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General comments:
• Strategy needs a severe edit.
• Terminology: use safer in relation to sexual and injecting practices, as no prevention measure
is 100% safe.
• Note that ensuring the safety of the blood supply is not mentioned in the strategy.
• Given the evidence, Penington Institute strongly supports the inclusion of effective, evidenced
harm reduction interventions, namely needle and syringe programmes and access to opioid
substitution therapy, in custodial settings. It is therefore strongly recommended that specific
mention be made in support of the objective of each state and jurisdiction implementing inprison controlled needle and syringe programs.

Introduction:
• 4th paragraph outlines target of “Reducing sexual transmission of HIV by 50% by 2015”.
However, the introduction talks to ‘targets’ without mentioning what these are. The fact that
there are seven targets should be stated, and unless there is a hierarchy within the targets all
should be outlined in the introduction.
• Introduction needs a severe edit for clarity.

HIV in Australia
2nd paragraph: the modes of HIV acquisition total 91% of infections. The remaining 9% should be
elaborated.
6th paragraph, last sentence: delete ‘nature’.

Achievements
Statement: Innovative programs implemented by states and territories to promote prevention among
gay and bisexual men. This should be referenced or examples provided given that the strategy argues
that prevention is failing for these populations.

Measuring progress:
Targets: While there are specific targets for Aboriginal and Torres Strait Islander people and
communities, sex workers, people who inject drugs, mother-to-child HIV transmission and PLHIV;
there is no specific target for MSM, the population with the highest HIV prevalence and incidence.
While it could be argued that the Reduce sexual transmission of HIV by 50 per cent by 2015 covers
this population; it also includes Aboriginal and Torres Strait Islander people and communities, sex
workers, people who inject drugs.
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It is suggested that a discrete target for MSM be elucidated, perhaps in the context of increased
uptake of HIV testing, which is currently subsumed into the Reduce sexual transmission of HIV by 50
per cent by 2015 target. This would increase clarity.

Statement: A reduction of 50% is a substantial challenge, given the relatively low levels of
transmission in Australia, and requires major increases in both testing and treatment. Suggest to
delete ‘both’ and insert ‘prevention’ before testing.

4.4. Indicators
3rd paragraph:
• There is no indicator currently available to measure progress in reducing the health impact of
stigma, discrimination, legal and human rights issues. While the Strategy notes on page 12
that “Sex workers: They face a range of legal and regulatory issues including criminalisation,
licensing, registration and mandatory HIV testing in some jurisdictions“; and the
criminalisation of drug use is noted as an issue on page 28. The strategy does not mention
decriminalization of either sex work or drug use and the removal of punitive laws, which will
negatively affect the development of a realistic and useful indictor for measuring the health
impact of legal issues on people’s health.
• Revision of indicators is required in the measurement of treatment, and incidence measures
for some of the priority populations, to monitor progress against target achievement. For
clarity, suggest to define (name) which populations.
• Reference should be to section 7.6.1 not 6.6.

4.5 Implementation and Evaluation
• 2nd paragraph: In doing this, we need to ensure that infected and affected individuals and
communities remain at the heart of our response and involved in activities as they are
proposed, developed and implemented. Suggest to add ‘and evaluated’ after implemented.

5. Guiding principles underpinning Australia’s Response
Harm reduction: Harm reduction approaches underpin effective measures to prevent transmission of
HIV, including needle and syringe programs and drug treatment programs.
• Suggest to add at end of sentence; including primary health care, opioid substitution therapy
and safe injecting rooms/sites. Further, given that the primary health needs of people who
use drugs are extremely neglected these should be comprehensively addressed as part of HIV
prevention, and as part of broader efforts for preventing transmission of blood borne viruses
and sexually transmitted infections.
Partnerships: recognition that those living with, and at risk of, infection are experts in their own
experience and are therefore best placed to inform efforts that address their own education and
support needs.
• Suggest to delete ‘those’ and insert ‘people’.
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6. Priority populations
• Travellers and mobile workers. This description does not cover HIV-positive immigrants and partners
of Australians, who are prima facie barred from remaining in Australia unless they are granted a health
waiver. Anex suggests that as the Consultation Draft HIV Strategy includes discrete targets, informed
by the 2011 United Nations Political Declaration on HIV and AIDS and adapted to the Australian
context; that the Strategy address ‘identifying and reviewing any remaining HIV-related restrictions on
entry, stay and residence in order to eliminate them’1[1].
• People who inject drugs: The ability to access health services and minimise the personal and
social impact of HIV continues to be affected by barriers such as stigma, discrimination and
social marginalisation. Suggest to add criminalization. Also the paragraph could include:
Patterns of drugs use have also changed over time with increased numbers of people who
inject steroids creating a new population at risk of injecting drug use-related risk as well as
increased use of stimulants with associated increase in sexual risk taking and risk of HIV
acquisition or transmission.
• People in custodial settings: People in custodial settings are at risk of HIV transmission
through unsafe injecting drug use, unsafe tattooing and unprotected sex (including through
sexual assault) as these behaviours increase risk of HIV transmission. Suggest to rewrite
unprotected sex (including through sexual assault) as ‘unprotected sex (including both
consensual sex and sexual assault)’. While sex in prisons may be against prison regulations, it
is disingenuous to include sexual assault without acknowledging that consensual sex does
occur.
• Barriers to HIV prevention in custodial settings include lack of access to the means of
prevention, including sterile injecting and tattooing equipment, and condoms. Suggest to
insert ‘opioid substitution therapy’ after equipment.

7. Priority areas for action
• Suggest for clarity for the reader that at the end of the first paragraph that the six priority
areas for action be listed.
• Reference 4. Suggest to add WHO (2013). Consolidated guidelines on the use of antiretroviral
drugs for treating and preventing HIV infection. Recommendations for a public health
approach.
• Paragraph 4: This is an emerging biomedical intervention that may be useful in very high risk
population groups. Suggest to add: including men who have sex with men and people who
inject or use drugs.
• Paragraph 4: There is no mention of pre-exposure prophylaxis (PEP).
• Paragraph 6: Implementation in Australia to date is demonstrating that this approach is
working. Provide reference.

7.1 Prevention: priority actions
• Increase the use of safe sexual and safe injecting practices in priority populations, particularly
among gay men and men who have sex with men. Anex suggest to add ‘people who inject
drugs’, noting that increase the use of safer injecting practices aligns with the National

1[1]

Political Declaration on HIV and AIDS: Intensifying Our Efforts to Eliminate HIV and AIDS.
Resolution adopted by the General Assembly. A/RES/65/277, paragraph 79.

http://www.unaids.org/en/media/unaids/contentassets/documents/document/2011/06/20110610_UN
_A-RES-65-277_en.pdf
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Needle and Syringe Programs Strategic Framework 2010-20142[2], which includes among its
Key Result Areas to increase the availability of needle and syringe equipment by increasing
NSP hours and sites. This includes needle dispensing machines and less restrictive policies in
relation to the amounts and range of injecting equipment available at NSPs.
1st Paragraph: Behaviour change has been supported through multilayered approaches
involving community mobilisation, social marketing, health promotion, peer education and
outreach, and harm reduction strategies including provision of sterile injecting equipment
through needle and syringe programs. Suggest to reformulate last clause as: ‘and harm
reduction strategies implemented by needle and syringe programs and primary health care
services which can distribute injecting equipment, dispense opioid substitution therapy and
provide brief information, education and communications interventions as well as or referral
to other services for testing for HIV, STIs and other blood borne viruses; care and treatment,
and support, including community, social, welfare and legal’.
2nd paragraph: This demands a move away from traditional health promotion activities to
alternative means of communication to bring about behaviour change. Suggest to define for
clarity: alternative means of communication.
3rd paragraph: Patterns of infection, including infections which may occur on visits to the
country of origin or from partners who travel to Australia on temporary arrangements, are
not well understood and require more research. This statement is unclear and needs to be
rewritten.
The very low rates of HIV among sex workers, including migrant sex workers, provides
evidence of the effectiveness of condoms as a prevention tool and of peer education and
outreach strategies for informing hard-to-reach groups about HIV risk and establishing peer
norms. Note that this does not prove this. An alternative explanation is that HIV is not
circulating among sex workers and their client population.

7.2 Testing
• Improve knowledge among priority populations about the personal and public health benefits
of early diagnosis and the testing, treatment and support options available. Suggest to insert:
‚linking to care, and the’ before ‚treatment and support options available’. This would then
correctly describe the continuum of care as put forward by WHO.
• Australian research has identified psychological and structural barriers to HIV testing for gay
men, for example, anxiety caused by waiting for test results, and co-payment costs incurred
in some primary healthcare settings (6). Suggest to acknowledge the effect of age of consent
laws on access to HIV testing here.

7.3 Management, Care and Support
• For some people living with HIV, issues around side effects, adherence, treatment failure,
drug resistance and arrangements that restrict dispensing of antiretroviral medication to
selected hospital pharmacies present barriers to commencing or continuing treatment.
Suggest to insert ‘treatment fatigue’ after ‘side effects’.
• Clear protocols and pathways would ensure treatment, care and support is delivered in a
cohesive and comprehensive way across a range of medical and community settings. Suggest
to invert treatment, care’. This would then correctly describe the continuum of care as put
forward by WHO.
• These need to address early referral to treatment services, strategies to retain newly
diagnosed patients in care, and efforts to re-establish links to services for people with
established HIV infection. Suggest to rewrite as: These need to address strategies to retain

2[2]

https://www.health.gov.au/internet/main/publishing.nsf/Content/775BC0C9246B864ACA257BF000195
991/$File/frame.pdf
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newly diagnosed patients in care, early referral to treatment services, and efforts to reestablish links to services for people living with HIV lost to follow up.
Reference 13: Suggest to add:
o High et al. HIV and Aging: State of Knowledge and Areas of Critical Need for
Research. A Report to the NIH Office of AIDS Research by the HIV and Aging
Working Group. J Acquir Immune Defic Syndr 2012;60:S1–S18.
o UNAIDS (2013). HIV AND AGING. A special supplement to the UNAIDS report on the
global AIDS epidemic 2013.

7.4 Workforce
Ensuring that the health education and health care workforce is sustainable, appropriately skilled and
sufficiently resourced is critical to the provision of quality HIV prevention, testing, treatment and longterm care and support services. Effective support needs to be maintained across the range of health
care providers, including in non-government and community organisations.

Anex supports this and notes alignment with the National Needle and Syringe Programs Strategic
Framework 2010-20143[3], which includes among its Key Result Areas (KRAs) to:
• develop national standards to guide NSP practice for future implementation;
• develop and implement a nationally consistent training model for NSP workers;
• strengthen the evidence base for peer education; and that
• NSPs should offer referral to other appropriate health and welfare services.
Suggest to add statement on the rights of health workers to a safe work environment i.e. application
of Universal Health Standards and access to PEP.

7.5 Removing barriers
Paragraph 3: Discrimination, unfair treatment and social burdens increase the negative impact of
health status and can reduce access to care. Suggest to insert: ‘and retention in’ before ‘care’.

There is an ongoing need for Australian governments to continue to review and work towards
removing barriers to access to HIV prevention, treatment, care and support...
Anex supports this statement and notes that this aligns with the National Needle and Syringe
Programs Strategic Framework 2010-20144[4], which includes among its Key Result Areas to increase
the availability of needle and syringe equipment by increasing NSP hours and sites. This includes
needle dispensing machines and less restrictive policies in relation to the amounts and range of
injecting equipment available at NSPs
3[3]

https://www.health.gov.au/internet/main/publishing.nsf/Content/775BC0C9246B864ACA257BF000195
991/$File/frame.pdf
4[4]

https://www.health.gov.au/internet/main/publishing.nsf/Content/775BC0C9246B864ACA257BF000195
991/$File/frame.pdf
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7.6 Surveillance, research and evaluation
Priority actions:
• Explore improved and innovative approaches to measuring testing rates among priority
populations, antiretroviral treatment rates and quality of life indicators among people with
HIV. Question: Does antiretroviral treatment rates refer to uptake or retention in treatment or
both. What about people lost to follow up and reengaged in care. Suggest to clarify.
• Enhance evaluation and implementation research to support evidence-based and evidence
building policy and program development
o Anex notes that Aboriginal and Torres Strait Islander people, people who inject drugs
and people in custodial settings are all priority populations within this Strategy. Given
the high rates of injecting drug use and sharing of equipment as well as incarceration
of Aboriginal and Torres Strait Islander people, as well as other people in custodial
settings who inject drugs it is imperative that proven harm reduction measures such
as NSPs be available for both members of the general community and people in
custodial settings. See also WHO. Evidence for action series. Technical papers and
policy briefs on HIV/AIDS and injecting drug users.
http://www.who.int/hiv/pub/idu/evidence_for_action/en/
o Anex request that the trial of a prison-based NSP be undertaken in one or more
jurisdictions be included in the Strategy.
• Assess new technologies that help identify HIV diagnoses that are newly acquired. These
already exist and have been used in some States on an ad hoc basis e.g. Qld. Suggest to
clarify what the assessment is for e.g. cost effectiveness or other considerations.
• Explore options for assessing the impact of stigma, discrimination, legislation and regulation
on barriers to equal access to health care. There has been more work on this area than the
Strategy suggests. Note:
o UNAIDS (2012). Ending overly broad criminalisation of HIV non-disclosure, exposure
and transmission: Critical scientific, medical and legal considerations.
o UNAIDS (2012). Key programmes to reduce stigma and discrimination and increase
access to justice in national HIV responses.
o PLHIV Stigma Index http://www.stigmaindex.org/ Note that the first HIV Stigma
Audit documenting the experiences and effects of stigma on the lives of people living
with HIV in Australia did not follow the methodology of the Stigma Index, relying on
a simple on line survey. Implementing the Stigma Index in its entirety would in the
first instance provide a base line against which annual implementation of the Stigma
Index would be able to show change over time.
o National Composite Policy Index (NCPI) data as part of UNGASS review process.
o UNAIDS (2010). We can remove punitive laws, policies, practices, stigma and
discrimination that block effective responses to HIV.

7.6.1 Surveillance and monitoring
Priority actions: Enhance evaluation and implementation research to support evidence-based and
evidence building policy and program development
Anex strongly supports this and notes alignment with the National Needle and Syringe Programs
Strategic Framework 2010-20145[5], which includes among its KRAs to:

5[5]

https://www.health.gov.au/internet/main/publishing.nsf/Content/775BC0C9246B864ACA257BF000195
991/$File/frame.pdf
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improve data collection and reporting systems which will allow a better understanding of who
is accessing NSPs and the gaps in current NSP service delivery;
strengthen the evidence base for peer education; and
regularly assess the effectiveness of NSPs through evaluation of the direct and indirect effects
of NSPs and their impact on the prevention of drug related harm.

More clarity is required in this section. For example:
• 4th paragraph: A number of gaps and limitations in the indicators available to monitor
implementation of the strategy and progress against the targets have been identified. The
National BBV and STI Surveillance and Monitoring Plan will be regularly reviewed, and
strengthened as appropriate, to address these. Note that this does not state what are the
gaps and limitations. Some are outlined in section 4.4. Indicators. However for clarity it would
be useful if these were consolidated and tabulated.
• 5th paragraph: While the data quality and method currently used to estimate population HIV
incidence is relatively high, there are gaps in our ability to systematically measure the
incidence of HIV in some priority population groups. Question: which population groups.
• 6th paragraph: Indicator reporting on sexual risk behaviours requires consideration of a more
expanded range of risk reduction practices. What are these risk reduction practices?
Treatment as prevention, PreP, PEP? Please specify for clarity.
• 9th paragraph: While this strategy includes an indicator to report against quality of life for
people living with HIV, it is acknowledged that the current indicator is not the best measure.
Further work should consider international surveillance tools, and the development of an
appropriate indicator which can be applied across all the national strategies. Suggest that
rather than developing an Australian specific indicator that collaboration at the international
level be undertaken and supported to develop and agree upon one or more appropriate
indicators that would both strengthen the Australian HIV response as well as the global one.
10th paragraph: An important gap is the ability to monitor the health impact of stigma, discrimination,
legal and human rights on priority populations. Options need to be explored to develop an indicator
related to removing barriers to equal care that informs activities and strategies in a meaningful way.
As noted under 7.6 Surveillance, research and evaluation there has been considerable work in this
area. Ultimately the issue revolves around the removal of punitive laws
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