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ABOUT THE MEETING

This Expert Meeting on HIV/AIDS and Human Rights in Asia-Pacific was held on 23-24 March 2004 in the United Nations Conference Centre, Bangkok, Thailand. The meeting was organized by the Asia-Pacific Regional Office, UN Office of the High Commissioner for Human Rights. Participants included representatives of government, United Nations agencies, academia, and civil society.
Leading up to this meeting, there were country level consultations in several countries: Fiji, Nepal, Thailand, Cambodia, the Philippines, Laos, Bangladesh and Pakistan. Several other countries, including Indonesia and Malaysia, were planning to convene country consultations following the meeting. Sixteen background papers had been prepared on a diverse range of topics relating to HIV/AIDS and human rights, and circulated to all participants. Draft recommendations had also been prepared and circulated prior to the meeting. 

The objectives of the meeting were: 

· To provide an overview of the realities of the human rights situation associated with HIV/AIDS in Asia-Pacific. 

· To elicit examples of best practice responses in the region.

· To identify the challenges as to why the international guidelines have not been implemented in the region.

· To formulate recommendations on how to overcome the challenges, and integrate human rights into responses to HIV/AIDS in the region.

The Expert Meeting was organized as part of a broader project being implemented by the Asia-Pacific Regional Office, UN Office of the High Commissioner for Human Rights. The objectives of the project are: 

1. to increase awareness, especially among government officials in Asia-Pacific, of the patterns of stigma and discrimination and other human rights violations experience by people living with and vulnerable to HIV/AIDS in Asia-Pacific.

2. to create an advocacy tool to help gain commitment from Asia-Pacific governments to take specific measures to address the HIV/AIDS epidemic at a national and regional level, by developing recommendations (with specific reference to vulnerable groups) on how to tackle human rights issues relating to HIV/AIDS through legislation, policy and action. 

3. to identify follow-up initiatives for UN agencies, government agencies, NGOs, national human rights institutions and business enterprises that incorporate the recommendations into advocacy and training in the region.

4. to develop a network of advocates in the UN, government agencies, and civil society that will work together to address human rights issues relating to HIV/AIDS. 

5. to integrate a human rights perspective into the work of the Asia-Pacific Leadership Forum on HIV and AIDS (APLF).

TABLE OF CONTENTS
7WELCOME AND INTRODUCTION


7Nicholas Howen


9Presentation: The Relevance of Human Rights to HIV/AIDS


9M. Puravalen


14ROUNDTABLE DISCUSSION


21WORKING GROUP REPORTS: VULNERABLE POPULATIONS


21Sex workers


23Injecting Drug Use


25Women


27Other Vulnerable Populations


29Mobile populations


33Children and Youth


35People Living with HIV/AIDS


36WORKING GROUP REPORTS: SECTORAL ISSUES


36Law Reform


38Health


39Workplace


42Education


44WORKING GROUP REPORTS: SUB-REGIONAL ISSUES


44Pacific Islands


46Southeast Asia


48South Asia


50North East Asia


51FINAL PLENARY


51Strategies to advance recommendations from the meeting


51Asia Pacific Leadership Forum


52Where To From Here?


53ATTACHMENT 1: MEETING AGENDA





WELCOME AND INTRODUCTION
Nicholas Howen 

Regional Representative for Asia-Pacific, UN Office of the High Commissioner for Human Rights (OHCHR)

I’m thrilled that all of you are here - we have an amazing group of people from throughout Asia-Pacific. I recall that a number of months ago what this started out as was a small round table of maybe fifteen to twenty people, and I look around now and I think we have quite a remarkable group of advocates, activists, experts, officials from throughout the region, here to talk about human rights and HIV/AIDS. 

When I travel around the region I still think that too often the responses to HIV/AIDS are driven by fear, a fear which is often born of ignorance, and a misplaced sense of morality. The human rights approach is an approach which grounds us again in the equality of all human beings, and reaffirms the common humanity that we all have. These are the fundamental values and principles that will underlie the next two days. 

This expert meeting on HIV/AIDS and Human Rights in Asia-Pacific really has happened because of a partnership of people. The inspiration is when Susan Appleyard - my program officer here who is the driving force behind this meeting - was listening to Susan Paxton from APN+ speak early last year about the research that APN+ has done in Asia Pacific. It was so inspirational that the Regional Office started to think more about how we could support advocacy and action on integrating human rights into work on HIV/AIDS. So this is a partnership, it’s a partnership with United Nations agencies who have funded, and contributed their time and expertise to this meeting: UNICEF, UNAIDS, UNDP, ILO, UNODC, UNESCO, and of course OHCHR. It’s a partnership with non-government organisations, such as APN+, and organisations that have contributed both substantively and financially - Ford Foundation and Policy Project. And it’s a partnership with all of you who have contributed background papers, who have organized or participated in national consultations leading up to this, those of you who have commented on the draft recommendations, who have contributed your inspiration and expertise that has shaped this meeting. This meeting is therefore very much a result of collective effort and is the product of all of your thinking. 

Over the next two days we will attempt to answer at least four questions:

· What is the reality of human rights of those people who are vulnerable to HIV/AIDS and people living with HIV/AIDS? In other words how have the ideas contained in the 1996 International Guidelines impacted on people’s lives.  What has been the reality in Asia Pacific in relation to the implementation of the Guidelines and other relevant conventions and standards.

· Secondly we are trying to identify examples of good practices, best practices and lessons learned from initiatives related to HIV/AIDS that have adopted or attempted to adopt the human rights approach and examples of projects that have sought to address human rights issues associated with HIV/AIDS
. 

· In cases where the International Guidelines have either not been implemented or have not been successfully implemented identifying the reasons why, identifying the weaknesses, gaps and challenges to implementation.

· Based on what we find identifying (i) priority areas for action, for governments, United Nations agencies, and civil society, and (ii) recommendations for activities within these priority areas of action. 

Over the next two days I think it is important that we keep in mind human rights standards, which are both a statements of principle and a statements of law, have been accepted in one way or another by all states in Asia-Pacific, and that these standards are the framework that justifies our work but also against which our work can be measured. 

I do want you to enjoy yourselves while you’re here. I think the networking and the meeting of old friends and new friends is just as important a part of this process. I hope that while we’re dealing with very serious issues we will enjoy each other’s company intellectually, spiritually, and as friends and colleagues. 

I am more than delighted to be here - for me it is so exciting to be with this group of people from whom I am looking forward to learning a great deal over the next two days. 

 Presentation: The Relevance of Human Rights to HIV/AIDS

M. Puravalen

Asia Pacific Council of AIDS Service Organisations

When I was asked to come and share my views regarding human rights and HIV responses, I was asked to talk about the relevance of human rights to HIV/AIDS. When I looked at the list of participants and the objectives of the meeting, one thing was very clear. All of us have been long term activists in this field, all of us have competent working knowledge of what human rights are, what ethics are
 and the interactions between these various concepts. 

I want to raise a couple of queries that have constantly been debated and discussed among human rights activists in this field. I propose to take you very quickly back on a journey to where the human rights standards came from and the way they evolved. And then quickly take you to the practical application of the human rights standards, and then take you to the present context of the interplay between human rights and the other stakeholder, that is the state. At the end of the day, I propose to come to a very thorny area - that is our cosy relationship with the state. My question to you will be: does this particular relationship with the state accommodate the present day challenges facing the human rights lobby? So do bear with me, I will take you first through the historical perspective 

As we all will acknowledge, during the mid 80s when the HIV epidemic first took on a global face, we were confronted from a human rights perspective in a very clinical sense. We talked about stigma and discrimination
. We tWealked about the human rights responses provided by way of remedies. These violations were easily identifiable. We looked at it from the point of view of the person with AIDS. We grounded our interventions in terms of legal intervention strategies. For starters, this was the scenario around the early-mid 80s. 

Then we went down to the Jonathan Mann era, where we talked about the evolution of human rights vis-à-vis public health, where there was considerable discussion and controversy about this perceived antithesis between the human rights of the individual and the public good and whether these can be reconciled. There was initially some amount of controversy. Certain positions 
were taken in terms of the public health debate that some human rights activists felt were inconsistent with the classic approach to human rights concepts. But the gradual output of those controversies was that if you protect and promote the human rights of individuals, it was the same as protecting the interests of the state. If one examines the development of that debate it provides us a clue to future trends. 

Now we come to the present situation where we look at human rights playing a role in terms of the structural causes of HIV/AIDS. We don’t just look in terms of symptomatic relief or ex-post-facto relief of violations, but we also go further and look at the very underlying socio-economic and cultural causes of HIV. So if you talk about migration, we look in terms of violations of mobile populations. We also look at what is causing people to mobilize themselves in terms of trans-border migration. So we are looking backwards. If we look at sex workers, we are looking to the causes of sex workers. And if we look into public health discussions, if you are to carry out testing who is it for? Is it for the benefit of the sex worker? Or is it for the benefit of the public health environment? So this general further development into the structural causes itself is now appearing. 

This is a bird’s eye view of the three stages.

Having said that, I would emphasise the three distinct approaches that accompanied these three stages. The earliest stage was marked by confrontation. We inherited the legacy of the earlier bubonic plague public health legislation - quarantine measures, incarceration measures whenever there were vector disease outbreaks. There was a straightforward classic fracture of rights of the community and rights of the individuals. 

Then we moved onto the Jonathan Mann stage, where we talked about engagement. We talked about how when public health planners sat down at the table, NGOs and human rights activists were very happy that we could get a place at the table. We were all saying – “Bring us into consensus building. We don’t want top-down planning. We want to be part of the input at the initial stages because this affects our rights, we are talking about our lives.” We talked about civil society, NGO and community having a stake, having a place at the table. We talked about the interdependency of human rights. The state recognized their limitations in reaching out to marginalized communities; they felt that the NGOs could reach out better. 

Then we proceeded to a rights based approach, where we now come and look into the structural causes. We look at the vulnerability aspects of the various sectoral groups, and we take a
 macro perspective and it’s a holistic approach as to when to intervene. 

I will now take you back into the origins of the International Guidelines. We go back to the Universal Declaration of Human Rights, Articles 2, 7 and 29. If you trace it you will notice we looked at Article 2, an international standard that was applicable. Initially there was no such thing as standards, we were talking about the Universal Declaration, we sought refuge in the Universal Declaration Article 2 - equality. We talked about equality, we talked about the UN Human Rights Commission resolution which came about only in 1994. The Commission passed a resolution “calling upon states to ensure the laws, politics, practices, including those introduced in the context of HIV/AIDS, respect human rights standards and do not have the effect of inhibiting programs for the prevention of HIV/AIDS, and the care of persons…” This was the first time that we related back to the equality provision, and then translated that and took it a step further and referred to a resolution passed by the UN Commission on Human Rights and said there is this further upscaling of that equality provision in the context of HIV/AIDS. Even at this stage, we did not have a whole set of standards. 

In May 1988 we had the WHO 41st assembly, where there was some express articulation where they said “the WHO Assembly is convinced that respect for human rights and dignity for people with HIV-infected people and people with AIDS is vital to the success of AIDS prevention and control”. That was the first time that WHO had acknowledged that by way of a resolution. 

So if you look in terms of back drop, you look at the Universal Declaration, you look at the equality provisions, then you look at the evolution of that particular equality provision into the resolution of the WHO and the UN Commission on Human Rights. From there we go on to look at development of standards. And these two main events took place and they gave rise to standards. 

Next came the March 1994 WHO resolution and then we have the evolution of the State’s obligations for public health. Here again when you look back, and look at how did we actually translate this into a covenant that can be enforced against the state. Because these standards didn’t come out of a vacuum; these standards didn’t evolve without movement. Who was at the forefront of that movement, who actually developed these standards? So when we look back, we can see that it is a progressive realization that the Universal Declaration could be used for the purpose of converting it into a particular standard. That was later followed by the Declaration of Commitment from the General Assembly. 

So you can see the gradual evolution, starting with the Universal Declaration, the WHO, the Commission on Human Rights, the International Guidelines, and then the Declaration of Commitment. Over the last two decades we can see the evolution of the standards. Per se the standards didn’t grow out of a specific set of laws, they actually evolved responding to the pandemic as it moved along. I think many of us have either overlooked or forgotten that the development of the standards was not cast in stone. These were standards that were evolved at one particular session run by UNAIDS and OHCHR, but people are unaware that those are not permanent standards, they are dynamic not static. They are merely guidelines. 

The question then arises: are these standards human rights? Then you come into the debate about whether you can enforce, whether they are non-derogable in emergency situations where the normal criteria don’t apply. There is some confusion, some controversy about whether these standards are law per se, under international law concepts. There are some arguments that these are not law, they are basically persuasive matters that can persuade sovereign states, and there’s still this continuing debate about how we can go about enforcing. Although we do have Article 2.1 of the ICCPR which binds the states to introduce into their legislation, international law does not actually recognize in terms of sovereign obligations the use of these standards as mandatory obligations of states. So we are in a murky area.

When we talk about the earlier questions posed as part of the objectives of this meeting, as to how far we have succeeded in enforcing these international guidelines. We go back to the question: How do you go about enforcing it? What is the human rights response? When you talk about human rights, you talk about enforceability, you talk about adherence, you talk about compliance, then you have to look at the legal ramifications. How do you bring about the results that you desire? 

This is where I raise my concern. Over the last ten years, particularly the last five years, there has been considerable activity, a lot of effort whereby the human rights lobby has sat at the same table as the states. There has been a lot of active promotion by international funders as part of the pre-ordained agenda that the civil society NGOs and communities sit together and work in partnership with the states around the region. An illustration in which we can see this happening is the issue of testing. Testing came about in 1985 – it was a diagnostic tool, it was a medical procedure. The human rights lobby cried out and said ‘you’re violating human rights standards. You’re talking about mandatory testing, you’re talking about counselling, you’re talking about compulsory repatriation pursuant to testing’. The whole gamut of issues arising around testing - which is supposed to be a medical issue - came up. And then there was considerable discussion. What has happened to that controversy? Some human rights activists are saying that the medical lobby has hijacked the human rights position and turned it into a medical ethical issue. It is no more a human rights standard, it has now been taken away and placed in the public health domain and it has been reduced to the level of an ethical issue. So you can’t have mainstream legal intervention strategies for enforcement of a violation of a human rights standard, as opposed to the medical profession taking the initiative to enforce what they would deem the reasonable exigencies of their profession. And now if you look at WHO guidelines you’ll notice that it has been reduced to the National Medical Associations and National Medical Commissions – they’re the ones who have the strongest voices and the strongest say in what happens to this ethical aspect of the testing scenario. So you can see the evolution: the testing diagnostic tool, how human rights rebelled against it and said you’re violating our rights, and then gradually it goes into the public health domain and it gets taken away from the human rights lobby. I’m not saying there have been no successes and that this is the wrong approach – there is no right or wrong approach. What has happened in this process is that rights that have been claimed and asserted by the human rights lobby have been slowly assimilated and accommodated as a public health issue. That leaves us in a very cosy relationship where we sit with the State on the same table and we merely negotiate for our rights.

I ask the question: what does this mean? We started off as human rights lawyers and activists, we expounded and we claimed and we demanded our human rights. Later we see the assimilation of this whole debate being pushed into the public health domain, and we sit as partners with the state. So when we talk about state accountability, we look at the whole litany of complaints we have, and if we look who is the primary violator, whichever way you look at it there is only one answer. That is the State. I’m not saying the State has not responded, I’m not saying they are completely oblivious to the concerns and anxieties expressed by the human rights lobby. But the common denominator is still there. If you look around the region, if you look around the globe, the primary violator is the State. What is our answer? Here we are, we are human rights activists and lawyers, we are sitting looking at the tools that we normally use as strategies. What’s happened to our tools, what’s happened to our instruments? 

The question I pose to you is: why are we keeping quiet? Why are we sitting here? I’ll give you examples of where we are keeping quiet, as to how the human rights sharpness has been blunted by our present engagement in terms of dialogue. I’m not saying this in an absolute sense, it is a relative sense. But are we losing our focus as human rights activists? When we talk about engagement not confrontation with the State, the two clearest examples that have happened in the last five years would be South Africa and Brazil. There the human rights lobby did not concede, did not give way, did not accommodate. The only way they could articulate their human rights expectations and standards was to go on a collision course with the state in terms of patent rights, in terms of WTO, in terms of TRIPS. There were no half measures. There was no “win-win situation”. It was “we are talking about lives, we are talking about our rights”, and that is the only situation I can use as a personification of non-concession of the human rights lobby maintaining its autonomy and persevering in its actions against violations. If you look all around us, if you look at IDUs, sex workers, migrants, whichever sector, if you look at our actions over the last three or four years, around the table, there have been gains by having a partnership with the State, but at the same time the culpability of the state is very clear. Some people talk about it in reverse terms – they talk about states’ obligations and responsibilities. But from a human rights angle, the concept is culpability – you’re responsible, there is a duty, you’ve not performed. And then we also talk in terms of accountability – how do we go about enforcing? We are sitting in the same process; we are not at a distance where we can enforce it objectively and impartially. We are part of the process - has this therefore diluted our strength? These are concerns, these are anxieties. How do we go about realigning our strategies? Is this actually a compromise or is it otherwise?

In the last three years we have taken a place at the table, sat down in partnership, forgotten about our strategies in terms of culpability and accountability. That is why you have the Declaration of Commitment being a very toothless tiger document. We are going around with a begging bowl around the states, asking us to record, document, monitor the states obligations. But in terms of enforceability you will notice in the last two years the responses that we have documented are completely negligible. And then you look and ask ourselves why is it that we can’t enforce the states’ obligations, why is it the states always give this response of being under-resourced and the string of other reasons that they usually put forward in advance. It is because the human rights lobby has, as part of its strategy of sitting down at the table as a partner in a working relationship, lost its ability to implement its own traditional strategies. And I’m juxtaposing this with Brazil and South Africa, I’m saying “Where they right, or is there a third way, an alternative method?” I’m asking us as human rights activists, have we compromised our duties to our constituencies? Are we too comfortable sitting down with the state and not holding them accountable? Have we lost sight of our first objective - that is to promote and protect rights? Where is the rights regime, where is the language of rights? Are we allowing our human rights agenda to be hijacked? Have we abdicated our responsibilities to our communities? Have we lost focus? So at the end of the day my basic question would be - state culpability, accountability and human rights response, where are we? 

I think the problem is no better reflected and personified than in the enforcement of the document of commitment. We have evolved. The last 5 years has shown how important we are. But we cannot move forward. We can only plead, we can only ask, we can only request. We cannot enforce. 

ROUNDTABLE DISCUSSION

To lay the ground for Roundtable discussion, two commentators were invited to give responses from the floor to Puravalen’s presentation.

Vivek Divan, from the Lawyers Collective HIV/AIDS Unit in India, gave the first response. 

Not convinced that we have failed as a human rights community, or lost our way. In India we increasingly see a larger understanding in vulnerable communities of rights, such as citizenship, demands of life and liberty etc. There is an increasing clash with the State. There are more reactions to state repression, more challenging of the State (for example sex workers, men who have sex with men), and they have a better articulation and understanding of human rights. 
We have to be able to better demonstrate that a rights-based approach works, and that it contributes to the control of the epidemic. We have not been very good at that as civil society. We need to demystify the UN processes, documents and guidelines, and to communicate them better. People don’t automatically think in the rights framework about their lives.

In South Asia, virtually every government has wonderful policies in place – the rights based approach is clearly articulated. However there is very little actualization or implementation of the rights based approach. There is a need for building of capacity within government. For example in India, the rights-based approach is within the understanding of the national AIDS program, but not in the broader health ministry, or in any other government ministry, or state-level ministries.  

In South Asia, there is a complete gap on concrete legislation. Policies are vague and unenforceable, so there is a big gap. South Asian Constitutions do articulate human rights protections – that’s where the recourse lies in the human rights framework. But there is very little case law in South Asia of approaches to the judiciary to establish rights in the HIV context – apart from India and Bangladesh. 

Mr. Chaitanya Lakshman, from the University of the South Pacific in Fiji, spoke from a Pacific perspective. 

In the Pacific, the public health laws are very out of date, and need to be thoroughly reviewed. They are in conflict with human rights principles. All law needs to be looked at. More work needs to be done to recognize the right to health of PLWHA.
In Fiji compulsory testing is a huge issue. The State wants it, but civil society is against it. Civil society argues that it would be a breach of the Constitution, and the Human Rights Commission has said it is in breach of individual rights provisions of the Constitution. 

Who is violating rights? It is the duty of the State to protect rights of all, irrespective of status. There must be no compromise by activists, advocates, and NGOs in ensuring that rights are respected. Pacific NGOs are doing very good work – they are not keeping quiet. In relation to WHO and TRIPS, sooner or later we will need to make a stand. We do not have access to a lot of funds, and we need cheaper drugs in our countries.

Usually there are strings attached to NGO funding, and donors try to pull the strings, trying to get NGOs to keep quiet. NGOs are in bed with the state to get what they want. NGOs have not lost focus and are accountable to their own people.

In summing up the discussion from the chair, Nicholas Howen expressed the view that perhaps it is not an either/or situation. It is a difficult and complex situation, but on different rights there may be a different approach. It is a live issue in all areas of human rights – public advocacy versus partnership and negotiation and consensus building.

In the Roundtable discussion, the participants were invited to identify the most important human rights issues associated with HIV/AIDS in Asia-Pacific. Participants were asked to flag issues they wanted to have discussed at the meeting, or included in the recommendations from the meeting. There was also an invitation to make observations on the draft recommendations, which had been circulated before the meeting.
The discussion took place under Chatham House rules. The following is a summary of key points made and questions raised during the discussion.

· To what extent are companies and the private sector responsible under human rights standards, e.g. discrimination against HIV positive workers? We should not focus just on government. Governments in this region have more and more laws banning discrimination on the basis of HIV, and providing remedies.

· There are a lot of contradictions between government policies. For example we have a lot of programs for sex workers, injecting drug users etc, but at the same time these activities are not legitimised or legalised. The issue was raised of adolescents wanting to be tested but requiring the consent of their parents.

· This meeting is happening at a crucial point - on the eve of access to anti-retrovirals by many more people. For example, Indonesia has an initial target to put 5000 people on ARVs. There are not that many people in Indonesia already diagnosed and in need of treatment. It is a concern that the government may coerce testing in order to achieve that quota. This emphasis on numbers and quotas is reminiscent of the early days of the epidemic when people counted only the number of condoms distributed, not the impact. It is crucial that we guard against coerced testing. People who are tested without consent are more likely to face discrimination. 

· The state is not a homogeneous unitary body. The process of policy change is messy, ongoing, and incremental. We cannot deal only in absolutes. Battles for human rights and effective responses need to be fought at different levels in different ways. 

· The recommendations need to be prioritized. Some are more important, some are more achievable. We always need to keep in mind that there are multiple competing priorities, other than HIV. There is an obligation on donors to make sure resources are available in quantity to meet some of these priority rights. After so many years it is clear what needs to be done - why are so many projects still designated as pilot projects? Successful projects need to be scaled up.

· The director of UNODC is now the head of the UNAIDS co-sponsors. He has declared drug use, prisons and trafficking as key issues.

· There is a report card on country responses to the UNGASS declaration. Much of the responsibility at the national level continues to rest with the public health sector. How can other sectors be engaged? Even if public health takes on human rights, there needs to be extraordinary advocacy to other sectors, e.g. public security and law enforcement.

· Most constitutions promote equal rights for men and women. But do women and children get access to justice in practice? Allocation of government resources (including human resources) indicates the priorities. 

· It is not just the State that discriminates. What about community-sanctioned discrimination – how can this be addressed? The draft recommendation document comes across as “civil society good, state bad”. In the work some of us do, civil society is the worst enemy. Civil society actively helps the state to violate the human rights of sex workers, MSM, PLWHA.

· We need to critically examine the policies of the international financial agencies vis-à-vis HIV/AIDS. We also need to look at conditions on bilateral funding from some governments in relation to issues such as abstinence, conflation of trafficking with sex work, etc. 

· The issue of voluntary testing is being looked at by the WHO 3x5 initiative. It is a matter of great concern that they will possibly be supporting a routine testing model rather than voluntary testing. 

· In the context of migration, poorer countries are trading off migrants’ rights for economic gains. They are acceding to the demands of receiving countries for mandatory testing, even when this is prohibited at a national level. Health is used as a tool for migration control in bilateral agreements. Regional-level advocacy is needed.

· Referring back to Puravalen’s presentation in terms of three “stages”, the Pacific is still at Stage One. The stages are not fixed in time. A lot of discussion presumes strong states. In the Pacific there are failed states (e.g. the Solomons) and weak states. 

· Making international declarations does not necessarily create political will. Political will is shaped by the people. Actions by the state will not change individual attitudes. The top-down approach is not effective.

· The state is the main – sometimes the only – provider of education. Education needs to be looked in terms of:

· A location for delivery of information on HIV,

· The right to education. In Kenya, there is a project providing free school uniforms to girls who are sent to school. This project appears to be succeeding in keeping girls at school longer, and also reducing vulnerability to HIV.

· Law / access to justice is important in creating standards, but stigma and discrimination come from individual and social norms. There is a need to change mindsets, norms and values. 

· There is a need to consider the issue of minority vs. majority interests, and perceptions in government that “we are representing the majority”. 

· Most governments in the region receive bilateral and multilateral funding. Human rights issues need to be included and made sustainable.

· We need to bear in mind that in several countries we have not only civil law but religious law. In the region we have several faith-based states. This is not mentioned at all in the draft recommendations.

· In some countries in the region, the term “human rights” is itself very sensitive. HIV/AIDS could be a good entry point to push the envelope of human rights. 

· There is a need to pay attention to issues of culture. In many countries in the region, cultures of “owning children”, or respect to elders, are strongly ingrained. 

· Splitting of the population into vulnerable groups is not realistic. There are often multiple or compounded vulnerabilities, that are structural in nature. We need to avoid creating a hierarchy of vulnerable groups.

· In traditional societies (e.g. Pacific) we need to look at group rights as well as individual rights.

· Looking at GIPA – how to build capacity of PLWHA? Self-stigmatization is a serious problem in many of our countries. Many PLWHA do not want to identify themselves or speak publicly. 

· At this time of scale-up of anti-retrovirals, there is a key issue of equity. Who gets access and how do they get access?

· The draft recommendations are very focused on laws. Human rights is a much more fundamental issue than just law. The draft recommendations talk about non-legal actions, but they don’t tell us how to do this practically. There is a lack of understanding of what drives stigma. 

· Over the last 15 years, there have been three modes of programming in HIV: directive, service delivery, rights based.

· The vulnerabilities of some “vulnerable groups” – e.g. sex workers - go far beyond HIV. It is yet to be seen whether people working on HIV issues will also consider those vulnerabilities.

· We should not see the state just as a huge monolith. We must recognise and disaggregate the different players. For example, National Women’s Commissions or Human Rights Commissions have some autonomy and can be partners. Also we need to recognise that there are different levels of government, and there is a need to work with state and local governments, not only central governments.

· We need to give more prominence to the idea of human rights audits and legislative audits. The audit document contains in succinct form most of the issues contained in the larger draft recommendation document, and could be a better tool. 

· One of the objectives of the meeting is to integrate human rights into HIV/AIDS responses. Equally, HIV/AIDS needs to be inserted into human rights responses. These are complementary approaches.

· We need to look at issues of globalisation, and particularly the economic liberalisation occurring in Asia, that drives many of the governments and international financial institutions such as the World Bank. The multi-sectoral section of the draft recommendations does not talk about trade and economics and finance. There is a need to help governments recognise how trade impacts on HIV, whether through production of ARV, mobility of workforces, or in other areas.

During the roundtable discussion, there was a brief presentation of the draft recommendations. Chairing the session, Nicholas Howen asked the group to consider a number of questions about the draft recommendations:

· What tool or tools can we use to advance the agenda?

· Is the format or content too dry? Do we need a different form of document?

· Should we think about the possibility of including examples, stories, presentations, cases, and patterns? 

· A possible model is the book produced by the Interagency Standing Committee a couple of years ago – Growing the Sheltering Tree. It is made up of actual practical examples from NGOs and UN agencies actual programs where human rights are integrated into humanitarian programming. 

Nicholas Howen emphasised that we will not have a final text by the end of this meeting. The recommendations and the format are not static. Throughout the meeting and afterwards, OHCHR is seeking ideas on how to deal with and present these recommendations.

WORKING GROUP REPORTS: VULNERABLE POPULATIONS

Sex workers

Issues

· Thailand 

· 100% condom campaign  - Condom use all the time with everyone for every act of sexual intercourse

· Successes need to be critically evaluated

· Philippines

· Sex work is illegal

· Working with sex workers in the street and holding focus group discussions to support needs analysis

· Onsite free medical clinics

· 35 peer educators trained
· Micro-finance and income generating activities (not so successful)

· Problems include

· Sustainability of programs

· Relationship between the sex workers and the community (some marrying without disclosing)

· Leaving the sex industry and marrying, and then becoming infected

· India – collective bargaining approach

· Collectives being formed and strengthened for better negotiation 
· Negotiate better working conditions, better living conditions 

· Ownership is key – sex workers design the programs themselves

· Human rights – language of rights is a tool and does not necessarily lead to justice. It is useful to negotiate better health care (e.g. medicines, better treatment)

· Collective approaches can help to address the compounded nature of the problem. Treatment of sex workers with dignity and respect as human beings

· Calcutta – collective bargaining and bringing sex workers and society together

· Sonagachi (Kolkata) programs, community mobilisation

· Collective bargaining has led to mainstreaming of sex workers as well as the policy making bodies

· DMSC replicates Sonagachi model across West Bengal

· General problem areas

· sex workers who do not identify themselves as sex workers

· street based sex workers

· street children who practice sex work

· issues regarding sexuality are still taboo

· criminalization and selective policing of sex work and sex workers

· mobile populations

· undocumented migrants, eg, in  Singapore, Malaysia, Saudi Arabia. Migrants are invisible and this creates increased barriers to accessing information and services. 

Best practices

· India: Collectivization model from VAMP in Sangli district of Maharashtra.

· Philippines: The peer education model from Manila

· Sex worker organizations are the best advocates for the rights of sex workers, e.g. Empower Thailand, DMSC (Durbar Mahila Samanwaya Committee) India.

Recommendations

· The capacity of sex workers should be strengthened to design, plan and implement interventions through participatory processes. Policy guidelines should emphasize the need for bottom-up processes rather than top-down processes.

· Collectivization of sex workers will ensure more capacity for workers to determine their working conditions and help sex workers to combat violence and to negotiate safety. The policy guidelines should emphasize self-organization and self determination as key strategies for HIV/AIDS interventions with sex workers. 

· Judgmental attitudes that are deeply embedded in the structures of society help to create an environment of abuse that perpetuates violence against sex workers. The human rights violations that sex workers face increase their vulnerability.

· The concept of “sex work as violence” prevents society and state from responding to the violence and abuse within the trade. In many countries of the region “prevention” of sex work is being used as a strategy. This strategy drives the issue of violence against sex workers underground.

· There is a need to create a collective consciousness amongst sex workers to increase their ability to negotiate safety and assert their rights. There is a need to move beyond condom-centric targeted interventions that are insufficient to assure behaviour change or sustained safe sex practices. Community development and mobilisation approaches need to be adopted to build the capacity of sex workers to work collectively and assert a rights agenda.

· There is a need to build coalitions with state and non-state actors to ensure that the rights of vulnerable groups are protected. Self-worth and dignity should be the guiding principles upon which programs are designed and implemented.

· In relation to the draft recommendations relating to sex workers:

· The recommendations are too focused on the legal framework.

· The recommendations should address societal and structural inequalities, power relations and powerlessness.

· Decriminalization of sex workers is just one element of law reform. Other laws and their use also need to be reformed.

· The recommendations are premised on the accountability of individuals and sex workers to protect themselves and others, and not on the accountability of other actors such as the State

· The use of the audit in the appendix needs to be reconsidered. The audit is only an assessment of laws and not the underlying cultural, social and political determinants that contribute to the vulnerability of sex workers.

· Trafficking is not synonymous with sex work, as sex work may be a chosen occupation whereas trafficking involves coercion. The two issues need to be addressed separately.

Comments/feedback from Plenary

· It needs to be clearly emphasised that sex workers are women and men who are entitled to their human rights

Injecting Drug Use

Issues

· Stigma and discrimination against HIV positive drug users is a global issue. The priority is to address the issues rather than rehearse the complaints.

· To address IDU issues we have to address the causes. There is a general lack of evidence for how human rights violations affect HIV vulnerability. There is not enough research.

· In the absence of evidence, we need to think about what is most likely to be effective 

· The public security apparatus deals with drug issues not HIV; the health sector deals with HIV not drug use. The policy domains diverge and there is little cooperation between sectors. This can be understood as a cause of stigma and discrimination. We need to look more carefully at the mechanisms through which this happens, including the current necessity for national legislative and regulatory provisions that define problematic drug use as indictable (criminal) offences.  We also need to promote further development of partnerships between the public security and public health sectors that provide convergence on the two related issues. 

· Demonisation of drug users in media and public discourse on IDU.

· Audits of legislation need to encompass HIV and drug policy and law.

· Visibility is being raised in Thailand and India as well as Australia and New Zealand by user based groups. 

· Understanding and promotion of human rights in relation to IDU is just in its early stages, lagging behind other areas of human rights. There is a perception that IDUs are less entitled to human rights than other vulnerable groups. How much does drug use impinge on the human rights of others?

· There is a lack of understanding of IDU in other approaches, for example GIPA.

· There is a lack of attention to the vulnerabilities of women IDU. There tends to be denial that women may be IDU, and issues of sexual vulnerability are intertwined with drug use. There is a lack of services for women IDU, and a lack of access to treatment.

· There is a lack of visibility and lack of treatment options for young drug users.

· There is a tendency to stereotype drug use as drug abuse.

· Drug use can be conceptualized and dealt with under different models, including the criminal justice model, the health model, and the disability model. While the health model has its advantages, there is a danger this will legitimize coercive approaches, without the procedural and rights protections built into the criminal justice model.

Best practice

· Cambodia’s memorandum of agreement between the National Authority for Combating Drugs, and the National AIDS Authority to address illicit drug use and HIV/AIDS. 

· Cambodia’s pilot needle exchange program through a non government organization. 

· Thai Drug Users Union advocacy for improved harm reduction responses, including a grant of money from the Global Fund.
· Indonesia: peer based model of Addicts helping Addicts.
· Viet Nam National HIV/AIDS Strategy includes a significant component dealing with harm reduction.
· Indonesia: advocacy program on harm reduction by FHI etc.
· Viet Nam: needle and syringe exchange at Haiphong/Lang Son.
· InterNews in Chiang Mai, providing advocacy and training with media.
· Hong Kong methadone maintenance program.
Recommendations

· Recommendation 21 is good, but needs to be strengthened.
· Recommendation 25. Add: “That HIV/AIDS and drug policies need to be harmonized, and that legislative audits and policies should take into account whether these are divergent.

· Recommendation 26. Add reference to encouragement of diversionary practices.
· Recommendation 27. Drug treatment services should adhere to internationally recognized treatment standards and human rights.

· In the recommendations overall, there needs to be attention to the diversity in IDU, recognizing that there may be multiple vulnerabilities, i.e. breaking down the barriers between “vulnerable groups”. 

Comments/feedback from Plenary

· Recently when all drug control officials in Cambodia were brought together, the Prime Minister made a statement that people with drug problems should not be considered as outlaws, but as sick people.  The statement reflects the importance and influence of informal guidance by senior statespersons in the promotion of human rights, especially rights to health by people with problematic drug use.  

· In Section G, Cross Border Regional and International Issues, after….Commission for Asia and the Pacific…insert ….ACCORD (ASEAN and China Cooperative Operations in Response to Dangerous Drugs)…

Women

Issues

· Women are biologically and physiologically more vulnerable than men.

· Women often have no ability to exercise their right to reproductive health. The female condom is not promoted or readily available. Myths endure about a man being cured by having sex with a virgin.

· Women face a greater burden of caring for infected partners, children and other family members.

· Women have more problems in getting access to health and other services, including access to justice. Women are subject to patriarchy and double standards, dowries and early marriages, inheritance and property rights.

· In some countries HIV surveillance data is not disaggregated by sex.

· Positive women are more likely to face discrimination than positive men (APN+ research).

· Women are often tested when they are pregnant.

· Positive women are discouraged from having children. They are sometimes coerced into having an abortion, or sterilised after giving birth.

· Women are often physically abused when they test positive. When both spouses test positive, the women are often blamed and face violence from their husbands. 

Best practices 

· Pakistan: Lady Home Visitors.

· India: Peer education amongst sex workers in Gujarat.

· Philippines: Wives of seafarers are organized and conducting peer education and addressing sexuality issues at community level.

· Stepping Stones peer education in village situations has been very successful in Africa. Why hasn’t it been used in Asia Pacific?

· Viet Nam Women’s Union – a mainstream women’s organisation which is active on HIV issues.

· Hyderabad, India. Public/private partnership organizing for positive women to take on outlets for distribution of milk, milk products, ice cream etc.

Recommendations 
· We need more research and information on women and their vulnerability (including cultural data) to inform evidence-based action and policy advocacy.

· An advocacy tool needs to be developed, highlighting key issues on woman and HIV/AIDS.

· Women must have easy access to information on the epidemic.

· Lobbying for HIV and human rights (women’s rights) must feed into the  upcoming Beijing +10 and ICPD +10 (International Conference on Population and Development) processes.

· Sexual and reproductive rights need to be mainstreamed into human rights.

· There has to be expanded availability of voluntary counselling and testing, and protection of confidentiality.

· There is a need for a guidebook for women on HIV and human rights.

· HIV and HR perspectives should be incorporated into review documents on progress in achievement of Millennium Development Goals and Poverty Reduction Strategy Papers. 

· Curricula for training of health care workers, judges, law enforcement officers etc needs to include gender issues and HIV.

· Gender and women’s issues are cross-cutting issues and should be included in every section of the document.

· There should be advocacy with religious leaders and local leaders regulating communities and societies through customary laws.

Comments/feedback from Plenary

· Positive women should have the right to antiretroviral treatment in their own right, not just to prevent transmission to their child.

· Another key cross-cutting issue is masculinity and constructions of masculinity. 

· UNAIDS will run a campaign on Women and AIDS in 2004-2005. Information is on the UNAIDS website.

· There is a new Special Rapporteur on the Right to Health. The focus of his current report is on sexual and reproductive health. 

· Marriage is one of the greatest risk factors for HIV. Current responses do not address the marriage situation. This is still a great challenge for HIV programming. 

Other Vulnerable Populations

Issues

· The group began by identifying other vulnerable populations that were not included in the draft recommendations. These populations include:
· Ethnic minorities
· Stateless people
· Illegal immigrants
· Religious minorities
· Rural/remote populations
· Street children
· Poor people
· Illiterate people
· Prisoners (beyond just the formal adult prison population).
· The group felt that listing/ separating out populations helps to stigmatize or reinforce stereotypes. It was also noted that the groups are not mutually exclusive. The conclusion was that the human rights model should not do this, but should look at structural issues, or the causes of vulnerability. This change in model can encourage a change in discourse from the separateness of the existing epidemiological model.
· The group then discussed structural issues, or the causes of vulnerability. Again, these causes are not mutually exclusive. The majority of these causes relate to exclusion:
· Minority
· Lack of legal status
· Geographical remoteness
· Poverty
· Literacy
· Dislocation of livelihoods.

· Other causes, not necessarily related to exclusion, were the impact of globalization, and the lack of personalization of HIV as an issue by individuals.
· Power dynamics also need careful consideration. State, religious and social moralities provide the cultural milieu for vulnerability. “Official” morality decides who is human and who is not human. This is an ideological issue… It also needs to be recognized that human rights is an ideology, so simply prescribing rights, without acknowledging the clash of ideologies - and need to change – will be ineffective. It should also be noted that prescriptive approaches can “backfire” or be seen as attacks upon sovereignty.
Recommendations

· The draft recommendations need to be rewritten to take into account the use of the human rights model as focusing dialogue on structural issues.

· The priority in considering vulnerability is the dynamic of moral, religious and cultural factors (ideological factors). 

· The audit document is good. In many ways it is better than the draft recommendations themselves, because it focuses on vulnerabilities rather than groups. However it only focuses on the law. Each question starts “What is the law….?”  In each case, the audit also needs to ask “What happens in reality?”
Comments/feedback from Plenary

· Some participants expressed concern about what we will do in practice if we do not think in terms of groups. Another argued that there are structural realities that we have to deal with on a day-to-day basis, e.g. prisons and prisoners. While the group’s theoretical underpinnings are appreciated, there needs to be more of a focus on practical activities in the real world. 

· UNAIDS takes a multi-pronged approach to vulnerability: conceptually looking at structural factors; programmatically working with groups.

· There are multiple vulnerabilities – there is a need to look at indicators and creating enabling and supportive environments for a multiplicity of vulnerable populations. 

· There is something missing at the beginning of the recommendation: an explanation of why rights are important. This is not a “given”.

· We need to discuss human rights and HIV in emergencies – whether natural disasters or man-made – particularly in our region where there is internal conflict and cross-border conflict. 


Mobile populations

Issues

· Migration changes identities, including sexual identities, and legal status, making migrants vulnerable to HIV/AIDS and human rights abuse.

· Migrants should be treated as heterogeneous groups (documented vs. undocumented, internal vs. international, voluntary vs. forced, male/female etc) with varying vulnerabilities, risks, and needs.

· The role of the state is crucial in both sending and receiving countries. It can be positive or negative. Governments often trade off migrants’ rights (both outgoing and incoming) for economic gains. The power and capacity of sending states to protect their nationals is often small vis-à-vis receiving countries. Few countries have ratified the Convention on the Rights of Migrant Workers and Their Families. Multilateral and bilateral mechanisms are needed.

· There needs to be active participation of civil societies within and across sending and receiving countries. The rights of human rights defenders must be respected. 

· The role of recruiting agencies is important in protecting the human rights of migrants. Can partnerships be built with the private sector to better protect migrant workers?

· There is often mandatory testing for labour migration. Migrants often have no access to treatment. Service providers and frontline personnel in agencies dealing with migrant workers often lack capacity and knowledge of HIV issues. Health services need to be appropriate, accessible and affordable for migrants.

· Conditions in detention centres and detention camps for migrants are often very poor. There is abuse (including sexual abuse) and torture of detainees, and other human rights abuses.

· Many migrant workers work as domestic workers, often outside the ambit of national labour laws, and without the protections afforded to workers in other workplaces.

· When migrants with HIV return home, there are often complex issues with families and communities, and a lack of reintegration assistance.

· There is a need to take steps to ensure that remittances of migrants, which account for the wealth of the country, are safeguarded and channelled into productive investment to increase the human security of migrants.

Best practices

· Philippines: the government has a range of policies to protect the rights of migrant workers. Many NGOs are helping the government to protect migrants, including HIV/AIDS programs. The government sends social workers and health workers to countries with a lot of female migrants.

· Thailand: the government has a relatively good health insurance system for registered migrant workers

· Lebanon: migrants from the Philippines have formed a labour office which provides counselling and information on a range of matters.

· Cross-border NGO partnerships, involving different local stakeholders, building trust between locals and migrants.

· Philippines: messages to migrants from the involvement of community/ families to help migrants.

Recommendations

· Use international frameworks as instruments to protect the human rights of migrants, such as the WTO, UN conventions, bilateral agreements and memoranda of understanding between governments. Advocacy is needed at both regional and international levels.

· Separate migrant groups for more effective protection of their human rights.

· Governments should allow migrants to form associations or unions in both sending and receiving countries.

· Embassies should accept their role of helping migrants, protecting them, providing information and support

· Communities should be mobilized to support migrants. Negative perceptions and attitudes can be changed. It is essential to have families involved in community based interventions

· Provisions relating to HIV/AIDS should be integrated into contracts signed by workers and employers. Governments can require employers to do this.

Comments/feedback from Plenary

· The recommendations of the group do not make sufficiently clear connections with HIV/AIDS. More work is needed to spell out the links.
Sexual minorities
Issues

· Sexual minorities experience cross cutting and multidimensional vulnerabilities. A high proportion of feminine men experience violence and sexual assault as children and youths, as well as ostracism and family rejection. Many have complex issues related to childhood problems including drug use and mental health issues. Limited occupational options mean that some men engage in sex work to enhance income. 

· Services seldom address multiple needs in a coherent way. Drug use services generally do not address sexual heath needs or sexuality issues. Sex work programs such as 100% condom use programs often do not consider the needs of male sex workers. There is a need for more holistic and better connected responses to the needs and rights of men who have sex with other men.

· Invisibility. The human rights of sexual minorities are often ignored by policy makers and program implementers. Governments, donors, NGOs and research bodies often have limited or no understanding of sexual minorities and issues affecting their vulnerability. Agencies show a degree of discomfort in providing sexual health, and care and support programs to sexual minorities because of the stigma associated with perceived sexual deviance. The needs and rights of diverse sexual minorities are generally not well included within social, behavioural or epidemiological research agendas. 

Best practices

· In Australia, gay and lesbian liaison officers have been established within the police service to assist in changing policing practices. This has helped NGOs to gain the cooperation of the police so that policing does not pose a barrier to health outreach to public cruising sites where men have sex with men.

Recommendations

· Reform of criminal laws should be informed by the general principle that sex between consenting adults should be legal. The full range of criminal offences including indecency and public nuisance offences need to be reviewed, as well as policing and prosecution practices. 

· Innovative hate crime models should be considered so that the criminal law can be used to protect rather than punish sexual minorities. Anti-discrimination laws are required that cover grounds such as sexuality and transgender status. Attention needs to be given to religious and customary laws.

· In advocating for law reform, great care needs to be taken to avoid a backlash from conservative legislators, particularly in those societies where religious law plays a central role. In Sri Lanka, attempts to remove the crime of sodomy resulted in the extension of the offence to cover men as well as women rather than the repeal of the offence. Therefore, it is important that education occurs first to lay the groundwork for law reform. It is important to recognise the limitations of law reform in changing the societal causes of vulnerability. Fiji now has sexual orientation as a status protected by the Constitution, following the South African precedent. As this protection was included without prior community debate, some backlash was experienced when the provision became known.

· Protective laws are important (e.g. confidentiality, non-discrimination) but they only work where legal systems are accessible and functioning. Laws may have limited beneficial impact if there is limited access to justice (e.g. no legal aid) or if the state is weak or corrupt.  

· There is a need to address norms and values that contribute to marginalisation of sexual minorities. Vulnerability is socially constructed. Communities are as culpable as governments in violating rights. Action aimed at changing attitudes is required at the family and community level via schools and the media, as well as at the political and government level.  Educational work with government should include a broad range of institutions, including in particular parliamentarians, the police and the judiciary. Law reform needs to be supported by ongoing educational work about the rights of sexual minorities, which broadens the understanding of gender choices and alternative sexualities.

· There is a need to use language that better reflects the diversity and complexity of sexuality, sexual behaviours and gender identity issues across the region. Policy analysis needs to be informed by an understanding of gendered roles in society (including gender choices) and the impact of concepts of masculinity and femininity on HIV vulnerability. Behaviours and identities that need to be considered include:

· Transgender men and women

· Feminine males, and their diverse social roles in different cultural contexts (eg Kothis in India and Fa’afafine in Samoa)

· Masculine men who play a penetrative role in sex with feminine males

· Female partners / wives of men who have sex with other men

· People who identify as gay or lesbian 

· Same sex behaviours in institutions such as prisons and the military

· Bisexual behaviours

· Culturally specific same sex behaviours such as sexual initiations

Comments/feedback from Plenary

The issue of gender choices and gender rights should be included in the discussion of sexual minorities.

Children and Youth

Issues

· The fundamental right of all children and adolescents to accurate information is not being fulfilled. This is a necessary precondition for an effective response (prevention, care and support, reducing stigma and discrimination etc) 

· In Asia-Pacific there are three broad groups:

· Children not affected (but all are still potentially vulnerable),

· Children affected (family, community, or personally because of higher risk behaviours),

· Children infected.

Recommendations

· There is an overarching concern that discrimination and stigma surrounding HIV is the biggest obstacle to an effective HIV response, and this needs to be highlighted in all areas of the recommendations.

· Title of section: Children and Youth? Children and Young People? Children and Adolescents, Children, Adolescents and Young People?  Definitions are important.

· Are we talking in this document of “children affected” (including those infected) or all children? Or only children at greater risk? 

· There is a need to review the recommendations in a life cycle approach (e.g. informed consent for HIV testing of a 2 year old is very different to that of a 17 year old) as well as structure in relation to rights of ALL children, and then the special/additional measures required to ensure the realization and protection of rights of children affected, and those infected.

· Within the recommendations, there is a need to ensure that children’s rights are included across all other categories/clusters (i.e. children are sex workers, children are IDUs, children are in prison, education, health, workplace, mobile populations, MSM, etc) and the additional measures required to ensure their rights are realized and protected in these areas (over and above that required for adults).

· Children have a right to a family environment and not to be separated from family and siblings. There is concern about the first line response of most governments, which is to build or support more orphanages or other institutions for children. There is a need in some cases for institutions, preferably as a temporary place for child, whilst community integration, or placement with extended family placement is put in place.  There is concern about the rights of children in institutions to adequate health care, education, special protection from abuses etc. Often there is a lack of guidelines, standards and monitoring mechanisms in institutions.

· Right to birth registration of all children. In some countries only the father can take the child to be registered, or the father must be present. With more children becoming paternal orphans, this poses a problem in getting registered. Without birth registration, in some countries a person cannot get citizenship papers, or have access to school or health facilities.

· Participation rights of children and adolescents: the right to be heard, to have views respected and taken into account. This is crucial in the context of an effective HIV response.

· Informed consent: young people have the right to choose to have VCT. At what age do young people have this right?). In many countries they must be 18 or 21, or have parents’ written consent. 

· Access of young people (legally) to clean needles and syringes/harm reduction. They have the same rights as adults in this regard.

· Early marriage of children (girls and boys) places them at higher risk. Laws must be strengthened and enforced.
· There is a need to understand and articulate in the document that there are multiple levels of duty bearers in relation to realization/fulfilment/respect and protection of children’s rights. This includes the duties and obligations of parents themselves.

· The UNICEF paper prepared for this Consultation has 8 recommendations which should be reviewed more closely for inclusion within this document.

Comments/feedback from Plenary

· IDU and harm reduction should be included within recommendations relating to children.

· Institutionalisation of orphans should be avoided.

· Children and youth need to be looked at through a gender lens. Younger and younger girls are being trafficked for sexual exploitation.

· General Comment 3 on the Rights of Children and HIV/AIDS - issued by the Committee on the Rights of the Child in January 2003 - highlights the rights of children in relation to sexual orientation.

People Living with HIV/AIDS

Issues

· The reality of the situation for PLWHA is that they still face extensive discrimination: in employment, in health care, in other public settings, and in the family. Discrimination often arises from breach of confidentiality, and often originates from the point of testing, especially where the testing is not voluntary. 

· This working group focused on the roles or positions of PLWHA in the response to HIV/AIDS: in policy making, decision making, and in implementation of HIV programming. In many instances PLWHA are not recognized as having expertise. Often PLWHA are still not involved. Where they are involved, often there is tokenism, and there may be cooption. PLWHA are often expected to contribute their expertise as volunteers sitting at the table alongside people who are being paid high salaries.

Best Practices

· In Indonesia, positive people’s organizations have a good and respectful relationship of equality with UNAIDS.

· In India and Viet Nam, there are good examples of capacity building for less experienced PLWHA in representative positions – they may have a support person sitting with them in the meeting, interpreting (where necessary), supporting and mentoring.

· In India, IPN+ has a very strong system of training and backup for people in representative positions. For IPN+, it is not important that they may only have one position on a board or committee. The important thing is that the people in those positions receive consistent backup from a strong support network to make it clear to others in the meeting that it is not just an individual speaking. 

· The APN+ study of stigma and discrimination is an example of a very successful partnership between a regional positive peoples’ organization and academic institutions in a number of countries.
Recommendations

· Overall the draft document does not recognize or express the reality that PLWHA in this part of the world have been active in identifying and asserting their rights for a long time. The whole document needs to be reviewed with this fact in mind.

· PLWHA should not be lumped in recommendations with “vulnerable groups”. PLWHA have particular issues which deserve to be articulated separately and clearly.

Comments/feedback from Plenary

· Discrimination is multi-layered. In Bali, for example, positive people who belong to a low caste face more severe discrimination than others. 

· Positive people have a right to have sex. This needs to be written into the recommendations.

WORKING GROUP REPORTS: SECTORAL ISSUES

Law Reform

Issues

· A strong view was expressed by some participants about the need for more social science research on the use of the legal system and the role of different actors, before embarking on legal reform. While there was some support for this view, others expressed concern that such a principle could be used by conservative legal institutions to delay necessary reform, or to justify “exceptions” to implementation of international human rights standards. 

· Many participants argued that there are now well-established law reform agendas, as set out in the International Guidelines and Legislator’s Handbook. It is clear, for example, that continued criminalization of commercial sex, or male-male sex between consenting adults is inconsistent with international human rights standards. There is no need to re-invent the wheel on this, and law reform should not be delayed by social research. On the other hand, in view of traditional and religious prejudices in many countries, social research may be useful as a tool to justify law reform in particular jurisdictions.

· In looking at law reform, it is necessary to look at issues of enforcement and implementation, in addition to substantive legal issues. Justice systems are often exploitative and inaccessible to ordinary people, particularly to the most disadvantaged people who are affected by or vulnerable to HIV. Alternative dispute resolution systems need to be part of the law reform agenda.

· In several parts of Asia-Pacific there are customary laws and traditional extra-legal institutions. Some of these may be hostile to human rights concerns, e.g. courts run by feudal lords in Pakistan. Others may be usefully incorporated into a human rights response: e.g. customary law mechanisms in the Pacific, where the State legal system may be remote or non-functional. Capacity building may be required, but customary law systems may act as effective means of alternative dispute resolution.

· There is wide agreement that it is generally desirable to try to use existing mechanisms of enforcement, implementation and dispute resolution, rather than trying to create new ones. There is potential to make more use of the existing UN human rights mechanisms, including treaty bodies and special rapporteurs etc. UNAIDS and OHCHR have taken steps to try to sensitise these bodies to HIV rights issues, but this has not been particularly effective, as there are many mainstream human rights issues vying for their attention. A new Special Rapporteur on Health has been appointed, and he appears to provide an appropriate “entry point”.

· One view is that there is a lot more potential to use UN human rights mechanisms for monitoring and dealing with complaints, especially where there is no avenue of redress at country level. Another view is that these processes are too slow and remote, and that “we need to do it ourselves” at regional, sub-regional, or national levels.

· In some countries, UN bodies/documents are perceived as prescriptive and legislators do not react well to being “told what to do”, particularly in countries with a strong post-colonial discourse. There is a need to tread carefully in using such standards to reform law at the country level.

· Many good law reform tools are already there, such as the International Guidelines etc, but the difficulty remains in practice: how do you enable the weakest sections of the community to successfully take on the State and other powerful interests to achieve law reform in these areas?

Recommendations

· Governments should ratify human rights conventions.

· Governments need to put mechanisms in place to implement the provisions of international human rights conventions. Implementation must include not only legal mechanisms, but funding and human resources, including legal assistance through civil society groups.

· There is a general lack of clarity in the language of the draft recommendations. They need to be substantially rewritten. 

· A more extended process of consultation is needed to finalize the recommendations, perhaps involving a small working group or task force. Time should be taken to do this properly. For example, the process should not be rushed just because of the International AIDS Conference in Bangkok in July.

· Paragraph 4 needs a statement that there are weak, failing and failed states in the region. It cannot be presumed that there is a functioning legal system in every country. 

· Paragraph 5 doesn’t make sense.

· Paragraph 6 needs to include something on capacity building to ensure mechanisms operate.

· Paragraph 7 has nothing on rights, awareness, accountability structure, allocation of resources.

· Paragraph 10: HIV issues need to mainstream into human rights programs generally.

· In Section C there is an anomaly in the title. This section doesn’t discuss disclosure at all, although it is included in the title. The section keeps talking about stigma without relating it to discrimination.

· Use of “sectors” is problematic. This makes the document too segmented – it needs to be holistic and integrated.

Health

Issues

· There are issues around the meaning of voluntary counselling and testing, and informed consent. There is a behaviour change objective in some counselling, i.e. “stop your behaviour”. There are issues about how standards are set for VCT, who sets the standards, and how counselling is evaluated.

· There are issues around the financing and regulation of health services related to HIV. Service delivery can be through public or private systems, or through NGOs. In many countries, there is a process of privatization of formerly public health systems. Private and NGO services are sometimes not well regulated, resulting in poor quality services and products. Fake STI drugs abound – will there be fake HIV drugs? In the organisation of the health system, specialisations are getting in the way of treating HIV.

· There are problems around the organisation and appropriateness of sexual health services in many countries. Often they are not appropriate or accessible to marginalised groups, such as adolescents, MSM etc. For example, most doctors in India are not trained to recognise anal STIs.

· The health sector is one of the worst offenders in discriminating against PLWHA and other vulnerable populations. Education for doctors and other health care workers needs to include a human rights component.

· Is the Doha Declaration having any real impact? Are countries importing/exporting generic ARVs? Are countries not importing generic ARVs because of fears about other trade being affected?

· There is a need to look beyond issues of testing and ARV, to ensure that a continuum of care services exist for all PLWHA.

Recommendations

· Mandatory testing of any kind, including testing of migrants, should not be carried out.

· Health care workers need to treat PLWHA and members of vulnerable populations as human, not as diseases or potential diseases. Human rights need to be incorporated into education and training of health care workers.

· All PLWHA should receive equitable access to ARVs and other forms of treatment, care and support (including for co-existing health problems) regardless of the mode of transmission.

· The audit process outlined in recommendations should be further developed, with additional questions related to indicators on the above recommendations and other health related policies, strategies and activities, not just laws. 

· A small working group should be formed to develop these clear measurable indicators, develop quantitative and qualitative methods to measure progress towards realization of human rights for PLWHA and vulnerable groups.

· The working group should recommend ways to carry out the audit and use audit results, e.g. special rapporteurs, treaty reporting mechanisms, regional fora.

Workplace

Issues

· There is a need to acknowledge the socio-economic aspects of vulnerability to HIV/AIDS. This includes poverty, not only in terms of economic poverty, but poverty of access to information, services, treatment etc. And it is clearly seen in the working conditions of domestic workers.

· The nature of stigma and discrimination in the different work environments is unclear, as currently there is no systematic and reliable evidence available to inform us about their underlying driving factors.  Instead, there is only anecdotal evidence about the fact that stigma and discrimination relating to HIV exists. This is insufficient for informing effective ways of addressing stigma and discrimination.  

· It is believed, for example, that simple cost-benefit calculations by businesses are amongst the most common causes of HIV/AIDS related stigma and discrimination.  This needs to be taken into account when formulating policies to redress the issue. The need for gathering such evidence is therefore emphasised.

· HIV/AIDS is one of the many critical issues associated with the workplace.
· Stress was placed on the principle of non-discrimination as a fundamental right as well as a means of HIV prevention as it creates an “enabling environment” that encourages information seeking about disease prevention and correct knowledge about the routes of transmission.  In addition, such an environment will encourage the disclosure of HIV status and treatment seeking for those who are already infected.

· It was stressed that the business concerns of employers should be taken into account so that effective strategies can be developed to make the workplace an “enabling environment” for HIV positive workers.

· Testing in the workplace does not make sense.

· There is a need to differentiate HIV and AIDS in workplace policy.

· Misconceptions and the lack of knowledge regarding the occupational risks of HIV transmission, and some common beliefs and attitudes that the behaviours relating to HIV/AIDS transmission are “social evils”, remain some of the biggest challenges for addressing HIV/AIDS related stigma and discrimination in the workplace.

· Over 80% of the population in the Asia-Pacific region exist in the informal economy.

· Stigma and discrimination of PLWHA help fuel the epidemic by giving sero-negative workers a sense of safety – a sense that they are immune from the epidemic – and this reduces their willingness to seek information about the disease.

· Examples of discriminatory practice:

· Vietnamese Government asked PLWHA not to be employed in various sectors. This is not justifiable, as HIV transmission can be prevented through application of simple procedures such as the application of universal precautions in health facilities.  

· workers with HIV are sometimes excluded from insurance schemes.
Best practice

· The disability law in Hong Kong covers HIV in terms of both medical expenses including the provision of ARV drugs, accommodation assistance and mechanisms to file complaints against discrimination on grounds of HIV status

· The Constitutions of various places have been used to challenge HIV related discrimination (e.g. India – rights of equality before the law)

· Malaysia and Thailand led the signing of the Declaration of Commitment. 

· In Malaysia, a “certification scheme” has been incorporated into the Ministry of Labour.  Employers that have invested effort into addressing HIV/AIDS in the workplace and are rewarded with a certificate to recognise their effort.  This has worked as a good incentive for many employers.  

Challenges

· Addressing HIV/AIDS related workplace issues in the informal sector where the majority of the population work

· Ensuring the consistency of non-discrimination practice between law and workplace policy:  Malaysia was one of the first countries with a well developed work place policy program. It was only later realised that notification of HIV status to employers was supported by Malaysian law - a clear violation of rights.

· There is a need for workplace issues to be addressed “bottom-up”. It is therefore difficult to know how the draft recommendations (which use a top-down approach) can be effectively applied in the different workplace environments.

· The lack of evidence or knowledge to inform the underlying factors that drive HIV/AIDS related discrimination and stigma in different workplace contexts makes it hard to develop effective ways to address these issues.

· The development and implementation of effective ways of addressing the underlying misconceptions and misinformation of workers regarding HIV/AIDS and PLWHA.

· Economic interests of businesses need to be taken into account when developing anti-discriminatory strategies.

Recommendations

· There is a need to invest in the seeking of knowledge about why people stigmatise and discriminate in different workplace contexts.

· Practical and effective strategies for implementing the non-stigmatising, non-discriminating, and PLWHA enabling environment described by the International Guidelines need to be developed based on:

· A sound understanding about why people stigmatise and discriminate in different workplace contexts; and 

· A sound knowledge about different intervention strategies that are most practical and effective in different workplace contexts.

· The right for workers to organise in both the formal and informal sectors is important in giving workers a voice, and this process helps to identify the needs of workers.

· The spirit of the ILO Code of Conduct should be mainstreamed into all sectors (formal and informal). Labour laws need to be reviewed to be consistent with the Code.

· Appropriate anti-discrimination law and policy enforcement need to be implemented based on:

· the evidence gathered from law audits, 

· sound knowledge and evidence about the driving factors of stigma and discrimination in different workplace contexts,

· sound evidence about what programs work best in which type of work contexts.

Education

Issues

· Education in itself is a right, which is negatively impacted by HIV/AIDS.

· HIV impacts on human rights in the education sector in a number of ways:

· Access to and demand for education by HIV-infected or AIDS-affected children.

· Supply of education, when teachers and administrators are infected or affected and have to leave work.

· Quality of education, ensuring that education is relevant to children infected or affected by HIV.

· Role of education, as an entry point for prevention and awareness-raising of students and the community about HIV, and decreasing stigma and discrimination.

· Often education departments do not see it as their responsibility to develop policies to address HIV, continuing to see it as the responsibility of ministries of public health.

· In some countries in the region – but not all – the early drop-out rate of girls is a major issue, and early-leavers are more vulnerable to HIV than girls who stay in school. This is a particular issue in South Asia – in India and Pakistan there are some 260 million girls who are not in primary school. 

· Involvement of openly positive people in schools – particularly positive young people and women - has been demonstrated to be very effective in southern Africa and Australia. In some Asian countries (e.g. China) the stigma attached to PLWHA is still so strong that this may not be able to happen yet.

Best practices

· Myanmar: curriculum in life skills, which is a separate compulsory subject. It covers issues of sex and drug use. It is a nationwide programme, currently being scaled up. Teachers receive pre-service and in-service training. UNICEF is in the process of obtaining permission to carry out monitoring.

· Laos: integrated co-curriculum materials integrated into 5 core subjects. Pre-service and in-service training for teachers.

· Thailand. FRESH programme in Sampatong district aimed at providing child-friendly schools. The project involves teachers, school administrators and influential community figures such as monks, educating community members about living, studying and working alongside PLWHA.

· Philippines, Thailand, Indonesia, Myanmar: involving parent-teacher organisations in sex education.

· Kenya: provision of free school uniforms to girls as a strategy for keeping girls in school longer, and reducing vulnerability to HIV.

· Malaysia: training for religious leaders putting HIV in the context of Koranic teachings.

Recommendations

· Fulfilling the right to education is a prevention strategy in itself.
· Major donors – including the Global Fund and USAID – give more than 90% of their HIV funding to health sector – not to education and other sectors. Recommended that donor agencies give more HIV technical and financial assistance to the education sector.

· Draft recommendations currently comprise a mixture of principles and actions. They need to be tightened and more focused on human rights. The education recommendations could be re-written in the same number of words, to become a more useful checklist.

· There needs to be more of an evidence base of behaviour and vulnerability of young people, to inform development of curricula appropriate for different locations. There also needs to be evaluation of school HIV programmes, to see what works and what doesn’t work. 

· There needs to be more attention to religious schools (e.g. madrassahs, temple schools), private schools including language schools, and the non-formal education sector.

· HIV needs to be incorporated into education (pre-service and in-service) for professionals, particularly medical personnel.

· Education Departments need to give priority to workplace policies, and to ensuring that teachers have access to antiretroviral therapies, allowing positive teachers to remain at work, and ensuring continuity of the supply of education. 

· Sex education needs to be more than just biology – it needs to include social aspects of sexuality and be integrated into broader life skills education.

· Sex/HIV/life skills education must be integrated into the curriculum, not a supplementary or optional activity.

· Positive people – particularly positive women and young people – should be part of school HIV programmes.

WORKING GROUP REPORTS: SUB-REGIONAL ISSUES

Pacific Islands

Issues 

· Establishment of independent and impartial bodies for the enforcement of human rights is essential for the region, as existing monitoring and enforcement bodies are non-existent or weak.

· There is a lack of knowledge about the social factors contributing to vulnerability in remote, poor rural areas (e.g. sexual violence, gender roles and polygamy, relevance of sexual initiations, tattooing and piercing practices) or associated with changes in trade, occupation and economic trends (e.g. vanilla trade on PNG border area; merchant seamen etc) or political disruptions (e.g. sexual violence associated with the coup in Fiji).

· Progress in law reform needs to be supported in its implementation through sustained action at government and community level (e.g. PNG HIV/AIDS Management and Prevention Act, although progressive, is yet to be gazetted and will require ongoing education to ensure people are aware of and can exercise the rights provided for) . 

· In areas where HIV prevalence is very low, it makes sense to pursue HIV through a broader sexual health strategy based on sexual and reproductive health rights (but taking into account the need to also address aspects of the epidemic that may be linked to injecting, tattooing, blood supply issues etc).

· There is a need to address the very strong reluctance to talk about issues relating to sex generally and in particular issues such as anal sex, homosexuality and sex work. There is much stigma associated with these issues and traditional taboos as well as social conservatism linked to religion present barriers to education and basic understanding about the epidemic. 

· We should not assume that there are state structures in place that function; we need to acknowledge the lack of capacity of weak states / failed states in the region.

· There is a need to not ‘re-invent the wheel’ as isolated communities address similar issues across the region. Networking can help address this.

· There is a need to monitor how HIV funds from the Global Fund and bilateral aid are actually used in the region, given corruption problems and pressure to divert funds earmarked for HIV into programs that may not be relevant to HIV. 

Priority areas of action

· Information gathering on social and epidemiological aspects of HIV, so that we have a better understanding of the specific social factors that give rise to HIV vulnerability in the Pacific region and to inform prevention, testing, treatment and care planning and delivery. 

· Networking of people living with HIV and their groups, taking into account the dispersed nature of populations and immense distances in the sub-region.

· Involvement of people living with HIV in planning and delivery of services, and resources for skills building of people living with HIV to support participation.

· Provision of a very basic level of information about HIV to the community generally and policy makers in particular, covering issues such as means of transmission, testing and treatment (‘AIDS 101’).

· Access to treatment, as well as addressing the basic needs of people living with HIV and their families to food, shelter, clean water and livelihood.

Follow up initiatives

· Elements of a strategy to ensure human rights are integrated into HIV responses:

· Provision of resources to support scale up of existing programs.

· Need to work within informal as well as formal social and decision-making structures. Do not assume that formal structures will work or are the most legitimate at the community level.

· Resources for establishing programs, particularly of people living with HIV.

· Participatory, action based research approaches should be used to inform program development, monitoring and evaluation and to support community mobilisation. 

· More information from the UN about protocols and systems to inform the work of civil society and governments and to improve the functioning and relevance of UN initiatives in the region such as HIV/AIDS theme groups.

· The UN should not lump the Pacific Islands with Asia, as the social contexts and needs are very different.

· The UN needs to re-evaluate the programs that it supports in the Pacific Islands, with the aim of more closely supporting the priority issues and strategies outlined above.

· Formally written, official UN statements are not likely to be useful in the Pacific Islands and are unlikely to be read by those policymakers that should be acting on human rights issues locally. Official documents already exist at both the UN and Pacific Forum level but have not resulted in significant change at the country or local level. New resources are required that translate official commitments into accessible, action oriented documents. What is needed is:

· A plain language / simplified version of the existing UN Guidelines that can be used by policy makers and advocates, translated into local languages and with some Asia Pacific examples or other contextual information relevant to the Asia Pacific.

· A manual designed for and by Pacific Islanders in appropriate languages, style and length. The manual should not be lengthy and should be action-oriented with a focus on key issues and examples of good practice activities. The manual should aim to help legislators and civil society to develop their human rights thinking and planning about what practically could be done. The manual should be non-proscriptive, so that solutions can be determined locally rather than imposed from the outside.

· A human rights training kit may also be useful.

Southeast Asia

Issues

· ASEAN has increasingly taken on HIV/AIDS issues, in addition to economic and social issues. The main angle is capacity building, rather than resolving human rights violations.

· There are no regional or sub-regional human rights institutions. The ASEAN civil society working group proposed an ASEAN human rights mechanism, but the governments have not responded. 

· An ASEAN mechanism is arising through memoranda of understanding between some countries supported by UNAIDS, with a focus on migration.

· Thailand, Malaysia and Indonesia all have national human rights commissions with statutory independence. Myanmar has a human rights body but it is not independent of the government. Cambodia has three human rights commissions/committees. There is a need for more than just one institution – there must be a system of checks and balances. All countries have courts of law, but they do not always work effectively. 

· Advocacy for remedies has to come from community activism, the media, and other government institutions, e.g. Ministry of Health. 

· There is a Mekong Region Disease Surveillance Network, comprising Ministries of Health of the 6 Mekong countries. HIV/AIDS is of increasing concern to this network, and there is potential to introduce human rights issues. 

· In 2000 national human rights institutions met to discuss HIV/AIDS. OHCHR is looking for opportunities to move forward the recommendations that emerged from this meeting.

· ASEAN governments and civil society will meet in Jakarta in June 2004. We could suggest that HIV/AIDS and human rights be placed on the agenda.

· Asia-Pacific Forum of National Human Rights Institutions, comprising 14 national human rights commissions, meets annually to look at key issues. There is also an advisory council – this council may be an entry point.

· There is no presumption that we should work at the intergovernmental level. Other networks can also play an important role, e.g.: 

· Asian Business Coalition on AIDS,

· Law enforcement officials,

· Judges,

· Prosecutors.

· Is there a map of the human rights institutions and initiatives in the region?

· Should we set up a secretariat to promulgate and monitor human rights compliance at the sub-regional level?

· Support for health sector session to develop a set of concrete indicators to measure success and accountability.

· At the regional level, we need to identify the principal human rights issues, e.g. access to ARV for migrant workers, at both national and regional level.

Priority areas of action

· Distribute the report of this meeting to National AIDS Control authorities and human rights institutions.

· Distribute the report through regional NGO networks such as Seven Sisters.

· Through UN Theme Groups, National AIDS Control authorities, and civil society groups, report back on this meeting, and participate in country consultations following this meeting.

· Establish a working group to develop a human rights audit tool that can be used by all countries in the region.

· Countries should undertake a human rights audit to develop a human rights advocacy agenda.

· Address discrimination in the health care sector through promoting peer education on HIV/AIDS and human rights for health care professionals and students. 

· Build our knowledge about treatment access issues in our respective countries, make links with advocacy organizations, and contribute to advocacy for treatment access.

· Deliver a bi-annual report to the ICAAP conferences on the situation of HIV/AIDS and human rights in our respective countries.

· Look for opportunities to involve religious leaders in promoting HIV/AIDS related human rights.

· The most important document to come out of the meeting will be the human rights audit document.

South Asia

Issues

· With the thawing of relations between India and Pakistan, it may be an opportune time to investigate setting up an HIV/AIDS forum within SAARC, replicating the model of the ASEAN AIDS Task Force. At least two of the governments would need to take up this idea if it is to go anywhere. Query, however, how much access civil society has to SAARC.

· UNAIDS regional team and regional theme group could be better utilised by civil society.  

· The issues of access to treatment and intellectual property laws are unifying issues across South Asia, and right across the region. Under TRIPS, any new medications produced in the West will not be able to be produced in generic versions in developing countries. This will come into force in January 2005. This is information that many people still do not know, or have not absorbed.

· Increased privatisation of health is raising a number of concerns in India, and these problems are likely to be replicated elsewhere in South Asia – another issue that could be looked at on a sub-regional basis.

· The Centre for Policy Alternatives challenged the new Sri Lankan intellectual property law, which did not contain all the benefits of the international regime, because Sri Lanka had signed a bilateral treaty with the United States. As a result of this action, the Supreme Court ordered a change in the law.

· National Human Rights Commissions could be better used. In some cases they have been weak (e.g. Indian Commission refusing to take up case of imprisoned outreach workers because of MSM connection), but they are not monolithic institutions. However Pakistan and Bangladesh do not have them.

Priority areas of action

· Expanded sub-regional networking, through 

· SAARC, 

· Human Rights Commissions, 

· Proposed South Asian Interfaith Group, 

· A South Asian positive people’s network,

· South Asian Parliamentary Forum.

· Law reform:

· Decriminalisation (e.g. MSM, sex work, aspects of IDU),

· Discrimination (e.g. caste system).

· Assessment and analysis of national HIV plans from a human rights perspective.

· A clear priority area for joint sub-regional action on access to treatments – TRIPS issues.

· Other particular priority areas could be:

· Prisons, juvenile institutions, incarcerated populations,

· Migration / mobile populations,

· Harm reduction, legitimisation of needle exchange.

· There is no agreement about priorities. Some participants believe that it is desirable to make priorities; others believe that this is a divisive process.

Follow up initiatives

· A small task force to review and finalise the report and other proposed documents.

· Seek assistance of UNAIDS inter-country team to assist in networking initiatives.

· National consultations in each country. UNAIDS could help facilitate interaction between governments and civil society.

North East Asia

Priority areas of action

· Reinforcement and implementation of existing laws for anti-discrimination.

· Injecting drug users.
· VCT programs, to address continued popularity of mandatory testing.
· Rights of access by migrant workers (international and internal) to HIV information and treatment.
· Information and education on human rights issues to general public, and to vulnerable populations and PLWHA.
Strategies for implementation

· Work with media.
· Mass movements, e.g. women’s federation, youth groups.
· Sensitise high-level politicians.

· Pragmatism – use public health arguments to defend the rights of PLWHA and other vulnerable populations.
· Improving research skills and technologies, building arguments with evidence.
· UN Theme Group should take forward recommendations at the national levels.
· Sub-regional meeting of governments to discuss these recommendations.
· Need 3 sets of documents from this meeting:

· A short summary of the key issues and recommendations,
· Solid document with all the outcomes of this meeting,
· More practical document giving examples from the region, ideas on how to implement etc.
FINAL PLENARY 

Strategies to advance recommendations from the meeting

Miriam Maluwa, Law and Human Rights Adviser, UNAIDS Geneva

Ms Maluwa indicated that a lot of the recommendations of the meeting are “in sync” with UNAIDS thinking, and gave a brief outline of UNAIDS structures and activities that might be useful entry points for advancing the recommendations.

Since its formation in 1996, UNAIDS has centralised human rights in the AIDS response. There is fixed term staff and budget for work on law and human rights.

Programmatically, human rights is a cross cutting issue. UNAIDS approaches and activities on human rights include:

· Policy and legislative development,

· Training and capacity building,
· Research,
· Best practice documents,

· Mainstreaming of HIV/AIDS into human rights mechanisms,
· Strengthening networks on HIV/AIDS, Law and Human Rights (with UNDP).
UN Country Coordinators, and UN Theme Groups on HIV/AIDS could be key entry points for advancing the recommendations. Theme Groups exist in all countries, and include all UNAIDS co-sponsors (UNDP, UNICEF, UNFPA, UNODC, WFP, WHO, UNESCO, ILO, WORLD BANK) and other UN agencies. In some countries, participation is expanded to include national AIDS programmes, PLWHAs, bilaterals etc.
Advocacy opportunities include:

· Asia Pacific Leadership Forum (APLF) - high level advocacy to advance the response.
· Reporting on UNGASS indicators on human rights and HIV/AIDS (anti-discrimination laws; gender equality and children and young people’s rights, rights of PLWAS). Countries need to report by 2005.
· Policy and legal reform underway at country level.
· HIV/AIDS National Strategic Planning processes.
· Initiatives to increasing access to treatment.
Ms Maluwa stated that UNAIDS is committed to furthering this process, informed by the statements of needs and the recommendations that come out of this meeting. The resources are there – at global, regional and country levels. There are human resources as well as financial resources. UNAIDS stands to be guided by the region as to what areas support is provided, but the commitment is there.

Asia Pacific Leadership Forum

Tony Bates, Asia Pacific Leadership Forum, UNAIDS

The APLF was created by a ministerial meeting on the occasion of the ICAAP in Melbourne in 2001. It is a regional initiative targeting all types and levels of leadership. Increasingly APLF is having access to senior government officials, including senior civil servants in some of the ministries outside health: particularly Finance, Planning, Education, Women’s Affairs, and Prime Ministerial or Presidential offices. UNAIDS - APICT in Bangkok is responsible for coordinating APLF, and is committed to including human rights and HIV/AIDS, particularly through training of government officials. 

Another opportunity is to distribute materials from this meeting to senior decision makers and people that influence the decision makers. Each country is developing a work plan for APLF, creating opportunity to access senior government and civil society leadership.

Where To From Here?

Nicholas Howen facilitated the final session of the meeting where there was wide-ranging discussion about where to go from here. There was broad general agreement (although not unanimous on every point) on the following “next steps”:

· A synthesis report should be prepared of this meeting including recommendations and an indication of the thinking and debates that have taken place here.

· A human rights audit document should be developed. Audits could be done periodically and feed into the human rights reporting processes.

· A short sharp advocacy statement could be prepared enunciating the importance of human rights in HIV/AIDS. This might be as short as two pages, and could be translated into a number of languages.

· A manual or toolkit should be prepared, aimed at advocates and policy makers, containing positive examples and priority areas for action.

· A task force or task forces should continue the work begun at this meeting, and oversee finalization of these documents. The task force should be geographically representative, and include affected people.

· These documents may be too general for use in some countries – UN Country Coordinators could assist in adapting regional documents for use in particular countries.

· This is a region of many languages. To be effective advocacy tools, documents will need to be translated into national and local languages. UN Country Coordinators should be able to assist with this. 

· The country consultation processes associated with this meeting have been very valuable in some countries in creating and reinforcing networks on issues of HIV and human rights – it is strongly recommended that consultations be carried out in those countries which have not yet had them.

· UN agency actions should be coordinated by the South Asia Inter-Country Team (New Delhi) and the Southeast Asia and Pacific Inter-Country Team (Bangkok), as well as UNAIDS regional theme groups. Actions can flow down to theme groups and Country Coordinators at country level.  

· Mainstream human rights organisations must become more active in HIV/AIDS. OHCHR can play a role in encouraging this, along with UNAIDS and civil society partners.

ATTACHMENT 1: MEETING AGENDA

DAY ONE – Tuesday, 23 March 2004

8.45 – 9.00

Registration and coffee

9.00 - 9.30

Welcome and introduction

9.30 – 10.15

Presentation




Why are human rights relevant to HIV/AIDS responses? 


10.15 – 10.30

Coffee

10.30 – 11.30

Roundtable Discussion 

The most significant human rights issues associated with HIV/AIDS in Asia-Pacific

11.30 – 12.00 

Draft Recommendations

12.00 – 13.30

Lunch

13.30 – 15.15

Vulnerable Populations (I)


Group 1:
Sex workers



Group 2:
Injecting drug users            


Group 3:
Women       


Group 4:
Other vulnerable populations 




(including ethnic minorities and prisoners)

15.15 – 15.40 

Coffee

15.40 – 17.20

Vulnerable Populations (II)


Group 1:
Mobile populations

Group 2:
Sexual minorities

Group 3:
Children and youth 

Group 4: 
People Living with HIV/AIDS

17.20 – 17.30

Break

17.30 – 18.00

Plenary Discussion

18.00 – 19.30 

Reception, UN Conference Centre

DAY TWO – Wednesday, 24 March 2004

8.30 – 9.00  

Recap of day one

9.00 - 12.00 

Sectoral Issues




(includes coffee break 10.30-10.50)


Group 1: 
Law Reform


Group 2: 
Health


Group 3: 
Workplace


Group 4: 
Education

12.00 – 13.30
Lunch 

13.30 – 15.30 

Follow-up Action: working groups

Group 1: 
Pacific Islands

Group 2:
South East Asia

Group 3:
South Asia

Group 4:
North East Asia


15.30 – 15.45
Coffee

15.45 – 17.00

Follow-up Action: plenary 

17.00 – 17.30
Close
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� OHCHR Asia-Pacific Regional Office continues to seek examples of such projects. Information should be sent to ohchr.Bangkok@un.org.
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