Poor
0

2005

1

Good
2

3

4

5

6

7

8

9

10

2

3

4

5

6

7

8

9

10

Poor
0

1

Good

Comments on progress made since 2005:
Good instruments do exist, however they are not easy to implement. This
arises in part due to factors associated with cultural values and the lack of
follow up and accompaniment. There is a lack of human rights “watchdog”
activities by society in relation to human rights.
It is important to emphasize progress made aimed at reducing racial
inequalities and meeting the specific needs of women..
Government Comments:
• There are good instruments as described above by CS, however they
are difficult to implement effectively in the short term due to socioeconomic and cultural factors, as well as some groups not being aware
of the existence of this legislation. The recording and visibility of
violations are still incipient in Brazil.
• Emphasis must be given to progress aimed at reducing racial
inequalities, such as a guaranteed number of university places, and
specific legislation to protect women who are victims of violence
(“Maria da Penha” Law). Increased protagonism and visibility of PWHA
is leading to increased dialogue with several different government
branches – executive, legislative and judiciary, in order to formulate
protection mechanisms.
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Overall, how would you rate the effort to enforce the existing policies, laws
and regulations in 2007 and in 2005?
2007

Poor
0

2005

Good

1

2

3

4

5

6

7

8

9

Poor
0

10
Good

1

2

3

4

5

6

7

8

9

10

Comments on progress made since 2005:
Efforts are being made to elaborate instruments seeking to achieve an
effective reduction in the epidemic.
Government Comments:
• With regard to the points given above, it can be observed that two of
them were given owing to there being multiple answers. As such, the
government has made its assessment using the average of the points
given above: 6 for 2005 and 7 for 2007.
• The National STD/AIDS Programme has made greater liaison efforts
with other areas of the government, both within the health service and
with other sectors. Within the health service credit must be given to the
construction of joint actions with the following programmes: Family
Health, Tuberculosis, Hepatitis, Women’s Health, Prisoners’ Health and
Participative Management, as well as with the National Health Council,
and the State and Municipal level Health Councils.
• With regard to the consolidation of joint actions with other ministries,
we highlight the partnerships made with the President of the Republic’s
Office Special Department for Human Rights and Special Department
for Women’s Policies, as well as with the Ministries of Health and
Defence.

II. CIVIL SOCIETY PARTICIPATION
1. 1. To what extent has civil society contributed to strengthening the
political commitment of top leaders and national policy formulation?
Low 				
0

1

2

3

High
4

5

2. 2. To what extent have civil society representatives been involved in
the planning and budgeting process for the National Strategic Plan on
HIV/AIDS or for the current activity plan (e.g., attending planning
meetings and reviewing drafts)?
Low 				
0

1

2

3

High
4

5
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3. To what extent are the services provided by civil society in areas of HIV
prevention, treatment, care and support included:
a. in both the National Strategic plans and national reports?
The question does not apply to Brazil, except with regard to prevention
actions. Health care and treatment are provided by the National Health
System.
Government Comments:
•

Prevention actions are undertaken by public health services and by
CSO, in accordance with the directives of the national policy.

Low 				
0

1

2

3

High
4

5

b. in the national budget?
Low 				
0

1

2

3

High
4

5

Goverment Comments:
•

They are included to the extent that the National STD/AIDS
Programme destines part of the resources allocated to AIDS by the
Health Ministry to projects and contracts with CSO.

4. Has the country included civil society in a National Review of the
National Strategic Plan?
Yes
IF YES, when was the Review conducted:
A National Consultation on Universal Access was held in 2006 involving the
participation of health service managers from all three levels of government
and civil society partner organizations to discuss difficulties in access and
regional differences in access so as to improve access. The following topics
were included in the consultation: the organization of the system’s service
network and management (infrastructure, human resources), access to HIV
and AIDS prevention commodities, diagnosis, care and treatment; the issue
of dealing with and combating stigma and prejudice in relation to more
vulnerable groups, such as commercial sex workers, the GLBT population, the
Black population and drug users, as well as the decentralization of financial
resources.
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Forms of civil society participation in the Annual Operational Plans can also
be seen.
Government Comments:
•

The directives and priorities contained in the National STD/AIDS
Programme’s Actions and Goals Plan are reviewed annually
and presented, discussed and approved in forums involving the
participation of civil society and other sectors, including the National
Health Council and the National AIDS Commission. Actions and
Goals Plans are also drawn up with CSO participation and approved
in such forums in all Brazil’s states and in the 450 municipalities
which account for 98% of AIDS cases in the country.

•

National Consultations were held in 2007 in order to produce plans
for combating the epidemic among some vulnerable populations.

5. To what extent is the civil society sector representation in HIV/AIDS
efforts inclusive of its diversity?
Low 				
0

1

2

3

High
4

5

Efforts are more concentrated at federal level than they are at state or
municipal level. Considered to be a process that should be constantly being
improved.
List the types of organizations representing civil society in HIV and AIDS
efforts: 		
Civil society organizations are represented systematically in the following
forums:
National Health Council
State Health Councils
Municipal Health Councils
National AIDS Commission
National Commission for Articulation with Social Movements (National
STD/AIDS Programme)
Participation in working groups to design programmes, strategies and
activities that are not part of the normal routine, such as UNGASS and
others.
Government Comments:
• in local level CSO
• in AIDS Service NGO specific Forums
• in National Networks of vulnerable populations
• in the National Network and groups of PWHA
• in Academic circles.
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6. To what extent is civil society able to access:
a. adequate financial support to implement its HIV activities?
The National STD/AIDS Programme promotes a variety of actions by
means of projects and contracts with civil society organizations with the
aim of enhancing their sustainability and strengthening their technical
capacity. 10% of the resources contained in the Actions and Goals Plan
are transferred from federal to state/municipal level to fund part of the
work of these organizations.
Government Comments:
•

10% of the Ministry of Health’s DST/AIDS Programme’s budget
is transferred to state and municipal government DST/AIDS
programmes, aimed especially as an incentive for them to execute
their HIV/AIDS Actions and Goals Plans, and in general they in turn
transfer 10% of the budgets of their Actions and Goals Plans to fund
the actions of civil society organizations.

Low 				
0

1

3

2

High
4

5

b. adequate technical support to implement its HIV activities?
Low 				
0

1

2

3

High
4

5

Government Comment:
•

As per the above reply: through support to CSO organizations,
including technical support in a variety of areas.

Overall, how would you rate the efforts to increase civil society participation
in 2007 and in 2005?
2007

Poor
0

2005

1

Good
2

3

4

5

6

7

8

9

Poor
0

1

10
Good

2

3

4

5

6

7

8

9

10

Comments on progress made since 2005:
Government Comments:
• Increased mediation of local conflicts, with technical support for the
evaluation of resource transfer instruments and mechanisms, promotion
of joint priority actions and the increasing of technical capacity by
means of training in several different areas.
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III. PREVENTION
1. Has the country identified the districts (or equivalent geographical/
decentralized level) in need of HIV prevention programmes?
Yes
IF YES, to what extent have the following HIV prevention programmes
been implemented in identified districts in need?
X

Check the relevant implementation level for each activity or indicate
N/A if not applicablel
The activity is available in

HIV prevention programmes
Blood safety

all districts*
in need

most
districts* in
nee

some
districts* in
need

X

Universal precautions in health
care settings

X

Prevention of mother-to-child
transmission of HIV

X

IEC on risk reduction

X

IEC on stigma and discrimination
reduction

X

Condom promotion

X

HIV testing & counselling

X

Harm reduction for injecting
drug users

X

Risk reduction for men who have
sex with men

X

Risk reduction for sex workers

X

Programmes for other most-atrisk populations

X

Reproductive health services
including STI prevention &
treatment

X

School-based AIDS education for
young people

X

Programmes for out-of-school
young people

X

HIV prevention in the workplace

X

Other
Promotion of policies and
actions aimed at HIV treatment,
prevention and care among
refugee populations in Brazil.
According to ACNUR data, in
2003 there were more than
3,000 refugees in Brazil, from 45
countries, being 33% of women.
The great majority of them
had come from Africa, mainly
Angola.
*Districts or equivalent geographical/de-centralized level in urban and rural areas
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Overall, how would you rate the efforts in the implementation of HIV
prevention programmes in 2007 and in 2005?
2007

Poor
0

2005

Good
1

2

3

4

5

6

7

8

9

Poor
0

10
Good

1

2

3

4

5

6

7

8

9

10

Comments on progress made since 2005:
The implementation of the national policy suffers significant variations,
taking into consideration the specificities, limitations and contexts of the
states and municipalities
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IV. TREATMENT, CARE AND SUPPORT
1. Has the country identified the districts (or equivalent geographical/
decentralized level) in need of HIV and AIDS treatment, care and
support services?
Yes
IF YES, To what extent have the following HIV and AIDS treatment,
care and support services been implemented in the identified districts*
in need?

X

Check the relevant implementation level for each activity or indicate
N/A if not applicable
The service is available in

HIV and AIDS treatment, care
and support services
a. Antiretroviral therapy

all districts*
in need

most
districts* in
need

some
districts* in
need

X

b. Nutritional care
c. Paediatric AIDS treatment

X

d. Sexually transmitted infection
management

X

e. Psychosocial support for
people living with HIV and their
families

X

f. Home-based care

X

g. Palliative care and treatment
of common HIV-related
infections

X

h. HIV testing and counselling
for TB patients

X

i. TB screening for HIV-infected
people

X

j. TB preventive therapy for HIVinfected people

X

k. TB infection control in HIV
treatment and care facilities

X

l. Cotrimoxazole prophylaxis in
HIV-infected people

X

m. Post-exposure prophylaxis
(e.g., occupational exposures to
HIV, rape)

X

n. HIV treatment services in the
workplace or treatment referral
systems through the workplace

X

o. HIV care and support in the
workplace (including alternative
working arrangements)

X

*Districts or equivalent de-centralized governmental level in urban and rural areas
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Overall, how would you rate the efforts in the implementation of HIV and
AIDS treatment, care and support programmes in 2007 and in 2005?
2007

Poor
0

2005

Good
1

2

3

4

5

6

7

8

9

Poor
0

1

10
Good

2

3

4

5

6

7

8

9

10

Comments on progress made since 2005

2. What percentage of the following HIV and AIDS programmes/services
is estimated to be provided by civil society?
Prevention for youth

<25%

25-50%

51-75%

>75%

- IDU

<25%

25-50%

51-75%

>75%

-

MSM

<25%

25-50%

51-75%

>75%

-

Sex workers

Prevention for vulnerable
sub-populations

<25%

25-50%

51-75%

>75%

Counselling and Testing

<25%

25-50%

51-75%

>75%

Clinical services (OI/ART)*

<25%

25-50%

51-75%

>75%

Home-based care

<25%

25-50%

51-75%

>75%

Programmes for OVC**

<25%

25-50%

51-75%

>75%

*OI Opportunistic infections; **OVC Orphans and other vulnerable children

Government Comments;
•

Civil society undertakes prevention actions, in partnership with the
government, through their strategic projects which reach PWHA,
vulnerable populations such as IDU, MSM, commercial sex workers,
among others. Care and treatment actions are carried out via
government programmes with Civil Society support and participation,
in some areas, e.g. adherence groups in HIV/AIDS referral services,
sheltered housing, positive prevention, among others.

3. Does the country have a policy or strategy to address the additional
HIV/AIDS-related needs of orphans and other vulnerable children
(OVC)?
Yes
3.1 IF YES, is there an operational definition for OVC in the country?
Yes
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3.2 IF YES, does the country have a national action plan specifically for
OVC?
Yes
No			
Goverment Comment:
•

There is no national plan in Brazil for OVC

3.3 IF YES, does the country have an estimate of OVC being reached by
existing interventions?
IF YES, what percentage of OVC is being reached?

% [write in]

Overall, how would you rate the efforts to meet the needs of orphans and
other vulnerable children in 2007 and in 2005?
2007

Poor
0

2005

1

Good
2

3

4

5

6

7

8

9

Poor
0

1

10
Good

2

3

4

5

6

7

8

9

10

Comments on progress made since 2005:
Estimates differ according to the methodologies used and the areas covered
by the studies. There is little information on this issue, although there is
State financing for sheltered housing services for this segment
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5.401.381

791.787

398.368

138.750

59.388

55.676

78.431

757.903

1.3.Voluntary counselling and
testing

1.4. Programs for vulnerable and
special populations

1.5 Youth in school

1.6 Youth out of school

1.7 Prevention programs for PLHA

1.8 Programs for sex workers and
their clients

1.9 Programs for MSM

1.10 Harm reduction programs
for IDUs

0

7.063.584

1.2. Community mobilization

0

21.785.522

1.1 Mass media

1.12 Marketing social de
preservativos

75.150.165

1. Prevention (sub-total)

1.11 Workplace activities

1.243.408.955

TOTAL (local
currency)

TOTAL (Local currency)

AIDS Spending Categories

YEAR: 2006
Calendar Year:
YES
Average Exchange Rate for the
year: R$ 2,20

0

0

757.903

78.431

55.676

59.388

0

52.878

791.787

5.401.381

7.063.584

21.479.522

72.836.282

1.237.792.982

Public (subtotal)

564.159

78.431

55.676

59.388

52.878

791.787

5.121.643

3.531.792

21.122.013

49.089.291

1.155.166.373

Central/
National

0

0

SubNacional

Public sources

193.744

279.738

3.531.792

357.509

23.746.990

55.610.311

Dev. Bank
Reimbursable

0

27.016.299

All other
public

0

0

0

0

0

0

138.750

345.490

0

0

0

306.000

2.313.883

5.615.973

International
(sub-total)

Financing sources

30.000

147.920

1.681.900

Bilaterals

National Funding Matrix

138.750

345.490

276.000

2.165.963

3.934.073

UN
Agencies

0

0

Global
Fund

0

0

Dev. Bank Nonreimbursable

Multilaterals

International sources

Appendix C - AIDS Spending Categories

0

0

All other
international

0

0

0

0

0

0

0

0

0

0

0

0

0

0

Private
(sub-total)

0

0

Corporations

0

0

Consumer
(out-ofpocket)

Private sources (optional for UNGASS
reporting)
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0

0

7.332.801

1.21 Male circumcision

1.22 Universal precautions

1.99 Others/Not-elsewhere
classified

2.99 Others/Not-elsewhere
classified

0

1.319.176

2.13 Opportunistic infection (OI)
treatment

0

23.824.395

2.12 In-patient care

2.11 Additional/Informal providers

17.816

2.9 Palliative care

0

102.444

2.10 Home-based care

347.399

2.8 Psychological care

15.666.841

114.120

2.7. Dental care

2.6 Specific HIV laboratory
monitoring

2.5 Nutritional support

964.445.817

0

2.4 Antiretroviral therapy

119.102

2.3 Opportunistic infection (OI)
prophylaxis

28.164.122

2.2. Provider initiated testing

2.1 Outpatient care

1.034.121.233

0

1.20 Safe medical injections

2. Care and Treatment (sub-total)

0

1.19 Post-exposure prophylaxis

695.045

11.341.484

1.17 Prevention of mother-tochild transmission

1.18 Blood safety

2.882.840

1.16 Improving management
of STIs

0

2.496.895

1.14 Female condom

1.15 Microbicides

13.870.311

1.13 Condom social marketing

0

1.319.176

23.824.395

0

0

17.816

102.444

347.399

15.666.841

114.120

964.445.817

0

69.402

28.164.122

1.034.071.533

7.332.801

0

0

0

0

695.045

10.897.314

1.803.366

0

2.496.895

13.870.311

1.319.176

23.824.395

17.816

102.444

347.399

15.634.688

114.120

964.414.455

20.821

20.493.038

1.026.288.352

6.001.337

695.045

10.435.263

483.375

96.505

0

32.153

31.362

48.581

7.671.085

7.783.181

1.331.464

462.051

1.319.991

2.400.390

13.870.311

0

0

0

0

0

0

0

0

0

0

0

0

0

49.700

0

49.700

0

0

0

0

0

0

444.170

1.079.474

0

0

0

49.700

49.700

117.920

0

326.250

1.079.474

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0
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0

356.888

187.666

629.439

4.9 Supervision of personnel

4.10 Upgrading laboratory
infrastructure

4.11 Construction of new health
centres

4.99 Others/Not-elsewhere
classified

0

4.7 Drug supply-systems

6.600.343

387.047

4.6 HIV drug-resistance
surveillance

4.8 Information thecnology

2.150.577

4.5 Sero-surveillance

0

1.640.269

4.4 Operations research

23.012.710

4.3.Monitoring and evaluation

326.250

3.9 Others/Not-elsewhere
classified

4.2 Plannning and coordination

0

3.5 Administrative costs

20.922.620

0

3.4. Community support

4.1 Programme management

0

3.3. Family/home support

55.887.560

0

4. Program Mangement and
Administration Strenghtening
(sub-total)

0

3.2 Basic health care

326.250

3.1 Education

3. Orphans and Vulnerable
Children* (sub-total)

620.039

187.666

356.888

0

6.600.343

0

387.047

2.150.577

0

267.414

23.012.710

19.850.619

53.433.304

0

0

0

0

0

0

0

177.843

187.666

356.888

1.712.105

91.144

1.712.826

141.255

16.789.058

14.074.200

35.242.985

0

0

0

442.197

4.888.238

295.904

437.751

126.158

6.176.222

5.776.419

18.142.890

0

47.430

47.430

0

9.400

0

0

0

0

0

0

0

0

1.372.855

0

1.072.001

2.454.256

326.250

0

0

0

0

0

326.250

1.371.065

113.215

1.484.280

0

9.400

1.790

958.786

969.976

326.250

326.250

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0
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0

5.3 Monetary incentive for other
staff

3.650.439

7.9 Others/Not elsewhere
classified

21.998.141

7.3 AIDS-specific institutional
development

0

5.163.020

7.2 Human rights

7.4 AIDS-specific programs
involving women

545.656

7.1 Advocacy and strategic
communication

31.357.255

7. Enabling Environment and
Community Development (subtotal)

0

6.4 Income generation

1.857.044

0

6.9 Others/Not elsewhere
classified

0

6.3 Social services

26.968.869

6.1 Monetary benefits

6.2 In-kind benefits

28.825.913

0

277.274

6. Social protection and Social
Services excluding Orphans and
Vulnerable Children (sub-total)

5.9 Others/Not elsewhere
classified

5.5 Training

11.779.387

0

5.2 Monetary incentive for nurses

5.4 Formative education and
build-up of an AIDS workforce

0

12.056.661

5.1 Monetary incentive for
physicians

5. Incentives for Human
resources** (sub-total)

3.650.439

0

21.869.207

5.163.020

528.956

31.211.261

1.857.044

0

0

0

26.968.869

28.825.913

0

277.274

11.779.387

0

0

0

12.056.661

3.197.818

21.869.207

5.163.020

188.610

30.418.655

1.857.044

1.857.044

74.014

11.779.387

11.853.401

0

0

0

452.621

4.902.980

340.346

792.967

0

203.260

203.260

0

26.968.869

26.968.869

0

0

0

128.934

0

16.700

145.634

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

128.934

16.700

145.634

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0

0
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3.623

0

8.6 Research in economics

8.7. Vaccine-related research

5.186.296

0

3.623

0

0

0

0

167.748

5.357.667

247.882

1.014

167.748

416.644

0

4.938.414

2.609

4.941.023

0

0

0

0

0

0

326.250

0

0

326.250

0

326.250

326.250

0

0

0

0

0

0

0

0

0

0

0

0

0

0

(**) The item on Incentives for Human Resources needs to be dissagregated from the costs for service delivery for the other activities, e. g. in the in- and out-patient service provision. Efforts need
to be made to avoid double counting.												
					

(*) The term vulnerable children in this context refers to children whose parent is too ill to take care of them but do not qualify for social support as orphan.

5.186.296

0

8.5 Behavioural research

8.9 Others/Not elsewhere
classified

0

326.250

8.4 Social science research

8.3 Epidemiological research

0

167.748

8.1 Biomedical research

8.2 Clinical research

5.683.917

8. Research excluding operations
research which is included under
(sub-total)
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Indicators
Effective and quality programmes and services for HIV+ pregnant
women
Effective programmes and services for the diagnosis and treatment of
syphilis during pregnancy.

Goal 54 – Prevention

Indicators :
Existence of education programmes for HIV/AIDS prevention among
adult and young women
Availability of male and female condoms, easily obtainable and with
guidance as to their use
Sexual health programmes for the young
Access to prophylaxis following forced sexual exposure

Goals 52 and 53 – Prevention

Indicators
Representation of adult and young women with HIV in decision-making
spaces
Representation of female users in the design, implementation and
evaluation of social programmes

Goals:
37 Leadership

Synthesis of the results:
Effectiveness of the Actions

Contemplated by the NAP, involving flows,
routines and the availability of necessary
material

Contemplated by the NAP, the Policy for Integral
Women’s Healthcare (PIWH), and the National
Plan to Combat de Feminization of HIV.
They do not exist in an organized manner
The technical norm for Prevention and Care for
Women and Girls Victims of Sexual Violence
provides for emergency contraception and
prophylaxis against HIV.

Low coverage, with regional variations

Implementation and availability depend on local service managers;
there are no specific teenage healthcare services and condom
distribution programmes in schools have not been fully implanted.
Female condoms are made available to women who are more
vulnerable, in limited amounts, owing to small international stocks.
There are isolated experiences in some municipalities or services
Despite the fact that the services exist, demand for them, and their
coverage, are limited

The National Health Council has equal
Only the National STD and AIDS Programme (NAP) includes women
representation of service users, service managers
with HIV in its consultative spaces
and service providers.

Existence of Policies

Monitoring of the UNGASS goals for Sexual and Reproductive Health

Appendix D - Civil Society Analysis Report on Sexual and Reproductive Health in Brazil

Targets UNGASS • Brazilian Response 2005-2007

171

Indicators
Income transfer programmes for more vulnerable women;
Affirmative policies for the inclusion of more vulnerable women;
Human rights protection policies and programmes for more vulnerable
women;
Programmes that address the structural causes and problems of
the trafficking of women, avoiding individual criminalization and
discrimination;
Application of the international agreements, covenants and treaties that
punish the trafficking of women;
Government self-monitoring of its activities aimed at combating the
trafficking of women.

Goal 62 – Reducing vulnerability

Indicators
Specific legislation to prevent, punish and repair the harm arising from
gender violence against women;
Specific actions against the sexual exploitation of girls;
Public system for the collection and publicising of data on gender
violence against women and girls.

Goal 61 - Human rights

Indicators
Specific prevention programmes for young women
Informal education programmes that promote equality between the
sexes

Goal 60 - Human rights

Indicators
Policies to promote, ensure and repair women’s rights;
Programmes to promote male responsibility in sexual and reproductive
health;
Programmes to protect the sexual and reproductive rights of more
vulnerable women;
Access to assisted reproduction services

Goal 59 – Human rights

Family Allowance
Guaranteed university places, University Loans
(Pro-uni), Inclusion of disabled people
Inexistent
Policy for the Combat of Person Trafficking

Exists since 2006, Maria da Penha Law
National Plan to Combat Sexual Violence against
Children and Young Women and the National
Pact to Combat Violence against Women
The system exists, but data is under-reported

Inexistent

The Department for Women’s Policies has a
National Plan for Women’s Policies (NPWP);
Inexistent
Some actions proposed in the NPWP
Inexistent

Its impact for women has not yet been evaluated
Do not include women more vulnerable to HIV
Not implemented yet .

Implementation still insufficient
Not well publicised, low coverage, little effectiveness
Depends on the goodwill of local service managers; programme not
yet implanted nationally.

The implementation of the plan depends on the political goodwill
of local service managers, since the Department for Women’s
Policies does not have a budget to implement the actions proposed
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Indicators
Surveillance systems of the side effects of ARV drugs, separated by sex.

Meta 72- Investigação e Desenvolvimento
Inexistent

Inexistent

Indicators
Data or studies on the socio-economic impact of HIV on women.

Goal 69 – Alleviating the Social and Economic Impact of HIV

Inexistent
Depends on the NGO running the home
Inexistent

Yes, for women as a whole
Yes, commercial sex workers, women with HIV,
lesbian women and Black women
Reduced

There are laws and decrees on the Protection of
Children, but they are not enforced. Homes for
vulnerable children are insufficient and of low
quality.
The NAP helps to maintain homes for children
with HIV.
No
Occasional

Indicators
Specific support programmes for orphans and children infected and
affected by HIV;
Quality of homes;
Sex education programmes and sexual and reproductive health support
programmes for orphaned children and children infected and affected
by HIV.

Goal 65 – Orphans

Indicators
Regional or international partnerships to strengthen programmes
and specific activities of sexual and reproductive healthcare for more
vulnerable women ;
Representation of groups of more vulnerable women in the process of
regional or international articulation;
Government support for activities with more excluded women.

Goal 64 – Reducing vulnerability

Indicators
Safe and protected environments for more vulnerable children;
Housing, education and food for children affected or infected by HIV;
Participation of young people in the design, monitoring and evaluation
of programmes directed towards them;
Capacity-building for female teachers on Sexual and Reproductive
Health themes.

Goal 63 – Reducing vulnerability
Frequent reports of ill-treatment and precarious conditions in homes
for vulnerable children;
Lack of systematic supervision and technical support for carers of
children with HIV
There is no supervision or no continuous education actions
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Strengths, weaknesses and recommendations for the promotion of the
sexual and reproductive health of women living with HIV/AIDS and for
the prevention of the epidemic among women
The recently created National Plan to Combat the Feminization of the AIDS
Epidemic and the National Pact to Combat Violence against Women, as well
as the protagonism of the NAP, are important opportunities, in that they
offer normative and programmatic frameworks for the development of the
necessary actions.
However, to the extent that many actions that are important for women and
girls fall under the responsibility of other sectors of the Ministry of Health,
and even those of other ministries and other sectors, the partnerships between
them need to be enhanced so as to construct ample intersectorial policies, as
proposed in the Declaration of Commitment.
Specifically with regard to health service actions, the notion of “Women’s
Health” can be seen to prevail in the organization of practices and services, and
this restricts a wider and more adequate approach to sexual and reproductive
health in terms of combating the epidemic, since “sexual and reproductive
health”, as opposed to “women’s health”, enables the inclusion of men, the
young and GLBTT.
At the same time, the difficulty in integrating care and prevention actions
as part of health service practices has to be overcome. Given that municipal
governments have autonomy in relation to the federal government, ministry
of health recommendations that basic healthcare centres should also be an
educational space are not obligatory, and the recognition of the importance
of this and the development of technologies to this end depend on health
service managers, which is something that does not always happen. Greater
effort is needed to involve, raise the awareness and built the capacity of those
responsible for policies and services at municipal and state level.
The difficulty in achieving a more solid policy to combat STDs also appears as
an important shortfall. Despite the importance of the plan to combat congenital
syphilis, it must be remembered that this action, like the projects to reduce
mother-to-child HIV transmission, are aimed at protecting children, so that
women continue without specific actions of prevention and early diagnosis
and women’s health actions are still characterized by the paradigm of mother
and child healthcare.
With regard to reducing women’s vulnerability, consideration must be given to
the lack of specific studies, especially those that relate aspects of health, poverty
and social support. It must be emphasized that although there is legislation
that protects HIV+ workers in general, such legislation is not always respected
or enforced, in particular in the case of women with HIV, who often work as
domestics without legal protection or with precarious employment contracts.
Complaints are frequently made that women with HIV are discriminated and
excluded from the labour market, although documentation on this does not
exist. NGOs that provide legal to people living with AIDS relate that above all
it is men who seek the reparation of their violated rights as a result of their
being HIV positive.
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An important shortfall refers to young people and children, especially the more
excluded, who do not attend school, live in homes or in the street, for whom
there are very few actions, even though they are a population particularly
vulnerable to HIV. As such, specific policies for this segment of the population
urgently need to be formulated.
The State has a variety of systems for collecting data and monitoring its
various actions, although not all of them are compatible with each other,
or provide similar coverage or are produced with the same frequency. This
hampers the work of civil society, which often is not able to obtain and analyse
accurately the information necessary to suggest to local government service
managers actions more effective in combating the epidemic. Continuous
efforts by the government are necessary in supporting civil society to enhance
its performance in participating in and monitoring public policies, as well
as enhancing its contribution in existing formal spaces where civil society
participation is guaranteed, particularly the health councils (at municipal,
state and national level).

Monitoring of the UNGASS goals for Sexual and
Reproductive Health
1- Initial Considerations:
Half the people living with HIV/AIDS in the world are women. In Brazil
the number of cases among women has increased progressively since the
beginning of the epidemic. Currently the number of new cases among young
women exceeds those amongst young men.
The reduction in cases of HIV infection in women depends on actions involving
their sexual and reproductive health. However, sexual and reproductive health
does not depend only on health service actions but also on women’s autonomy
over their bodies. Therefore, within the context of the HIV/AIDS epidemic,
sexual and reproductive health actions must be articulated with broader
policies that contribute towards the empowerment of the female population.
There have been difficulties in incorporating specific actions for women
in national plans to combat HIV, and also to incorporate HIV prevention
and attention to the needs of women with HIV in women’s healthcare
programmes.

2- Objetives:
To identify shortfalls and potentials in government actions aimed towards
empowering women and towards their sexual and reproductive healthcare,
seen as being essential strategies for combating the female face of the
epidemic.

3- Methodology
In order to carry out this task an initial proposal for data collection was
presented, discussed and enhanced during the IV UNGASS Brazil Forum

176

Targets UNGASS • Brazilian Response 2005-2007

(Recife, July 2007), it being defined that data collection would involve a variety
of people and organizations.
In order to elaborate the data collection instrument, paragraphs were selected
from each of the Declaration of Commitment goals which require sexual and
reproductive health in order to be fully achieved.
Following the selection of the paragraphs, critical actions were identified which,
if they were not implemented with quality and scope, would compromise
the goal from being effectively met. This set of critical actions informed
the elaboration of a matrix of qualitative indicators aimed at analysing the
policies, plans or programmes necessary to achieve the goal in question and
its operationalization. The data was collected by means of interviews with
key informants (programme managers, 13; researchers, 06 and NGO based
leaders, 10) interviews with users of different types of services (18), observation
of health services (05 Basic Healthcare Units and 03 specialized units) and
an exhaustive search for bibliographic material available electronically. This
search located some 300 references on the theme of AIDS and Sexual and
Reproductive Health (including the interface with Gender Violence), as well
as scientific articles, other articles and technical documents 4.
Team involved:
Alessandra Nilo – GESTOS/PE (NGO) – General Coordination
José Carlos Veloso (GAPA/SP (NGO); UNGASS/Brazil Forum) – interviews
(with support from organizations that participate in the UNGASS/Brazil
Forum);
Lia Fernanda Pereira – (Universidade de São Paulo) survey and analysis
of production on Sexual and Reproductive Health - HIV/AIDS in women,
available electronically in Brazil;
Wilza Villela – (Universidade Federal de São Paulo) service observation;
interviews with users; systematization of information gathered
Sponsorship: Ford Foundation
Support: UNFPA and ICTC

4- RESULTS:
1. General overview of the country’s health system and sexual and
reproductive health policies:
•
•

The Health Service is public and free, with universal access at all levels
of complexity;
The National STD and AIDS Programme (NAP) has been in existence
since 1986 and the policy of universal access to medication has been
in existence since 1996. Several of the NAP’s units undertake actions
directed towards women. Moreover, there is a person who is specifically

4 The list of the references and their respective links can be found at www.gestos.org.br
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in charge of articulating actions for the female population. In the
Ministry of Health’s technical area for Women’s Health there is also a
person designated to interface with the NAP;
Within the NAP there is a specific coordination for STDs, the current
priority focus of which is the reduction of congenital syphilis;
The Sexual and Reproductive Health policy is partially contemplated
by the Policy for Integral Women’s Healthcare (PIWH) and also
by the inclusion of the issues of Sexual and Reproductive Health in
the Ministry of Education’s National Curricular Parameters (NCP).
However, as will be seen in greater detail further on, the actions of
the PIWH are aimed above all towards assisted reproductive health
and whether or not they are carried out depends on health service
managers. The NCP, although they situate Sexual and Reproductive
Health issues as transverse themes, do not ensure their effective
incorporation into school curricula. Furthermore, they do not extend
beyond young people at school;
In 2007 the Special Department for Women’s Policies launched the
Integrated Plan to Combat the Feminization of the AIDS Epidemic
and other STDs, to be implanted in partnership with the Ministry
of Health’s National STD and AIDS Programme and the ministry’s
technical area for Women’s Health. Regional workshops are currently
being held to publicise the Plan and discuss its operationalization at
the local level;
Brazilian legislation is considerably restrictive with regard to abortion,
and recently the influence of more conservative positions on public
opinion has increased. Regardless of any progress identified in policies
on women’s sexual and reproductive health, the restriction of the right
to voluntarily interrupt a pregnancy is considered to be an important
indicator of negligence with regard to women’s sexual and reproductive
health.

II - UNGASS Goals and Proposed Indicators:
Goal 37 – Government leadership in policies for combating
HIV:
Proposed Indicators:
•

•

Representation of adult and young women with HIV in the decisionmaking spaces of AIDS and Sexual and Reproductive Health
Programmes and in UNGASS monitoring actions.
Representation of female users in the design, implementation and
evaluation of social programmes directed towards women.

Results:
The Ministry of Health currently has a specific department for liaison
with Civil Society, namely the Department of Strategic and Participative
Management. Furthermore, the structure of the National Health
System (NHS) provides for the equal participation of Civil Society on
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the National Health Council (NHC), which is the highest decisionmaking level of the NHS. The seat disputed by people living with
HIV/AIDS on the NHC is among the seats reserved for organizations
representing people living with diseases. The National Health Council
also has an Intersectorial Commission on Women’s Health where,
although there is no specific representation of women living with HIV,
they are nevertheless able to put forward their demands. As such,
formal channels of interlocution do exist between the government and
civil society within the Ministry of Health as a whole.
The National STD and AIDS Programme is able to call upon the
consultative input of the National AIDS Commission, created at the
end of the 1980s. Civil Society has 7 seats on this commission, although
the process of choosing participants does not ensure gender parity. The
NAP also has thematic advisory committees which have Civil Society
representatives. However, the women’s advisory committee, created
in 1995, was deactivated in 2003. In the same year the Commission
for Articulation with Social Movements was created, on which social
movements are also represented. This Commission has one seat for
the women’s movement and one seat for the transsexual movement.
This structure of representation is repeated at state and municipal
level, where Civil Society takes part in Health Councils and AIDS
Programmes. However, none of these spaces provides for parity in the
representation of men and women.

Goal 52. Prevention:
Proposed Indicators:
•

•

Existence of ample, adequate and effective education programmes for
HIV/AIDS prevention among adult and young women
Availability of male and female condoms in health services, schools
and other institutions (e.g.: NGOs)
condoms easily obtainable with guidance as to their use, even for
young people.

Results:
The implementation of educational actions for women in health centres
is difficult, given the high level of demands present in these services and
a model of action directed above all towards medical care. Currently
only a small number of NGOs work with HIV/AIDS prevention for
adult and young women, owing to the reduction in funding for Sexual
and Reproductive Health projects and the prioritization of other
issues – in particular violence and abortion – on the agenda of the
feminist movement. There has not been more emphatic action by the
government to provide continuity to this kind of work.
Counselling on STD/AIDS prevention is done in testing centres or in
specialized health services. STD/AIDS prevention training initiatives
undertaken by local governments do exist in health services but
are not very effective, given the lack of commitment of some health
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professionals, the high turnover of technical staff, the healthcare model
centred on biomedicine and the fact that the way services are organized
does not provide for this kind of activity .
As a structured sexual and reproductive healthcare programme for
young people does not yet exist in the NHS, educational actions for
young people in health services are scarce. However, some state
and municipal education departments have taken the initiative to
undertake educational activities regarding prevention for the young.
A partnership has also existed between the Ministry of Education and
the NAP since 1995, through which three different projects have been
developed. The most recent of these projects, “Health and Education in
Schools”, began in 2003 and was reformulated in 2006 . This project has
not yet been implanted throughout the country and where it has been
implanted its implementation varies . Some states and municipalities
have adhered with greater participation and commitment than others.
State schools not included in this project or in specific local projects
do not usually undertaken continuous prevention actions and do not
promote regular access to condoms. Actions aimed at young people
who do not attend school are more disperse and ad hoc, and are nearly
always left to agencies and NGOs.
From time to time STD/AIDS prevention campaigns directed towards
young people are held, by the NAP itself and also by the state and
municipal level AIDS programmes. However, they are sporadic, ad hoc,
and are not regulated evaluated ; moreover, the geographic dimensions
of the country and cultural differences represent significant challenges
to the development of educational actions nationally. In addition, the
federal government has progressively reduced its investment in actions
involving communication about AIDS, and the state and municipal
governments have invested even less!
Sexual guidance services are available by telephone and on governmental
and non-governmental websites and can be accessed by young women.
These services are not usually available on weekends, public holidays
or from 6 p.m. to 8 a.m.
Male condoms are available through NGOs and health services.
Access to condoms differs from region to region, since it depends
on the commitment of state level governments to purchase an
additional amount over and above the amount provided by the federal
government. Female condoms are not widely available in public health
service facilities; some services do offer female condoms to commercial
sex workers and women with HIV; the same occurs with lubricant
gel, which in some cases is only available for male commercial sex
workers.

Campagnoni, Marta Dr. - São Paulo State Health Department. Personal communication.
Brasil, Ministério da Saúde – Diretrizes para a implantação do Projeto Saúde e Prevenção nas Escolas. Ministério
da Saúde, Secretaria de Vigilância à Saúde, NAP. Brasília. MS, 2006
Arruda, Silvani – Educational Development Foundation/São Paulo. Personal communication.
Contreras, Wildney Feres - UNICSUL/SP. Personal Communication.
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Whether or not condoms are made available to young people in NHS
health centres depends on the decision of the person in charge of the
centre, since no formal service flow has been established for meeting the
needs of young people in this sense. This can create informal barriers
to condom access and even to guidance and counselling on the use of
this method. Some services make information and condoms readily
available, whilst in others no actions exist for young people.
Health service routines and fixed opening times can also be barriers to
access to prevention, both for young people and for women, especially
female commercial sex workers.
The diagnosis and treatment of Sexually Transmitted Diseases is
available in basic healthcare services in the large urban centres, but it
is not very effective. Approaching the issue of STDs is still recognized
as a problem and there are high levels of case under-reporting and selfmedication.

Goal 53. - Prevention
Proposed Indicators:
•

Existence of adequate, ample and effective sexual health programmes
for the young.
• Access to prophylaxis following forced sexual exposure.
Results:
In some municipalities health centres have teenage health programmes,
but this is still not a national programmatic directive. Where activities
do exist they are principally aimed at preventing pregnancy or
accompanying pregnant teenagers.
Specific counselling services for young women do not exist in basic
healthcare centres and the inclusion of this type of activities in the
daily routine is fragile, depending to a great extent on the personal
availability and interest of a handful of professionals.
In cases of forced sexual exposure emergency contraception and anti
HIV prophylaxis is available. However women’s access to these services
is low and the government has not made more efforts to increase their
coverage by amply publicising this kind of service.

Goal 54 – Prevention
Proposed Indicators:
•

Existence of effective quality programmes and services for pregnant
women with HIV (including care being provided to them as opposed
to just preventing mother-to-child HIV transmission) with ample

Brasil, Ministério da Saúde- Doenças Sexualmente Transmissíveis. Manual de Bolso.
Ministério da Saúde, Secretaria de Vigilância à Saúde, PN-DST/Aids. Brasília. MS, 2005
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availability of testing accompanied by counselling, nutritional support
and milk substitutes.
• Existence of effective programmes for the diagnosis and treatment of
syphilis.
Results:
In 2007 the National STD and AIDS Programme, in partnership with
the ministry of health’s technical area for Women’s Health, prepared an
Operational Plan for the Reduction of Mother-to-Child Transmission
of HIV and Syphilis , with the aim of increasing the availability of
HIV and syphilis testing in pregnant women, as well as adequate
treatment for those with positive results, given that, although there has
been a continuous and consistent reduction in mother-to-child HIV
transmission and a tendency towards reduction in congenital syphilis
with effect from 2005, the coverage of these actions is still insufficient,
varying according to the country’s regions. In some services, health
professionals, even though they do testing, do not perform counselling
or make contact with the patient’s partner in an adequate manner.
There is no control over counselling and testing in private health
services, even though HIV and syphilis infection during pregnancy
are compulsorily notifiable . Rapid HIV testing, done at childbirth
if a pregnant woman does not know whether or not she is HIV+, is
available in NHS maternity hospitals. In all the country’s regions there
are maternity hospitals with trained teams or reference services for
pregnant women with HIV or syphilis. For mothers with HIV the
Ministry of Health recommends that babies up to 06 months old should
be fed with powdered milk. However, the availability of powdered milk
varies from region to region, from town to town, and even from service
to service, depending on state and municipal level policies. In the large
urban centres there are milk banks, although they are still difficult to
access and provide low coverage .
With regard to preventing further pregnancies, although the Ministry
of Health recommends that women should be advised to use condoms,
accompanied or not by another method, the application of contraceptive
injections is frequent following childbirth. Health professionals also
continue to induce sterilization, suggested as an opportunity for women
to make the most of the caesarean section and “solve” the problem of
contraception at the same time.

Brasil, Ministério da Saúde, Plano Operacional para Redução da Transmissão Vertical do HIV e da Sífilis. Ministério
da Saúde, Secretaria de Vigilância à Saúde, PN-DST/Aids. Brasília, 2007
Ministerial Ordinance No. 05 dated 21/02/2006, published in the Official Gazette on 22/02/2006
Seabra, Naila Janilde, Dr., São Paulo State STD/AIDS Programme – personal communication
Barbosa, Regina Maria; Knauth, Daniela Riva - Esterilização feminina, AIDS e cultura médica: os casos de São
Paulo e Porto Alegre, Brasil – Cad. Saúde Pública (v.19, supl.2, 2003)
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Goal 59 - Human rights
Proposed Indicators:
•
•
•
•

Existence of policies to promote, ensure and repair women’s rights;
Existence of programmes to promote male responsibility in sexual and
reproductive health
Existence of programmes to protect the sexual and reproductive rights
of more vulnerable women
Access to assisted reproduction services.

Results:
The Special Department for Women’s Policies (SDWP), reporting
directly to the President of the Republic’s Office, was created with
the mission of articulating and developing, in partnership with other
ministries and government departments, programmes and projects
aimed at women’s empowerment. In 2004 this department prepared
the National Plan for Women’s Policies , containing priority actions
with regard to employment, health, education and combating violence
against women. When carrying out its activities the SDWP has always
had to face the challenge of how to fund its proposals, since it does
not have its own budget. In the case of the integrated programme to
combat the feminization of HIV, for example, a considerable part of
the actions planned takes place in health centres, building on existing
flows and routines, which do not incorporate STD and HIV prevention,
diagnosis and treatment in an effective manner.
With regard to sexual and reproductive health actions for the male
population, the efforts made to date have also been timid, with the
exception of ad hoc STD/AIDS prevention campaigns and sporadic
actions by NGOs. There are no sexual and reproductive health
programmes for men in public health services and the only concrete
action is the possibility of the father being present during antenatal
appointments and at childbirth, although adherence to this has been
low.
In relation to programmes to guarantee to sexual and reproductive
rights of more vulnerable women, it must be emphasized that the
SDWP has made efforts to articulate in order for imprisoned women
to have access to some level of healthcare. However, thus far, the vast
majority of women’s prisons do not have health teams, and when they
do have the service is not always of the desired quality. Lesbian and
transsexual women have managed to obtain increased visibility with
regard to their health demands, although such demands have not yet
become routine health service actions .
Assisted reproduction, available through the National Health System,
is still not offered to women with HIV who wish to become pregnant.
Brasil, Presidência da República, Secretaria Especial de Políticas para Mulheres. Plano Nacional de Políticas para
Mulheres. SEPM, Brasília, 2004
Sandra Speroto – Coordinator – Department of Health Actions, section for the control of STD HIV/AIDS in Rio
Grande do Sul – personal communication
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Meta 60 Direitos humanos
Proposed Indicators:
•
•

Existence of specific prevention programmes for young women
Existence of informal education programmes that promote equality
between the sexes.
Results:
Despite government efforts in setting up a technical area for Teenage
Health, there does not yet exist in practice a teenage health policy that
meets the specific needs of young women. HIV prevention actions
continue to remain the responsibility of the NAP, which does not have
a specific response for young women. Where Sexual and Reproductive
Health actions for young people do exist, they are organized based on
an undifferentiated perspective of “young people”, without making any
distinction between sex or gender and, depending on the city or region,
young women face difficulties in accessing sexual and reproductive
health services, ranging from the lack of health professionals trained
to provide this service, the lack of equipment and materials in health
centres, to prejudice in the community and among health and education
service professionals. In schools, sexual health actions, when they
do exist, focus on preventing pregnancy. The same occurs in health
services, if and when any attention is given to Sexual and Reproductive
Health
Although the directive for Gender Equality is contained in the National
Curricular Parameters, it has been implemented in an heterogeneous
manner in schools, and there is no system for monitoring or supervising
the subjects dealt with. Official educational materials, although they
contain the perspective of equality, are not accompanied by pedagogical
proposals that ensure they become operational.

Goal 61 – Human Rights
Proposed Indicators:
•

Existence of specific legislation to prevent, punish and repair the harm
arising from gender violence against women;
• Existence of specific actions against the sexual exploitation of girls;
• Existence of and coverage by care services for women and girls victims
of sexual violence or rape.
• Existence of a public system for the collection and publicising of data
on gender violence against women and girls.
Results:
The so-called “Maria da Penha” Law was sanctioned by the president
in 2006. It provides for the punishment of those who practice violence
against women. The law is still in the process of being implemented
Brasília, Ministério da Saúde- Marco Teórico e Referencial: Saúde Sexual e Reprodutiva de Adolescentes e Jovens.
Ministério da Saúde, Secretaria de Atenção à Saúde, DAPE. Brasília, 2006
Daniel Miranda – Salvador youth protagonism network – personal communication
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and it is too early to be able to assess its impacts on reducing violence
against women. There are government initiatives, especially at municipal
level, to encourage women to register complaints and for care services
to register cases, but so far the results still leave a lot to be desired .
The reference centres for women who are victims of violence are still
insufficient, as are the sheltered housing facilities, which in addition to
being insufficient also have problems in the way they function . Actions
aimed at those who perpetrate violence, as well as prevention campaigns
aimed at the male population, are very scarce and intermittent, and are
more frequently undertaken by non-governmental organizations.
Actions aimed at combating the sexual exploitation of girls are contained
in the National Plan to Combat Sexual Violence against Children and
Young Women , whereby the provision of care to these girls and their
families takes place within the Sentinel Project. The implementation of
the plan is still limited, there is very little communication regarding it
or articulation with other government sectors, especially with regard
to HIV/AIDS prevention. Although this plan does seek to articulate to
some extent with the campaigns against child labour, especially against
domestic child labour by girls, often associated with situations of sexual
abuse, its results so far are incipient and barely visible.

Goal 62 – Reducing vulnerability
Proposed Indicators:
•
•
•

Support/income transfer programmes for more vulnerable women
Affirmative policies for the inclusion of more vulnerable women
Human rights protection policies and programmes for more vulnerable
women
•   Programmes that address the structural causes and problems of the
trafficking of women, avoiding individual criminalization and
discrimination  
• Application of the international agreements, covenants and treaties
that punish the trafficking of women
• Government self-monitoring of its activities aimed at combating the
trafficking of women.
Results:
The Family Allowance (Bolsa Família) Programme was created in 2003,
unifying the various income transfer programmes that were begun in
Brazil in 1995. An innovative feature of the Family Allowance is that
in order to receive it certain conditions must be fulfilled: children aged
06 to 15 must attend school, and minimum healthcare criteria must be
Brasil. Secretaria Especial de Políticas para Mulheres - Um ano de vigência da Lei Maria da Penha. Available at
http://www.presidencia.gov.br/estrutura_presidencia/SDWP/noticias/ultimas_noticias/not_um_ano_vigencia_lei
Prates, Paula - Violência Doméstica e de Gênero: perfil sócio demográfico e psicossocial de mulheres abrigadas.
São Paulo, FSP, 2007 (copy)
Brasil, Secretaria Nacional de Direitos Humanos - Plano Nacional de Enfrentamento da Violência Sexual InfantoJuvenil. SNDH, Comitê Nacional de Enfrentamento à Violência Sexual contra Crianças e Adolescentes, Brasília,
2006
Márcia Leão – Brazilian Federation of Girl Guides – personal communication
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met, such as vaccination, regular attendance at antenatal appointments,
and nutritional accompaniment. Although the initial evaluations of
the programme indicate absolute poverty reduction in an expressive
number of families, so far there are no specific results with regard to its
impact on women.
Legislation exists for the employment of disabled people in companies
that have more than 50 employees, and which also potentially benefit
women in this category. The same applies to the issue of guaranteed
university places for afro-descendants. Specific evaluations do not exist
yet on the impact of this for women, especially more excluded women.
It should also be pointed out that Law No. 9100, sanctioned in 1995,
which established that every political party should elect at least 20% of
women to be candidates in elections, has still not produced the result
of promoting gender equality in political life. According to specialists,
additional measures are necessary in order for such percentage policies
to really be effective with regard to the social inclusion of women .
In 2003, the Pluri-annual Plan of the newly elected president contained,
as one of its priorities, the combating of the trafficking of women and
girls. However, nothing was done and the problem became worse,
especially in the Amazon region. In 2007 a working group was set up to
prepare a National Policy for the Combat of Person Trafficking, within
the Ministry of Justice, as a response to the 2006 North American State
Department Report on person trafficking which put Brazil on a list of
countries “requiring attention” .
Combating the trafficking of girls is currently part of the National Pact
to Combat Violence against Women, a Federal Government initiative
coordinated by the Special Department for Women’s Policies, which
also includes the consolidation of the Policy for Combating Violence
against Women and the Maria da Penha Law; the promotion of
Women’s Sexual and Reproductive Rights; the combating of the Sexual
Exploitation of Girls and Teenagers and the Trafficking of Women;
and the Promotion of the Human Rights of Women in Prison. As the
pact is recent it has not yet been fully publicized among the population
and does not yet have actions to monitor or evaluate the result of its
actions.

UNDP Brazil, Forum of Debates on Political Reform. Available in Portuguese at http://www.pnud.org.br/
administracao/entrevistas/index.php?id01=2291&lay=apu.
Brasil, Ministério da Justiça. Política Nacional de Enfrentamento ao Tráfico de Pessoas. MJ, Brasília, 2007
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Goal 63 - Reducing the vulnerability of children and young
people
Proposed Indicators:
•

Programmes that guarantee safe and protected environments for more
vulnerable children;
• Access to housing, education and food for children affected or infected
by HIV
• Effective participation of young people in the design, monitoring and
evaluation of programmes directed towards them
• Capacity-building actions for female teachers on Sexual and
Reproductive Health themes.
Results:
There are no effective policies or proposals for children or young
people living with HIV. The actions that are undertaken are restricted
to medical care and to financial support for homes for children with
HIV in situations of social vulnerability, and there are not many studies
that quantify this population and qualify its needs. There is a law that
prohibits schools to refuse to enrol children with HIV, but there is no
regular and systematic action for teachers to train them to deal with
this situation, so as to prevent such children from being discriminated
and later abandoning school.
In the same way that there are no ample programmes for young people,
there is also no mechanism for the inclusion of young women in the
formulation of policies directed towards them.
Teacher training on the subject of sexual and reproductive health,
whether it be as a transverse theme or even part of the pedagogical
proposal, is heterogeneous, depending on the school, the municipal
government or the state government. There are no continuous education
mechanisms or mechanisms of support to educators of the young.

Goal 64. Reducing vulnerability
Proposed Indicators:
•

Establishment of regional or international partnerships to strengthen
programmes and specific activities of sexual and reproductive
healthcare for more vulnerable women
• Participation of representatives of groups of more vulnerable women
in the process of regional or international articulation
• Government support for activities with more excluded women.
Results:
By means of funding agreements with national and international
agencies the government, at all three levels, has attempted and is
attempting to ensure financial resources for sexual and reproductive
health actions, especially in relation to the interface with HIV
infection. There therefore exists financial and political support for
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activities undertaken with some groups of women in situations of
greater vulnerability, such as commercial sex workers, HIV+ women,
lesbian women, Black women, afro-descendant women, indigenous
women and gypsy women. The guidelines provided by the Policy
for Integral Women’s Healthcare is that the health actions must seek
to include these women, both in terms of access to care and also in
decision-making processes. In practice, the greater or lesser success of
this depends on local government managers. Depending on the region
or the service there are a variety of barriers. In the case of women
prostitutes, for example, health services tend to look only at the sexual
side of the question and the risk of disease transmission, without taking
into consideration women’s integral health . In the case of women
deprived of liberty, taking ARV treatment can be the starting point
for discrimination, in addition to difficulty in access to these or any
other medication and prevention commodities; intimate visits depend
on the decision of each prison institution. Condoms are provided for
these visits.

Goal 65 - Orphans
Proposed Indicators:
•

Reach, appropriateness and effectiveness of specific support
programmes for orphans and children infected and affected by HIV
• Quality of homes
• Reach, appropriateness and effectiveness of sex education programmes
and sexual and reproductive health support programmes for orphaned
children and children infected and affected by HIV.
Results:
In the same way that there are no support strategies for children affected
and infected by HIV, there are also no clear actions directed towards
orphans, and work in this area is still concentrated in the hands of Civil
Society. The support system existing in the country for orphans is in
general not very efficient despite legislative advances in the protection
of children and teenagers (Children and Teenagers Statute). There
are few homes and there are significant difficulties with regard to the
insertion of this group in schools, families, communities and socially.
Intersectorial initiatives are fragile and there is no policy to minimize
the impacts of institutionalization on orphans and young teenagers
who, when they reach the adult phase, find themselves abandoned,
without having had, when they were children, adequate preparation
for an independent professional and emotional future.

Brasil, Ministério da Saúde. Política Nacional de Atenção à Saúde Integral da Mulher. MS, SAS. Brasília, 2005
Gabriela Leite, National Network of Prostitutes, personal communication.
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Goal 69. Alleviating the Social and Economic Impact of HIV
Proposed Indicators:
•

Availability of data or studies on the socio-economic impact of HIV
on women.

Results:
Sufficient information does not exist to serve as a baseline.

Goal 72- Research and Development
Proposed Indicators:
•

Existence of surveillance systems of the side effects of ARV drugs,
separated by sex.

Results:
The majority of clinical studies on medication used in the treatment
of HIV/AIDS in Brazil do not provide separate information on men
and women that enables the effects of the intervention to be compared
between them, nor is there formal encouragement to develop studies
providing this information or for the participation of women in clinical
trials.
There are also no studies on the side effects of ARV drugs in women to
provide information for a surveillance system on this issue, although
this has been a long-standing demand of the female population living
with HIV/AIDS.
The results of the socio-behavioural study undertaken in 2005 by the
NAP with women living with HIV have not been published to date.

III – Strengths, weaknesses and recommendations for the
promotion of the sexual and reproductive health of women
living with HIV/AIDS and for the prevention of the epidemic
among women
The normative framework available in Brazil in the form of laws, programmes
and projects undoubtedly makes it possible to implement a series of measures
aimed at gender equality, this being one of the strategies for combating
the dissemination of HIV among women. However, the profusion of laws,
proposals and documents does not always correspond to their effective
implementation.
The existence of the National Plan to Combat the Feminization of the AIDS
Epidemic and the National Pact to Combat Violence against Women, as well
as the protagonism of the NAP, are important opportunities, in that they
offer normative and programmatic frameworks for the development of the
necessary actions.
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However, to the extent that many actions that are important for women fall
under the responsibility of other sectors of the Ministry of Health, and even
those of other ministries, the partnerships between them need to be enhanced
so as to construct ample intersectorial policies, as proposed in the Declaration
of Commitment.
Specifically with regard to health service actions, the notion of “Women’s
Health” can be seen to prevail in the organization of practices and services, and
this restricts a wider and more adequate approach to sexual and reproductive
health in terms of combating the epidemic, since “sexual and reproductive
health”, as opposed to “women’s health”, enables the inclusion of men, the
young and GLBTT.
At the same time, the difficulty in integrating care and prevention actions
as part of health service practices has to be overcome. Given that municipal
governments have autonomy in relation to the federal government, ministry
of health recommendations that basic healthcare centres should also be an
educational space are not obligatory, and the recognition of the importance of
this and the development of technologies to this end depend on health service
managers, which is something that does not always happen. Greater effort is
needed to involve and built the capacity of local level stakeholders.
The difficulty in achieving a more solid policy to combat STDs also appears
as an important shortfall. Despite the importance of the plan to combat
congenital syphilis, it must be remembered that this action, like the projects to
reduce mother-to-child HIV transmission, are aimed at protecting children,
so that women – principally young women – continue without specific
actions of prevention and early diagnosis and women’s health actions are still
characterized by the paradigm of mother and child healthcare.
With regard to reducing women’s vulnerability, consideration must be given
to the lack of specific studies, especially those that relate aspects of health,
poverty and social support. Specific consideration must be given to the fact
that although there is legislation that protects HIV+ workers in general, such
legislation is not always respected or enforced, in particular in the case of
women with HIV, who often work as domestics without legal protection or
with precarious employment contracts. Complaints are frequently made that
women with HIV are discriminated and excluded from the labour market,
although documentation on this does not exist.
An important shortfall refers to young people and children, especially the more
excluded, who do not attend school, live in homes or in the street, for whom
there are very few actions, even though they are a population particularly
vulnerable to HIV. As such, specific policies for this segment of the population
urgently need to be formulated.
Finally, it should be emphasized that the government has a variety of systems
for collecting data and monitoring its various actions, although not all of them
are compatible with each other, or provide similar coverage or are produced
with the same frequency. This hampers the work of civil society, which often is
not able to obtain and analyse accurately the information necessary to suggest
to local government service managers actions more effective in combating the
epidemic, in the sense of building the capacity of and supporting civil society to
enhance its performance in participating in and monitoring public policies.
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Participants in the Civil Society’s IV UNGASS 2007
Forum:
NAME
Gleizy Irene Lopes Gueiros de Melo
Ana Patrícia da Silva
Evandro Batista de Almeida
Marineide Soares Barbosa
André Valeriano Almeida Guedes
Alexandre Magno Lins Soares
Venuse Braga Pires
Roberto Augusto Brito
Luizabeth Araújo
Carlos Antonio Lins
Sylvia Siqueira das Graças
Cláudio Galvez Kovacic
Vitor Albuquerque Buriti
Paulo Giacomini
Patrícia Werlang
Fábio Pereira Neto
Wendel Alencar de Oliveira
Moysés Longuinho Toniolo de Souza
Gladys Almeida
Maria Cristina Pimenta Oliveira
Janete Alves da Silva
Jacqueline Rocha Côrtes
José Marcos de Oliveira
Américo Nunes Neto
Ramon Luiz Bello Costa
Laurinha de Souza Brelaz
Juçara Portugal Santiago
Francisco Orlaneudo de Lima
Mirtes Brígido Machado
Luiz Sousa Morais
Aurea Celeste da Silva Abbade
Ana Cristina Carvalho de Oliveira
Regina Cláudia Barroso Cavalcante
José Reginaldo Mesquita da Silva
Paulo Barbosa Fernandes
Gabriela Leite
Tânia Tenório
Fernanda Lopes
Elaine Mauricio Bezerra
Francine Correa
Ivete de Albuquerque Xavier
Daniel Francisco
Joan Alves da Silva
José Carlos Veloso
José Glebson da Silva
José Mauro da Silva
Josué Barros
Kariana Guérios
Kátia Guimarães
Laurent Zessler
Manuella Donato
Marta Guerra
Roseane Souza dos Santos
Sergio Souza Costa
Wilza Vilella
Alessandra Nilo
Jair Brandão

DIVISION/INSTITUTION
Diaconia
CES – Sexualidade, Gênero e Raça
Rede Pernambucana de Redução de Danos
CTA - Paulista
Atos de Cidadania
Satyricon
AMNE
Articulação AIDS em Pernambuco
Grupo Cactos / Fórum de Mulheres de Pernambuco
Casa Herbert de Souza
Movimento Infanto-Juvenil de Reivindicação (Mirim-Brasil)
Plan International - Brasil
RNP+ Paraíba
RNP+
GAPA/RS
RNP+ Curitiba
RNP+ Nordeste
RNP+ BA
GAPA/BA
ABIA
RNP+ Rio Branco
RNP+ Brasil / MNCP+
Conselho Nacional de Saúde
Fórum de ONG/AIDS de São Paulo
GAPA/MG
Rede Amizade e Solidariedade as Pessoas com HIV/AIDS
Capítulo Brasileiro da ICW
Fórum de ONG/AIDS do Ceará
Fórum de ONG/AIDS do Ceará
RNP+ PI
GAPA/SP
Associação de Luta pela Vida – ALV/Roraima
GAPA/CE
RNP+ TO
GAPA/DF
DAVIDA/RJ
GESTOS/PE
UNFPA
Centro da Mulher 8 de março
Grupo de Travestis
GESTOS/PE
GESTOS/PE
Grupo de Mulheres
GAPA/SP
Grupo de Homens
Grupo de Homens
Grupo de Homens
GESTOS/PE
PN DST e AIDS
UNAIDS
GESTOS/PE
GESTOS/PE
Grupo de Mulheres
GESTOS/PE
ABRASCO
GESTOS/PE
GESTOS e RNP+/PE
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