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1. INTRODUCTION 

The fifteenth intercountry meeting of national AIDS programme managers was 
convened in Cairo, Egypt, from 3 to 5 April 2005 by the WHO Regional Office for the 
Eastern Mediterranean (WHO/EMRO). The objectives of the meeting were to update national 
AIDS programme managers on the HIV/AIDS situation in the Region, review and assess the 
regional and country achievements in the implementation of the regional strategic plan for 
HIV/AIDS and STDs 2002–2005, and discuss the broad strategic directions in preparation of 
the Strategic Plan 2006–2010. In addition, the meeting also introduced new programme 
components, namely, integrated management of adolescent and adult illness (IMAI), joint 
HIV/AIDS and tuberculosis programme activities and the monitoring of antiretroviral drug 
resistance. The meeting was attended by national AIDS programme managers from all 
countries of the Region, as well as members of the HIV/AIDS and STD Regional Advisory 
Group (ARAG), representatives from other United Nations agencies and other organizations 
and staff from WHO headquarters, the Regional Office and country offices. 

The meeting was opened by Dr M.A. Jama, Deputy Regional Director, WHO/EMRO 
who delivered the message of Dr Hussein A. Gezairy, WHO Regional Director for the Eastern 
Mediterranean. In his message, Dr Gezairy highlighted the achievements made by countries 
of the Region in fighting the HIV/AIDS epidemic. Most countries of the Region have 
developed strategic plans or were in the process of developing them. Many countries in the 
Region were expanding prevention and care interventions and several countries were 
providing antiretroviral treatment (ART) to people living with HIV/AIDS (PLWHA). Health 
ministries were seeking technical support for capacity-building, and for the development of 
policies and technical guidelines and for national AIDS programme planning, monitoring and 
evaluation. A reduction in the stigma and discrimination related to HIV/AIDS in countries of 
the Region would facilitate the success of prevention, care and treatment activities. 

Dr Gezairy made reference to the fact that since the inception of the 3 by 5 Initiative, 
HIV/AIDS care had gained momentum. Many achievements had been made within the 
framework of the initiative in the past few years. However, concerns had been expressed 
about the low coverage of antiretroviral treatment in the Region, which was even lower than 
in the WHO African Region. Dr Gezairy emphasized the importance of maintaining 
preventive efforts, which were an integral part of the 3 by 5 Initiative, and stressed that 
preventive activities should include ensuring the highest possible level of blood and injection 
safety. Despite the fact that immense progress had taken place in these two areas in most 
countries, there were still foci where stricter measures were required. Preventive efforts 
should also cover the management of sexually transmitted infections (STIs). The Regional 
Office was in the process of establishing a network of experts in sexually transmitted 
infections as a regional core group of consultants ready to provide technical assistance to 
countries. Dr Gezairy’s message equally stressed the need to scale-up preventive measures 
among vulnerable groups and the need for special focus to be directed to the problem of 
injecting drug use, which was an increasing threat in some countries of the Region, and which 
may spread to other countries. 
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He concluded by drawing participants’ attention to the current regional strategic plan for 
improving the health sector response to HIV/AIDS and STIs which would end in 2005, and 
prompted them for input and feedback on the draft strategy for the period 2006–2010. As 
national AIDS programme managers, they were responsible for containing the HIV epidemic 
and bringing it under control in their own countries. 

The chairmanship was shared on a rotating basis and Dr Randa Mahmoud Youssef 
Abdel-Rahman served as the Rapporteur of the meeting. The programme and list of 
participants are given in Annexes 1 and 2 respectively. 

2. REGIONAL SITUATION UPDATE ON HIV/AIDS/STI AND WHO’S 
RESPONSE TO HIV/AIDS/STI EPIDEMIC IN THE REGION 
Dr H. Ziady, WHO/EMRO 

Globally, it is estimated that 39.4 million adults and children are currently living with 
HIV/AIDS; 710 000 of these people are living in the Eastern Mediterranean Region. This 
number is somewhat higher than the number of people living with HIV/AIDS in western and 
central Europe. In the Region, estimates indicate that 92 000 people acquired the infection 
during 2004, and 28 000 died from AIDS in the same year. The numbers of newly developed 
cases in the Region as well as associated HIV/AIDS deaths are higher than estimates from 
western and central Europe and North America. 

Exploring features of the HIV/AIDS epidemic in the Region revealed that Sudan, 
Pakistan and Somalia suffer the greatest burden of the disease. Generalized epidemics are 
encountered in Djibouti and Sudan where the prevalence among pregnant women exceeds 
1%. Recent data from Somalia suggest that Somalia is on the point of developing a 
generalized epidemic. Concentrated epidemics, where the prevalence consistently exceeds 5% 
among injecting drug users, are noted in the Islamic Republic of Iran and Pakistan. In the 
Region, men are generally more affected by HIV/AIDS, however women acquire the 
infection at a younger age. Heterosexual transmission is still the predominant mode of 
transmission in the Region. Other modes of transmission are increasing, namely transmission 
through injecting drug use, blood transfusions and mother-to-child transmission. A high 
prevalence of HIV has been observed among tuberculosis patients and voluntary counselling 
and testing (VCT) clients, even in countries with low HIV prevalence. 

The response of the Regional Office to the HIV/AIDS situation has included advocacy 
and public information, revision of the regional database and the modification of reporting 
forms, human capacity-building, technical assistance and mobilization of resources. Support 
is also being given to countries in complex emergencies. 

As for the 3 by 5 Initiative in the Region, it is estimated that only 4000 patients are 
receiving antiretroviral treatment (ART) out of the estimated 77 500 who are in need. The 
regional coverage rate of 5% is low compared with a global coverage rate of 12%. For the 
progress of the 3 by 5 Initiative, an officer was recruited in Sudan and the recruitment of 
another officer in Djibouti is currently in progress. A regional 3 by 5 workplan has been 
developed with activities to scale up the HIV/AIDS response in the priority countries. 



WHO-EM/STD/079/E 
Page 3 

 

Discussion 

The data presented highlighted major gaps in surveillance, resulting in an inability to 
properly understand the epidemiological developments in the Region. In almost all countries, 
HIV prevalence data collection is not carried out in a rational and standardized manner, 
leading to seemingly rapid increases or decreases in the prevalence of HIV in certain 
populations surveyed between consecutive years. Agreement was reached in respect of the 
importance of generating reliable information and quality data that truly reflect the situation 
of HIV/AIDS. Based on the proportion of HIV-positive cases among patients with 
tuberculosis and clients of VCT services, participants agreed that both tuberculosis and VCT 
are excellent entry points. Participants recommended the initiation of behavioural surveillance 
to be started and shared by countries in the Region. Country representatives were assured that 
technical support for HIV/AIDS surveillance would be a priority to the Regional Office in the 
coming period. 

3. REVIEW OF COUNTRY RESPONSES TO THE HIV/AIDS/STI EPIDEMIC 
 Dr G. Riedner, WHO/EMRO 

Information regarding the response to HIV/AIDS/STI in the Region is incomplete. To 
bridge the gap in information, a questionnaire survey was developed and sent to national 
AIDS programme managers in the Region to assess the status of country responses to the 
HIV/AIDS/STI epidemic. Sixteen out of the 22 countries of the Region responded to the 
questionnaire in due time, and hence, the information drawn is suggestive of the strengths and 
gaps in the regional response, however, not fully representative of the whole Region. The 
questionnaire data was coupled with other information sources available to the Regional 
Office, and the following overview was deduced. 

Most countries in the Region have developed a national strategic plan. The epidemic 
state of the disease in the Region is generally low level, however some countries, namely 
Sudan and Djibouti are experiencing a generalized epidemic. Somalia is on the point of a 
generalized epidemic. Other countries are experiencing concentrated epidemics among 
injecting drug users; these are the Islamic Republic of Iran, and some areas of the Libyan 
Arab Jamahiriya and Pakistan. Most of the countries are collecting HIV and AIDS case 
notification data. Few countries conduct HIV prevalence surveillance. Information on HIV 
among particularly vulnerable and hard-to-reach groups is not systematically collected. 

As for safety of blood and invasive procedures, all countries reported the use of 
disposable syringes at all levels of health care facilities and the majority have national 
guidelines for blood/blood product transfusion, including universal HIV testing of donors. 
However, in Sudan and Somalia HIV testing of donors reportedly cannot always be ensured. 

Most countries of the Region issued national guidelines for ART including first line 
therapy. However, coverage with ART varies widely between countries; it reaches less than 
10% in Djibouti, Somalia, Sudan and Yemen while some countries, such as Bahrain, Kuwait, 
Lebanon, Tunisia and United Arab Emirates achieve 80% coverage. In Egypt, triple therapy is 
not followed. Also, there is a great variation between countries of the Region in the prices of 
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antiretroviral (ARV) drugs. Prices of first-line antiretroviral therapy regimens per patient per 
month range from as low as US$ 50 to as high as US$ 1500. 

Information, education and communication is available in most countries for the general 
population but not for populations at high risk of HIV infection, such as injecting drug users, 
sex workers and men who have sex with men. Counselling and testing services are available 
in some major towns, however there are no targeted efforts to facilitate access for vulnerable 
and high-risk groups. National AIDS programme managers indicated that the health 
infrastructure and capacity are insufficient, particularly for working with high-risk groups and 
for STIs, counselling and testing, surveillance, monitoring and evaluation. 

Discussion 

Participants expressed concerns about the reliability of the assessment of the situation 
based on the questionnaire returned from 16 out of 22 countries in the Region, although there 
was a consensus that it was fairly representative to the Region. It was suggested that the 
survey should be repeated after one year. A suggestion was made not to limit the circulation 
of the survey only to the government, but to consider including nongovernmental 
organizations as they are capable of reaching more people. The need for interventions directed 
at high-risk groups was raised and was expected to be discussed during the group work. 

 
4. GOOD PRACTICES: COUNTRY REPORTS 

4.1 Multisectoral collaboration in Djibouti 

Djibouti has a national strategic plan with a strong political commitment to fight 
HIV/AIDS. The response to the HIV/AIDS epidemic is based on multisectoral collaboration 
with the involvement of 10 ministries in the planning and implementation of activities. 
Effective partnership with nongovernmental organizations, standardized care tools and 
regimens with ongoing updating and effective procurement and supply of laboratory reagents 
and ARV drugs are assets for the future expansion and strengthening of prevention, care and 
treatment interventions. 

Djibouti is offering free and confidential access to voluntary counselling and testing 
(VCT) and follow-up in four sites, in addition to prevention of mother-to-child transmission 
in two pilot maternal and child health care centres. ART is now being scaled up and 250 
eligible HIV patients are currently receiving ART. Patients have to pay a share in the cost of 
treatment although poor patients are provided with free testing and ARV drugs in eight 
facilities. 

Main bottlenecks encountered in the 2004 pilot project were identified in order to 
address weaknesses and to bridge the gap for scaling-up in 2005. Human resources need to be 
developed through recruiting medical and paramedical personnel and by providing training to 
improve quality of diagnosis and treatment. There is a need for the adaptation of tools and 
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procedures for diagnosis and the follow-up of patients in remote areas, and mobile and 
nomadic populations, and for effective supervision at district level. 

Sustainability will depend on the use of low cost CD4 count and viral load techniques, 
provision of free ARV drugs and the early introduction of a cost recovery scheme. The 
Government of Djibouti is aiming for future integration into the national health budget. 
Steady national political commitment and lasting support from international donors are two 
strong elements of sustainability. 

4.2 Community involvement of people living with HIV/AIDS in Sudan 

Sudan is currently experiencing a generalized epidemic with a prevalence of 1.6% and 
an estimated 500 000 cases. Prevalence of HIV/AIDS is between 2.0% and 2.5% among 
prisoners and street children. A much higher prevalence between 4.0% and 4.5% has been 
recorded among refugees and sex workers. Although heterosexual transmission is the main 
mode of transmission of HIV/AIDS in Sudan, transmission through blood transfusions and 
mother-to-child transmission are recognized. Poverty, illiteracy, the high rate of mobility of 
the population, high prevalence of HIV/AIDS in neighbouring countries, as well as the stigma 
and discrimination facing PLWHA are all factors contributing to the progress of the epidemic 
in Sudan. 

The Sudan PLWHA Care Association (SPCA) is a nongovernmental organization 
founded in 2003 with the aim of restoring hope and improving the quality of life for people 
and communities afflicted by HIV/AIDS. SPCA is participating in fighting HIV/AIDS 
through awareness-raising activities and advocacy programmes with the involvement of 
PLWHA. SPCA provides training, care and medication, as well as counselling, and 
psychological and financial support to PLWHA. 

As the epidemic progresses, changing public attitudes towards PLWHA is essential in 
reducing the stigma and discrimination and to pave the way for other interventions. 
Community resources are available and should be mobilized to ensure prevention, care and 
support for PLWHA. SPCA is contributing to capacity-building of PLWHA and is enlisting 
their involvement to do so. 

4.3 Sentinel sero-surveillance in Somalia 

HIV sero-prevalence surveillance and STIs prevalence studies in Somalia were carried 
out in 2004 to provide an insight into the extent of HIV/STIs in the country. Such information 
is valuable for the planning and evaluation of health services, as well as for the monitoring of 
trends over time. Surveillance is conducted at three sentinel sites. Populations surveyed 
include 500 STI patients, 250 tuberculosis patients and 350 antenatal care attendees. The 
inclusion of a low-risk population, namely those attending antenatal clinics, is to give an 
insight into the spread of the virus among sexually active women of childbearing age. 

HIV surveillance is not anonymous while participation in the studies on STI prevalence 
and the validation of syndromic STI management was voluntary and information was kept 
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strictly confidential and anonymous. The surveillance covered 11 towns, 13 maternal and 
child health clinics, 8 STIs sites and 3 centres for the treatment of tuberculosis. Tested 
samples were sera, urine, vaginal and cervical swabs. Initial testing was performed in Somali 
laboratories under the supervision of WHO laboratory consultants. All positive samples and 
10% of negative samples were sent to the Microbiology Department of Nairobi 
University/WHO collaboration centre for external quality control. This is in addition to urine 
and swabs sent by attendants from antenatal clinics and STI patients from PCR tests for 
gonorrhoea and chlamydia. 

Preliminary results show HIV prevalence among attendants of antenatal clinics of 1.4% 
in northwest Somalia, 0.96% in northeast Somalia and 0.5% in central and south Somalia. 
HIV prevalence among STI patients attending outpatient departments was 12.3% in Hargeisa, 
4% in Mogadishu and 0.8% in Bosaso. Among newly diagnosed cases of tuberculosis, HIV 
prevalence was 5.6% in northwest Somalia, 5.5% in northeast Somalia and 2% in central and 
south Somalia. Once available, the result of the undetermined sample will be added to 
complete the picture of HIV prevalence in Somalia but it is clear that prevalence varies 
between surveillance sites. 

5. INTEGRATED MANAGEMENT OF ADOLESCENT AND ADULT ILLNESS 
Dr S. Gove, WHO/HQ 

HIV and antiretroviral treatment has been simplified, however, scaling up is extremely 
challenging. Some of the constraints include limited resources, limited capacities of health 
systems, weak infrastructure, the need to establish a chronic care system, equity in reaching 
women, children and marginalized groups, as well as monitoring and preventing the 
emergence of drug resistance. 

The public health approach can be applied to scale-up HIV/AIDS care, supply of ARV 
and HIV prevention. A public health approach aims at overcoming the dichotomy between 
treatment and prevention and at decentralizing HIV/AIDS care. The integrated management 
of adolescent and adult illness (IMAI) is a tool to ensure service delivery and to support the 
shift to chronic care, as well as to strengthen and regenerate underfunded and poorly 
performing health services. 

Health care services at the primary level are horizontal and integrated. IMAI builds on 
other integrated approaches such as integrated management of childhood illness (IMCI) and 
integrated management of pregnancy and childbirth (IMPAC). IMAI responds to human 
resources constraints by task shift based on simplified and operationalized guidelines, 
efficient in-service training and emergency pre-service introduction. IMAI strengthens health 
systems by establishing an integrated delivery of chronic disease management, providing 
clinical management training materials, training and support thereafter, solid procurement and 
supply chain management, as well as community engagement and participation. The IMAI 
prevention package makes every worker a prevention worker. 

An optional session was conducted to familiarize interested participants with the IMAI 
country introduction and adaptation process, available training and patient education materials 
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and ART patient monitoring forms. Discussion between WHO members, national AIDS 
programme managers and partners revolved about the feasibility of introducing IMAI into 
countries of the Region. 

6. GROUP WORK: PROBLEMS IN SCALING UP THE RESPONSE TO 
HIV/AIDS/STI  

Obstacles facing the scaling-up of the response to HIV/AIDS/STI were explored in 
three different areas: expanding access to ART; expanding access to VCT; and expanding 
targeted interventions to reach high-risk groups. Through group work, national programme 
managers were requested to identify the obstacles faced, existing opportunities for scaling-up, 
suggested strategies and activities to overcome these obstacles and crucial immediate steps 
required for each area. The situation was illustrated by a case presentation of a selected 
country. 

6.1 Group work 1: Expanding access to ART 

The constraints faced in expanding access to ART were identified as the long 
procedures required to register the drug in a country and the concerns of pharmaceutical 
companies of having the price fixed if registered, interruption of drug supply, the high cost of 
drugs resulting in suboptimal treatment using the cheapest available drugs and not with triple 
therapy. Moreover, there are limited laboratory facilities and trained technical staff for CD4 
count and virus load which are essential when deciding to move on to the second line of ART; 
and there are a lack of entry points, particularly in VCT. In Sudan, ART services are 
concentrated in Khartoum even though the highest rate of HIV/AIDS cases are in the South. 

Somalia is facing political constraints; the absence of government has resulted in a lack 
of political commitment. Somalia is lacking strong national partners. Several organizations in 
Somalia are competing for the Global Fund to Fight AIDS, Tuberculosis and Malaria 
(GFTAM). This competition may block the process of expanding access to ART. VCT 
activities are constrained by a lack of laboratories and trained technical staff. Only the 
Cappillus test is applied, and no confirmatory test is available. 

Opportunities for scaling up are the relatively low prevalence and the availability of 
GTFAM funds which can be used to strengthen the existing infrastructure. 

Suggested strategies and activities to overcome the obstacles for scaling up treatment in 
Somalia are the following: 

• strengthening health infrastructure and AIDS programme management; 
• developing a model centre in one site to be replicated in other sites; 
• integrating the HIV programme with other health programmes, in particular the national 

tuberculosis programme; 
• establishing entry points; 
• establishing ART guidelines; 
• training of health care workers; 
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• coordinating donors input; 
• involving PLWHA more actively; 
• mobilizing community leaders for their participation. 
 
 The immediate next steps required are: 
 
• strengthening the existing national AIDS programme structure through developing the 

scale-up plan for the provision of ART, recruiting staff and providing logistics and office 
equipment; 

• strengthening of health infrastructure through the improvement of logistics and supply, 
development of ART guidelines and training materials, training of health care workers 
and adopting and adapting WHO guidelines and materials; 

• coordinating donor input through the sensitization and mobilization of high level 
representatives of the Somali Government to develop their capacity and coordinate 
donor input and through sensitization of UN agencies (WHO Regional Office for the 
Eastern Mediterranean and WHO headquarters) to support countries according to their 
mandates; 

• empowering PLWHA through the establishment of associations for PLWHA and 
including representation and involvement of PLWHA in all activities; 

• mobilizing community leaders for their participation through conducting awareness- 
raising campaigns and sharing successful experiences with community leaders and 
community members. 

 
6.2 Group work 2: Expanding access to voluntary counselling and testing 

The constraints facing VCT include a lack of guidelines; lack of human and financial 
resources and limited experience for its implementation, existing stigma and discrimination 
which prevents people from seeking testing; a lack of partnership between governments and 
nongovernmental organizations who usually attract high-risk groups, availability of other 
components and services that discourage people from seeking voluntary testing. This is in 
addition to a lack of political commitment in providing VCT to the population. All of the 
previously mentioned constraints apply to Kuwait, however, existing opportunities for scaling 
up include the fairly reliable health infrastructure, presence of health promotion clinics and 
nongovernmental organizations. 

Suggested strategies and activities to overcome obstacles are: 

• technical assistance to develop national VCT plans for 2006–2010; 
• bringing adopted legislation and policies into action. 

 
The immediate next steps required are: 

• advocacy to increase support for VCT; 
• technical assistance to develop a national VCT plan for 2006–2010; 
• formulation of a national taskforce; 
• sharing of experiences through exchange visits with other countries in the Region; 
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• implementation of VCT in a pilot site followed by national expansion. 
 

6.3 Group work 3: Expanding targeted interventions to reach at-risk groups 

Countries identified their high-risk groups as injecting drug users, STI patients, men 
who have sex with men, paid sex workers, prisoners and street children. Partners and children 
of injecting drug users were identified as high-risk groups in the Libyan Arab Jamihiriya. The 
Islamic Republic of Iran added non-injecting drug users to the list of high-risk populations 
because of other associated risky behaviour. 

The constraints that are faced in expanding targeted interventions to reach high-risk 
groups include stigma and discrimination, sexual activity that starts at an early age, increases 
in the prevalence of high-risk behaviour and the lack of harm reduction programmes, 
difficulties in identifying strategies of working with high-risk groups, existing legal systems 
that widen the gap between high-risk groups and the health care system. This is in addition to 
the fact that these groups represent a subgroup of population who are hard to reach. These 
obstacles are faced by Bahrain, Islamic Republic of Iran, Jordan, Lebanon, Libyan Arab 
Jamahiriya, Oman and Tunisia although a harm reduction programme does exist in the Islamic 
Republic of Iran. 

Opportunities for expansion include a stronger political commitment, multisectoral 
collaboration and collaboration with nongovernmental organizations, low prevalence of 
HIV/AIDS, accessibility to ART, diversity of existing HIV/AIDS prevention activities, such 
as information, education and communication, availability of VCT facilities and access to 
condoms.  

In Oman, STI patients, men who have sex with men, paid sex workers and prisoners 
constitute population subgroups at risk of HIV/AIDS. Weak political commitment, stigma, 
cultural barriers, a lack of human resources and the lack of nongovernmental organizations, 
with the exception of women’s organizations, are obstacles which have been identified as 
preventing the expansion of services to populations at risk. However, existing opportunities 
for expansion are collaboration between the Ministry of Health and other agencies, including 
women’s associations and the police, experienced medical staff and fully equipped hospitals, 
the launch of VCT services and peer education, the establishment of a HIV/AIDS hotline, and 
a legal system that considers injecting drug users as people requiring treatment, not as 
criminals. 

In Oman, suggested strategies and activities to overcome the obstacles include: 

• implementing a national strategic plan including specific assessments; 
• working closely with the prison system and army to reach high-risk groups and 

implement projects; 
• developing outreach programmes with the involvement of PLWHA; 
• improving the quality of hotlines and other resources; 
• increasing the number of VCT centres to 10 in all provinces; 
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• expanding and integrating the peer education programmes through the Ministry of 
Education, women’s associations and other organizations; 

• improving surveillance and surveys among pregnant women and STI patients; 
• involving religious and community leaders with available nongovernmental 

organizations concerned with HIV/AIDS prevention and PLWHA. 
 

The immediate next step is to develop and finalize the strategic plan. 

7. NEW PROGRAMME COMPONENTS 

7.1 HIV/tuberculosis 
 Dr A. Seita, WHO/EMRO 

Globally, tuberculosis is increasing due to the HIV/AIDS epidemic. The risk of 
tuberculosis is 50% higher among HIV cases and between 15% and 50% of PLWHA are 
dying of tuberculosis. 

Tuberculosis and HIV/AIDS are two diseases often occurring in one patient. National 
tuberculosis programmes and national AIDS programmes are two programmes in one health 
system which should complement each other. Without addressing tuberculosis HIV/AIDS 
programmes are incomplete, and vice versa. 

The HIV/AIDS collaborative mechanism includes a formal HIV/tuberculosis 
coordination system, joint HIV/tuberculosis planning, monitoring and evaluation, resource 
mobilization, advocacy and public awareness and community involvement. A package 
addressing prevention, care and treatment will ensure the identification of HIV cases among 
tuberculosis cases and tuberculosis detection among PLWHA. The concomitant management 
of the two diseases is through integration of ART and directly observed treatment, short 
course (DOTS), in addition to patients’ education and counselling. 

HIV/tuberculosis objectives set for the Region are to have a functional HIV/tuberculosis 
collaborative mechanism in all countries by 2007. By 2010, all countries will implement an 
integrated package of HIV/tuberculosis, conduct HIV/tuberculosis surveillance and 
implement integrated HIV/tuberculosis capacity-building. 

Discussion 

Participants shared their experiences in the management of HIV/tuberculosis in their 
own countries discussing obstacles and exploring means to overcome these obstacles. 
Participants pointed to the need for collaboration between national AIDS and tuberculosis 
programmes at regional level to warrant collaboration at national level. In fact, Oman is the 
only country in the Region which has integrated the prevention and management of HIV and 
tuberculosis at national level. 
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7.2 The 3 by 5 Initiative and beyond 
 Dr A. Ball, WHO/HQ 

The 3 by 5 Initiative has progressed globally and regionally in 2004, although there are 
still challenges including the low uptake of VCT, the weak procurement and supply 
infrastructure, difficulties in treating children and a lack of donor coordination. 

A considerable increase in access to ARV drugs has been noted in sub-Saharan Africa, 
Latin America, east, south and south-east Asia. The most significant increase was in sub-
Saharan Africa although coverage is still low at around 9%. 

Unmet need for ARV drugs is the highest (72% of all unmet needs) in sub-Saharan 
Africa and 22% in east, south, and south-east Asia. Scaling-up in these regions is needed. In 
2005, 5.1 million people are awaiting treatment for ARV drugs; 41% of these people live in 
South Africa, Nigeria and India, while 37% are living in 13 countries in sub-Saharan Africa. 
Scaling up in these regions is urged. 

Botswana and Malawi are examples of countries which have succeeded in scaling up 
access. The increase in the number of people receiving ARV drugs in these countries is 
attributed to the increase in the number of sites at which ARV drugs are available. In 
Thailand, scale-up was achieved only for the easily accessible groups. Injecting drug users are 
still hard to reach. 

No significant increase in coverage occurred in the Eastern Mediterranean Region. 
Among countries of the Region, Sudan remains a challenge as coverage is still below 10%. In 
addition Djibouti, Somalia and Yemen are in immediate need of assistance. 

The availability and accessibility of ARV drugs has given hope to HIV/AIDS patients 
because of its favourable impact on patients’ clinical condition and survival. There is 
promising evidence that the target of 3 by 5 will be realized but there is an estimated funding 
gap of 60%. 

Discussion 

Participants discussed the role of WHO in negotiating ARV drug prices and their 
concerns about the long procedures for drug registration in their own countries and the 
attitude of pharmaceutical companies who are reluctant to register the drugs for fear of fixed 
prices. The role of WHO in this respect was reaffirmed. However, with low prevalence of 
HIV/AIDS and limited accessibility to treatment facilities, pharmaceutical companies do not 
see the Region as a good market. For the Region, the potential for local manufacture by 
countries should be explored. Discussion extended to what is beyond the 3 by 5 Initiative and 
what is expected in the future. It was clear that after 2005, a new target will develop which 
will include targets for prevention as the 3 by 5 Initiative overshadowed the importance of 
prevention. 
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8. ARV DRUG RESISTANCE 
  Dr S. Bertognoli, WHO headquarters 

Because HIV has a very high mutation rate, and because ART should be continued for 
life once it has begun, HIV drug resistance will emerge to some degree among people in 
treatment even if appropriate ART is provided and adherence is supported. However, the 
emergence of HIV drug resistance and its transmission can be minimized by well-functioning 
programmes. WHO seeks to promote practices that will minimize the emergence and 
transmission of HIV drug resistance, and reduce its public health consequences. The public 
health principles to minimize HIV drug resistance are appropriate access to ART, prescribing 
and usage, fostering adherence, supporting prevention of HIV transmission and appropriate 
action based on monitoring and surveillance. 

Programme elements to implement these principles include the use of standard ART 
regimens, quality assurance for drugs, adequate and continuous drug supplies, standardized 
individual treatment records, support for and monitoring of adherence, removal of barriers to 
continuous access, prevention programmes to reduce HIV transmission from persons in 
treatment, monitoring of key programme measures for HIV drug resistance minimization and 
laboratory-based HIV drug resistance surveillance based on adequate numbers and 
appropriate sampling strategies. 

WHO does not recommend HIV drug resistance testing for clinical purposes in 
resource-limited countries. HIV genotyping generally costs US$ 300 per test or more; 
phenotyping costs US$ 900 per test or more. Where standard ART regimens are used, HIV 
drug resistance testing is not required for decision-making on ART regimen changes. Until 
basic needs are met and ART is available to those who need it, HIV drug resistance testing 
should be performed primarily for surveillance purposes. For surveillance, tests may be 
performed by a regional reference laboratory or an international partner. 

Genotyping (sequencing of the relevant portions of the HIV gene to evaluate mutations 
associated with resistance) is the laboratory test of choice for HIV drug resistance 
surveillance. However, programme monitoring to assure that treatment programmes are 
functioning to minimize HIV drug resistance is as important as laboratory-based surveillance. 
WHO’s HIV drug resistance surveillance and monitoring strategy for countries focuses on 
three areas: HIV drug resistance “early warning” assessment; HIV drug resistance 
surveillance in treatment-naive persons newly diagnosed with HIV; and sentinel HIV drug 
resistance cohort monitoring. 

Through HIVResNet, a global partnership of laboratories, microbiologists, clinicians 
and epidemiologists, WHO is working to develop and implement standardized HIV drug 
resistance surveillance practices and a global quality assurance network for international HIV 
resistance testing laboratories that will accept surveillance specimens from partner countries. 
Development of a local database system to allow countries to contribute to a global HIV drug 
resistance surveillance global database is also being supported by WHO. The HIV drug 
resistance surveillance and monitoring programme seeks to promote awareness in civil 
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society, in clinical programmes, and among policy-makers of the practices needed to 
minimize HIV drug resistance. 

Each country performing HIV drug resistance surveillance and monitoring should 
designate an HIV surveillance specialist responsible for coordinating the HIV drug resistance 
surveillance system. A committee, including national AIDS programme managers, specialists 
from HIV surveillance, HIV treatment, the national reference laboratory, and relevant civil 
society groups, should be formed at national level to provide guidance, to develop reports 
based on results and to make public health recommendations. 

9. ACTIVITIES OF THE NAVAL MEDICAL RESEARCH UNIT NO. 3 
 Dr K. Earhart, NAMRU-3 

There is an explosive epidemic of HIV occurring in countries of the former Soviet 
Union. This epidemic began only recently in the mid-1990s, but is expanding exponentially in 
most of the countries in the region, particularly Estonia, Russia and Ukraine. The primary 
mode of transmission is through injecting drug use with over 70% of newly registered cases 
among injecting drug users. In Ukraine, which has one of the more long-standing outbreaks, 
the outbreak is evolving towards a generalized outbreak. Commercial sex workers often serve 
as the bridge population, involved in drug use or with drug users and with access to the 
general population. 

There are six major subtypes of HIV-1 (A, B, C, D, E and G.) The subtype is often 
linked to the geographic region and mode of transmission. In the former Soviet Union, 
subtype A is the predominant subtype. This subtype is different from the few subtypes as 
previously identified in sub-Saharan Africa. It is unique to the former Soviet Union and is 
predominantly transmitted among injecting drug users. In studies conducted in eastern Europe 
and central Asia, a mix of B and A subtypes have been noted in eastern Europe, while central 
Asia is exclusively A, including a new variant G/A recombinant that has emerged in 
Uzbekistan. NAMRU-3 has now documented this variant in Tajikistan and Kyrgyzstan and 
have documented new recombinants between the variant and A. The variation in genetic 
difference between patients is remarkably small. This is consistent with transmission via drug 
users, in which there is rapid spread with little genetic variation. The genetic variability 
changes slightly moving eastward through the countries of central Asia, and it has been 
proposed that HIV is spreading in a reverse direction along drug routes. This is particularly 
relevant to discussions of drug resistance. Many of these countries have successful Global 
Fund applications and will be introducing therapy soon. 

There is no evidence for drug resistance at this time, but the introduction of drug 
resistant mutants could result in an explosive spread of the mutant virus, as we are seeing with 
the initial subtype A, and now with the new variant emerging within the region. Current plans 
are to provide baseline sequencing of patients initiating therapy in 2005. Though a fair 
amount is known about resistance in subtype B, little is known about resistance in subtype A. 
By following these patients, it may be possible to determine the emergence of resistance 
among patients infected with subtype A virus. 
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The situation in the Middle East is much more complicated as to the variety of HIV, and 
transmission routes are much more diverse. Current studies focus on assessing HIV among 
high-risk groups in the Region in collaboration with nongovernmental organizations and 
ministries of health. Specifically studies are targeting international truck drivers in Azerbaijan 
and Kazakhstan, injecting drug users in Uzbekistan, Tajikistan, Kyrgyzstan and Afghanistan 
and commercial sex workers in Uzbekistan. Analysis has begun to assess resistance patterns 
among the various subtypes identified, as well as incorporating a more integrated surveillance 
approach. 

10. ADDRESSING HIV/AIDS AMONG VULNERABLE POPULATIONS IN THE 
REGION 
Mr Oussama Tawil, UNAIDS/MENA 

A distinction is to be made between high-risk groups and vulnerable groups. High-risk 
groups include people whose practices put them at a high risk of contracting the infection, 
such as injecting drug users, commercial sex workers and men who have sex with men. 
Vulnerable groups are not necessarily at risk but may be exposed to conditions and situations 
where they adopt risky practices, these people include migrants and truck drivers. Alleviating 
the vulnerability of the population can be achieved through poverty reduction and 
empowerment of women, however, they are long-term interventions.  

There is an increased recognition of the presence of sex workers in the Region. Sex 
workers are mainly women who have men as clients, but some men are also involved in sex 
work. Men who have sex with men do exist but are mostly hidden; they are legally prosecuted 
and highly stigmatized. Over 90% of HIV/AIDS cases identified in Libyan Arab Jamahiriya 
are attributed to injecting drug users. As these men are sexually active as well, there is the risk 
of transmission of the infection to their partners. There are also a considerably large number 
of prisoners in the Region among whom the rate of HIV/AIDS is higher than that of the 
general population. Regardless of the level of the epidemic, high-risk groups are a priority 
across all profiles. The prevalence of HIV/AIDS among high-risk groups in countries of the 
Region varies considerably. It is likely that all countries of the Region would move to the 
concentrated epidemic level if reliable data were available for high-risk groups. 

Factors relating to vulnerability to be considered are limited access to information and 
preventive services. Current evidence suggests that adoption of preventive measures is limited 
across the population. Changes in the behaviour of young people and the pattern of marriage 
for the young generation with a tendency for pre-marital sex is another factor. Mobility, 
migration and internal displacement are increasing in the Region. In fact, the Region has the 
highest number of refugees in the world. 

Strategic approaches for addressing high-risk groups are the establishment of rapid 
situation assessments to increase information and contact, as well as to deliver outreach 
programmes. It is essential to link outreach programmes to services and social support 
including hotlines, VCT and ART. Preventive messages and methods should be adapted to the 
context, including the provision of condoms and harm reduction programmes. Current 
responses for addressing at-risk groups and vulnerable groups are prioritized in the national 
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strategic plan on HIV/AIDS, undertaking outreach activities by a number of countries and 
increasing efforts to better assess risk behaviour and trends among vulnerable groups. 

For more fruitful results in addressing vulnerable groups and high-risk groups, there is a 
need to challenge existing obstacles and to move forward. Interventions that should be 
considered are those directed towards behaviour modifications, increased access to 
information and preventive services, and those addressing policy and legislation around high-
risk and vulnerable groups. Several methodological approaches have been adopted by some 
countries of the Region including harm reduction programmes, peer education, outreach 
services and linking high-risk and vulnerable groups to VCT and hotlines for HIV/AIDS. 

11. REGIONAL STRATEGIC PLAN 2006–2010: PRESENTATION AND GROUP 
WORK 

11.1 Introduction 
 Dr G. Riedner, AIDS and Sexually Transmitted Diseases, WHO/EMRO 

The current strategic plan will end in December 2005. A new regional plan for 2006–
2010 was drafted and will be developed through a consultative process to be finalized by June 
of this year. The new regional plan is based on the Eastern Mediterranean strategic plan 2002–
2005, WHO global health sector response to HIV/AIDS 2003–2007, and the 3 by 5 Initiative. 
It equally considers the UNGASS Declaration, the Millennium Development Goals and WHO 
sponsorship of UNAIDS. Development and finalization of the future regional plan should 
consider the specific situations in countries and subregions. The new plan aims at translating 
political commitment into actions, ensuring effective use of religious and cultural values, 
overcoming denial and stigma, strengthening health care systems, ensuring the capability of 
working in emergency situations and making use of the wealth of experience in HIV/AIDS 
prevention and care. The goals of the strategic plan 2006–2010 are to reduce the transmission 
of, vulnerability to and impact of HIV/AIDS and STIs in the Region through a 
comprehensive, effective and sustainable health sector response to the epidemic. Five targets 
are proposed in the draft regional plan 2006–2010: political commitment; strengthening the 
health care infrastructure and human capacity-building; ensuring access to comprehensive 
health care; establishing services for at risk and vulnerable populations; and establishing an 
effective surveillance, monitoring and evaluation system. All targets are to be achieved by the 
end of 2010, except for the target of achieving political commitment which is set to be 
achieved by the end of 2007. The role of WHO for this period is in promoting political 
commitment, providing strategic and technical guidance to Member States, responding to the 
technical and operational needs of Member States and strengthening the generation and 
dissemination of knowledge on HIV/AIDS and STIs in the Region. 

As there is a need to enhance collaboration between existing HIV/AIDS and 
tuberculosis programmes a separate HIV/tuberculosis strategy was drafted and the input of 
national AIDS programme managers, followed by the input of national tuberculosis managers, 
is needed for its finalization. 
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11.2  Group work 

The consultative process for the development of the regional plan 2006–2010 and 
HIV/tuberculosis strategy for the Eastern Mediterranean Region is an opportunity for national 
AIDS programme managers to provide feedback on the goals and targets to be achieved, to 
suggest new targets and to formulate indicators for action. 

The group work resulted in the following comments and suggestions: 

• There is an agreement on the goals of the new regional plan. 
• The proposed regional plan 2006–2010 focuses on the health sector. At national level, a 

strong partnership should be developed and/or maintained between the health sector and 
other sectors. The proposed plan should emphasize the multisectoral dimension of the 
response, within which WHO identifies its role relevant to the health sector response. 
Also, the strategic plan should highlight the importance of the legal and regulatory 
component as part of the enabling environment. 

• Guiding principles should be considered in order of their importance in achieving the 
targets for 2010. Health education (including information, education, communication 
and advocacy) is one important principle which should be given greater emphasis in the 
new regional plan. 

• The sequence of actions to reach the first target “Showing political commitment, 
secured resources, developed or updated national strategies” and “building mutually 
reinforcing partnerships for scaling up prevention, treatment and care through the health 
sector response” should be reconsidered. 

• The following verifiable indicators were proposed for the first target: 
– national policy statement of the commitment of higher authority; 
– endorsement of national policy promoting human rights; 
– developed and updated health sector strategy for HIV/AIDS prevention, care and 

treatment; 
– number of health sector levels involved in planning, implementation, monitoring 

and evaluation of the health sector strategy; 
– number of sectors (other than the health sector) involved; 
– availability of human and financial resources; 
– inclusion of first and second line ARV in the list of essential drugs; 
– availability of medium and long-term financial mechanisms and plans; 
– number of international partners providing financial and technical support. 

• It has been suggested that the second target “All countries will have built the necessary 
structural and human capacity to ensure implementation of health sector response” 
should be achieved by 2008. 

• The third target “Countries will have expanded comprehensive HIV/AIDS/STI 
prevention, care and treatment” should refer to the integration or coordination between 
HIV and tuberculosis services. 

• The action required to achieve target 3 “Countries will have expanded comprehensive 
HIV/AIDS/STI prevention, care and treatment” should consider the development of 
different mechanisms to ensure adherence to ARV treatment not only community 
mechanisms. Also, for actions related to this target, promoting the participation of 
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families of PLWHA should be considered, in addition to the participation of PLWHA 
themselves. Specific actions that should be considered include STI case management, 
behavioural change and communication. 

• The fourth target “All countries will have developed and implemented strategies to 
ensure access to HIV/AIDS and STI prevention and care services for vulnerable 
populations that are hard to reach by existing public health services” should include, in 
addition, the term “treatment”. 

• Action required for target 4 “All countries will have developed and implemented 
strategies to ensure access to HIV/AIDS and STI prevention and care services for 
vulnerable populations that are hard to reach by existing public health services” should 
be stated separately for injecting drug users, men who have sex with men, sex workers, 
mobile and displaced people and prisoners. More actions for this target were suggested 
including behavioural change and communication, as well as treatment and prevention 
measures, such as condoms, syringes and substitution therapy. 

• Actions for target 5 “All countries will have established a surveillance and monitoring 
and evaluation system that generates sufficient knowledge of the distribution and trend 
of HIV/AIDS and the high-risk and vulnerable in the population, as well as coverage 
with health services” should expand to include mapping of HIV prevalence, monitoring 
of ARV drug adherence and resistance. 

• The addition of a new target was suggested: “For countries in emergency situations, the 
HIV/AIDS and STIs programmes should be a component of the national response to the 
emergency and part of the international assistance plan.” 

• Participants agreed on the goal, strategies and actions set for the HIV/tuberculosis 
strategy. A suggestion was made to add “development of normative tools, including 
national HIV/tuberculosis guidelines” as action to achieve strategy 4 “Support regional 
and national capacity-building”. 

 
12. PLAN FOR SCALING UP 

Dr A. Ball, WHO/HQ 

The considerable burden that HIV/AIDS poses on health care systems calls for the 
development of HIV/AIDS treatment plans. HIV/AIDS treatment plans should take into 
consideration recent ARV developments, which in turn could be adapted to specific country 
situations. HIV/AIDS treatment is costly and resources are scarce; HIV/AIDS treatment plans 
allow effective utilization of resources. They are, in addition, an excellent means of 
mobilizing resources as clear plans motivate donors to support HIV/AIDS care and treatment 
and facilitate negotiation with pharmaceutical companies. 

There is no fixed format recommended for national HIV/AIDS treatment plans. 
However, it is essential to link the plan of treatment to existing national plans. For each plan 
there should be a clear target to guide implementation (e.g. number of PLWHA receiving 
ART). The background section of the treatment plan document should provide a description 
of the demographic characteristics of the population, as well as the epidemiology of 
HIV/AIDS in the country, and existing HIV/AIDS strategies and organization of the relevant 
health services. It is also important to include information on health financing, and 
procurement and supply management. 
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The HIV/AIDS treatment plan should address essentials such as VCT, ART, palliative 
care and supportive care, prevention of opportunistic infection and means of linking 
HIV/AIDS prevention and care. The plan should also include the means and procedures for 
assessing needs, forecasting the number of individuals needing treatment, the estimated 
number of defaulters and expected number of patients who will need to shift to the second 
line of treatment. The plan should address activities that create supportive environments, such 
as reviewing the law and regulations prosecuting men who have sex with men, commercial 
sex workers and injecting drug users, activities directed to counselling PLWHA, their families 
and their immediate community. Clinical guidance for ART both first-line and second-line 
ART, home-based care, and STI treatment should be included in the HIV/AIDS treatment 
plans. 

Clinical services should be described with emphasis given to the available resources and 
resources needed for scaling up, including laboratory services, monitoring, procurement and 
supply management of commodities. Quality assurance should be an integral part of the plan 
to ensure best quality laboratory services. 

The plan is not complete without the provision of a list of essential drugs, justification 
for their selection and means of accelerating their registration. One important issue is the 
forecasting of the number of people requiring treatment to avoid overstocking or running out 
of ARV drugs. A clear definition of budget against proposed activities along with indicators to 
monitor outcome should be included in the plan. 

Discussion 

Participants raised the need to incorporate emergency crises in the HIV/AIDS treatment 
plan which is relevant to countries in complex emergencies, such as Iraq. Participants agreed 
that the strength of the HIV/AIDS treatment plan lies in the fact that it is comprehensive. 
Nevertheless, a plan including clinical and treatment guidelines, a system of procurement and 
supply and a minimum laboratory could be a nidus for a comprehensive plan. 

13. DEVELOPMENT OF COUNTRY WORKPLANS 
 Dr H. Ziady, HIV/AIDS and STI, WHO/EMRO 

Country workplans for the biennium 2006–2007 need to be developed for national 
AIDS programme managers for each country separately based on national HIV/AIDS 
programme plans and strategies, regional HIV/AIDS strategic plans, and the programme 
budget for 2006–2007. Workplan levels and components include expected results, products, 
activities and activities components. Those workplans are to be attached to the briefing 
documents provided to the members of the joint programme review and planning missions 
(JPRM) of the respective countries, and thus, are a tool to convey the opinion of the 
programme managers on their priorities for WHO regular budget support. 

In accordance with this, country representatives have developed their workplans 
individually and submitted them to the Regional Office. 
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14. RECOMMENDATIONS 

To Member States  

1. Provide regular country reports on HIV/AIDS and STIs to the Regional Office for the 
Eastern Mediterranean, highlighting case studies, achievements and obstacles 
(according to the framework developed by the Regional Office based on the Regional 
Strategy 2006–2010). 

2. Prioritize the establishment and strengthening of second generation HIV/AIDS 
surveillance systems with integrated drug resistance surveillance. 

3. Update the national strategic plan in line with the regional HIV/AIDS and STI strategic 
plan. 

4. Develop treatment scale-up plans. 

5. Develop a national monitoring and evaluation plan within the comprehensive national 
AIDS plan, ensuring the mechanisms are in place for its implementation. 

To UN agencies and other partner organizations  

6. Assist countries through joint efforts to develop and update their strategic plans. 

7. Coordinate efforts to strengthen countries’ human capacities. 

To WHO/EMRO 

8. Incorporate comments of participants into the draft Regional Strategy 2006–2010, to be 
submitted to the Regional Committee for endorsement in September 2005. Ensure 
continuous dialogue on the draft strategy with national AIDS programme managers and 
partner agencies until the consultation for finalizing the strategy takes place in July 
2005. 

9. Support countries in reviewing and adapting integrated management of adolescent and 
adult illness (IMAI) tools in accordance with the situation of Eastern Mediterranean 
Member States. 

10. Involve PLWHA in the regional meetings. 

11. Intensify missions to countries to ensure appropriate understanding and interaction with 
country responses. 

12. Develop country capacities in epidemiological and operational research. 
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13. Identify regional reference laboratories, in collaboration with the Member States, to 
undertake HIV drug resistance monitoring activities, and ensure the channels and 
mechanisms for implementation of these activities. 

14. Support countries in documenting and disseminating good practices. 

15. Coordinate the joint activities of national AIDS and tuberculosis programmes in 
countries of the Region in line with the regional HIV/tuberculosis strategic plan. 

To ARAG members 

16. Conduct frequent country visits to engage in high-level advocacy, and to provide 
technical support, in order to enhance political commitment and establish the necessary 
programmes with appropriate approaches. 

17. Mobilize human and non-human resources in the Region in support of the national 
AIDS programme in each country. 
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Annex 1 

PROGRAMME 

Sunday 3 April 2005 

08:30–09:00 Registration 

09:00–09:45 Opening session 
   Moderated by Dr Z. Hallaj, DCD, WHO/EMRO 
   Message from Dr Hussein A. Gezairy, WHO Regional Director for the 

Eastern Mediterranean 
    Election of officers  

09:45–10:15 Regional situation update on HIV/AIDS/STIs and WHO’s response to 
HIV/AIDS/STI epidemic in the Region/ Dr H. Ziady, WHO/EMRO 

10:45–11:30 Review of country responses to the HIV/AIDS/STI epidemic (feedback 
on questionnaire sent to participants)/Dr G. Riedner, WHO/EMRO 

11:30–12:30 Good practices: Country presentations 
    Multisectoral collaboration in Djibouti 
    Community involvement of people living with HIV/AIDS in Sudan  
    Providing access to antiretroviral therapy in Somalia 

12:30–13:15 Integrated management of adolescent and adult illness/Dr S. Gove, 
WHO/HQ 

14:15–17:15 Problems in scaling up the response to HIV/AIDS/STIs/Group work 
moderated by Dr G. Riedner, WHO/EMRO 

17:45–19:45 Optional session on integrated management of adolescent illness/Dr S. 
Gove, WHO/HQ 

Monday 4 April 2005 

09:00–10:00 New initiatives and programme 
    HIV/tuberculosis/Dr A. Seita, WHO/EMRO 
    The 3 by 5 Initiative and beyond/Dr A. Ball, WHO/HQ   

10:00–10:30 ARV drug resistance/Dr S. Bertognoli, WHO/HQ 

10:50–11:00 Activities of the WHO collaborating centre NAMRU-3/Dr K. Earhart, 
NAMRU-3 
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11:00–11:30 Addressing HIV/AIDS among vulnerable groups in the Region/Mr 
Oussama Tawil, UNAIDS/MENA 

11:30–15:15 Regional Strategic Plan 2006–2010: Presentation and group work/Dr G. 
Riedner, WHO/EMRO  

15:15–16:00 Plan for scaling up/Dr A. Ball, WHO/HQ 

16:15–16:30 Introduction to development of country workplans/Dr H Ziady, 
WHO/EMRO 

Tuesday 5 April 2005 

09:00–10:30 Development of country workplans 

10:30–12:00 Recommendations and closing session 
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Annex 2 

LIST OF PARTICIPANTS  

ALGERIA 
Dr Ait Oubeli Kamal 
Epidemiologist in charge of the National AIDS Programme 
Directorate of Prevention, Ministry of Health, Population and Hospital Reforms  
Algiers 

 
BAHRAIN 
Dr Somaya Al Jowdar 
National AIDS Programme Manager 
Ministry of Health 
Manama 

 
DJIBOUTI 
Dr Fatouma Mohamed 
Coordinator, National AIDS Programme 
Ministry of Health 
Djibouti 

 
EGYPT 
Dr Ehab Salah 
Medical Epidemiologist, Communicable Disease Department 
Ministry of Health and Population 
Cairo 

 
ISLAMIC REPUBLIC OF IRAN 
Dr Mitra Motamedi Heravi 
National AIDS Programme Manager 
Ministry of Health and Medical Education 
Teheran 

 
IRAQ 
Dr Wadhah Hamid Abood 
National AIDS Programme Manager 
Ministry of Health 
Baghdad 

 
JORDAN 
Dr Basma Khraisat 
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Country Director 
Family Health International 
Member of the National AIDS Committee 
Ministry of Health 
Amman 

 
KUWAIT 
Dr Rashid Abdel Aziz Al Owaish 
Director of Public Health Department 
Ministry of Public Health 
Kuwait 

 
LEBANON 
Dr Mostafa Mahmud El Nakib 
National AIDS Programme Manager 
Ministry of Public Health 
Beirut 

 
LIBYAN ARAB JAMAHIRIYA 
Dr Abdelnabi Al-Raees 
General People’s Committee 
Sirt 

 
MOROCCO 
Dr Hamida Khattab 
AIDS Programme Manager 
Directorate of Epidemiology and Diseases Control 
Ministry of Health 
Rabat 

 
OMAN 
Dr Ali Ba Omer 
Head of HIV/AIDS/STI Prevention and Control Section 
Ministry of Health 
Muscat 

 
PAKISTAN 
Dr Muhammad Zafar  
Provincial Programme Manager  
AIDS Control Programme, NWFP 
Peshawar 
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PALESTINE 
Dr Assa’d Mohammad Ramlawi 
National AIDS Programme Manager 
Director of Preventive Medicine 
Ministry of Health 
Ramallah – West Bank 

 
QATAR 
Dr Mohamed Ghaith Al-Kuwari 
Resident Community Medicine at the Family and Community 
Ministry of Public Health 
Doha 

 
SAUDI ARABIA 
Dr Mohammad Hussein Al Jefri 
Director General, Infectious and Parasitic Disease 
Ministry of Health 
Riyadh 

 
SOMALIA 
Dr Mohamed Mohamed Ali 
National AIDS Programme Manager 
Ministry of Health 
Mogadishu  

 
SUDAN 
Dr Adil Hassan El Emam 
Clinical Management Officer 
Federal Ministry of Health 
Khartoum  

 
SYRIAN ARAB REPUBLIC 
Dr Haitham Swedan 
National AIDS Programme Manager 
Ministry of Health 
Damascus 

 
TUNISIA 
Dr Faouzi Abid 
National AIDS/STD Programme Manager 
Primary Health Care Directorate 
Ministry of Public Health 
Tunis 
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UNITED ARAB EMIRATES 
Dr Ali Al Marzouqi 
Director, Preventive Medicine Department 
Ministry of Health 
Abu Dhabi 

 
REPUBLIC OF YEMEN 
Dr Fawzia Abdullah Gharamah 
National AIDS Programme Manager 
Ministry of Public Health and Population 
Sana’a 

 
AIDS/HIV/STD REGIONAL ADVISORY GROUP (ARAG) 

Dr Salah Al-Awaidy 
Director, Department of Communicable Disease Surveillance and Control 
Ministry of Health 
Muscat 

 
Dr Nasr El-Sayed 
Under-Secretary for Preventive Affairs 
Ministry of Health and Population 
Cairo 

 
Dr Mohammad Mehdi Gouya 
Director of Disease Control 
Ministry of Health and Medical Education 
Teheran 

 
Dr Hamida Khattabi 
Head, Directorate of Epidemiology and Disease Control 
Ministry of Health 
Rabat 

H.E. Mr Syed Anwar Mahmoud ∗ 
Federal Secretary Health  
Ministry of Health  
Islamabad 

                                                 

∗ Unable to attend 
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Dr Jacques Mokhbat 
Infectious Disease Specialist 
Lebanese University 
Beirut 

 
Dr Abdullah Sid Ahmed Osman 
Under Secretary of Health 
Federal Ministry of Health 
Khartoum 

 
OTHER ORGANIZATIONS 

Family Health International (FHI) 
Dr Cherif Soliman 
Country Director, IMPACT Project 
Cairo 

 
Joint United Nations Programme on HIV/AIDS (UNAIDS) 
Mr Oussama Tawil 
Team Leader 
UNAIDS Intercountry Team for the Middle East and North Africa 
Cairo 

 
 
Ms Iris Semini 
Regional Programme Adviser for the Middle East and North Africa 
Regional Support Team 
Cairo 

 
Mr Samir Anouti 
Regional Programme Adviser for the Middle East and North Africa 
Regional Support Team 
Cairo 

 
Ms Maha Aon 
UNAIDS Country Officer for the Middle East and North Africa 
Cairo 

 
United Nations Educational, Scientific and Cultural Organization (UNESCO) 
Dr Sulieman A. Sulieman 
Programme Specialist, Technical and Vocational Education 
Regional Office for Education in the Arab States  
Beirut 
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United Nations Children’s Fund (UNICEF) 
Dr George Ionita 
HIV Adviser 
UNICEF Regional Office for the Middle East and North Africa (MENA) 
Amman 
 
 
United Nations Office on Drugs and Crime (UNODC) 
Mr Leif Villadsen 
United Nations Office on Drugs and Crime 
Regional Office for the Middle East and North Africa (MENA) 
Cairo 
 
 
Naval American Medical Research Unit No. 3 (NAMRU-3) 
Dr Ken Earhart 
Head, Virology Research Programme 
US Naval Medical Research Unit No. 3 
Cairo 

 
Dr Peter John Gomatus 
Consultant, Virology Programme 
US Naval Medical Research Unit No. 3  
Cairo 
 
 

WHO SECRETARIAT  

Dr Mohamed Abdi Jama, Deputy Regional Director and Director, Programme 
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