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1. INTRODUCTION 

The eighteenth intercountry meeting of national AIDS programme managers was 
organized by the World Health Organization (WHO) Regional Office for the Eastern 
Mediterranean in Alexandria, Egypt, from 17 to 18 November 2008. The purpose of the 
meeting was to: 

• brief participants on new developments in the health sector’s response to HIV/AIDS; 
• review progress in the implementation of the HIV health sector strategic plan in the 

Region and progress towards universal access to HIV prevention, treatment and care.  

Dr Jaouad Mahjour, Director, Division of Communicable Diseases Control, WHO 
Regional Office for the Eastern Mediterranean, delivered the opening remarks of Dr Hussein 
A. Gezairy, WHO Regional Director for the Eastern Mediterranean. Dr Gezairy reminded 
participants that in 2007, an estimated 150 000 people living with HIV in the Eastern 
Mediterranean were in need of antiretroviral therapy Region, of whom only 5% were 
receiving it; the lowest coverage rate among the WHO regions globally. Moreover, an 
estimated 55 000 new HIV infections occurred, many of which could have been prevented if 
known effective interventions had been applied.  

The Region was far from achieving the universal access goal to make HIV prevention, 
treatment and care accessible for all those in need by 2010. Therefore the priority in the 
Region was to apply effective intervention strategies, to encourage and enable people to learn 
their HIV status through professional services and to increase antiretroviral therapy coverage.  

All countries of the Region were providing antiretroviral therapy in at least one central 
health facility, except Afghanistan and Iraq, which were preparing to offer such therapy soon. 
According to the latest reports received from national AIDS programmes, during 2008, many 
countries expanded HIV care and antiretroviral therapy to a significant number of additional 
patients. More than 2000 new patients started antiretroviral therapy in the Region.   

The main obstacle to expanding access to HIV treatment was the low coverage of HIV 
testing and counselling for people at risk of infection, said Dr Gezairy. Thus there were many 
HIV-infected people who were unaware of their infection and were accordingly not known to 
the health care system. Other contributing factors included limited geographical access to 
antiretroviral therapy services; often these services were centralized in main cities and tertiary 
level facilities. Lack of effort and experience in reaching out to marginalized and stigmatized 
populations also limited access to services for those who were most likely to be infected and 
in need of care and treatment. 

Having the lowest coverage of HIV treatment globally was alarming and demonstrated 
the urgency and importance of reorienting strategies, when they turned out to be ineffective, 
and of increasing efforts to achieve universal access.  
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The Regional Office had developed a regional strategy for the prevention and control of 
sexually transmitted infections, which was endorsed by ministers of health at the fifty-fifth 
session of the Regional Committee in October. This was a very important step in tackling a 
health problem that had been growing but had remained hidden and unattended for a long 
time.  

Another achievement was the Region’s joint success in mobilizing more resources from 
the Global Fund to Fight AIDS, Malaria and Tuberculosis. The Islamic Republic of Iran and 
Somalia had proposals accepted in Round 8 funding allocation and may receive a total of 
US$ 92 million. He hoped that these grants would help them to achieve the goals of their HIV 
programmes and that other countries would be successful in subsequent rounds. 

The programme and list of participants are included as Annex 1 and 2, respectively. 

2. OBJECTIVES AND EXPECTED OUTCOMES 
Gabriele Riedner, EMRO Regional Adviser, AIDS and Sexually Transmitted Diseases 

The meeting’s objectives were to: 

• update participants on recent regional developments with regard to HIV/AIDS/STI 
response 

• discuss the development of national HIV care models for an effective scale-up of HIV 
care, treatment and support services 

• identify and discuss regional health sector strategies and action for improving access to 
comprehensive HIV prevention, treatment and care for most-at-risk populations. 

The meeting’s expected outcomes were for NAP managers to be updated on progress 
towards the health sector response to HIV in the Region and to have discussed strategic 
priorities; the development of a draft of appropriate models for HIV care and treatment in 
countries of the Region; and identification of health sector strategies and actions for 
improving access to HIV prevention, treatment and care for most-at-risk populations. 
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3. PROGRESS TOWARDS UNIVERSAL ACCESS TO HIV PREVENTION, 
TREATMENT AND CARE IN THE WHO EASTERN MEDITERRANEAN 
REGION  
Gabriele Riedner, EMRO Regional Adviser, AIDS and Sexually Transmitted Diseases 

 Status of the HIV epidemic and advances in surveillance 

There were 530 000 people living with HIV in the Eastern Mediterranean Region in 
2007, two thirds of them in Sudan, with an estimated 55 000 new infections. The main modes 
of transmission are via sex and injecting drug use. Most countries are at a low-level HIV 
epidemic state (however, information on HIV infection among most-at-risk populations is 
scarce, and concentrated epidemics could be hidden). Sustained epidemics in the general 
population are unlikely, but an increase of HIV prevalence among the most-at-risk 
populations is probable. The epidemic in north Sudan is not generalized, although in the 
south it is. 

Only two countries of the Region, Egypt and Pakistan, have reported carrying out 
surveys among sex workers (SW), injecting drug users (IDUs), men who have sex with men 
(MSM) and others, and have data available for 2006–2008. Nine countries, Bahrain, Djibouti, 
Kuwait, Libyan Arab Jamahiriya, Palestine, Qatar, Syrian Arab Republic, Tunisia and United 
Arab Emirates, have not reported surveys among any of these groups. 

WHO’s strategic direction for the health sector’s contribution to achieving universal 
access rests on expanding testing and counselling, maximizing prevention, accelerating 
treatment scale-up and strengthening health systems. 

 Conclusions 

Insight into HIV epidemiology is increasing in some countries. Surveys among most-at-
risk populations using proper methodologies are feasible in the Region’s cultural context. 
Periodic HIV prevalence surveys among selected population groups provide the most useful 
information. 

 Access to HIV prevention, care and treatment  

There is a major gap in the Region’s health sector in monitoring access to HIV infection 
prevention activities: an estimated 2% of the eligible population is covered by prevention of 
transmission from mother-to-child (PTMTC) activities. Seven countries report 100% testing 
of donated blood in a quality assured manner; four report less than 100%. Eight countries 
report having a STI strategy; three countries have special STI services for sex workers. 

Of the estimated 146 000 needing antiretroviral therapy (ART) in the Region in 2007, 
less than 5% were receiving it. Coverage in 2007 ranged from 74% in Oman to 1.7% in 
Sudan. Jordan had 10 clinics per 1000 people needing ART; Sudan 0.4. The need for ART is 
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increasing across the Region. Provision of ART is feasible, even in difficult situations such as 
in southern Sudan and Somalia, where coverage is increasing. 

 Conclusions and recommendations 

• Since 80% of known people living with HIV (PLWH) in need of treatment are 
receiving it, a major obstacle to increasing access to treatment is that most PLWH do 
not know that they are infected.  

• Increasing access to HIV testing and counselling and HIV care and treatment remains a 
major challenge to countries—potential causes for low access are manifold and include 
issues at programme, service delivery and community levels.    

• There should be in-depth reviews of health sector programmes (in particular: HIV 
testing and counselling and HIV care elements) involving all relevant stakeholders. 

• Service delivery models should be developed that are most appropriate for country 
context. 

• Costed health sector plans are needed for stepwise expansion of service delivery 
towards achieving universal access. 

4. FOLLOW-UP ON PREVIOUS NAP MANAGERS’ MEETING 
RECOMMENDATIONS 
Hamida Khattabi, Medical Officer, AIDS and Sexually Transmitted Diseases, WHO 
Regional Office for the Eastern Mediterranean 

The 2007 national AIDS programme managers meeting recommendations were to: 

• improve HIV strategic information  
• expand access to HIV treatment and care and HIV testing and counselling  
• monitor antiretroviral therapy  
• monitor HIV drug resistance. 

Questionnaires were sent to countries of the Region; seven countries had not replied at 
the time of the meeting. Of those countries that did reply, 10 stated that they had begun 
second-generation HIV surveillance. Countries that had not responded to the questionnaire 
were asked to do so by the end of the meeting.  

 Expanding access to HIV treatment and care and HIV testing and counselling  

The questionnaire also asked if countries had: 

• conducted in-depth reviews of obstacles to accessing HIV testing and counselling and 
HIV care for people in need (in particular those at most risk of HIV) and adjust their 
strategies and approaches to service provision accordingly. 

• taken steps to expand access to voluntary HIV testing and counselling considering 
client- and provider-initiated testing and counselling. 

• ensured the uninterrupted supply of HIV medicines. 
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• provided comprehensive treatment and care services free of charge, including ARV 
therapy and HIV care (laboratory testing and opportunistic infections prophylaxis and 
treatment). 

• involved PLWH in adherence support. 
• integrated HIV care and treatment services in existing health care services and raise 

awareness of health care workers involved in factors affecting patient adherence to ART 
and on adherence support. 

• enriched medical interventions with elements of psychosocial support, mental health 
interventions, stigma reduction and violence prevention measures through integrating 
them into the work of the facilities offering medical treatment. 

• provided patient education on the basics of HIV, ART and its positive effects and side-
effects. 

Most of those countries that replied had instigated these activities. 

 Antiretroviral therapy monitoring  

The questionnaire asked about the following recommendations with respect to ART 
monitoring. 

• National AIDS programmes should consider strengthening patient monitoring as a top 
priority when expanding access to ART and HIV care. 

• Countries without a monitoring system should establish one according to WHO 
recommendations. Countries with a monitoring system in place should adapt it taking 
into consideration the elements of the WHO system that are required in order to 
produce cohort indicators. 

• All countries should develop a training plan for strengthening ART monitoring as a first 
priority. The training plan should identify persons to be trained for data collection, 
reporting, central management and analysis and supervision. Once the training plan is 
established, countries might require WHO support for training. 

• Funding for patient monitoring should be addressed in future to the Global Fund to 
Fight AIDS, Tuberculosis and Malaria proposals but the plan for contingency and 
sustainability of funds should be made available. 

• Countries that intend to use ART extension of Health Mapper should work closely with 
their health management information service unit and contact the Regional Office for 
customization and training support. 

• Countries should upgrade their national HIV and AIDS case reporting systems to 
improve case reporting and to include at least “advanced HIV infection” reporting. 

Most countries that replied had taken steps to implement these recommendations. 
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 HIV drug resistance monitoring  

The questionnaire asked about the following recommendations with respect to HIV 
drug resistance monitoring. 

• Countries should give priority to developing a national plan for HIV drug resistance 
monitoring. 

• All countries offering antiretroviral therapy should initiate the collection of a set of 
WHO recommended HIV drug resistance early warning indicators from some or all 
ART sites at country level, with the goal of monitoring ART programme elements that 
could facilitate the emergence of resistance and to initiate necessary measures to 
contain the threat. 

• Countries agreed to develop operational protocols for early warning indicators 
collection and share it with the WHO Regional Office and headquarters. After revision 
of the protocols from WHO, countries will start early warning indicator collection. 
Results should then be included in the national HIV drug resistance report to be done 
by end of 2008. 

• Countries with a high incidence rate of HIV (Sudan, Djibouti) and those with 
concentrated HIV epidemics (Islamic Republic of Iran, Libyan Arab Jamahiriya, Oman, 
Pakistan) should evaluate whether the number of newly infected people in the general 
population or in groups at risk (e.g. injecting drug users) in a specific geographic area 
(e.g. capital city) that are eligible for HIV drug resistance surveillance is sufficient to 
allow the implementation of the HIV drug resistance transmitted surveillance.  

• By the end of 2008, countries should publish an annual national HIV drug resistance 
report, which could be a component of the annual report regarding the prevention and 
control of the HIV/AIDS epidemic. The report should include data on early warning 
indicators and progress made towards the implementation of HIV drug resistance 
monitoring and HIV drug resistance surveillance; and should include descriptions of 
other HIV drug resistance prevention activities in the country and actions taken based 
on the drug resistance HIV drug resistance findings. In addition a regional report will 
be developed based on national reports on HIV drug resistance.  

Of those countries that replied, few had implemented all of these recommendations. 

5. SERVICE DELIVERY MODELS FOR EFFECTIVELY SCALING UP HIV 
CARE AND TREATMENT: LESSONS LEARNED 
Véronique Bortolotti, Medical Officer, AIDS and Sexually Transmitted Diseases, 
Division Communicable Disease Control, WHO Regional Office for the Eastern 
Mediterranean  

Frequent constraints seen in HIV care and control programmes include limited and 
fragmented services provided at hospitals, high levels of stigma and discrimination against 
people living with HIV, limited collaboration among key players, and isolation of people 
living with HIV. 
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Successful approaches to overcoming these problems include: 

• coordination and partnership mechanisms 
• decentralization and integration of services adapted to the national/local context with 

level of care focus 
• a strong referral system 
• effective involvement of people living with HIV in all aspects of the continuum of care 
• strengthening the health system to provide quality care 
• developing a package of services at each level of the health system 
• including all stakeholders. 

Developing coordination and partnership should include all stakeholders. It should be 
under national leadership, with multisectoral political commitment, with the ministry of 
health’s national AIDS programme taking the lead. At national level, there should be a 
national coordinating committee with technical working group(s) in support. At local level 
(level of care focus), the HIV care coordinator, through the local coordinating committee, 
works with public health services and clinical services, the private sector, nongovernmental 
organizations, the community at large, and people living with AIDS themselves. 

Decentralization and integration of HIV into clinical and public health services in 
settings with high HIV loads and limited resources can be seen as a pyramid. At the base, the 
community is mobilized and sensitized to increase its awareness of the illness, thus reducing 
stigma. Care and support are provided by treatment supporters, community health workers 
and caregivers from within the community. The local health centre’s clinical team screens for 
ART eligibility; manages opportunistic infections; runs education and support programmes, 
integrated counselling and testing programmes, and prevention of transmission from mother-
to-child programmes; and provides a referrals to higher up services. ART is provided at the 
district level, where the supervisory and referral services are based. At the tertiary level, 
specialized services are provided. 

ART may be provided either through a tertiary facility, if the prevalence is low, with 
self-referral and partial follow-up at local health centres. With higher loads, the ART may be 
based at district level with referrals to tertiary facilities and health centres. 

Day care centres are useful. They provide opportunities for peer support, as well as 
offering psychosocial and occupational therapy and medical services. They function as a go-
between between health care centres, homes and the community as a whole. 

People living with HIV can be empowered and effectively involved with their 
treatment. They can form coordination committees and self-help groups, monitoring their 
peers to insure adherence to treatment regimes.  

At the national level, health care facilities can be strengthened to provide a better 
quality of care through: 
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• national standard guidelines for the management of HIV infection 
• building of human resources and capacity via 

– team approach, task shifting 
– training plan 
– mentoring 

• boosting laboratory capacity, including patient monitoring and quality assurance 
• establishing a reliable procurement and management system 
• adopting standard patient monitoring, supportive supervision 
• adopting financial mechanisms to ensure that health care facilities receive adequate 

funding to provide quality care. 

6. SCALING UP SERVICE DELIVERY FOR HIV CARE AND TREATMENT: 
MODEL OF CARE, INDIA  
Damodar Bachani, Deputy Director-General, National AIDS Control Organization, 
Ministry of Health and Family Welfare, India 

The Indian Government is committed to providing life-long free standardized 
combination ARV therapy with facilities for detection of eligible cases, a regular, secure 
supply of ARV drugs and a robust monitoring and evaluation system. Objectives include 
attaining individual drug adherence of 95% or more and increasing lifespan; the target is at 
least 50% of patients alive after three years of starting ARV. 

The programme was started in April 2004 at eight institutions, and currently there are 
181 ART centres in 31 states. The aim is to set up 250 ART centres and 750 link ART centres 
(see below) by 2012 covering 300 000 adults and 40 000 children. Currently, more than 
180 000 patients, including 12 000 children, are receiving free ART at these centres. In 
addition, 35 000 patients are estimated to receive ART in the private sector. WHO 
prequalified first line ARV is procured centrally in bulk; the cost per person per year is about 
US$ 120.  

The criteria for site selection are districts with high HIV prevalence, districts with more 
than 1000 patients on ART, high pre ART registration and districts with high HIV 
seroprevalence in clients at integrated counselling and testing centres. Sites are carefully 
mapped to avoid any duplication and improve access. 

Particular efforts are being made to reach out to children. A paediatric ART programme 
was rolled out in 2006, seeing a dramatic increase in children registered in HIV care and 
taking ART. 

Survival rates in the Indian ART programme are similar to those in other developing 
countries. The response of the ART programme is limited by the late entry of patients in HIV 
care. Patients with a low CD4 count of < 50 cells/mm3 at baseline were significantly more 
likely to die before two years compared to those with CD4 > 50 cells/mm3. Improvement in 
immune status was significantly higher in patients starting on ART with a higher CD4 count. 
A large proportion of married patients on ART reported a HIV-positive spouse. 
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The intention is to establish about 10 centres of excellence around the country. These 
will offer comprehensive medical, nursing and psychosocial care, as well as nutrition advice 
and other education. They will be research centres and repositories, staffed by specialists, 
counsellors and laboratory technicians supported by postgraduate trainees. They will be 
models of good clinical practice, good pharmacy practice, good hospital infection control and 
good waste management.  

The ART roll out is currently restricted mainly to medical colleges, tertiary hospitals 
and big district hospitals. As a result, patients often have to travel long distances to get the 
treatment. This may lead to missing of visits, particularly when the patient is travelling or is 
otherwise feeling healthy. The monthly visits may also entail a stay in the city, leading to 
escalation of costs in addition to travel cost. At the same time, monthly visits mean busy ART 
centres, leading to long waiting hours and inconvenience to patients. All these factors have 
been perceived as potential barriers to an optimal adherence for ART. 

To minimize the travelling needs for the patients stable on ART, it is envisaged to have 
authorized drug distribution centres called ART link centres. These link centres’ main 
responsibility will be adherence counselling and monitoring, identification of the critical side-
effects of ART/opportunistic infection medication, and referrals to a main ART centre in 
timely manner when necessary. Link ART centres will not initiate ART in any patient. 

In addition, there will be community care centres, which are community-based facilities 
for accessible, affordable and sustainable counselling, support and treatment of people living 
with HIV. They will cater primarily to patients using other health service due to illness, self-
referrals or referrals from other health facilities and admittees from outpatient services. All 
patients being initiated on ART will be sent to the CCC for a minimum of three days to 
prepare for treatment and ensure adherence; to verify the patient’s address and get informed 
consent for home care to monitor well-being and treatment adherence; to prepare the family 
to accept HIV-positive status. They will also offer psychosocial and counselling support on 
drug treatment adherence, nutrition adherence and monitor for side-effects and tolerance to 
ART regimen. Minor opportunistic infections will also be treated. 

Strategies for upscaling ART in India include: 

• site selection based on epidemiological information and identification of people living 
with AIDS 

• facilitating access through decentralization through the development of link ART 
centres and community care centres 

• free investigations and treatment 
• public–private partnerships 
• improved quality of services: infrastructure, human resources, training, monitoring 
• integration with other health programmes 
• public awareness to avert stigma and increase use of services through the media, 

nongovernmental organizations and peer networks 
• mobilization of Global Fund grants for ART. 
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The programme also needs to: 

• improve the quality of counselling to motivate HIV-positive people to register for ART 
without waiting for symptoms  

• strengthen laboratory services for CD4 count  
• improve training of health care providers 
• increase drug adherence to > 95% 
• scale-up and make ART services accessible to more people 
• secure uninterrupted supply of drugs and CD4 kits  
• accredit ART in both public and private sectors  
• improve community-mobilization through networks of people living with HIV 
• begin drug resistance surveillance. 

7. SCALING UP IN MANAGEMENT OF HIV INFECTION: MODEL OF CARE, 
MOROCCO  
K. Marhoum El Filali, Ibn Rochd University Hospital, Casablanca, Morocco  

The prevalence of HIV infection in Morocco is less than 1%, and at the end of 2007 
there were an estimated 22 300 people living with HIV. There has been a national AIDS 
programme in Morocco since 1988, and the Association for the Fight against AIDS (ALCS) 
has been active in promoting prevention activities, treating opportunistic infections and 
lobbying and advocacy. The infectious diseases unit at University Hospital, Casablanca, has 
been working to strengthen the capacity of HIV management activities and training doctors 
and nurse from other medical facilities. A workshop was held in 1997 on guidelines for 
diagnosis and care, followed in 1998 by a ministerial decree. Between 2002 and 2004 there 
was a national strategic plan formulated via consultations and regional consensus, and the 
national response will be strengthened in the coming years. Poles of excellence have been 
established in university hospitals in Casablanca and Rabat, and there are 13 reference centres 
distributed about the country. 

Procurement and management of ART and other drugs are based on the number of 
current patients using ART and the expected number. These data are used to quantify future 
needs by the infectious diseases unit in Casablanca in coordination with the NAP manager, 
and the national committee for ART and HIV infection management approves the request. 
Funding is 50% provided by the Ministry of Health and the remainder by the Global Fund. 
The drugs are managed by the NAP, which distributes them to the poles of excellence and 
centres of reference. 

Political commitment to AIDS control is at the highest level, with King Mohammed VI 
launching the national initiative for human development. Services are being improved by 
decentralizing ART first-line regimen and blood testing to centres of excellence and 
introducing an electronic system for the management of ART stocks. Rapid testing is being 
introduced into clinics and voluntary counselling and testing centres. Genotype testing for 
viral resistance and new ART drugs are being introduced. 
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At central level there is a national coordination committee and at regional level there 
are nine regional intersectoral committees for the fight against AIDS. Follow-up and 
assessment runs from clinical sites, voluntary counselling and testing centres and 
nongovernmental organization activities to a regional observatory for epidemiology, then to 
central ministry level. Financial resource availability for drugs, testing and treatment of 
opportunistic infections is shared between the Ministry of Health and the Global Fund. 

ART coverage of those eligible has risen from 38% in 2003 to 78% in 2008. As 
customs and taxes on ART drugs have been removed and generics introduced the cost of 
treatment per person per month has fallen from about US$ 1300 in 1997 to about US$ 27 in 
2008. 

The main challenges and future perspectives for Morocco are: 

• reinforcement of decentralization at provincial level 
• improvement in early detection of cases with an expansion of VCT centres 
• improving the adherence programme for psychosocial support 
• finding a realistic plan to source financial resources. 

8. HIV TREATMENT AND CARE PROGRAMME AND SERVICE DELIVERY IN 
COUNTRIES OF THE REGION: IDENTIFYING BOTTLENECKS AND 
SUCCESSFUL APPROACHES 
Véronique Bortolotti, Medical Officer, AIDS and Sexually Transmitted Diseases, 
Division Communicable Disease Control, WHO Regional Office for the Eastern 
Mediterranean  

The low rate of ART coverage is a problem. Reasons for this include: 

• high stigma and discrimination in the community against people living with HIV 
• low access to, and uptake of, HIV counselling and testing; services are poor and often 

geographically inaccessible 
• lack of political commitment with low priority given to fighting HIV infection, coercive 

laws and lack of planning 
• ignorance of HIV, the effectiveness of ART and the availability of services 
• poor education of health care workers with respect to HIV and discrimination among 

them against people with HIV 
• lack of integration and linkage between all stakeholders 
• cost and procurement of ART drugs. 

The case studies from India and Morocco (above) examine some of the ways these 
countries have approached these bottlenecks. Among the most important, perhaps, are a cost 
reduction strategy for ART, improved education and training of health care workers and the 
community to help reduce stigma and improve the standard of care, the availability of 
paediatric care, a continuous focus on prevention and budget, and the decentralization and 
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expansion of testing and treatment facilities coupled with outreach to the most-at-risk 
populations. 

9. NEXT STEPS: DEVELOPING EFFECTIVE MODELS FOR HIV CARE AND 
TREATMENT IN COUNTRIES OF THE REGION 
Gabriele Riedner, EMRO Regional Adviser, AIDS and Sexually Transmitted Diseases 

The following strategies are proposed for developing effective models for HIV care and 
treatment in the Region: 

• development of strong political commitment 
• development of coordination and partnership mechanisms 
• decentralization and integration of services adapted to national/local context with level 

of care focus 
• development of a strong referral system 
• effective involvement of people living with HIV in their care 
• strengthening the health system to provide quality care 
• development of a package of services at each level of the health system 
• development of financial mechanisms to ensure sustainability 
• development of multiple approaches for reducing stigma and discrimination and raising 

awareness of care 
• development of mechanisms to ensure responsiveness to diverse situation and changing 

situation. 

The following steps at national level are proposed: 

• ensure high-level commitment 
• establish a national coordinating committee 
• develop national policy/framework 
• establish national working groups for the development of standardized guidelines, 

tools, training materials, etc. 
• develop an implementation plan, including target settings, criteria for site selection, 

training, etc. 
• define a package of services 
• secure ARV and other medicines/supplies procurement and supply 
• establish strong monitoring system 
• mobilize resources 
• advocacy. 
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10. HEALTH SECTOR INTERVENTIONS FOR MOST-AT-RISK POPULATIONS: 
GLOBAL PERSPECTIVES 
Kevin Richards O’Reilly, Scientist, Prevention in the Health Sector Unit, HIV/AIDS 
Department, WHO headquarters 

Some key recent events for most-at-risk populations are the issuing of a priority 
interventions document (http://www.who.int/hiv/pub/priorityinterventions/ en/index.html), 
renewed focus on essential prevention and care for people living with HIV, renewed attention 
to men who have sex with men and continued focus on sex workers and injecting drug users. 

Testing and counselling are the entry point to prevention, care and treatment of HIV 
infection. The strategic directions the health sector should pursue to increase its response 
include enabling greater coverage so that more people are aware of their HIV status, 
maximizing prevention efforts, accelerating treatment scale-up and strengthening the capacity 
of the health sector generally. 

The so-called 3 × 5 strategy aimed to put 3 million suitable qualified people in 
treatment by 2005 (later revised to 2007). However, this shifted attention away from 
prevention and contributed to the perception that the health sector addressed care and 
treatment; prevention was addressed elsewhere. It also used a narrow definition of “health 
sector”. 

A broader definition of “health sector” was made by the WHO Global Health Sector 
Strategy for HIV/AIDS in 2003: It is 

… wide-ranging and encompasses organized public and private health services 
(including those for health promotion, disease prevention, diagnosis, treatment 
and care); health ministries; nongovernmental organizations: community groups; 
and professional organizations; as well as institutions which directly input into 
the health care system (e.g., the pharmaceutical industry, and teaching 
institutions). 

Priority interventions include increasing knowledge of serostatus through laboratory 
recommendations on HIV diagnosis, voluntary (client-initiated) testing and counselling 
(VCT), provider-initiated testing and counselling (PITC), infant testing and diagnosis and 
family testing and counselling. Scale-up of HIV/AIDS treatment and care can be accelerated 
through providing antiretroviral therapy for adults; adolescents and children; patient 
monitoring; toxicity and pharmacovigilence; surveillance and monitoring of HIV drug 
resistance; prevention of opportunistic infections; management of opportunistic infections 
and co-morbidities for adults and children, including mental health and hepatitis; care, 
including nutrition, and palliative and end-of-life care for adults and children; and intensified 
case finding, prevention and treatment of HIV-associated tuberculosis in adults and children. 

Scale-up of prevention interventions can be accelerated through prevention of sexual 
transmission of HIV and other STIs; targeted interventions for vulnerable populations, such 
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as commercial sex workers and men who have sex with men; prevention of HIV infection 
through injecting drug use, including risk reduction information and education, sterile needle 
and syringe provision and exchange, opioid substitution therapy and hepatitis B vaccination; 
prevention of mother-to-child transmission; male circumcision; prevention services for 
people with HIV; prevention of HIV transmission in health care settings, including blood 
safety, use of universal precautions, safe injections and post-exposure prophylaxis (PEP); and 
prevention of HIV infection through new technologies, including microbicides, vaccines, and 
pre-exposure prophylaxis (PrEP). 

Health sector action should focus on outreach to high-risk groups, community- and 
home-based delivery of interventions and primary and secondary care at health centre or 
outpatient clinics. 

In conclusion, the health sector is responsible for prevention linked to care and 
treatment and has a vital contribution to make. The majority of action in countries remains 
within the broad definition of the health sector, and the focus must be on both those infected 
and not infected.  

11. HIV AMONG MOST-AT-RISK POPULATIONS: SITUATION AND RESPONSE 
IN THE EASTERN MEDITERRANEAN REGION  
Joumana Hermez, Technical Officer, AIDS and Sexually Transmitted Diseases, WHO 
Regional Office for the Eastern Mediterranean  

 Epidemiological overview 

There are few data from the Region on men who have sex with men. However, 
homosexual relations between men account for an average of 5% of all reported AIDS cases, 
with that number rising to 25% in some countries. About 1% of men who have sex with men 
who test for HIV are positive. Low condom use, multiple partners and anal sex are 
documented in the Region. There is an overlap between injecting drug users (IDU) and 
MSM, with 20%–30% of male IDU reporting male-to-male sex. 

Female sex workers in the Region are reported as “bar girls” or “sex workers”, but 
there is no clear definition for either category. Rates of positive HIV tests among those ever 
tested between 1995 and 2007 range from 0% to 11%, with an average of 0.82% for bar girls 
and 0.01% to 34% for sex workers with an average of 2.2%. In the majority of countries there 
is no estimated population size for female sex workers and little HIV prevalence data are 
available. In several countries of the Region, low condom use has been documented with 
commercial and casual clients. 

Of the cumulative cases of AIDS in the Region, 11% are due to injecting drug users. 
The rate of positive HIV tests among those ever tested between 1995 and 2007 is 1.7%. It is 
estimated that there are nearly 1 million IDU in the Region, mostly in the Islamic Republic of 
Iran, Libyan Arab Jamahiriya and Pakistan.  
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The least known at-risk group in the Region is the prison population. About 200 000 
prisoners were tested between 1995 and 2007, with an HIV-positive rate of 0.84%. HIV 
prevalence among prisoners is only available from Afghanistan (one prison), Islamic 
Republic of Iran, Morocco and Saudi Arabia. 

 The response 

Seven countries of the Region reported developing national strategic plans; of these, 
four have specific strategies for injecting drug users, three for commercial sex workers, and 
two for men who have sex with men. 

From information provided through a Regional Office questionnaire and in Global 
Fund proposals, those countries providing interventions for sex workers either provide access 
to condoms and testing and counselling (four countries) or just outreach (five countries). Less 
is reported targeting MSM, with just two countries providing access to condoms and testing 
and counselling and five running outreach programmes. Among IDU, Islamic Republic of 
Iran and Pakistan have wide-coverage programmes offering needle exchange and opiate 
substitution, as well as testing and counselling; six other countries have needle exchange 
programmes. Islamic Republic of Iran has wide-scale coverage among prisoners, with needle 
exchange and opiate substitution; more common is the more modest peer education 
programmes (five countries). 

 Regional network supported by WHO 

In 2007, EMROSTIC, a regional network of sexually transmitted infection experts was 
founded. Also in 2007, the Middle East and North Africa Harm Reduction Network 
(MENAHRA) was formed as a forum for exchange on harm reduction and training arena, 
bringing together experts in harm reduction and resources. 

 Conclusions 

• More acknowledgement and targeted interventions to most-at-risk populations are 
required. 

• There are attempts for addressing most-at-risk populations in 10 countries of the 
Region. 

• There is a lack of data that enables appropriate planning. 
• IDU and commercial sex workers are the groups most targeted. 
• MSM and prison interventions are underdeveloped. 
• The package of interventions varies between countries. 
• Coverage is low and is unlikely to have an impact on the epidemic. 
• There are no clear plans for monitoring and evaluation. 
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12. COUNTRY EXPERIENCES IN REACHING MOST-AT-RISK POPULATIONS 

12.1 Egypt 

A behavioural surveillance study among high-risk groups was conducted in Egypt in 
partnership with the national AIDS programme, Family Health International and Caritas 
Egypt. In Alexandria the target group was men who have sex with men. The methodology 
chosen was a respondent driven survey with 25 seeds who recruited three peers, who in turn 
recruited three peers. In this way 285 MSM were chosen, of whom 267 elected to undergo 
HIV testing. Of these, 6.7% tested positive for HIV. 

A nongovernmental organization was chosen because of confidentiality issues; 
suspicions surrounding government service. Nongovernmental organizations have more 
access to grass-roots society; fewer staff and less bureaucracy are needed; and 
nongovernmental organizations have access to other needed health, social and legal services. 

A package of services was put together, comprising a pre-test counselling session to 
establish a good relationship with the clients, ensure confidentiality and explain HIV/AIDS 
prevention techniques, how to assess risk, how to use condoms and how the testing would 
proceed. After the testing, post-test counselling was done. For those who proved to be HIV 
negative, strategies were reinforced for prevention of transmission and condom distribution. 
If positive, testees were referred to a support group in order to help them live positively, get 
the medical, psychological and nutritional support they needed, help them disclose their 
serostatus to their families and ensure access to condoms. Referral services included STI 
clinics, day care centres for street children, psychological professional services, religious 
leaders, support groups and drug user rehabilitation centres. 

Obstacles encountered among the service providers were a lack of field experience and 
willingness and shortage of time—the study lasted three months with no follow-up. Among 
clients, obstacles included stigma, a high drop-out rate of MSM, MSM are satisfied with their 
lifestyle, the MSM community tends to be suspicious of outsiders, misconceptions related to 
modes of HIV transmission among MSM, MSM lack knowledge and skills needed for 
HIV/HCV prevention, multiple sexual partners and fear of the police. 

More generally, problems were encountered as a result of social rejection of MSM, lack 
of specialized counsellors and expertise in the field, there being no national or regional 
strategy and lack of basic research on the behaviour and needs of MSM. 

Lessons learnt include: 

• MSM exist and are an at-risk population 
• MSM should be involved in planning and implementation of interventions  
• interpersonal approaches to behaviour change communication, such as peer education 

programmes, should be used  
• in spite of the great demand, MSM are not receiving the services they need 
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• a package of services for MSM should be provided through VCT centres and could 
benefit both 

• multiple health risk behaviour prevails among MSM and HIV is concentrated among 
them 

• condom use/distribution and promotion activities are an essential component in any 
MSM intervention programme 

• partnership with others in the health system is strongly recommended 
• MSM could help reaching out to other MSM 
• building a trustable professional relationship with MSM is essential to enable working 

with them 
• ensuring care and support services for HIV-positive detected cases 
• partnership with the NAP is a cornerstone of the success of this activity. 

Future plans include: 

• expanding the pilot experience 
• ensuring maintenance of follow-up services to MSM encountered in the pilot 
• develop a mechanism for extending services to partner(s) of MSM (sexual/needle-

sharing partners) 
• capacity-building of the counsellors involved 
• training of trainers programme for identified cadres selected from among MSM to be 

agents in different intervention phases 
• development of a well designed system for monitoring and evaluation 
• partnerships with other concerned sectors (governmental NAP and nongovernmental). 

12.2 Islamic Republic of Iran  

A pilot project to set up counselling and harm reduction centres for vulnerable women 
was run in the Islamic Republic of Iran. The target groups were female drug users, 
wives/partners of male drug users and women practising risky sexual behaviour. The main 
objectives were to reduce the vulnerable women’s personal exclusion, economic insecurity, 
social exclusion, legal vulnerability and high-risk behaviour and improve their health 
situation. 

The main strategies were education and awareness raising (IEC, peer groups, outreach, 
focus group discussions, safer sex education), prevention and care (syndromic management 
of STIs, HIV risk assessment, risk-reduction counselling, family planning, harm reduction: 
needle and syringe programme, opioid substitution therapy, condoms) psychosocial support 
and referral. 

Each pilot canter was staffed by two midwives, two female health care workers, one 
psychologist, one general physician and one part-time gynaecologist, all of them women.  

The location of the centres is key for attracting at-risk women: the centres were 
established in geographical areas known for high-risk activity, and women clients of the 
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centres motivated their peers to seek the services of the centres. Budgeting was shared 
between the national budget and the Global Fund. 

Within nine months about 700 high-risk women have benefited from the services in 
four different provinces. A monitoring and evaluation system will be developed to allow the 
desegregation of recorded clients by type of risk behaviour (this information is currently not 
available). 

Challenges included social, cultural, religious and legal barriers to making the 
interventions and the stigma attached to the sexual risky behaviour and the related 
interventions. 

Lessons learnt include the following. Sound advocacy among decision-makers is vital: 
based on a rapid situation assessment, the data gathered were used to convince the Minister of 
Health and Medical Education and other high authorities, including the multisectoral harm 
reduction committee to approve the project. Perseverance in advocacy is key: it took more 
than two years to get the approvals. Advocacy should target all decision-makers, including 
local religious and political leaders. Close collaboration between all stakeholders is essential, 
especially drug control headquarters, prisons and health authorities. Stigmatization and 
labelling must be avoided: we used the term “vulnerable women” instead of “sex workers” 
for the target group. Outreach must be integrated into existing health care services (the 
counselling and harm reduction centres for vulnerable women are established within health 
centres). Partnership with nongovernmental organizations was vital: the local AIDS focal 
points identified interested and reliable nongovernmental organizations, which delivered the 
services according to proximity to the target groups and whether the target groups trusted 
them. 

For the future, a comprehensive protocol to define the package and its delivery is 
planned, including HIV testing (pre- and post-test counselling), together with a data-gathering 
system including monitoring and evaluation and expansion of services throughout the 
country. 

12.3 Morocco 

Vulnerability to STI and HIV infection is enhanced in key populations at higher risk. 
These populations also suffer from societal stigma, discrimination and unfavourable legal 
framework. The challenge is to provide comprehensive outreach prevention programmes 
targeting key populations at higher risk. 

The Association for the Fight against AIDS, ALCS, is a Moroccan community-based 
organization involved in all aspects of the response to the HIV threat since 1988. It runs 
outreach programmes for men who have sex with men and female sex workers in the major 
cities of Morocco. The objectives of these programmes is ensuring access to adapted 
information, condoms and lubricants; ensuring access to VCT and to STI and HIV care; 
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providing psychological and social support; helping beneficiaries to improve their self-
esteem; and empowering communities. 

The approach adopted was a rights-based comprehensive programme implemented by 
steps following studies on female sex workers in 1989, men who have sex with men in 1991 
and male sex workers in 1993. The SW/MSM community was involved in the design of the 
programme; outreach work was based on peer education and regular presence in cruising 
areas and, since 2006, on Internet chat rooms. 

Services offered to the clients included peer outreach education and information about 
HIV and STIs, access to condoms and water-based lubricants, voluntary, free and anonymous 
HIV testing and counselling (including mobile VCT centres), workshops, conviviality 
sessions, training, free STI services and income generation activities. 

Keys to success included involvement of the populations concerned in all steps of the 
programme, unconditional compliance with ethics and the rights-based approach, high-level 
political commitment, strong and continuous advocacy at all levels and partnership building 
(local and international). 

Some of the challenges, difficulties and limitations were unfavourable sociocultural 
context; legal issues, police harassment and reported violations of human rights; great 
mobility of the populations targeted; violence in the cruising areas; insufficiency of funds 
(pap smears, ultrasonography, laboratory investigations); and a need for more specific 
serosurveys. 

Risk reduction programmes work. Lessons learnt were that a participatory/community 
approach with full involvement of the populations concerned was vital, as was collaboration 
between governments, nongovernmental organizations and international agencies. A rights-
based approach was necessary, and funding had to be sufficient and sustainable.  

12.4 Pakistan 

The HIV epidemic in Pakistan is driven by injecting drug use. Of the estimated 125 000 
male IDUs, over 18% are HIV positive (median national prevalence); 46% are currently 
married and of those married and infected 10% of their wives are already infected. The 
majority live below the poverty line and on average have four children directly affected by 
poverty, drug use and HIV. 

Since 1990 the nongovernmental organization Nai Zindagi has been working with 
disenfranchised groups of people affected by the use of drugs and associated harms to help 
them move from the margins of society to centre stage. It provides, through three separate 
organizations, HIV prevention services; HIV and AIDS diagnostics, treatment, care and 
support services; and skills training and employment. The client base includes street-based 
IDUs, their wives and children. Over 12 000 IDUs and over 2000 wives and 6000 children in 
four cities have access to services tailored to their needs regularly; coverage is above 85%. 
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Over 80% of the funding comes from the government of Pakistan. Between 2009 and 2013 
the programme will be expanded by the Government of Pakistan to eight new cities to access 
over 22 000 IDUs. The emphasis is multisectoral with all stakeholders contributing to the 
programme, which is coordinated by Nai Zindagi. 

Opiate substitution treatment is currently not allowed in Pakistan although this may 
change. The final decision for approval is still pending with the Ministry of Narcotics 
Control. Pakistan failed to secure Global Fund funding to address coverage gaps. Experience, 
for example in Lahore, shows that once HIV is prevalent among IDUs, due to their high 
mobility, isolated small-scale coverage will not have the desired impact in the long run. 

Scaling-up challenges include:  

• maintaining uninterrupted funding—short-term contracts can result in inconsistent 
service delivery  

• convincing, engaging and ensuring that government stays on board for continued and 
ongoing funding and scaling up 

• maintaining ongoing exposure, dialogue and advocacy with law enforcement 
agencies—police and anti-narcotics forces—is absolutely crucial as they can play both 
negative and positive roles  

• keeping local communities on-board to ensure an enabling environment 
• improving services in quality and quantity for AIDS diagnostics and treatment, 

including access to ART  
• using ex-drug users in service delivery, particularly as outreach workers. 

Lessons learnt: 

• services need to be holistic and based on a continuum of care and must encompass the 
triple nexus of poverty, drug use and HIV and AIDS, especially in a resource-
constrained client base 

• wives of IDUs and their children need to be part of services and programming 
• harm reduction is not limited to syringe exchange and/or opiate substitution treatment 

only 
• drug users are the solution not the problem—an able and skilled human resource 
• access to drug treatment services is essential and integral to good programming 

• access to skills training and employment greatly complements HIV prevention and drug 
treatment services—it reduces relapse and improves adherence to ART due to economic 
and social stability 

• public–private partnerships work if based on mutual benefits and stakes. 



WHO-EM/STD/121/E 
Page 21 

 

13. SUPPLEMENTARY SESSION: SELECTION OF NAP MANAGERS’ 
REPRESENTATION IN AIDS REGIONAL ADVISORY GROUP (ARAG) 

A supplementary session of the meeting was dedicated to selection of NAP managers’ 
representation in ARAG. Dr Mostafa El Nakib, National AIDS Programme Manager, 
Ministry of Public Health, Lebanon, and Dr Aziza Benani, National AIDS Programme 
Manager Ministry of Health, Morocco, have been elected by their colleagues to represent 
them in ARAG. 

14. RECOMMENDATIONS 

To Member States 

1. Estimate sizes and monitor trends in HIV infection and related behaviours among the 
most-at-risk populations. 

2. Strengthen surveillance units in ministries of health to enable them to oversee and 
ensure the implementation of HIV surveillance. 

3. Mobilize resources for strengthening surveillance systems (including size estimations 
of most-at-risk populations) such as national resources, GFATM or other. 

4. Develop national HIV health sector plans of action (costed). 
5. Carry out reviews/assessments of national HIV testing and counselling and treatment 

and care programmes to identify strengths and weaknesses in terms of facilitating 
access and utilization. 

6. Adopt appropriate strategies and policies to tackle stigma against PLWH particularly 
in health services and among health professionals. 

7. Promote the integration of HIV services and interventions into the health system. 
8. Ensure multisectoral and interministerial coordination and partnership with all 

stakeholders. 
9. Develop and strengthen HIV prevention, care and treatment service delivery models, 

including definitions of:  
− comprehensive service packages to be provided at different levels of the 

system  
− role of all relevant partners/stakeholders (including PLWH, private sector, 

civil society organizations) 
− referral system within and outside the health system 
− Monitoring of service delivery 

10. Develop and strengthen strategies for access to HIV prevention and care for most-at-
risk populations involving all relevant stakeholders.  

11. Advocate and raise awareness of decision-makers, community and religious leaders in 
a view to acknowledge and accept HIV health sector interventions among most-at-risk 
populations (SWs, MSM, IDUs, prisoners). 

12. Develop service delivery packages and models for most-at-risk populations, including 
the necessary training materials.  

13. Identify service delivery points where health sector interventions can be provided to 
most-at-risk populations. 
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 To WHO 

14. Work with UNAIDS and countries towards closing the gap between country estimates 
and WHO/UNAIDS estimates. 

15. Facilitate experience exchange between countries on: most-at-risk populations 
interventions and services; and models of care. 

16. Arrange for meetings with decision-makers to encourage the positive experiences and 
practices of countries in the Region and address the gaps and weaknesses. 

17. Provide technical assistance for situation assessments, mapping, populations size 
estimations and biobehavioural surveys and establishing interventions for most-at-risk 
populations, including advocacy.  

18. Support countries to carry out reviews of national HIV care and treatment and testing 
and counselling programmes. 

19. Facilitate peer reviews of national strategies. 
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