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ANGOLA July 2004

WHO estimate of number of people requiring treatment – end 2005: 32 000
Antiretroviral therapy target declared by country: 5 500 by 2005

2. HIV indicators
 Date Estimate Source

Adult prevalence of HIV/AIDS (15–49 years) 2003 1.6 – 9.4% WHO/
UNAIDS

Estimated number of people living with 
HIV/AIDS (0–49 years) 2003 97 000 – 

600 000
WHO/

UNAIDS

Cumulative number of reported AIDS cases 2003 12 576 Ministry
of Health

Reported number of people receiving 
antiretroviral therapy (15–49 years)

June 
2004 700 WHO

Estimated total number needing antiretroviral 
therapy in 2005 2003 32 000 WHO/

UNAIDS

HIV testing and counselling sites: number of 
sites 2004 12 WHO

HIV testing and counselling sites: number of 
people tested at all sites

not 
available

Prevalence of HIV among adults with 
tuberculosis (15–49 years) 2002 25.9% WHO

1. Demographic and socioeconomic data
Date Estimate Source

Total population (millions) 2004 14.1 United 
Nations

Population in urban areas (%) 2003 35.3 United 
Nations

Life expectancy at birth (years) 2002 39.9 WHO

Gross domestic product per capita (US$ ) 2001 700 IMF

Government budget spent on health care (%) 2001 5.5 WHO

Per capita expenditure on health (US$) 2001 31 WHO

Human Development Index 2001 0.377 UNDP

3. Situation analysis

• Epidemic level and trend and gender data. The first case of AIDS in Angola was 
diagnosed in 1985. Until recently, national efforts to conduct sentinel surveillance 
were hindered by the ongoing armed conflict that has consumed the country since 
independence. As a result, information about the HIV prevalence among pregnant 
women attending antenatal clinics is scarce. According to government sources, 
12 576 AIDS cases had been reported by the end of 2003, corresponding to about 
10% of the estimated AIDS cases in Angola. This underreporting may result from 
inadequate perception of the magnitude of the infection and low levels of knowledge. 
According to UNAIDS, about 320 000 people 15–49 years of age were living 
with HIV/AIDS in 2001, and the adult prevalence was estimated to be 5.5%. This 
high magnitude of the epidemic is probably due to a lack of perception about risk 
combined with weak knowledge about prevention. In Luanda, where about 25% of 
the population resides, the estimated prevalence rate in 2001 was 8.6%. According 
to other studies conducted by WHO and other partners, the prevalence among sex 
workers in Luanda increased from 20% in 1999 to 33% in 2001.

• Major vulnerable and affected groups. Based on data collected and AIDS case reporting, 
the primary route of HIV transmission is heterosexual, with a male-female ratio of 1:1. 
Not only heterosexual transmission is responsible for the spread of HIV in the country. 
Based on cumulative data (1985 to March 2004), 15% of AIDS cases were caused 
by mother-to-child transmission of HIV, 16% by needles and other medical devices 
and 18% by blood transfusions. The distribution of people living with AIDS (also 
cumulative) demonstrates that about 60% are 20–39 years old, the age group with 

the greatest contribution to economic productivity in Angola. Women 15–39 years old 
have a high burden of cases and women 40–59 years old a lower burden. This situation 
could be attributed to the advent of early and frequent sexual activity among women, to 
the imbalance in gender power and to the increase in sex work among young women 
because of high levels of poverty. According to Angola’s national strategic plan on 
HIV/AIDS for 2003–2008, vulnerable groups are those that are potentially exposed, 
individually and collectively, because of structural, institutional, political and cultural 
variation that makes them susceptible to infection with HIV/AIDS. Using these 
criteria, the following vulnerable groups were identified: sex workers, truck drivers, 
mineworkers, military personnel, youth, street children, pregnant women, dislocated 
people, refugees and resettled populations, prisoners, drug users, blood transfusion 
recipients, traditional healers and traditional birth attendants, health workers and 
children infected and affected by HIV, including orphans.

• Policy on HIV testing and treatment. National guidelines on integrated care for people 
living with HIV/AIDS need to be developed, and the tools for delivering antiretroviral 
therapy need to be simplified and standardized as much as possible. There are 
limitations in the government’s ability to develop health policies tailored to needs in 
accordance with the resources available.

• Antiretroviral therapy: first-line drug regimen, cost per person per year. Zidovudine 
+ lamivudine + nevirapine (US$ 172) plus nelfinavir (US$ 358), total US$ 530.

• Assessment of overall health sector response and capacity. According to official 
data, about 65% of the health units were destroyed during the war. Factors 
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4. Resource requirements and funds committed for 
scaling up antiretroviral therapy in 2004–2005

WHO estimates that the total funding required to support scaling up antiretroviral 
therapy in Angola over 2004–2005 to meet the WHO “3 by 5” treatment target of 16 000 
people is between US$ 27 million and US$ 40 million. Of this amount, government 
commitments to scaling up antiretroviral therapy are estimated to be about US$ 7 
million. Bilateral funding over the same period is expected to provide about US$ 2.7 
million. Taking into account funds committed to date to support scaling up antiretroviral 
therapy, WHO estimates that the total funding gap for Angola to reach 16 000 people by 
the end of 2005 is about US$ 18–31 million.

6. Implementation partners involved in scaling up 
antiretroviral therapy

• Leadership and management. The Ministry of Health provides leadership in 
implementation coordination, national plan development, national human resource 
planning and programme evaluation with support from WHO. UNDP contributes to 
financial management activities, and the United States Centers for Disease Control 
and Prevention contributes to determining the cost of scaling up and raising funds 
to achieve this.

• Antiretroviral therapy service delivery. The Ministry of Health manages and leads 
all activities related to delivering antiretroviral therapy services with assistance 
from WHO in supply chain management, capacity-building, training, developing 
guidelines and testing and counselling. UNICEF contributes to capacity-building 
activities. Organizations supporting the implementation of voluntary counselling 
and testing centres include: the Portuguese Institute for Preventive Medicine; 
Population Services International; the United States Centers for Disease Control and 
Prevention; GOAL (a nongovernmental organization based in Ireland); CAJ-JIRO 
(Centro de Apoio aos Juvens, or youth support centre); Marie Stopes International; 
Divine Providence Hospital; the Sisters of Teresa; and national nongovernmental 
organizations. Additional partners in this effort include British Petroleum, Esso, the 
Rufford Foundation and the Spanish Agency for International Cooperation (AECI).

• Community mobilization. The Ministry of Health leads activities related to adherence 
and psychosocial support as well as material support, including nutrition. Additional 
assistance is needed in building capacity among people living with HIV/AIDS and in 
programme communication.

• Strategic information. The Ministry of Health provides leadership in all areas 
related to strategic information, including monitoring and evaluation, antiretroviral 
resistance and operational research and is supported by the United States Centers 
for Disease Control and Prevention in these efforts. WHO and the United States 
Centers for Disease Control and Prevention provide support to the Ministry in 
surveillance.

7. WHO support for scaling up antiretroviral therapy

WHO’s response so far
• Supporting the development of proposals to the fourth round of funding of 

the Global Fund to Fight AIDS, Tuberculosis and Malaria with key partners, 
including UNDP and UNAIDS

• Providing technical assistance to support “3 by 5” efforts in planning, care and 
treatment, voluntary counselling and testing and partners’ involvement

• Through the WHO/Italian Initiative on HIV/AIDS in Sub-Saharan Africa, 
supporting the strengthening of the capacity of health systems in establishing 
a sentinel surveillance system for HIV/AIDS as well as improving case 
management of sexually transmitted infections and voluntary counselling and 
testing services, and improving laboratory capability in testing for HIV and 
sexually transmitted infections

Key areas for WHO support in the future
• Establishing a “3 by 5” country team in the WHO Country Office to support the 

government and other partners in scaling up antiretroviral therapy
• Supporting the development of a national operational plan for scaling up 

antiretroviral therapy
• Assisting in developing a plan for procurement and supply management of 

antiretrovirals and HIV/AIDS diagnostics
• Assisting in training physicians, nurses and community health leaders in 

testing and counselling as well as care and support
• Providing technical support for provincial supervision in capacity-building for 

scaling up antiretroviral therapy

Staffing input for scaling up antiretroviral therapy 
and accelerating prevention

• Current WHO Country Office staff responsible for HIV/AIDS and sexually 
transmitted infections include one National Programme Officer for HIV/AIDS, and 
the recruitment of an international “3 by 5” Country Officer is currently planned.

• Additional staffing needs identified include international medical officers with 
background in antiretroviral therapy and HIV to assist the Ministry of Health in 
training physicians, nurses and community health leaders; and an international 
logistician to work on procuring, distributing and monitoring antiretroviral drugs 
and other supplies related to scaling up antiretroviral therapy, working with the 
Ministry of Health to strengthen the supply subsystem.

ANGOLA SUMMARY COUNTRY PROFILE FOR HIV/AIDS TREATMENT SCALE-UP

For further 
information, 
please contact:
World Health Organization
Department of HIV/AIDS

“3 by 5” Help Desk
E-mail: 3by5help@who.int
Tel.: +41 22 791 1565
Fax: +41 22 791 1575
www.who.int/3by5

5. Antiretroviral therapy coverage

In 2003, WHO and UNAIDS estimated Angola’s total antiretroviral therapy need for 2005 
to be about 32 000 people, and the WHO “3 by 5” treatment target for 2005 is 16 000 
people (based on 50% of need). The government has declared a national treatment 
target of 5500 for 2005. The government plans to support the delivery of antiretroviral 
drugs for 2000 people in 2004, with plans for an additional 1000 people in 2005.

This country profile was developed 
in collaboration with national authorities, 

the WHO Country Office for Angola 
and the WHO Regional Office for Africa.

such as the massive destruction of the health network, the deterioration of the 
socioeconomic fabric, the great population movement and the diseases related to 
HIV/AIDS are all at the root of the worsening health status of the people in Angola. 
Some of these factors further explain the poor capacity of the services to detect 
and treat other chronic diseases, including leprosy and trypanosomiasis. The 
proportions of staff posts in government health services are: physicians: 10–15%; 
registered nurses: about 40%; and others: 50%. Angola has a lack of professional 
resources capable of resolving matters within the health system, mainly at the 
primary level. Only 30% of the population has access to health services.

• Critical issues and major challenges. In the post-war context, Angola is facing 
various challenges in combating poverty and famine, reconstructing economic 
and social infrastructure, socially reintegrating demobilized military personnel 
and promoting national economic development. The institutional capacity of the 
National HIV/AIDS Programme and human resource capacity across the health 
sector as a whole urgently need to be strengthened. Additional support is needed 
in management, human resource planning, planning for the development of 
antiretroviral therapy capacity, procurement and national supply chain management 
and community preparedness and understanding.
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BOTSWANA July 2004

WHO estimate of number of people requiring treatment – end 2005: 60 000
Antiretroviral therapy target declared by country: 47 500 by 2005

2. HIV indicators
 Date Estimate Source

Adult prevalence of HIV/AIDS (15–49 years) 2003
35.5 – 
39.1%

WHO/
UNAIDS

Estimated number of people living with 
HIV/AIDS (0–49 years)

2003
330 000 – 
380 000

WHO/
UNAIDS

Cumulative number of reported AIDS cases 2001 10 178
WHO/

UNAIDS

Reported number of people receiving 
antiretroviral therapy (15–49 years)

June 
2004

18 000 WHO

Estimated total number needing antiretroviral 
therapy in 2005

2003 60 000
WHO/

UNAIDS

HIV testing and counselling sites: number of 
sites

2004 16 NACA*

HIV testing and counselling sites: number of 
people tested at all sites

not 
available

Prevalence of HIV among adults with 
tuberculosis (15–49 years)

2002 72.5% WHO

1. Demographic and socioeconomic data
Date Estimate Source

Total population (millions) 2004 1.8
United 
Nations

Population in urban areas (%) 2003 51.3
United 
Nations

Life expectancy at birth (years) 2002 40.4 WHO

Gross domestic product per capita (US$ ) 2004 2 161
Ministry of 
Finance

Government budget spent on health care (%) 2004 111 Ministry of 
Finance

Per capita expenditure on health (US$) 2004 218
Ministry of 
Finance

Human Development Index 2001 0.614 UNDP

3. Situation analysis

• Epidemic level and trend and gender data. In 2003, the median HIV prevalence 
among antenatal clinic attendees tested in 22 health districts was 37.4%, with a 
range of 25.7% to 52.2%. HIV prevalence among antenatal clinic attendees increased 
rapidly from 18.1% in 1992 to 38.5% in 2000 and declined slightly in 2001. Major 
urban areas in Botswana include Gabarone, Francistown and Selebi-Phikwe. The HIV 
prevalence increased from 14.9% in 1992 to 44.8% in 2003 in Gabarone and from 
23.7% in 1992 to 45.8% in 2003 in Francistown. Selebi-Phikwe district reported the 
highest prevelance for 2003 in the country, reaching 52.2%. Sites outside the major 
urban areas are also experiencing increasing HIV infection trends. In 2001, median 
HIV prevalence in areas outside the major urban areas was 38.6%.

• Major vulnerable and affected groups. People 15–19 and 20–24 years old exhibit 
high and increasing HIV infection trends. HIV prevalence at all sites increased 
from 16.4% in 1992 to 22.8% in 2003 among those 15–19 years old and from 
20.5% in 1992 to 38.6% in 2003 among those 20–24 years old. HIV prevalence 
rates peaked among the 25- to 29-year-old antenatal clinic attendees at 50.4% 
in 2000 and declined slightly to 49.7% in 2003

• Policy on HIV testing and treatment. Routine HIV testing started in early 2004. 
Sixteen voluntary counselling and testing centres have been established 
countrywide in collaboration with BOTUSA (a collaboration between the 
government and the United States Centers for Disease Control and Prevention). 
Since 2003, all 24 health districts provide testing and counseling services 
for prevention of mother-to-child transmission. Botswana was one of the first 
countries in Africa to establish a national antiretroviral therapy programme. The 

implementation of antiretroviral therapy started in one centre in 2001 and has 
since been expanded to eight sites. The provision of antiretroviral therapy free of 
charge positively influenced the demand for voluntary counselling and testing.

• Antiretroviral therapy: first-line drug regimen, cost per person per year. The 
starting regimen for adult men, women with no reasonable risk of pregnancy 
and children older than five years is: zidovudine + lamivudine + efavirenz. The 
starting regimen for pregnant women or women likely to become pregnant and 
for children younger than five years is zidovudine + lamivudine + nevirapine. 
The government is currently funding the procurement of antiretroviral drugs. 
Antiretroviral therapy is provided free of charge in the public sector.

• Assessment of overall health sector response and capacity. There is a high level 
of political commitment. Botswana is among the 19 African countries that have 
established a National AIDS Council chaired by the head of state to take charge of 
a multisectoral response to AIDS. Various factors are identified as obstacles to an 
effective health sector response to rapid scaling up and decentralization of antiretroviral 
therapy, particularly. the fragmentation of HIV/AIDS programmes and interventions.

• Critical issues and major challenges. A lack of human resources has been identified as 
the most significant constraint to scaling up antiretroviral therapy. Issues affecting staffing 
levels include a government freeze on creating new posts to prevent future budget 
deficits. Other major challenges to scaling up antiretroviral therapy include policy-related 
issues such as whether nurses should be authorized to initiate treatment, the use of 
generic drugs, strengthening public-private partnerships, ensuring fairness and equity in 
providing antiretroviral therapy services and reducing sociocultural effects and stigma.
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4. Resource requirements and funds committed for 
scaling up antiretroviral therapy in 2004–2005

•  WHO estimates that the total funding required to support scaling up antiretroviral 
therapy to reach the WHO “3 by 5” treatment target of 30 000 by the end of 2005 
is between US$ 97 million and US$ 101 million.

•  The national antiretroviral therapy programme is funded by the government in 
collaboration with the African Comprehensive HIV/AIDS Partnerships (ACHAP) 
and a few other development partners. ACHAP is funded by the Bill & Melinda 
Gates Foundation with a US$ 50 million contribution over a five-year period, to 
be matched by pharmaceutical manufacturer Merck & Co., Inc. and The Merck 
Company Foundation, whose contributions will include antiretroviral medicines.

•  Botswana submitted a successful Round 2 proposal to the Global Fund to Fight 
AIDS, Tuberculosis and Malaria with two-year approved funding of US$ 18.6 
million focused on training, strengthening treatment, care and support activities, 
scaling up prevention programmes and reducing stigma and discrimination. 
An estimated US$ 3.2 million of this is expected to be available for scaling up 
antiretroviral therapy.

•  The United States President’s Emergency Plan for AIDS Relief is expected to 
contribute about US$ 36 million for scaling up antiretroviral therapy in Botswana.

•  Taking into account the funds committed to date to support scaling up antiretroviral 
therapy, WHO estimates that the total funding gap for Botswana to reach 30 000 
people by the end of 2005 is between US$ 38 million and US$ 42 million.

6. Implementation partners involved in scaling up 
antiretroviral therapy

•  Leadership and management. The National AIDS Council coordinates the multi-
sectoral response to HIV/AIDS. The secretariat of the National AIDS Council is the 
National AIDS Coordinating Agency. The National AIDS Council has representatives 
from 17 sectors including civil society, the private sector and the public sector. 
Other coordinating mechanisms include the National HIV/AIDS Partnership 
Forum, chaired by the National AIDS Coordinating Agency; and the HIV/AIDS 
Donor Coordination Forum, chaired by the Ministry of Finance and Development 
Planning. The government has also established HIV/AIDS sector committees in all 
ministries aimed at mainstreaming HIV/AIDS into sector plans and programmes. 
The Ministry of Local Government coordinates the district response centrally. The 
AIDS Department of the Ministry of Health plays the role of sector leadership, 
formulating policy, strategic planning, developing programmes, technical support 
and implementation in selected areas. WHO supports the AIDS Department in 
coordinating and harmonizing the work of all stakeholders.

•  Antiretroviral therapy service delivery. The Government introduced highly active 
antiretroviral therapy on a nationwide scale in 2001. The implementation started 
in one centre, Princess Marina Hospital, and has since expanded to eight additional 
sites. The African Comprehensive HIV/AIDS Partnerships (ACHAP), funded by the Bill 
& Melinda Gates Foundation, Merck & Co., Inc. and The Merck Company Foundation, 
has been responsible for coordinating and financially supporting the antiretroviral 
therapy programme since inception. It has provided critical human resources 
and facilitated and supported the development of needed space in a number of 
treatment sites. It has also supported the development of information, education 
and communication activities for antiretroviral therapy, a system for tracking patients 
on treatment and monitoring of the programme. It has also provided support 
for logistics, medicines and other supplies. Other major partners supporting the 
antiretroviral therapy programme in Botswana include the United States President’s 
Emergency Plan for AIDS Relief and the United States Centers for Disease Control 
and Prevention. The Baylor Center of Excellence is promoting comprehensive 
HIV/AIDS family care and support. The Botswana–Baylor partnership includes work 
on antiretroviral therapy for children and women and family care in general. The 
Botswana–Harvard Partnership provides assistance in laboratory services. BOTUSA 
is contributing to HIV testing and counselling activities. WHO is supporting activities 
related to assessment and planning for human resources for scaling up.

7. WHO support for scaling up antiretroviral therapy

WHO’s response so far

•  Conducting a WHO scoping mission to Botswana in March 2004 to assess 
the situation and identify opportunities and challenges for scaling up 
antiretroviral therapy and areas for WHO support

•  Supporting the development of a national operational plan for scaling up 
antiretroviral therapy

•  Assessing the human resource situation for scaling up antiretroviral therapy

Key areas for WHO support in the future

•  Establishing a subregional “3 by 5” team for Botswana, Lesotho and 
Swaziland

•  Supporting the strengthening of Ministry of Health planning and coordination 
mechanisms

•  Supporting the review and update of regulations and policies on the role of 
nurses and midwives in delivering antiretroviral therapy

•  Supporting the review and update of policies and legislation on issues related 
to the TRIPS Agreement and generic antiretroviral drugs

•  Supporting the strengthening of the monitoring and evaluation system in 
accordance with scaling up antiretroviral therapy, including work on indicators 
for tuberculosis, HIV/AIDS care, preventing mother-to-child transmission and 
testing and counselling

•  Supporting the development of treatment literacy to ensure community 
involvement

Staffing input for scaling up antiretroviral therapy 
and accelerating prevention

•  Recruitment of a subregional “3 by 5” officer (for Botswana, Lesotho and 
Swaziland) is currently underway.

•  Additional staffing needs identified include one National Programme Officer and 
one medical officer for antiretroviral therapy.

BOTSWANA SUMMARY COUNTRY PROFILE FOR HIV/AIDS TREATMENT SCALE-UP

For further 
information, 
please contact:
World Health Organization
Department of HIV/AIDS

“3 by 5” Help Desk
E-mail: 3by5help@who.int
Tel.: +41 22 791 1565
Fax: +41 22 791 1575
www.who.int/3by5

5. Antiretroviral therapy coverage

•  Botswana’s total treatment need for 2005 is estimated to be 60 000 people, 
and the WHO “3 by 5” treatment target is 30 000 for the end of 2005 (based 
on 50% of need).

•  The government has declared a national treatment target of 47 500 by 2005.
•  An estimated 18 000 people are currently receiving therapy; 12 000 are 

enrolled in public health facilities (under MASA – the national antiretroviral 
therapy programme) and about 6000 through the private health sector.

This country profile was developed 
in collaboration with national authorities, 

the WHO Country Office for Botswana 
and the WHO Regional Office for Africa.

•  Community mobilization. Over the years, civil society involvement in HIV/AIDS in 
Botswana has focused on prevention and on basic care for affected and infected 
victims. Community home-based care services are available through District 
Health Teams coordinated by the AIDS/STD (ASU) Unit in the Ministry of Health. As 
of July 2004, the ASU has trained more than 500 community home-based care 
volunteers. Several nongovernmental organizations operate in Botswana together 
with faith-based organizations. The most common community-based organizations 
involved in HIV/AIDS work are church organizations and women’s groups. Village 
health committees are also reported to be very active in HIV/AIDS in many areas. 
The First Coping Center for People Living with HIV/AIDS (COCEPWA), which began 
in Gaborone as a private initiative, has been expanded to seven centres operating 
countrywide. COCEPWA has also initiated training for youth on the prevention 
of HIV/AIDS via the Centre for Youth of Hope. The Botswana Network of People 
Living with HIV/AIDS and the Botswana Christian AIDS Integration Programme 
play an important role in community mobilization. The main challenge faced by 
nongovernmental organizations and community-based organizations is the scarcity 
of available funding.

•  Strategic information. The Ministry of Health provides leadership and coordination 
in monitoring and evaluation, surveillance, patient tracking, operational research 
and information management activities. Supporting agencies include the Ministry 
of Local Government, the Botswana–Harvard Partnership and WHO.
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BURKINA FASO July 2004

WHO estimate of number of people requiring treatment – end 2005: 43 000
Antiretroviral therapy target declared by country: 20 000 by 2005

2. HIV indicators
 Date Estimate Source

Adult prevalence of HIV/AIDS (15–49 years) 2003 2.7 – 6.5% WHO/
UNAIDS

Estimated number of people living with 
HIV/AIDS (0–49 years) 2003 190 000 – 

470 000
WHO/

UNAIDS

Cumulative number of reported AIDS cases 2001 18 144 WHO/
UNAIDS

Reported number of people receiving 
antiretroviral therapy (15–49 years)

June 
2004 2 000 WHO

Estimated total number needing antiretroviral 
therapy in 2005 2003 43 000 WHO/

UNAIDS

HIV testing and counselling sites: number of 
sites

not 
available

HIV testing and counselling sites: number of 
people tested at all sites

not 
available

Prevalence of HIV among adults with 
tuberculosis (15–49 years) 2002 29.4% WHO

1. Demographic and socioeconomic data
Date Estimate Source

Total population (millions) 2004 13.4 United 
Nations

Population in urban areas (%) 2003 17.6 United 
Nations

Life expectancy at birth (years) 2002 41.7 WHO

Gross domestic product per capita (US$ ) 2001 190 IMF

Government budget spent on health care (%) 2001 8.1 WHO

Per capita expenditure on health (US$) 2001 6 WHO

Human Development Index 2001 0.33 UNDP

3. Situation analysis

• Epidemic level and trend and gender data. Burkina Faso is one of the most severely 
affected countries in Africa, characterized by a generalized epidemic. About 75% 
of people living with HIV/AIDS are 15–40 years old. Prevalence is high among 
pregnant women, estimated to be 6% in 2001.

• Major vulnerable and affected groups. Vulnerable groups include female sex 
workers (with an estimated prevalence of 59% in Ouagadougou), truck drivers 
(estimated prevalence of 13% in Ouagadougou) and prisoners. Burkina Faso is 
also burdened by a high rate of tuberculosis and HIV coinfection.

• Policy on HIV testing and treatment. Testing in Burkina Faso is voluntary and confidential 
and is mostly carried out by community-based organizations. The number of voluntary 
counselling and testing sites is limited, and existing sites are concentrated in urban 
areas. The National Strategic Framework for HIV/AIDS for 2001–2005 includes the 
provision of antiretroviral drugs and the treatment of opportunistic infections. Care 
and treatment protocols were revised in December 2003 in accordance with WHO 
recommendations. Treatment is not provided free of charge in Burkina Faso but at a 
subsidized rate. A CD4 count is mandatory before initiating antiretroviral therapy.

• Antiretroviral therapy: first-line drug regimen, cost per person per year. Stavudine 
(or zidovudine) + lamivudine + nevirapine (or efavirenz). The average annual cost 
per person is about US$ 912, but public subsidies reduce the user charge to 
US$ 120 per year.

• Assessment of overall health sector response and capacity. Burkina Faso has a 
high level of political commitment to scale up care and treatment for HIV/AIDS. 
The health sector response, outlined in the National Strategic Framework for HIV/
AIDS for 2001–2005, is multisectoral and decentralized and covers prevention, 
surveillance, care and treatment and partnership-building activities. Financial 
management systems are well developed. The human resource capacity of the 
health sector is limited, both in terms of numbers and skills.

• Critical issues and major challenges. One of the major challenges to scaling up 
antiretroviral therapy is the shortage of skilled human resources. A comprehensive 
human resource plan needs to be developed, taking into account providing 
adequate incentives for health workers in the public sector. Training tools also 
need to be developed and training organized for health workers providing care 
and treatment. Procurement mechanisms are well organized, but clear criteria 
need to be established for distributing antiretroviral drugs and forecasting 
the requirements. A limited number of sites provide treatment, concentrated 
in hospitals in urban areas. Mechanisms for monitoring and evaluation and 
surveillance of drug resistance need to be strengthened. Testing and counselling 
facilities need further development. The cost of antiretroviral drugs makes them 
inaccessible to the vast majority of the population, which constitutes a major barrier 
to scaling up antiretroviral therapy.
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4. Resource requirements and funds committed for 
scaling up antiretroviral therapy in 2004–2005

• WHO estimates that the total funding required to support scaling up antiretroviral 
therapy to reach the WHO “3 by 5” treatment target of 21 500 people by the end of 
2005 is between US$ 22.5 million and US$ 33 million.

• Since 1987, the government has significantly increased its financial commitment 
to the fight against HIV/AIDS. It is estimated that the government will commit about 
US$ 3.2 million to scaling up antiretroviral therapy during 2004–2005.

• Burkina Faso submitted a successful Round 2 proposal to the Global Fund to Fight AIDS, 
Tuberculosis and Malaria focused on meeting the gaps in implementing the National 
Strategic Framework for HIV/AIDS for 2001–2005, including expanding treatment and 
strengthening health systems. An estimated US$ 4.2 million will be available from the 
Global Fund money to support scaling up antiretroviral therapy in 2004–2005. 

• In May 2004, Burkina Faso submitted a proposal to the Treatment Acceleration 
Program of the World Bank, with a focus on capacity-building, monitoring and 
evaluation and community mobilization for scaling up antiretroviral therapy.

• The United Nations System provides funds through UNAIDS, the World Bank, UNDP, 
UNICEF, WHO, UNFPA and WFP. An estimated US$ 1.6 million will be available from 
multilateral sources to support scaling up antiretroviral therapy in 2004–2005.

• Nongovernmental organizations such as Médecins Sans Frontières, the Red 
Cross and others have also committed funds to scaling up antiretroviral therapy at 
different levels.

• Bilateral sources of funding for HIV/AIDS include Belgium, China, Denmark, 
France, Italy and the Netherlands.

• Taking into account the funds committed to date to support scaling up antiretroviral 
therapy, WHO estimates that the total funding gap for Burkina Faso to reach 21 500 
people by the end of 2005 is between US$ 13.1 million and US$ 23.5 million.

6. Implementation partners involved in scaling up 
antiretroviral therapy

• Leadership and management. The Ministry of Health and the National AIDS Council 
(CNLS) provide leadership in coordinating the health sector response to HIV/AIDS. 
Burkina Faso is in the process of developing a national action plan that integrates all 
care-related interventions by collaborating partners under the same umbrella. The 
Ministry of Health takes the lead in national planning of human resources and in 
strengthening the health system.

• Antiretroviral therapy service delivery. The Ministry of Health provides leadership in 
delivering antiretroviral therapy services, assisted by the CNLS. The National Central 
Medical Store coordinates procurement of antiretroviral drugs and supply chain 
management. WHO supports the development of national guidelines and, along 
with GTZ, supports training activities. Several international partners support the 
delivery of antiretroviral drugs, including the World Bank, the Red Cross, Médecins 
Sans Frontières and the French project ESTHER (Ensemble pour une Solidarité 
Thérapeutique Hospitalière En Réseau).

• Community mobilization. Many nongovernmental organizations work in collaboration 
with the Ministry of Health to mobilize communities and support people living with HIV/
AIDS. PAMAC, a network of community-based organizations and associations of people 
living with HIV/AIDS, actively provides community-based care and strongly advocates 
for prevention, treatment literacy and adherence, and voluntary testing and counselling.

7. WHO support for scaling up antiretroviral therapy

WHO’s response so far
• Carrying out a WHO scoping mission to Burkina Faso in November 2003 in 

collaboration with the Ministry of Health, CNLS and other partners to review 
the status of implementation of antiretroviral therapy, to identify opportunities 
and challenges for scaling up antiretroviral therapy, to map available and 
potential resources and to identify areas for WHO support

• Supporting national adaptation of guidelines and training manuals for various 
categories of health workers

• Supporting the standardization of care and treatment tools
• Supporting the development of tools for monitoring and evaluating the 

national HIV/AIDS care and support programme
• Supporting the development of a national operational plan for scaling up 

antiretroviral therapy, including reinforcing the health system
• Supporting the strengthening of procurement and drug management and 

distribution systems
• As part of the WHO/OPEC Fund Multi-country Initiative on HIV/AIDS, supporting 

a project coordinated by the CNLS that is increasing access to care and treatment 
in four districts (Dori, Kossodo, Bobo Dioulasso and Banfora); expanding and 
strengthening second-generation surveillance in eight districts; providing 
information, education and communication for reinforcing sexual behaviour 
change among young people recruited in military services in two districts 
(Ouagadougou and Bobo Dioulasso); and building institutional capacity for 
monitoring the fight against HIV/AIDS

• As part of the WHO/Italian Initiative on HIV/AIDS in Sub-Saharan Africa, 
supporting improving blood safety, strengthening activities to prevent the 
mother-to-child transmission of HIV, testing and counselling in antenatal 
clinics and maternal and child health services

Key areas for WHO support in the future
• Establishing a “3 by 5” country team to support the government and all 

partners in scaling up antiretroviral therapy
• Supporting the Ministry of Health and the CNLS in implementing the national 

operational plan for scaling up antiretroviral therapy
• Harmonizing monitoring and evaluation tools in the context of a national monitoring 

and evaluation system and strengthening the surveillance of drug resistance
• Promoting operational research
• Finalizing the national training plan and supporting the organization of training 

activities for health personnel, laboratory technicians and community workers 
and the training of trainers

• Supporting the National Therapeutic Committee in developing national policy 
and strategies for expanding care and treatment for people living with HIV/AIDS

Staffing input for scaling up antiretroviral therapy and 
accelerating prevention

• Current WHO Country Office staff responsible for HIV/AIDS and sexually 
transmitted infections include one National Programme Officer for HIV/AIDS, and 
the recruitment of an international “3 by 5” Country Officer is currently underway.

• Under the World Bank Treatment Acceleration Program, the recruitment of one 
international staff member, two United Nations Volunteers and one administrative 
support staff member is planned.

BURKINA FASO SUMMARY COUNTRY PROFILE FOR HIV/AIDS TREATMENT SCALE-UP

For further 
information, 
please contact:
World Health Organization
Department of HIV/AIDS

“3 by 5” Help Desk
E-mail: 3by5help@who.int
Tel.: +41 22 791 1565
Fax: +41 22 791 1575
www.who.int/3by5

5. Antiretroviral therapy coverage

• In 2003, WHO and UNAIDS estimated Burkina Faso’s total treatment need for 
2005 to be 43 000 people, and the WHO “3 by 5” treatment target is 21 500 
people by the end of 2005 (based on 50% of need).

• The country-declared antiretroviral therapy target is 20 000 people by 2005
• An estimated 2000 people were receiving antiretroviral drugs through various 

initiatives at the end of 2003.
• The World Bank Multi-Country HIV/AIDS Program for Africa provides 

antiretroviral drugs to 850 people living with HIV/AIDS, and the World Bank 
Treatment Acceleration Program plans to provide treatment to an estimated 
18 000 people living with HIV/AIDS in Burkina Faso.

• The WHO/Italian Initiative on HIV/AIDS in Sub-Saharan Africa is providing 
treatment to an estimated 140 people in collaboration with the French project 
ESTHER (Ensemble pour une Solidarité Thérapeutique Hospitalière En Réseau) 
and local partner organizations. Other key organizations providing treatment 
include the Red Cross and Médecins Sans Frontières.

• It is estimated that the funds committed to date to scaling up antiretroviral 
therapy, including funds available from the successful Round 2 proposal to the 
Global Fund to Fight AIDS, Tuberculosis and Malaria, will enable treatment for 
an estimated 6000 people living with HIV/AIDS.

• Strategic information. The Ministry of Health and the CNLS are responsible for 
monitoring and evaluation and surveillance. A national multisectoral monitoring 
system is being developed under the leadership of the CNLS to monitor all health 
sector information related to the care and treatment of people living with HIV/AIDS.

This country profile was developed 
in collaboration with national authorities, 
the WHO Country Office for Burkina Faso 

and the WHO Regional Office for Africa.



by3 5
Million

200

treat

S
U

M
M

A
R

Y
 C

O
U

N
T

R
Y

 P
R

O
F

IL
E

 F
O

R
 H

IV
/A

ID
S

 T
R

E
A

T
M

E
N

T
 S

C
A

L
E

-U
P

1

© World Health Organization  2004

BURUNDI July 2004

WHO estimate of number of people requiring treatment – end 2005: 38 000
Antiretroviral therapy target declared by country: 12 500 by 2005

2. HIV indicators
 Date Estimate Source

Adult prevalence of HIV/AIDS (15–49 years) 2003 4.1 – 8.8% WHO/
UNAIDS

Estimated number of people living with 
HIV/AIDS (0–49 years) 2003 170 000 – 

370 000
WHO/

UNAIDS

Cumulative number of reported AIDS cases 2001 25 361 WHO/
UNAIDS

Reported number of people receiving 
antiretroviral therapy (15–49 years)

June 
2004 2 186 WHO

Estimated total number needing antiretroviral 
therapy in 2005 2003 38 000 WHO/

UNAIDS

HIV testing and counselling sites: number of 
sites

not 
available

HIV testing and counselling sites: number of 
people tested at all sites

not 
available

Prevalence of HIV among adults with 
tuberculosis (15–49 years) 2002 35.2% WHO

1. Demographic and socioeconomic data
Date Estimate Source

Total population (millions) 2004 7.1 United 
Nations

Population in urban areas (%) 2003 9.8 United 
Nations

Life expectancy at birth (years) 2002 40.8 WHO

Gross domestic product per capita (US$ ) 2001 103 IMF

Government budget spent on health care (%) 2001 8.1 WHO

Per capita expenditure on health (US$) 2001 4 WHO

Human Development Index 2001 0.337 UNDP

3. Situation analysis

• Epidemic level and trend and gender data. The first AIDS case in Burundi was diagnosed 
in 1983. Since then, the epidemic has reached alarming proportions, making the disease 
one of the major causes of mortality. Burundi is facing a generalized epidemic with adult 
prevalence rates in the range of 4.1% – 8.8% with a higher proportion in urban areas than 
rural. Prevalence rates appear to have stabilized in urban areas but are continuing to rise 
in rural areas.

• Major vulnerable and affected groups. After more than 10 years of internal conflict, 
major vulnerable and affected groups include all armed forces (soldiers, customs 
agents, police officers, security forces and rebel groups), sex workers, youth 
(especially school dropouts) and people at risk of sexual violence, specifically 
internally displaced people and refugees.

• Policy on HIV testing and treatment. In 2000, the government implemented a 
national policy on antiretroviral therapy to improve access to treatment. The 
government promotes the use of generic antiretroviral drugs and has implemented 
a policy that guarantees anonymous testing and counselling free of user charges. 
The policy on simplified antiretroviral therapy regimens has been finalized and 
validated nationally, based on WHO protocols. The government is committed to a 
policy of providing antiretroviral therapy free of user charges.

• Antiretroviral therapy: first-line drug regimen, cost per person per year. The 
government removed import duties from pharmaceutical products as of January 
2000 and negotiated with major pharmaceutical companies to achieve lower prices. 
A national therapeutic solidarity fund was established with an initial contribution from 

the government of US$ 200 000, which also contributes to lowering antiretroviral 
therapy prices. The annual cost of treatment was US$ 3600 in 2001 and has 
dropped US$ 360 per patient in 2004. The first-line drug regimen is zidovudine (or 
stavudine) + lamivudine + etavirenz (or nevirapine).

• Assessment of overall health sector response and capacity. Because the Ministry 
of Public Health has limited capacity, the Ministry of HIV/AIDS was created in the 
President’s office to lead a multisectoral effort. This initiative is intended to reinforce the 
public system and support the decentralization of antiretroviral therapy delivery and the 
training of nurses to deliver antiretroviral therapy. About 115 physicians and 37 nurses 
have received antiretroviral therapy training. There are more than 80 voluntary testing 
and counselling centres, but the quality of services varies. Voluntary counselling and 
testing centres perform rapid HIV tests, but only two sites in Bujumbura (the capital) 
perform CD4 cell counts and viral load. The tuberculosis programme has started to test 
for HIV in several sites. Nine sites provide antiretroviral therapy, most of which are in 
Bujumbura. The effects of the war substantially weakened health services infrastructure 
and human resource capacity, and efforts are currently underway to rehabilitate 
hospitals and health centres and strengthen operational capacity.

• Critical issues and major challenges. There is a strong political commitment to 
scaling up antiretroviral therapy. National systems to fight HIV are in place, but 
strengthening is necessary, especially in human resources and capacity-building 
at all levels as well as the coordination and overall management of the effort to 
scale up antiretroviral therapy. Decentralization will be crucial to reach people 
who cannot access the provincial hospitals.
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4. Resource requirements and funds committed for 
scaling up antiretroviral therapy in 2004–2005

• WHO estimates that the total funding required to support scaling up antiretroviral 
therapy to reach the WHO “3 by 5” treatment target of 19 000 people in 2005 is 
between US$ 32 million and US$ 41 million. The main sources of funding 
are the government, which has committed about US$ 180 000 per year; 
the Round 1 grant from the Global Fund to Fight AIDS, Tuberculosis and 
Malaria, which is anticipated to provide US$ 4.1 million during 2004–2005 for 
treatment; multilateral partners, which have committed about US$ 1.9 million 
and nongovernmental organizations, which are expected to provide about 
US$ 400 000 during 2004–2005. The World Bank, through its Multi-Country 
HIV/AIDS Program for Africa, is in the final process of accepting to purchase 
antiretroviral drugs for several years.

• Taking into account funds committed to date to support scaling up antiretroviral 
therapy, WHO estimates that the total funding gap for Burundi to reach 19 000 
people by the end of 2005 is between US$ 25 million and US$ 35 million.

6. Implementation partners involved in scaling up 
antiretroviral therapy

• Leadership and management. The Ministry of HIV/AIDS is responsible for 
coordinating the multisectoral aspects related to the fight against HIV/AIDS 
through the National AIDS Committee (CNLS). The Ministry of Public Health 
provides leadership in all technical areas related to the health aspects of HIV. 
With antiretroviral therapy being scaled up, several issues are being raised 
such as coordination, training, accreditation of sites and the logistics of 
antiretroviral therapy. The key United Nations agencies involved in supporting 
HIV at government level are WHO, UNAIDS and UNICEF (focused on preventing 
mother-to-child transmission and on youth).

• Antiretroviral therapy service delivery. As a central, autonomous body attached 
to the Ministry of Public Health, the Centrale d’Achat de Médicaments Essentiels 
du Burundi leads supply chain management. The CNLS provides leadership 
in building capacity, developing guidelines and accelerating prevention. 
Nongovernmental organizations are very active in delivering antiretroviral 
therapy, providing treatment through a range of HIV/AIDS centres, mainly in 
Bujumbura. They also provide HIV testing and counselling and home-based 
care. Extension to various provinces has started. The Ministry of Public Health 
has started to deliver antiretroviral therapy in several hospitals. WHO provides 
normative support for developing treatment guidelines and training material.

• Community mobilization. The Ministry of HIV/AIDS and the Ministry 
of Public Health lead and manage communication activities related to 
HIV/AIDS programmes. Several nongovernmental organizations, local and 
international, as well as United Nations agencies and bilateral partners support 
programmes aimed at mobilizing communities to support people living with 
HIV/AIDS. Nongovernmental organizations support information, education and 
communication initiatives, HIV/AIDS counselling, psychosocial and material 
support and health care assistance to people living with HIV/AIDS and their 
families.

• Strategic information. The CNLS provides leadership in monitoring and 
surveillance activities and collects information for partners involved in scaling 
up antiretroviral therapy. It is developing a standardized monitoring system that 
will be used by both the private and the public sector. There are discussions 
about creating a HIV/AIDS reference centre.

7. WHO support for scaling up antiretroviral therapy

WHO’s response so far
• Supporting the Ministry of Public Health in a home-based care programme for 

assisting people living with HIV/AIDS through a number of nongovernmental 
organizations

• Reviewing existing treatment regimens and protocols and providing technical 
assistance to finalize them based on WHO simplified treatment protocols

• Providing support for developing a Round 4 proposal for the Global Fund to 
Fight AIDS, Tuberculosis and Malaria

• Supporting training through WHO Integrated Management of Adult and 
Adolescent Illness training

• Providing assistance to reinforce partnerships at all levels
• Supporting the development of a national operational plan for scaling up 

antiretroviral therapy for 2004 and 2005
• Through the WHO/OPEC Fund Multi-country Initiative on HIV/AIDS, 

supporting the improvement of the geographical coverage of voluntary 
counselling and testing by creating three new sites; supporting the 
improvement of home-based care by providing access to care and treatment 
among people living with HIV/AIDS in Rutana and Makamba; and building the 
institutional capacity of the CNLS to improve the coordination and monitoring 
of activities to fight HIV/AIDS.

Key areas for WHO support in the future
• Establishing a “3 by 5” country team to support the government and all 

partners in scaling up antiretroviral therapy
• Providing technical support for developing human resources and training
• Supporting the government by supplying normative guidance such as 

accreditation of training, of voluntary counselling and testing and of treatment 
sites

• Supporting the development of criteria on which the quality of the work 
performed by the providers of antiretroviral therapy can be evaluated

• Conducting a mission to provide technical assistance on procuring 
antiretroviral drugs and diagnostics and supply chain management

• Technical support for the development of an HIV/AIDS reference centre

Staffing input for scaling up antiretroviral therapy and 
accelerating prevention

• Current WHO Country Office staff responsible for HIV/AIDS and sexually 
transmitted infections include one National Programme Officer for HIV/AIDS, 
and the recruitment of an international “3 by 5” Country Officer is currently 
planned.

• An additional HIV/AIDS National Programme Officer is in place under the 
WHO/OPEC Fund Multi-country Initiative on HIV/AIDS.

BURUNDI SUMMARY COUNTRY PROFILE FOR HIV/AIDS TREATMENT SCALE-UP

For further 
information, 
please contact:
World Health Organization
Department of HIV/AIDS

“3 by 5” Help Desk
E-mail: 3by5help@who.int
Tel.: +41 22 791 1565
Fax: +41 22 791 1575
www.who.int/3by5

5. Antiretroviral therapy coverage

• Burundi’s total antiretroviral therapy need for 2005 is estimated to be 38 000 
people, and the WHO “3 by 5” treatment target was set at 19 000 people (based 
on 50% of estimated need). In its National Strategic Plan for 2004–2006, the 
government declared national antiretroviral therapy targets of 5000 people in 
2004, 12 500 in 2005 and 25 000 in 2006.

• However, only 2186 people were estimated to be receiving antiretroviral therapy 
at the end of 2003, mostly through nongovernmental organization services and 
private practitioners.

• Burundi’s Round 1 proposal to the Global Fund to Fight AIDS, Tuberculosis 
and Malaria was recently revised to increase the number of people living with 
HIV/AIDS receiving antiretroviral therapy.

This country profile was developed 
in collaboration with national authorities, 

the WHO Country Office for Burundi
and the WHO Regional Office for Africa.
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CAMBODIA July 2004

WHO estimate of number of people requiring treatment – end 2005: 28 000
Antiretroviral therapy target declared by country: 12 800 by 2005

2. HIV indicators
 Date Estimate Source

Adult prevalence of HIV/AIDS (15–49 years) 2003 1.5 – 4.4% WHO/
UNAIDS

Estimated number of people living with 
HIV/AIDS (0–49 years)

2004
2003

157 500  
170 0001

NCHADS
WHO/UNAIDS

Cumulative number of reported AIDS cases 2001 9 318 WHO/
UNAIDS

Reported number of people receiving 
antiretroviral therapy (15–49 years)

April 
2004 3 389 WHO

Estimated total number needing antiretroviral 
therapy in 2005 2003 28 0002 WHO/

UNAIDS

HIV testing and counselling sites: number of 
sites 2004 58 NCHADS

HIV testing and counselling sites: number of 
people tested at all sites 2002 51 613 NCHADS

Prevalence of HIV among adults with 
tuberculosis (15–49 years) 2003 11%

Cambodia 
National 

Tuberculosis 
Centre

1. Demographic and socioeconomic data
Date Estimate Source

Total population (millions) 2004 14.5 United 
Nations

Population in urban areas (%) 2003 18.3 United 
Nations

Life expectancy at birth (years) 2002 54.6 WHO

Gross domestic product per capita (US$ ) 2001 253 United 
Nations

Government budget spent on health care (%) 2001 16 WHO

Per capita expenditure on health (US$) 2001 30 WHO

Human Development Index 2001 0.556 UNDP

3. Situation analysis

• Epidemic level and trend and gender data. Cambodia has a generalized epidemic 
and one of the highest prevalence rates in Asia, estimated to be 2.6% in 2002 (HIV 
sentinel survey). Whereas the increase in the prevalence rate seems to be slowing, 
the number of people with AIDS needing antiretroviral therapy is increasing. In 
2002, an estimated 3% of men and 2% of women were living with HIV.

• Major vulnerable and affected groups. Major vulnerable and affected groups 
include sex workers, male police officers, garment factory workers, mobile 
populations (cross-border and road construction workers), clients of sex workers 
and the clients’ partners, and men who have sex with men. Estimates indicate that 
28.8% of sex workers have HIV. One of the most exposed groups is children born 
to infected mothers. Injecting drug users are an emerging vulnerable group.

• Policy on HIV testing and treatment. The Ministry of Health regards voluntary 
and confidential counselling and testing as an important intervention to reduce 
HIV risk behaviour and an integral part of ongoing prevention and care strategies. 
The Ministry of Health published a document on policy, strategy and guidelines 
in December 2002, and Cambodia’s National Center for HIV/AIDS, Dermatology 
and STD (NCHADS) provided an updated implementation guide in January 2004. 
The strategy is based on anonymous, confidential services for counselling and 
testing. In the national health sector, the strategy tends to promote institutionalized 
voluntary and confidential counselling and testing rather than stand-alone services. 
New voluntary and confidential counselling and testing centres are linked and 
integrated into public health services within the continuum of care strategy. By the 

end of 2004, 70 government voluntary and confidential counselling and testing 
centres will be operating throughout Cambodia. The government target is to have 
a voluntary and confidential counselling and testing centre linked to each of the 
67 referral hospitals and some former district hospitals by the end of 2005. A few 
centres in private clinics will also be part of the NCHADS programme for expanding 
voluntary and confidential counselling and testing. Meanwhile, many private sites 
provide testing but are not presently licensed. The quality control system for HIV 
testing and quality assurance for HIV counselling need to be developed further. The 
scaling up of antiretroviral therapy is included in the Operational Framework for the 
Continuum of Care for People Living with HIV/AIDS. The approach is phased-in 
and physician-led. The NCHADS has produced and updated national guidelines for 
the use of antiretroviral therapy in adults and adolescents.

• Antiretroviral therapy: first-line drug regimen, cost per person per year. Stavudine + 
lamivudine + nevirapine: US$ 240; stavudine + lamivudine + efavirenz: US$ 465.

• Assessment of overall health sector response and capacity. The Ministry of Health and 
the NCHADS have a strong political commitment, actively planning, mobilizing and 
coordinating partners for scaling up HIV/AIDS treatment. The Operational Framework 
for the Continuum of Care for People Living with HIV/AIDS, which will provide the 
basis for scaling up antiretroviral therapy in Cambodia, is a core component of 
the Strategic Plan for HIV/AIDS and STD Prevention and Care developed by the 
NCHADS. The Operational Framework was reviewed recently and updated to cover 
the period 2004–2007 and falls within the health service delivery core strategy of 
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1 WHO/UNAIDS estimate that the number of people living with 
HIV/AIDS (0–49 years) is between 100 000 and 290 000 (2003).

2 NCHADS (the National Center for HIV/AIDS, Dermatology and STD) 
estimated that the antiretroviral therapy need for 2002 was 22 000.
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4. Resource requirements and funds committed for 
scaling up antiretroviral therapy in 2004–2005

• WHO estimates that the total funding required to support scaling up antiretroviral 
therapy to reach the government-declared target of 12 800, which is in accordance 
with the WHO “3 by 5” treatment target of 14 000 people for the end of 2005, is 
between US$ 12 million and US$ 28 million.

• The government has committed an estimated US$ 1 million for scaling up 
antiretroviral therapy during 2004–2005.

• Bilateral partners including the United States Centers for Disease Control and 
Prevention, the United Kingdom Department for International Development and the 
Asian Development Bank have committed an estimated US$ 1 million for scaling 
up treatment during the same period.

• Cambodia submitted successful Round 1 and 2 proposals to the Global Fund to 
Fight AIDS, Tuberculosis and Malaria, focused on reducing the burden of HIV/AIDS 
among vulnerable populations and providing care and treatment for people living 
with HIV/AIDS, including limited antiretroviral therapy. An estimated US$ 6 million 
is anticipated to be available from these rounds for scaling up antiretroviral therapy.

• The Country Coordinating Mechanism has submitted a Round 4 proposal to the Global 
Fund, with a focus on providing care and treatment for people living with HIV/AIDS and 
reducing the percentage of HIV-infected infants born to HIV-infected mothers.

• Nongovernmental organizations and charity foundations, including Médecins Sans 
Frontières, the French project ESTHER (Ensemble pour une Solidarité Thérapeutique 
Hospitalière En Réseau), Center of Hope, CARE, Douleurs Sans Frontières and 
Family Health International have committed an additional estimated US$ 10.3 million 
to scaling up antiretroviral therapy in Cambodia during 2004–2005.

• Taking into account the funds committed to date, WHO estimates that the total 
funding gap for Cambodia to reach 14 000 people by the end of 2005 is up to 
US$ 9.8 million.

6. Implementation partners involved in scaling up 
antiretroviral therapy

• Leadership and management. The National AIDS Authority, created in 1999 and 
composed of 26 ministries, 24 provinces and representatives of civil society, 
coordinates the multisectoral response to the epidemic, provides the legal and 
policy framework and strengthens partnerships among all stakeholders. It is 
chaired by the Secretary of State for Health. The Ministry of Health and the 
NCHADS provide leadership for the health sector response to HIV/AIDS. The 
United Kingdom Department for International Development, the Global Fund to 
Fight AIDS, Tuberculosis and Malaria, the United States Centers for Disease Control 
and Prevention, the Asian Development Bank, the World Bank and a consortium led 
by the University of New South Wales are supporting the NCHADS Strategic Plan 
for HIV/AIDS and STD Prevention and Care. WHO provides technical assistance in 
planning, programme evaluation and strengthening health systems.

• Antiretroviral therapy service delivery. The NCHADS provides leadership in 
delivering antiretroviral therapy services. The NCHADS and the Central Medical 

7. WHO support for scaling up antiretroviral therapy

WHO’s response so far
• Conducting a scoping mission in January 2004 to assess the situation of 

antiretroviral therapy in Cambodia and to identify opportunities and challenges 
for scaling up antiretroviral therapy and areas for WHO support

• Supporting the NCHADS in developing a national operational plan for scaling 
up antiretroviral therapy

• Supporting NCHADS in developing systems for monitoring people receiving 
antiretroviral therapy and for monitoring antiretroviral therapy programmes

• Supporting the strengthening of voluntary testing and counselling services

Key areas for WHO support in the future
• Establishing an HIV/AIDS country team to support the government and all 

partners in scaling up antiretroviral therapy
• Supporting the NCHADS in developing and implementing a national system 

for procuring, supplying and distributing antiretroviral drugs linked to 
monitoring of people receiving antiretroviral therapy

• Supporting the NCHADS in building capacity
• Supporting strengthening health systems

Staffing input for scaling up antiretroviral therapy 
and accelerating prevention

• Current WHO country office staff for HIV/AIDS and sexually transmitted infections 
include one Medical Officer for HIV/AIDS, and the recruitment of an international 
Country Officer for treatment scale-up is underway.

• Additional staffing needs identified include one international staff member to 
support the NCHADS on HIV/AIDS care and treatment, one administrative staff 
member and one support staff member.

CAMBODIA SUMMARY COUNTRY PROFILE FOR HIV/AIDS TREATMENT SCALE-UP
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5. Antiretroviral therapy coverage

• NCHADS estimates that the antiretroviral therapy need for 2002 was 22 000.
• It is estimated that Cambodia’s total treatment need for 2005 is 28 000 people.
• The national target of treating 12 800 people by 2005 is in accordance with the WHO 

“3 by 5” treatment target of 14 000 by 2005 (based on 50% of estimated need).
• NCHADS estimates that 3389 people are receiving treatment as of April 2004, 

mainly supported by nongovernmental organizations. In the public sector, 11 
centres in four provinces have started offering antiretroviral therapy.

Stores of the Ministry of Health coordinate procurement and supply chain 
management supported by UNICEF, the French project ESTHER (Ensemble pour 
une Solidarité Thérapeutique Hospitalière En Réseau), Médecins Sans Frontières 
and the World Bank. The National Public Health Institute, NCHADS and the Ministry 
of Health coordinate strengthening laboratory services, supported by Institut Pasteur, 
ESTHER and Médecins Sans Frontières. WHO provides support to the NCHADS 
in capacity-building, including developing curricula and guidelines and site-level 
training. NCHADS coordinates testing and counselling activities with support from 
UNICEF, the United Kingdom Department for International Development, World 
Vision, Family Health International and the Reproductive Health Association of 
Cambodia. Private sites also provide some testing and counselling services.

• Community mobilization. More than 80 international and national nongovernmental 
organizations work with the NCHADS on HIV/AIDS. The National AIDS Authority 
coordinates the activities of civil society partners in collaboration with NCHADS. 
Groups of people living with HIV/AIDS, such as the Khmer HIV/AIDS NGO Alliance 
and the Cambodia People Living with HIV/AIDS Network, are very active and provide 
adherence and psychosocial support together with other community-based groups 
such as Cambodian HIV/AIDS Education and Care.

• Strategic information. The National AIDS Authority coordinates monitoring and 
evaluation activities. There is a high level of commitment to realize a unified 
monitoring and evaluation system, bringing together various partners. The United 
States Centers for Disease Control and Prevention, the United States Agency for 
International Development and UNAIDS support the National AIDS Authority and 
the NCHADS in developing a multisectoral approach to monitoring systems. 
Family Health International and the United States Centers for Disease Control and 
Prevention provide support for surveillance activities, including drug resistance 
surveillance. Médecins Sans Frontières, the Sihanouk Hospital Center of HOPE, 
the Institute of Tropical Medicine (Antwerp, Belgium), the University of New South 
Wales and the University of California at San Francisco support the operations 
research unit of the NCHADS.

This country profile was developed 
in collaboration with national authorities, 

the WHO Country Office for Cambodia and the 
WHO Regional Office for the Western Pacific.

the Ministry of Health Strategic Plan for 2003–2007. The comprehensive continuum 
of care framework provides a strategy for the care of people living with HIV/AIDS 
and builds a basis for antiretroviral therapy with a comprehensive and integrated 
approach. Prevention activities, services for treating sexually transmitted infections, 
blood safety programmes and services for preventing mother-to-child transmission 
are developed. A training programme for physicians has been established and 
curricula developed for nurses and auxiliary health workers.

• Critical issues and major challenges. The capacity of Cambodia’s health sector 
to respond to the foreseen expansion of antiretroviral therapy depends on 
the availability of funds and the capacity for procurement. Systems for drug 
procurement and supply chain management will need strengthening, and the 
distribution of antiretroviral drugs in the private sector will require specific 
regulation. The capacity of the provincial and district health departments to lead and 
coordinate the scale-up process will need reinforcement as will human resource 
capacity. Community involvement, including the involvement of people living with 
HIV/AIDS, in scaling up care and treatment should also be strengthened.
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CHINA July 2004

WHO estimate of number of people requiring treatment – end 2005: 100 000
Antiretroviral therapy target declared by country: 10 000 – 15 000 by 2004 and 30 000 – 50 000 by 2005

2. HIV indicators
 Date Estimate Source

Adult prevalence of HIV/AIDS (15–49 years) 2003 0.1 – 0.2% WHO/
UNAIDS

Estimated number of people living with 
HIV/AIDS (0–49 years) 2003 430 000 – 

1 500 000
WHO/

UNAIDS

Cumulative number of reported AIDS cases 2001 1 111 WHO/
UNAIDS

Reported number of people receiving 
antiretroviral therapy (15–49 years)

June 
2004 7 400 WHO

Estimated total number needing antiretroviral 
therapy in 2005 2003 100 000 WHO/

UNAIDS

HIV testing and counselling sites: number of 
sites 2004 79 Ministry 

of Health

HIV testing and counselling sites: number of 
people tested at all sites

not 
available

Prevalence of HIV among adults with 
tuberculosis (15–49 years) 2002 0.7% WHO

1. Demographic and socioeconomic data
Date Estimate Source

Total population (millions) 2004 1 313 United 
Nations

Population in urban areas (%) 2003 38.2 United 
Nations

Life expectancy at birth (years) 2002 71.1 WHO

Gross domestic product per capita (US$ ) 2001 902 United 
Nations

Government budget spent on health care (%) 2001 10.2 WHO

Per capita expenditure on health (US$) 2001 49 WHO

Human Development Index 2001 0.721 UNDP

3. Situation analysis

• Epidemic level and trend and gender data. China has a low prevalence overall but localized 
high prevalence in certain populations and regions. Although the adult prevalence rate is 
0.1–0.2%, reported HIV/AIDS infections have increased by 30% in recent years, and the 
epidemic has spread to 31 of China’s 34 provinces and other administrative units. Women 
are increasingly at risk of becoming infected with HIV; 36% of reported cases in 2003 were 
women.

• Major vulnerable and affected groups. Injecting drug users are the largest vulnerable 
population group (about 4 million), with HIV infection rates up to 80% in some areas. Data 
from sentinel surveillance also indicate that infection rates among sex workers and men 
who have sex with men are increasing. Former paid plasma donors, mostly concentrated 
in central China, had prevalence rates as high as 65%. Although the epidemic is still 
concentrated among a few high-risk groups, the conditions exist for HIV to spread into the 
general population.

• Policy on HIV testing and treatment. A new policy to provide free HIV testing and 
counselling, including rapid testing, is currently being reviewed. The government plans to 
grant subsidies to cover costs and to improve access to voluntary testing and counselling. 
Efforts are also underway to address confidentiality issues. In December 2003, the 
government made five commitments to enhance its efforts to prevent and control HIV/
AIDS: to clarify targets, identify responsibilities and improve evaluation and supervision; 
to provide free antiretroviral drugs to low-income people; to improve laws and regulations 
and launch public awareness campaigns; to protect the legitimate rights of people living 

with HIV/AIDS and oppose social discrimination against them; and to increase international 
cooperation on HIV/AIDS. The government also committed to the “Four Frees and One 
Care” – free antiretroviral drugs for poor people in urban and rural areas, free testing in 
heavily affected areas, free treatment and counselling for pregnant women, free schooling 
for children orphaned by HIV/AIDS and financial aid to people living with HIV/AIDS living 
in poverty. This policy of voluntary testing and counselling free of charge has not been 
fully implemented yet, and cost is a limiting factor. Technical documents on HIV testing are 
currently being reviewed, and the use of rapid testing is foreseen in revisions.

• Antiretroviral therapy: first-line drug regimen, cost per person per year. Since 2003, domestic 
antiretroviral therapy has been available at an average annual cost of between US$ 600 and 
US$ 900. The current first-line regimen consists of zidovudine or stavudine, didanosine and 
nevirapine. Limited amounts of Combivir® (zidovudine + lamivudine) and efavirenz are 
available for free within the National Free Antiretroviral Therapy Programme in case of severe 
side effects. Domestically produced indinavir is now available to provide more options, 
and lamivudine will be placed in the first line soon. Prophylaxis to prevent mother-to-child 
transmission consists of a single dose of nevirapine for the mother and infant free of charge. No 
paediatric formulation is yet available in China. The Government is making efforts to increase 
access to antiretroviral drugs.

• Assessment of overall health sector response and capacity. Investment in public health 
and HIV/AIDS has increased significantly since the outbreak of severe acute respiratory 
syndrome in 2003. The China AIDS Response (CARES) Project, a comprehensive care pilot 
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4. Resource requirements and funds committed for 
scaling up antiretroviral therapy in 2004–2005

• WHO estimates that the total funding required to support scaling up antiretroviral therapy 
to reach the WHO “3 by 5” treatment target of 50 000 people by the end of 2005 is 
between US$ 471 million and US$ 496 million.

• The government has committed an estimated US$ 27 million in 2004 and US$ 33 
million in 2005 to scaling up antiretroviral therapy.

• China submitted a successful Round 3 proposal on comprehensive care, treatment and 
support to the Global Fund to Fight AIDS, Tuberculosis and Malaria (US$ 97 million for 
HIV/AIDS over a period of five years), with a focus on increasing awareness, prevention 
and care. Of this amount, an estimated US$ 16 million will be available to support 
scaling up antiretroviral therapy in 2004–2005.

• The Country Coordinating Mechanism has submitted a Round 4 proposal to the Global 
Fund to Fight AIDS, Tuberculosis and Malaria focusing on vulnerable populations, 
including injecting drug users and sex workers.

• Multilateral agencies providing support for prevention and care activities include the 
World Bank, UNDP, UNAIDS, the Australian Agency for International Development, the 
United States Centers for Disease Control and Prevention (CDC), the United Kingdom 
Department for International Development and the European Union.

• WHO estimates that nongovernmental organizations, charities and foundations have 
committed about US$ 2 million to scaling up antiretroviral therapy during 2004–2005.

• Taking into account the funds committed to date to support scaling up antiretroviral 
therapy, WHO estimates that the total funding gap for China to reach 50 000 people by 
the end of 2005 is between US$ 395 million and US$ 420 million.

• Antiretroviral therapy service delivery. The Ministry of Health procures medicines and 
manages the supply chain supported by NCAIDS, the State Food and Drug Administration, 
WHO and the Clinton Foundation. WHO supports the prequalification of medicines. 
WHO also supports capacity development and the development of training guidelines. 
NCAIDS and the Chinese Medical Association coordinate site-level training activities in 
collaboration with CDC, the Clinton Foundation and Médecins Sans Frontières. NCAIDS 
and the Chinese Medical Association undertake testing and counselling activities in 
collaboration with CDC and local hospitals. The Ministry of Health, NCAIDS and the 
Chinese Medical Association also take the lead in accelerating prevention activities, 
supported by other ministries and WHO.

• Community mobilization. Community involvement in programmes to accelerate treatment 
is limited in China. Some pilot projects involving people living with HIV/AIDS exist but 
on a very small scale. International nongovernmental organizations involved in AIDS 
awareness programmes include PATH, Save the Children UK, Marie Stopes International, 
World Vision and the Ford Foundation. NCAIDS and the Chinese Medical Association 
take the lead in programme communication, capacity-building activities for people living 
with HIV/AIDS and adherence and psychosocial support supported by CDC and the 
American Foundation for AIDS Research.

• Strategic information. NCAIDS and the Ministry of Health provide leadership in surveillance, 
monitoring and evaluation. NCAIDS conducts surveillance of antiretroviral resistance with 
support from WHO and CDC. Designated hospitals and local centres for disease control 
and prevention are coordinating the tracking of people receiving antiretroviral therapy with 
support from WHO, CDC, the Clinton Foundation and Médecins Sans Frontières. WHO 
provides technical guidance on developing monitoring and evaluation capacity.

7. WHO support for scaling up antiretroviral therapy

WHO's response so far
• Conducting a joint WHO–UNAIDS scoping mission to China from 26 February to 5 

March 2004 to review the status of antiretroviral therapy implementation and to identify 
opportunities and challenges for scale-up and areas for WHO support

• Reviewing technical protocols included in the 14 State Council action points for the 
national meeting in April 2004, including voluntary counselling and testing, management 
of antiretroviral therapy, management of opportunistic infections, compensation for 
health workers, a training plan and support to orphans

• Supporting the Country Coordinating Mechanism in developing the Round 4 
proposal for the Global Fund to Fight AIDS, Tuberculosis and Malaria with a focus 
on antiretroviral therapy and care

• Providing technical assistance to the Ministry of Health in developing a 
comprehensive national plan for care and treatment

• Reviewing national guidelines on antiretroviral therapy

Key areas for WHO support in the future
• Establishing a “3 by 5” country team to support the government and other partners 

in scaling up antiretroviral therapy
• Reviewing the experience of pilot sites established within the CARES Project and 

documenting lessons learned for scaling up antiretroviral therapy
• Reviewing and updating policy and guidelines for testing and counselling
• Building capacity, including adapting training modules
• Strengthening surveillance and monitoring and evaluation systems
• Mobilizing partners, including nongovernmental organizations and people living 

with HIV/AIDS
• Expanding interventions targeting marginalized groups of the population such as 

injecting drug users and sex workers

Staffing input for scaling up antiretroviral therapy 
and accelerating prevention

• Current WHO Country Office staff responsible for HIV/AIDS and sexually transmitted 
infections include one National Programme Officer for HIV/AIDS, and the recruitment of 
an international “3 by 5” Country Officer is currently underway.

• Recruitment of one senior policy adviser and one technical officer for second-generation 
surveillance and injecting drug use is currently underway with the support of the 
Swedish International Development Cooperation Agency.

• Additional Country Office staffing needs identified include a planning adviser for planning 
and technical support on monitoring and 
evaluation; a human resources and health 
systems adviser; a capacity-building 
adviser; a communication officer; and three 
National Programme Officers.

CHINA SUMMARY COUNTRY PROFILE FOR HIV/AIDS TREATMENT SCALE-UP
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5. Antiretroviral therapy coverage

• China’s total treatment need for 2005 is estimated to be 100 000 people, and the WHO 
“3 by 5” treatment target is 50 000 people by the end of 2005 (based on 50% of need).

• The government is committed to providing treatment to 10 000–15 000 people by 
2004 and 30 000–50 000 people by the end of 2005.

• At the end of 2003, an estimated 7400 people were receiving treatment, most through 
the public sector. 

• The CARES Project is currently providing first-line treatment free of charge in 9 provinces and 
74 counties, with the ultimate goal of scaling up access to antiretroviral therapy free of charge for 
anyone in rural or urban areas not covered by basic medical insurance.

This country profile was developed 
in collaboration with national authorities, 

the WHO Country Office for China and the 
WHO Regional Office for the Western Pacific.

project including antiretroviral therapy, was initiated in 2002 and includes 127 counties 
in provinces with high prevalence rates. Health care staff are being trained, and central 
health authorities are preparing guidelines for HIV/AIDS treatment and care. The HIV/AIDS 
surveillance system currently includes 194 national and about 400 provincial surveillance 
sites, monitoring a number of risk groups. A 100% condom use programme is operating 
in 10 provinces, and harm reduction pilot projects are underway in at least five provinces. 
Several laws and regulations have been designed and promulgated to enhance the security 
of blood supply since 1995. However, the local capacity of the public health sector to 
treat HIV/AIDS remains limited, and the CARES project is constrained by several factors 
including limited human resource capacity, limited availability of laboratory support and 
insufficient community support mechanisms for counselling and adherence.

• Critical issues and major challenges. Many of the marginalized and vulnerable populations 
are difficult to reach. People are often unaware of their HIV status, and access to voluntary 
testing and counselling is limited. Capacity to deliver antiretroviral therapy is severely 
lacking, due to both a scarcity of trained health care staff and infrastructure shortages. 
Procurement mechanisms for antiretroviral drugs need to be strengthened. Planning 
for scaling up antiretroviral therapy is multisectoral, but coordination among national or 
international partners and initiatives needs to be strengthened. HIV/AIDS treatment services 
need to be linked with drug dependence treatment services and outreach programmes for 
vulnerable populations. Community participation also needs to be built into efforts to scale 
up antiretroviral therapy and to reduce social stigma and discrimination.

6. Implementation partners involved in scaling up 
antiretroviral therapy

• Leadership and management. China is operating within the framework of the China Plan 
of Action for Containment and Control of HIV/AIDS 2001–2005, a multisectoral plan 
coordinated by the State Council. The Ministry of Health and the National Centre for AIDS 
Prevention and Control (NCAIDS) are developing a national plan for scaling up antiretroviral 
therapy with support from WHO, CDC and the Clinton Foundation. In April 2004, the 
government established the State Council Working Group on HIV/AIDS, a multisectoral 
body headed by the Vice-Premier and the Health Minister and including 22 vice-ministers 
and 7 provincial vice-governors. This State Council is taking the lead in formulating national 
HIV/AIDS policy, supported by WHO. The Ministry of Health and NCAIDS are coordinating 
national human resources planning and strengthening of the health system with support from 
the United Nations Theme Group on HIV/AIDS in China and the United Kingdom Department 
for International Development.
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DJIBOUTI July 2004

WHO estimate of number of people requiring treatment – end 2005: 1 200
Antiretroviral therapy target declared by country: 1 370 by 2005

2. HIV indicators
 Date Estimate Source

Adult prevalence of HIV/AIDS (15–49 years) 2003 0.7 – 7.5% WHO/
UNAIDS

Estimated number of people living with 
HIV/AIDS (0–49 years) 2003 2 300 – 

24 000
WHO/

UNAIDS

Cumulative number of reported AIDS cases 2001 1 783 WHO/
UNAIDS

Reported number of people receiving 
antiretroviral therapy (15–49 years)

June 
2004 94 WHO

Estimated total number needing antiretroviral 
therapy in 2005 2003 1 200 WHO/

UNAIDS

HIV testing and counselling sites: number of 
sites 2003 8 Ministry

of Health

HIV testing and counselling sites: number of 
people tested at all sites

not 
available

Prevalence of HIV among adults with 
tuberculosis (15–49 years) 2002 23% Ministry

of Health

1. Demographic and socioeconomic data
Date Estimate Source

Total population (millions) 2004 0.7 United 
Nations

Population in urban areas (%) 2003 83.4 United 
Nations

Life expectancy at birth (years) 2002 49.6 WHO

Gross domestic product per capita (US$ ) 2001 835 IMF

Government budget spent on health care (%) 2001 13.7 WHO

Per capita expenditure on health (US$) 2001 58 WHO

Human Development Index 2001 0.462 UNDP

3. Situation analysis

• Epidemic level and trend and gender data. Djibouti faces a generalized epidemic. 
According to Ministry of Health sources, a survey conducted in 2002 showed that the 
HIV prevalence in Djibouti was about 2.9%. The prevalence was estimated to be 3.3% 
in Djibouti City and 1.1% in other districts, including Obock, Tadjourah, Ali-Sabieh and 
Dikhil. The same survey indicated that women are more affected than men; in Djibouti 
City, the prevalence is estimated to be 3.6% among women and 3.1% among men. In 
other districts, the HIV prevalence was estimated to be 1.7% among women and 0.3% 
among men. People 20–29 years old have a higher prevalence rate of about 6%.

• Major vulnerable and affected groups. In Djibouti, in addition to the vulnerability of 
youth and women, the major vulnerable groups are men in uniform, sex workers, 
dockworkers and truck drivers.

• Policy on HIV testing and treatment. The policy on testing encourages people 
to undergo testing voluntarily. Before testing, pretest counselling is offered, 
and post-test counselling takes into account HIV status. A national antiretroviral 
therapy protocol has been developed and is being revised in accordance with WHO 
simplified treatment guidelines.

• Antiretroviral therapy: first-line drug regimen, cost per person per year. The first-
line drug regimen for people without tuberculosis is zidovudine + lamivudine + 
efavirenz (for men), zidovudine + lamivudine + abacavir (for women), zidovudine 
+ lamivudine + nevirapine (for pregnant women or children younger than 3 years) 

and zidovudine + lamivudine + efavirenz or zidovudine + lamivudine + nevirapine 
(for children 3 years or older). For people with tuberculosis, the first-line drug 
regimen is zidovudine + lamivudine + abacavir. The average cost per person per 
year is estimated to be US$ 1680.

• Assessment of overall health sector response and capacity. Djibouti’s health system is 
weak. Health services need to be strengthened to provide a more vigorous response to 
the HIV/AIDS epidemic and to support scaling up antiretroviral therapy. Eight sites have 
been identified as antiretroviral therapy centres. For outpatients, they are: Centre Yonis 
Toussaint, Health Centre of Einguela, Organisme de Protection Sociale, Health Centre 
for the Ministry of Defence and Health Centre for the Police. For inpatients, they are: 
Peltier General Hospital, Tuberculosis Centre (Paul Faure) and French military hospital 
(Bouffard). All these antiretroviral treatment sites are located in Djibouti City. Testing and 
counselling activities are fully functional but presently carried out only in the following 
antiretroviral therapy treatment sites: Centre Yonis Toussaint, Health Centre of Einguela, 
Health Centre for the Ministry of Defence and Health Centre for the Police.

• Critical issues and major challenges. The major constraints to scaling up 
antiretroviral therapy are the lack of human resources capacity and management 
skills. Drug procurement logistics systems are weak, and parallel procurement 
systems are run by various parties. The current system’s capacity for procurement 
and stocking is very weak.
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4. Resource requirements and funds committed for 
scaling up antiretroviral therapy in 2004–2005

• WHO estimates that the total funding required to support scaling up antiretroviral 
therapy to reach the “3 by 5” treatment target of 600 people by the end of 2005 is 
between US$ 2.2 million and US$ 3.3 million. About US$ 226 000 is anticipated 
to be available from multilateral sources to fund scaling up antiretroviral therapy 
during 2004–2005. Taking into account the funds committed to date, WHO 
estimates that the total funding gap for Djibouti to scale up antiretroviral therapy to 
600 people by the end of 2005 is between US$ 2.0 million and US$ 3.1 million.

• Djibouti has been involved in a major process of health sector reform with financial 
support from the World Bank, which has committed US$ 15 million over a period 
of five years. The United States Agency for International Development is also 
committing US$ 12 million. Other major supporters of the Ministry of Health 
include the French Cooperation, the African Development Bank, the Governments 
of Italy and Morocco and the Islamic Development Bank.

6. Implementation partners involved in scaling up 
antiretroviral therapy

• Leadership and management. The Executive Secretariat of the Intersectoral 
Committee against AIDS, Tuberculosis and Malaria coordinates all AIDS-related 
activities. More than 11 ministerial departments and several nongovernmental 
organizations carry out AIDS control activities. In 2002, the Government developed 
a national strategy for preventing and controlling HIV/AIDS that serves as a reference 
for all partners who would like to contribute to the national response against HIV/
AIDS. The Ministry of Justice is involved in legal and policy-related issues. The 
Ministry of Finance is responsible for human resource planning. Other ministries 
play major roles such as the Ministries of Youth and Sports, Promotion of Women, 
Education, Interior, Labour, Information and Defence. United Nations agencies also 
support various components of the programme.

• Antiretroviral therapy service delivery. The Ministry of Health in collaboration 
with other sectors is responsible for overall coordination and management of the 
national antiretroviral therapy programme, health system strengthening, laboratory 
services and capacity-building. The French Cooperation is especially involved in 
providing antiretroviral therapy services in hospitals, laboratory services and treating 
opportunistic infections.

• Community mobilization. A community support unit has been established as part of 
the Executive Secretariat. Currently, key nongovernmental organizations are being 
identified to support the antiretroviral therapy programme.

• Strategic information. The Ministry of Health coordinates the activities related to 
monitoring and evaluation with support from WHO.

7. WHO support for scaling up antiretroviral therapy

WHO’s response so far
• Conducting a scoping mission to assess the situation of antiretroviral 

therapy in Djibouti and to identify opportunities and challenges for scaling up 
antiretroviral therapy provision and areas for WHO support

• Reviewing and revising national antiretroviral therapy protocols and guidelines 
in accordance with WHO guidelines

• Developing a Round 4 proposal submitted to the Global Fund to Fight AIDS, 
Tuberculosis and Malaria with special focus on scaling up antiretroviral therapy

• Supporting the development of an operational plan for scaling up antiretroviral 
therapy for 2004–2007

Key areas for WHO support in the future
• Establishing a “3 by 5” team in the WHO Country Office to support the 

government and other partners in scaling up antiretroviral therapy. The team is 
also expected to provide support to other Horn of Africa countries, including 
Somalia and Yemen 

• Developing a national human resource plan for scaling up antiretroviral 
therapy

• Developing a monitoring and evaluation system
• Supporting operational research including drug resistance, economic impact 

and adherence to therapy
• Supporting training of all levels of service providers

Staffing input for scaling up antiretroviral therapy 
and accelerating prevention

• Recruitment of a subregional “3 by 5” officer (Djibouti, Somalia and Yemen) is 
planned.

DJIBOUTI SUMMARY COUNTRY PROFILE FOR HIV/AIDS TREATMENT SCALE-UP

For further 
information, 
please contact:
World Health Organization
Department of HIV/AIDS

“3 by 5” Help Desk
E-mail: 3by5help@who.int
Tel.: +41 22 791 1565
Fax: +41 22 791 1575
www.who.int/3by5

5. Antiretroviral therapy coverage

• Djibouti’s total treatment need for 2005 is estimated to be 1200 people, and the 
government has declared a national antiretroviral therapy target of 1370 people 
by the end of 2005.

• Currently, an estimated 94 people are receiving antiretroviral therapy.

This country profile was developed 
in collaboration with national authorities, 

the WHO Country Office for Djibouti 
and the WHO Regional Office for 

the Eastern Mediterranean.
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ETHIOPIA July 2004

WHO estimate of number of people requiring treatment – end 2005: 200 000
Antiretroviral therapy target declared by country: 93 000 by 2005

2. HIV indicators
 Date Estimate Source

Adult prevalence of HIV/AIDS (15–49 years) 2003 2.8 – 6.7% WHO/
UNAIDS

Estimated number of people living with 
HIV/AIDS (0–49 years) 2003 950 000 – 

2 300 000
WHO/

UNAIDS

Cumulative number of reported AIDS cases 2001 100 353 WHO/
UNAIDS

Reported number of people receiving 
antiretroviral therapy (15–49 years)

June 
2004 4 500 WHO

Estimated total number needing antiretroviral 
therapy in 2005 2003 200 000 WHO/

UNAIDS

HIV testing and counselling sites: number of 
sites

not 
available

HIV testing and counselling sites: number of 
people tested at all sites

not 
available

Prevalence of HIV among adults with 
tuberculosis (15–49 years) 2002 29.1% WHO

1. Demographic and socioeconomic data
Date Estimate Source

Total population (millions) 2004 72.4 United 
Nations

Population in urban areas (%) 2003 15.5 United 
Nations

Life expectancy at birth (years) 2002 48 WHO

Gross domestic product per capita (US$ ) 2001 93 IMF

Government budget spent on health care (%) 2001 4.9 WHO

Per capita expenditure on health (US$) 2001 3 WHO

Human Development Index 2001 0.359 UNDP

3. Situation analysis

• Epidemic level and trend and gender data. In 2003, Ethiopia had an estimated 
950 000 - 2.3 million people living with HIV/AIDS. The average prevalence rate of 
HIV infection in the adult population is estimated to be in the range of 2.8 - 6.7% 
with a much higher proportion in urban areas compared to rural. Morbidity and 
mortality associated with HIV/AIDS strongly impact the health sector and are 
among the major impediments to delivering quality care to its full capacity. The bed 
occupancy rate from AIDS may well exceed 40% of total beds.

• Major vulnerable and affected groups. HIV transmission occurs mainly through hetero-
sexual contact, with the highest prevalence being among people 15–24 years (12%).

• Policy on HIV testing and treatment. The current model for delivering antiretroviral 
therapy is physician-led and hospital-based, whereas health centres can provide 
antiretroviral drugs for preventing mother-to-child transmission only. Antiretroviral 
drugs are distributed by licensed pharmacists at authorized outlets. The service is 
provided only for those who can afford to pay for the drugs and laboratory costs. The 
Council of Ministers approved a national policy for supply and use of antiretroviral 
drugs in July 2002. The policy provides a tax exemption for antiretroviral drugs and 
related supplies and defines the modalities of delivering antiretroviral therapy. Clinical 
guidelines on the use of antiretroviral drugs were developed in February 2003.

• Antiretroviral therapy: first-line drug regimen, cost per person per year. Several 
antiretroviral drugs of different classes have been identified and included in the 

List of Drugs in Ethiopia. However, to date only the following products are available 
for distribution: zidovudine, lamivudine, stavudine, efavirenz, nevirapine, nelfinavir 
and a fixed combination of zidovudine + lamivudine (Lamuzid® or Combivir®). 
The average cost of the WHO-recommended first-line regimen is US$ 360 per 
person per year.

• Assessment of overall health sector response and capacity. Ethiopia has 119 
hospitals and 412 health centres. Although they have inadequate resources, they 
represent a consistent infrastructure with potential to provide antiretroviral therapy 
services to a large proportion of people in need of treatment.

• Critical issues and major challenges. HIV/AIDS is one of the major challenges for 
overall national development. It is linked to a seven-year loss in life expectancy, 
an estimated 1.2 million orphans and a loss of productivity and income at the 
workplace with severe effects at the household and community levels. There is a 
substantial shortage of health workers of all types to serve the health needs of a 
rapidly expanding population. This shortage is aggravated by high turnover among 
health workers, especially physicians and counsellors, throughout Ethiopia. 
Antiretroviral therapy is currently provided only at referral and provincial hospitals. 
Scaling up antiretroviral therapy services would require an extension within the 
health system to include more peripheral facilities. Surveillance and monitoring 
and evaluation systems need to be strengthened.
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4. Resource requirements and funds committed for 
scaling up antiretroviral therapy in 2004–2005

• WHO estimates that the total funding required to support scaling up antiretroviral 
therapy to reach the WHO “3 by 5” treatment target of 100 000 people by the end of 
2005 is between US$ 223 million and US$ 263 million.

• Ethiopia submitted a successful Round 2 proposal to the Global Fund to Fight AIDS, 
Tuberculosis and Malaria, focusing on a large range of HIV activities including 
voluntary counselling and testing, clinical management of HIV, home-based care, 
capacity-building, surveillance and monitoring and evaluation. Funding of US$ 55 
million was approved for 2004–2005. Of this amount, it is estimated that about 
US$ 11.3 million may be available to support scaling up antiretroviral therapy in 
2004–2005. Ethiopia has also submitted a Round 4 proposal to the Global Fund to 
Fight AIDS, Tuberculosis and Malaria.

• An estimated US$ 81.5 million may become available from the United States 
President’s Emergency Plan for AIDS Relief to support scaling up antiretroviral 
therapy during 2004–2005.

• Other bilateral partners are estimated to have committed about US$ 15 million for 
scaling up antiretroviral therapy during 2004–2005.

• A World Bank loan of US$ 59 million for the Ethiopian Multi-sectoral AIDS Project 
provides support for diagnostic capacity-building, including procuring equipment 
and consumables and training personnel. Under this Project, 12 referral laboratories 
will be equipped with devices for determining viral load and CD4 cell counting.

• Taking into account funds committed to date to support scaling up antiretroviral 
therapy, WHO estimates that the total funding gap for Ethiopia to reach 100 000 
people by the end of 2005 is between US$ 111 million and US$ 151 million.

6. Implementation partners involved in scaling up 
antiretroviral therapy

• Leadership and management. The HIV/AIDS Prevention and Control Office, chaired 
by the Ministry of Health, is officially designated as the national coordinating 
authority for AIDS. It is supported by the United States Centers for Disease Control 
and Prevention and the Drug Administration and Control Authority.

• Antiretroviral therapy service delivery. The Ministry of Health coordinates activities 
related to delivering antiretroviral therapy services. The Pharmaceuticals and 
Supplies Service supports procurement of drugs. The Global Fund to Fight AIDS, 
Tuberculosis and Malaria is supporting the HIV/AIDS Prevention and Control Office 
and the Ministry of Health in strengthening disbursement systems. WHO provides 
support in developing antiretroviral therapy guidelines and capacity-building. 
The United States Centers for Disease Control and Prevention has a cooperative 
agreement with the WHO Regional Office for Africa to support the implementation of 
an essential package for HIV/AIDS prevention and care, including the secondment of 
staff to Ethiopia.

• Community mobilization. The private sector, nongovernmental organizations and 
faith-based organizations have expressed great interest in participating in scaling up 
antiretroviral therapy in Ethiopia. International nongovernmental organizations such 
as Médecins Sans Frontières provide antiretroviral therapy.

• Strategic information. The HIV/AIDS Prevention and Control Office coordinates the 
national monitoring and evaluation framework. The Ethiopian Health and Nutrition 
Research Institute supports drug resistance surveillance. The United States Centers 
for Disease Control and Prevention supports surveillance activities.

7. WHO support for scaling up antiretroviral therapy

WHO’s response so far
• Assessing the overall antiretroviral therapy situation in accordance with 

“3 by 5” and identifying opportunities for scaling up
• Assisting in developing the Country Coordinating Mechanism Round 4 

proposal submitted to the Global Fund to Fight AIDS, Tuberculosis and 
Malaria addressing specific antiretroviral therapy needs

• Assessing the human resource situation for scaling up antiretroviral therapy
• Reviewing the model for delivering antiretroviral therapy and assessing its 

potential for rapid scale-up (involving intermediate- and lower-level health 
workers)

• Reviewing the national policies, guidelines and strategies on antiretroviral 
therapy

• Adapting the WHO Integrated Management of Adult and Adolescent 
Illness guidelines for chronic HIV disease care, including training national 
facilitators

• Through the WHO/OPEC Fund Multi-country Initiative on HIV/AIDS: 
establishing two voluntary counselling and testing sites (Harari and 
Kombolcha districts), strengthening the management of opportunistic 
infections at three sites (Kombolcha, Bahrdar and Gambella); strengthening 
syndromic management of sexually transmitted infections at four sites (Harari, 
Bahrdar, Oromiya and Gambella); strengthening youth-friendly health services 
at two sites (Oromiya and Bahrdar); and building institutional capacity within 
the Ministry of Health for improving the coordination and monitoring of HIV/
AIDS activities

Key areas for WHO support in the future
• Establishing a “3 by 5” country team to support the government and all 

partners in scaling up antiretroviral therapy
• Assisting in overall coordination of the antiretroviral therapy programme and 

harmonizing it with various partner initiatives
• Supporting the development of a national operational plan for scaling up 

antiretroviral therapy
• Developing a human resource strategy and national plan for developing 

capacity for scaling up antiretroviral therapy
• Supporting the roll-out of training of health service providers

Staffing input for scaling up antiretroviral therapy 
and accelerating prevention

• Current WHO Country Office staff responsible for HIV/AIDS and sexually 
transmitted infections include one National Programme Officer for general HIV 
activities and another to coordinate activities funded by the WHO/OPEC Fund 
Multi-country Initiative on HIV/AIDS. Recruitment of an international “3 by 5” 
Country Officer is currently underway.

• Additional staffing needs identified include five National Programme Officers 
to be based at the Ministry of Health, 11 National Programme Officers to be 
based in the regions, an administrative officer, a finance officer and a clerk.

ETHIOPIA SUMMARY COUNTRY PROFILE FOR HIV/AIDS TREATMENT SCALE-UP

For further 
information, 
please contact:
World Health Organization
Department of HIV/AIDS

“3 by 5” Help Desk
E-mail: 3by5help@who.int
Tel.: +41 22 791 1565
Fax: +41 22 791 1575
www.who.int/3by5

5. Antiretroviral therapy coverage

• Ethiopia’s total treatment need for 2005 is estimated to be 200 000 people, and 
the WHO “3 by 5” treatment target is 100 000 people by the end of 2005 (based 
on 50% of need). The government has declared a national treatment target of 
93 000 people by the end of 2005. To date, an estimated 4500 people have 
access to antiretroviral therapy, mostly through 14 hospitals in seven regions.

• Armed Forces hospitals and a site supported by Médecins Sans Frontières 
provide some treatment to military personnel and their spouses. Médecins 
Sans Frontières is willing to support the delivery of antiretroviral drugs free of 
charge to as many as 1500 people living with HIV/AIDS, including marginalized 
groups such as sex workers. Private companies have expressed keen interest in 
providing antiretroviral therapy to their employees.

• Ethiopia is among the countries receiving assistance from the United States 
President’s Emergency Plan for AIDS Relief, which has indicated a target of 
210 000 people receiving antiretroviral therapy by 2008.

This country profile was developed 
in collaboration with national authorities, 

the WHO Country Office for Ethiopia 
and the WHO Regional Office for Africa.
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GHANA July 2004

WHO estimate of number of people requiring treatment – end 2005: 52 000
Antiretroviral therapy target declared by country: 30 000 by 2005

2. HIV indicators
 Date Estimate Source

Adult prevalence of HIV/AIDS (15–49 years) 2003 1.9 – 5.0% WHO/
UNAIDS

Estimated number of people living with 
HIV/AIDS (0–49 years) 2003 210 000 – 

560 000
WHO/

UNAIDS

Cumulative number of reported AIDS cases 2001 47 444 WHO/
UNAIDS

Reported number of people receiving 
antiretroviral therapy (15–49 years)

June 
2004 716 WHO

Estimated total number needing antiretroviral 
therapy in 2005 2003 52 000 WHO/

UNAIDS

HIV testing and counselling sites: number of 
sites

not 
available

HIV testing and counselling sites: number of 
people tested at all sites

not 
available

Prevalence of HIV among adults with 
tuberculosis (15–49 years) 2002 15.7% WHO

1. Demographic and socioeconomic data
Date Estimate Source

Total population (millions) 2004 21.4 United 
Nations

Population in urban areas (%) 2003 45.1 United 
Nations

Life expectancy at birth (years) 2002 57.6 WHO

Gross domestic product per capita (US$ ) 2001 265 IMF

Government budget spent on health care (%) 2001 8.6 WHO

Per capita expenditure on health (US$) 2001 12 WHO

Human Development Index 2001 0.567 UNDP

3. Situation analysis

• Epidemic level and trend and gender data. Current surveys show an increase in 
adult prevalence rates from 2.3% in 2000 to 3.4% in 2002. Prevalence is highest 
in the Eastern region and lowest in the Northern region. The female-male ratio was 
6:1 in 1987 and was estimated to be 2:1 in 2001.

• Major vulnerable and affected groups. The most severely affected group is those 
aged 25–34 years, accounting for nearly 42% of all AIDS cases reported in 2002. 
People 15–24 years old are increasingly vulnerable, with a prevalence rate of 3%. HIV 
seroprevalence rates among sex workers increased from 2% in 1986 to nearly 40% 
in 1991. By 1997–1998, the HIV prevalence in Accra and Tema had reached 74.2% 
among “seated” (home-based) sex workers and 27.2% among “roaming” sex workers. 
In 1999, sex workers in Kumasi had an HIV prevalence rate of 82%. The HIV prevalence 
among people attending sexually transmitted infection clinics in Accra increased from 
2% in 1988 to nearly 9% in 1991. In 1998, HIV infection among women attending 
sexually transmitted infection clinics tested in Adabraka, Greater Accra region, had 
reached 27%. In the Southern region, the HIV prevalence is 24.0% among people 
attending sexually transmitted infection clinics and 3.0% among blood donors.

• Policy on HIV testing and treatment. The draft National HIV/AIDS Policy states that 
voluntary testing should be provided in a non-stigmatizing environment. It aims to 
encourage vulnerable groups to undergo regular voluntary testing and seek early 
diagnosis and treatment for sexually transmitted infections. The policy states that, 
except in the case of blood donors and people showing symptoms suggestive of 
AIDS, there should be no routine testing for HIV/AIDS and testing should not be 
done without the knowledge of the individual.

• Antiretroviral therapy: first-line drug regimen, cost per person per year. The first-line 
drug regimen is zidovudine + lamivudine + nevirapine or efavirenz; or stavudine + 
lamivudine + nevirapine or efavirenz. The cost per person per year is about US$ 600 
for drugs and other services, including investigations, with user charges of 10%.

• Assessment of overall health sector response and capacity. The Ghana AIDS 
Commission was established in 2001 and is fully operational, and is chaired by the 
President. The National AIDS Control Programme is in the process of developing an 
implementation plan to guide the provision of antiretroviral therapy in Ghana, within 
the framework of the National Strategic Framework on HIV/AIDS (2001–2005). Every 
region has an HIV/AIDS coordinator, and multisectoral AIDS committees have been 
established at the regional and district levels. A national monitoring and evaluation 
framework has been developed through a broad participatory process, and monitoring 
and evaluation focal points have been appointed in all 110 districts. All districts have 
district hospitals, and services provided include antenatal care. Public laboratory 
facilities are available at the regional level. High-level political commitment is evident 
up to the presidential level. Ghana’s health system is highly decentralized, and a sector-
wide approach to health sector financing is in place.

• Critical issues and major challenges. Human resource capacity is the major bottleneck 
for scaling up treatment, both in terms of the numbers of health care workers and 
technical capacity. Ghana suffers from high turnover of highly skilled personnel, as the 
emigration rate is high. Domestically, there are significant capacity gaps in addressing 
treatment, support and care; legal and ethical policy, including legal protection for 
people living with HIV/AIDS; and the establishment of links, networking and referral 
systems between the public sector and civil society.
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4. Resource requirements and funds committed for 
scaling up antiretroviral therapy in 2004–2005

• Following the Declaration of Commitment of the United Nations General Assembly 
Special Session on HIV/AIDS in 2001, the government directed that 15% of Ghana’s 
health budget will be committed to HIV/AIDS activities and encouraged all ministries 
to create an HIV/AIDS budget line. Through the Ghana AIDS Commission, the World 
Bank Multi-Country HIV/AIDS Program for Africa and the Ghana AIDS Partnership 
Programme funded by the United Kingdom Department for International Development 
have become important mechanisms for channelling funds to civil society and 
ministries, departments and agencies.

• WHO estimates that the total funding required for scaling up antiretroviral therapy 
to reach the “3 by 5” treatment target of 26 000 in 2005 is between US$ 31.2 and 
US$ 39.7 million.

• Ghana’s Round 1 proposal to the Global Fund to Fight AIDS, Tuberculosis and 
Malaria was approved for voluntary testing and counselling activities as well as 
treatment at three public hospitals and one mission hospital. Total funding approved 
was US$ 14.1 million, including US$ 4.9 million in the first two years, and focused 
on accelerating prevention and care for vulnerable groups. Ghana has submitted a 
proposal to the Treatment Acceleration Program of the World Bank focusing on 
improving access to antiretroviral therapy through public-private partnerships.

• The funding available to support scaling up is anticipated to include about US$ 6.7 
million from the Global Fund to Fight AIDS, Tuberculosis and Malaria, about 
US$ 12 million from multilateral partners, including the World Bank, and about 
US$ 8.1 million from bilateral partners.

• Taking into account funds already committed by the government, multilateral 
partners, bilateral partners and nongovernmental organizations, WHO estimates the 
funding gap for 2004–2005 to be between US$ 5.1 million and US$ 12.8 million.

6. Implementation partners involved in scaling up 
antiretroviral therapy

• Leadership and management. The Ministry of Health and the Ghana AIDS Commission 
provide leadership in developing national plans, coordinating national response 
and managing financing. Within the health sector, implementation is managed by 
the Ministry of Health and the Ghana Health Service, and the National AIDS Control 
Programme is responsible for developing and supervising clinical policy. The 
multisectoral National Strategic Framework on HIV/AIDS (2001–2005) guides national 
response and alignment of partners. WHO provides support to the Ministry of Health and 
the Ghana AIDS Commission in national efforts to build human resources capacity.

• Antiretroviral therapy service delivery. The Ministry of Health and the Ghana Health 
Service provide leadership in delivering antiretroviral therapy services and began 
treatment in four government hospitals in 2003. Other organizations contributing to 
developing guidelines and managing the drug supply chain include WHO, Family Health 
International and UNICEF. Family Health International, nongovernmental organizations 
and WHO are developing a capacity-building plan. The private sector and civil society, 
especially nongovernmental organizations, are increasingly involved in prevention 
activities and providing care and support services. A limited number of private hospitals, 
clinics and laboratories provide voluntary counselling and testing services.

• Community mobilization. The Ghana AIDS Commission, the Ministry of Local 
Government and Rural Development, WHO, other United Nations agencies, 
nongovernmental organizations and the central government all contribute to 
psychosocial support activities and building the capacity of people living with 
HIV/AIDS. The United Kingdom Department for International Development supports 
the social marketing of condoms and capacity-building efforts.

• Strategic information. The Ghana AIDS Commission provides leadership in 
issues of monitoring and evaluation. The Ministry of Local Government and 
Rural Development, WHO, nongovernmental organizations and universities work 
alongside the government in developing monitoring systems, information and 
research systems and patient-tracking systems. The United States Agency for 
International Development supports monitoring and evaluation activities as well as 
efforts related to prevention, care and support and institutional development.

7. WHO support for scaling up antiretroviral therapy

WHO’s response so far
• Conducting a situation analysis to assess opportunities and challenges for 

scaling up antiretroviral therapy and areas for WHO support
• Supporting the development of a proposal for the World Bank Treatment 

Acceleration Program with a focus on scaling up antiretroviral therapy
• Supporting the development of national guidelines and protocols for antiretroviral 

therapy, opportunistic infections, preventing mother-to-child transmission, 
voluntary counselling and testing and nutrition and infant feeding

• Supporting the development of a national human resources plan

Key areas for WHO support in the future
• Establishing a “3 by 5” country team in the WHO Country Office to support the 

government and other partners in scaling up antiretroviral therapy
• Finalizing the national HIV/AIDS policy
• Supporting the accreditation of centres providing antiretroviral therapy
• Developing quality assurance mechanisms for drug procurement
• Developing a national training plan for scaling up antiretroviral therapy at the 

district level
• Adapting WHO Integrated Management of Adult and Adolescent Illness 

guidelines and training modules on HIV/AIDS care
• Developing a national communication strategy to reduce stigma and to 

mobilize community-based groups for treatment
• Harmonizing and integrating the monitoring and evaluation system of the 

World Bank Treatment Acceleration Program into the national monitoring and 
evaluation framework

• Developing guidelines for resistance monitoring as part of the international 
global surveillance system developed by WHO

Staffing input for scaling up antiretroviral therapy 
and accelerating prevention

• Current WHO Country Office staff responsible for HIV/AIDS and sexually 
transmitted infections include a National Programme Officer as a technical officer 
and another for HIV/AIDS. The recruitment of an international “3 by 5” Country 
Officer is currently planned.

• The recruitment of an international staff member is also planned under the World 
Bank Treatment Acceleration Program.

GHANA SUMMARY COUNTRY PROFILE FOR HIV/AIDS TREATMENT SCALE-UP

For further 
information, 
please contact:
World Health Organization
Department of HIV/AIDS

“3 by 5” Help Desk
E-mail: 3by5help@who.int
Tel.: +41 22 791 1565
Fax: +41 22 791 1575
www.who.int/3by5

5. Antiretroviral therapy coverage

• Ghana’s total antiretroviral therapy need for 2005 is estimated to be 52 000 
people, and the WHO “3 by 5” treatment target is 26 000 for the end of 2005 
(based on 50% of need). The government has declared a national antiretroviral 
therapy target of 30 000 people by the end of 2005.

• The government supported the provision of antiretroviral therapy to an estimated 
716 people in 2003.

• Funding committed by the government for 2004–2005 includes the purchase of 
antiretroviral drugs for about 4000 people.

This country profile was developed 
in collaboration with national authorities, 

the WHO Country Office for Ghana 
and the WHO Regional Office for Africa.



by3 5
Million

200

treat

S
U

M
M

A
R

Y
 C

O
U

N
T

R
Y

 P
R

O
F

IL
E

 F
O

R
 H

IV
/A

ID
S

 T
R

E
A

T
M

E
N

T
 S

C
A

L
E

-U
P

1

© World Health Organization  2004

GUINEA July 2004

WHO estimate of number of people requiring treatment – end 2005: 16 000
Antiretroviral therapy target declared by country: 20 000 by 2005

2. HIV indicators
 Date Estimate Source

Adult prevalence of HIV/AIDS (15–49 years) 2003 1.2 – 8.2% WHO/
UNAIDS

Estimated number of people living with 
HIV/AIDS (0–49 years) 2003 51 000 – 

360 000
WHO/

UNAIDS

Cumulative number of reported AIDS cases 2001 8 448 WHO/
UNAIDS

Reported number of people receiving 
antiretroviral therapy (15–49 years)

June 
2004 500 WHO

Estimated total number needing antiretroviral 
therapy in 2005 2003 16 000 WHO/

UNAIDS

HIV testing and counselling sites: number of 
sites

not 
available

HIV testing and counselling sites: number of 
people tested at all sites

not 
available

Prevalence of HIV among adults with 
tuberculosis (15–49 years) 2002 8.6% WHO

1. Demographic and socioeconomic data
Date Estimate Source

Total population (millions) 2004 8.6 United 
Nations

Population in urban areas (%) 2003 34.5 United 
Nations

Life expectancy at birth (years) 2002 52.3 WHO

Gross domestic product per capita (US$ ) 2001 362 IMF

Government budget spent on health care (%) 2001 11.3 WHO

Per capita expenditure on health (US$) 2001 13 WHO

Human Development Index 2001 0.425 UNDP

3. Situation analysis

• Epidemic level and trend and gender data. The spread of the HIV/AIDS epidemic in 
Guinea is attributed to several critical factors such as its proximity to high-prevalence 
countries, a large refugee population from neighbouring countries, large numbers 
of internally displaced people and general subregional instability. HIV prevalence 
in the adult population is 1.2–8.2%. The HIV prevalence among pregnant women 
increased from 1.5% in 1995 to 2.8% in 2001. AIDS cases comprise 52% men, 
45% women and 3% children.

• Major vulnerable and affected groups. The most highly affected groups include 
sex workers, truck drivers, armed forces personnel, mining industry workers and 
people with tuberculosis.

• Policy on HIV testing and treatment. The National AIDS Control Policy was signed 
into law in 1998, which outlined the institutional framework of the national response. 
A new policy on both testing and treatment is currently being developed with the 
support of the United States Agency for International Development and Family 
Health International. National guidelines on treatment and monitoring procedures for 
antiretroviral therapy have been developed, based on WHO guidelines, and validated 
by all partners. However, adherence protocols have yet to be developed.

• Antiretroviral therapy: first-line drug regimen, cost per person per year. All first-line 
drugs are on the official list of essential medicines. The drugs and prices are as 
follows: zidovudine + lamivudine + nevirapine (US$ 780 per year); zidovudine + 
lamivudine + efavirenz (US$ 1400 per year); stavudine + lamivudine + nevirapine 
(US$ 780 per year); and stavudine + lamivudine + efavirenz (US$ 1200 per year). No 
subsidies are in place for purchasing drugs, and the Pharmacie Centrale de Guinée 
has difficulty in supporting the direct and indirect costs of antiretroviral therapy.

• Assessment of overall health sector response and capacity. The strengths of the 
national response include decentralized implementation, multisectoral involvement 
and high political commitment, as evidenced by the location of the National AIDS 
Committee within the Prime Minister’s office. There is an agreed HIV/AIDS action 
framework based on the National Health Development Plan, the national strategic 
framework to combat HIV/AIDS and a strategic framework for care and treatment 
including antiretroviral therapy. However, the capacity of the health sector needs 
to be strengthened to meet the growing domestic need for scaling up antiretroviral 
therapy. Access to HIV testing and counselling is very limited, with only three centres 
operating. These centres are integrated into health facilities located in Conakry, 
Mamou and Guékédou. Efforts to expand voluntary counselling and testing services 
began recently through a partner funded by the United States Agency for International 
Development in collaboration with the Ministry of Health. Access to well-organized 
post-test services (psychosocial support, HIV-related care and treatment including 
antiretroviral therapy) is also very limited and has resulted in poor uptake of HIV 
testing and counselling services. Antiretroviral therapy is currently offered in one 
central hospital in Conakry and in one regional hospital in Mamou.

• Critical issues and major challenges. The national response to the epidemic 
remains in its early stages and has been weakened by inadequate resources. 
Critical limitations include: inadequate human, material and financial resources; 
a lack of cross-sectoral collaboration; poor collaboration among implementing 
agencies; and a lack of a monitoring and evaluation system. No HIV sentinel 
surveillance programme has been conducted in Guinea since 1996. There are no 
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4. Resource requirements and funds committed for 
scaling up antiretroviral therapy in 2004–2005

• WHO estimates that the total cost to support scaling up antiretroviral therapy to 
reach the WHO “3 by 5” treatment target of 8000 people by the end of 2005 is 
between US$ 28 million and US$ 36 million.

• Funds anticipated to be available to support scaling up antiretroviral therapy during 
2004–2005 include about US$ 6.7 million from the Global Fund to Fight AIDS, 
Tuberculosis and Malaria and about US$ 3.4 million from bilateral partners. 

• The World Bank Multi-Country HIV/AIDS Program for Africa provides financial 
support to scaling up antiretroviral therapy, and additional support is anticipated 
from the German development agency GTZ, the United States Agency for 
International Development, Médecins Sans Frontières, UNICEF, the French 
Cooperation and PRISM, a collaborative project between Management Sciences 
for Health and the United States Agency for International Development (Pour 
Renforcer les Interventions en Santé reproductive et MST/SIDA). Guinea currently 
benefits from the HIPC (Heavily Indebted Poor Countries) Initiative, in which its 
debt reduction must be reoriented towards financing priority health and social 
sectors, including HIV/AIDS.

• Taking into account the funds committed to date to support scaling up antiretroviral 
therapy, WHO estimates that the total funding gap for Guinea to reach 8000 people 
by the end of 2005 will be between US$ 18 million and US$ 26 million.

6. Implementation partners involved in scaling up 
antiretroviral therapy

• Leadership and management. The Ministry of Health leads national plan 
development, financial management and coordination of HIV/AIDS activities through 
the National Program for the Care, Support and Prevention of STIs and HIV/AIDS. 
Agencies supporting these activities include WHO, the World Bank, the United States 
Agency for International Development, French Cooperation, UNICEF and the United 
Nations Theme Group on HIV/AIDS in Guinea. The United Nations Theme Group on 
HIV/AIDS in Guinea has been instrumental in strengthening coordination between 
partners and their overall commitment to antiretroviral treatment scale-up. The CNLS 
(Comité National de Lutte contre le Sida) has a leading role in policy development, 
fundraising and programme evaluation activities.

• Antiretroviral therapy service delivery. The National Program for the Care, Support 
and Prevention of STIs and HIV/AIDS currently manages all clinical elements of the 
government’s response to the epidemic, including testing, counselling, laboratories, 
capacity-building, developing guidelines and providing support for people living with 
HIV/AIDS. UNICEF provides leadership in procurement and supply chain management 
activities working alongside the Pharmacie Centrale de Guinée. WHO, UNICEF, the 
United States Agency for International Development, the World Bank, GTZ and UNFPA 
support activities to build capacity, promote training and accelerate prevention.

• Community mobilization. The National Program for the Care, Support and 
Prevention of STIs and HIV/AIDS provides leadership in all elements of community 
mobilization. The Ministry of Communication plays an active role in communication 
and sensitization related to behaviour change, supported by UNICEF and the 
United States Agency for International Development. Several nongovernmental 
organizations and associations of people living with HIV/AIDS are actively involved 
in community mobilization activities related to antiretroviral therapy at all levels.

• Strategic information. The Ministry of Health, through the National Program for the 
Care, Support and Prevention of STIs and HIV/AIDS, coordinates and manages 
activities related to monitoring and evaluation, antiretroviral drug resistance, patient-
tracking systems, operational research and information management. The CNLS is 
mandated to coordinate multisectoral activities, including country-level monitoring 

7. WHO support for scaling up antiretroviral therapy

WHO’s response so far
• Conducting a scoping mission to assess the situation of antiretroviral 

therapy in Djibouti and to identify opportunities and challenges for scaling up 
antiretroviral therapy provision and areas for WHO support

• Assisting the government in developing key normative documents, including 
existing treatment regimens and guidelines

Key areas for WHO support in the future
• Establishing a ‘‘3 by 5’’ country team in the WHO Country Office to support the 

government and other partners in scaling up antiretroviral therapy
• Supporting the development of the national operational plan for scaling up 

antiretroviral therapy
• Advocating for equitable access to antiretroviral therapy
• Strengthening the national capacity to absorb the resources provided by the 

Global Fund to Fight AIDS, Tuberculosis and Malaria and the World Bank 
Multi-Country HIV/AIDS Program for Africa

• Assisting in establishing systems for programme management and monitoring 
and evaluation

Staffing input for scaling up antiretroviral therapy 
and accelerating prevention

• Recruitment of an international “3 by 5” Country Officer is planned.
• Additional staffing needs identified include a National Programme Officer to focus 

on community mobilization activities for scaling up antiretroviral therapy.

GUINEA SUMMARY COUNTRY PROFILE FOR HIV/AIDS TREATMENT SCALE-UP

For further 
information, 
please contact:
World Health Organization
Department of HIV/AIDS

“3 by 5” Help Desk
E-mail: 3by5help@who.int
Tel.: +41 22 791 1565
Fax: +41 22 791 1575
www.who.int/3by5

5. Antiretroviral therapy coverage

• Guinea’s total treatment need for 2005 is estimated to be 16 000 people, and the 
WHO “3 by 5” treatment target is 8000 people by the end of 2005 (based on 50% 
of need).

• The government has declared a national target of providing treatment to 20 000 
people by 2005.

• In 2003, an estimated 500 people, all adults, benefited from antiretroviral therapy, 
mostly at their own expense and at high cost.

and evaluation systems. The Ministry of Planning supervises epidemiological 
research. WHO is working to strengthen surveillance and antiretroviral drug 
resistance monitoring as well as other information management activities. The 
United States Agency for International Development and UNICEF are supporting 
operational research activities in collaboration with the national university.

This country profile was developed 
in collaboration with national authorities, 

the WHO Country Office for Guinea 
and the WHO Regional Office for Africa.

systems for demand forecasting or procurement logistics. Management systems 
for finances, human resource planning and drugs therefore require strengthening 
and support for scaling up antiretroviral therapy. Limited access to HIV testing and 
counselling services and the high cost of antiretroviral drugs remain major barriers 
to scaling up.
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HAITI July 2004

WHO estimate of number of people requiring treatment – end 2005: 40 000
Antiretroviral therapy target declared by country: 5 000 – 10 000 by the end of 2004

2. HIV indicators
 Date Estimate Source

Adult prevalence of HIV/AIDS (15–49 years) 2003 2.5 – 
11.9%

WHO/
UNAIDS

Estimated number of people living with 
HIV/AIDS (0–49 years) 2003 120 000 – 

600 000
WHO/

UNAIDS

Cumulative number of reported AIDS cases 2001 8 902 WHO/
UNAIDS

Reported number of people receiving 
antiretroviral therapy (15–49 years)

June 
2004 1 370 WHO

Estimated total number needing antiretroviral 
therapy in 2005 2003 40 000 WHO/

UNAIDS

HIV testing and counselling sites: number of 
sites

not 
available

HIV testing and counselling sites: number of 
people tested at all sites

not 
available

Prevalence of HIV among adults with 
tuberculosis (15–49 years) 2002 28% WHO

1. Demographic and socioeconomic data
Date Estimate Source

Total population (millions) 2004 8.4 United 
Nations

Population in urban areas (%) 2003 37.2 United 
Nations

Life expectancy at birth (years) 2002 50.1 WHO

Gross domestic product per capita (US$ ) 2001 431 United 
Nations

Government budget spent on health care (%) 2001 14.1 WHO

Per capita expenditure on health (US$) 2001 22 WHO

Human Development Index 2001 0.467 UNDP

3. Situation analysis

• Epidemic level and trend and gender data. Haiti, with a population of 8 million, has 
the highest HIV prevalence rates in Latin America and the Caribbean. It faces the worst 
AIDS epidemic outside Africa. Haiti is confronting a generalized epidemic fuelled by 
endemic poverty with high illiteracy rates, inadequate health and social services that are 
further weakened by chronic political instability such as the social and political events of 
2003–2004, high internal migration rates and a high prevalence of sexually transmitted 
infections. HIV infection rates may no longer be rising and may potentially be declining 
in some areas; however, strong caution should be exercised in interpreting these data 
because the available information is limited.

• Major vulnerable and affected groups. The epidemic began in the late 1970s and 
has spread widely throughout Haiti. The most common mode of transmission is 
heterosexual contact, with women comprising half the people living with HIV/
AIDS. An estimated 4000 cases of mother-to-child transmission occurred during 
2003. AIDS is the leading cause of death among adult women and has orphaned 
more than 200 000 children. Young people and people living in urban areas are 
particularly affected. The rate in some regions may be three times the national rate.

• Policy on HIV testing and treatment. Among the strategies for the comprehensive 
management of people living with HIV/AIDS, the HIV/AIDS National Strategic Plan 
for 2002–2006 emphasizes care and treatment as critical strategies as well as 
rapidly scaling up voluntary counselling and testing.

• Antiretroviral therapy: first-line drug regimen, cost per person per year. National norms 
and guidelines are currently being developed. Highly active antiretroviral therapy is 
available from two nongovernmental organizations (the Haitian Study Group on 
Kaposi’s Sarcoma and Opportunistic Infections (GHESKIO) and Zanmi Lasanté), in 
coordination with the Ministry of Public Health and Population. Various first-line 
regimens are in use: zidovudine + lamivudine + efavirenz or zidovudine + lamivudine 
+ nevirapine and stavudine + lamivudine + nevirapine. UNAIDS estimates that the 
annual cost per person is about US$ 720 for first-line regimens and from US$ 900 
to US$ 1920 for second-line regimens. Generic drugs are available, but access to 
generics is limited by weaknesses in the global supply management system.

• Assessment of overall health sector response and capacity. To date, only 6% of the 
estimated number of people living with HIV/AIDS who need treatment are receiving 
highly active antiretroviral therapy. The social and political events of 2003–2004 
worsened the existing inadequacy of health sector response and capacity. 
Strengthening the health sector is thus critical for scaling up antiretroviral therapy.

• Critical issues and major challenges. Treatment is incompletely integrated into the existing 
health system and services, especially in tuberculosis and antenatal settings. The various 
initiatives and activities related to care need to be coordinated better. Tools, treatment 
protocols and models of service delivery are not standardized. Access to voluntary 
counselling and testing services is limited, especially among pregnant women and youth 
in high-prevalence areas. HIV/AIDS care and management has insufficient qualified 
human resources. The comprehensive supply management of drugs and diagnostics is 
fragmented. Monitoring and evaluation systems urgently need to be strengthened.
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4. Resource requirements and funds committed for 
scaling up antiretroviral therapy in 2004–2005

• WHO estimates that the total funding required to support scaling up antiretroviral 
therapy to reach the WHO “3 by 5” treatment target of 20 000 people in 2005 is 
between US$ 58 million and US$ 62 million. 

• Commitments from the Global Fund to Fight AIDS, Tuberculosis and Malaria 
are expected to provide about US$ 4 million for scaling up antiretroviral therapy 
for 2004–2005. Haiti is also receiving strong support from the United States 
President’s Emergency Plan for AIDS Relief, with estimated commitments of more 
than US$ 41.6 million to fund treatment during 2004–2005.

• Taking into account the funds committed to date to support scaling up antiretroviral 
therapy, WHO estimates that the total funding gap for Haiti to reach 20 000 people 
by 2005 is between US$ 9 million and US$ 13.4 million.

6. Implementation partners involved in scaling up 
antiretroviral therapy

• Leadership and management. The Ministry of Public Health and Population 
provides leadership, and the UCC (Unité de coordination centrale) under the 
Ministry takes technical responsibility. The UCC also provides leadership in 
policy, implementation and coordination. Political instability is weakening national 
leadership, but the Ministry of Public Health and Population receives growing 
support from the United States Agency for International Development. The United 
States President’s Emergency Plan for AIDS Relief and the United States Centers for 
Disease Control and Prevention support financial management. The Ministry along 
with WHO provides leadership in activities to strengthen the health system, but these 
activities suffer from a lack of coordination.

• Antiretroviral therapy service delivery. Several nongovernmental organizations play 
an important role in reaching to vulnerable populations. The United States Agency for 
International Development facilitates all activities conducted by United States partners 
through the United States President’s Emergency Plan for AIDS Relief. Family Health 
International provides clinical training. Nongovernmental organizations supporting 
scaling up antiretroviral therapy include GHESKIO and Médecins du Monde, which 
are active in preventing mother-to-child transmission. Additionally, several bilateral 
partners (including France and Canada) support activities relevant to scaling up 
antiretroviral therapy. UNICEF also works in antenatal settings. In 1998, Partners 
in Health began providing highly active antiretroviral therapy to a small number of 
its patients with advanced AIDS under directly observed therapy. The Red Cross is 
contributing to expanding access to safe blood and blood products.

• Community mobilization. UNAIDS and WHO provide leadership in capacity-building 
for people living with HIV/AIDS, supported by a number of nongovernmental 
organizations including Concern Worldwide, GHESKIO and the Clinton Foundation. 
Other nongovernmental organizations including Population Services International 
and PLAN International provide leadership in programme communication activities, 
with support from UNICEF and WHO. Partners in Health has been working in Haiti 
for 15 years on tuberculosis and AIDS and has been providing HIV education in 
Haiti since 1986. Population Services International has been active in Haiti for 12 
years in social marketing of condoms and contraceptives and in communication on 
behaviour change. CARE has managed mitigation programmes for several years in 
the southern part of Haiti, including community care and support for people living 
with HIV/AIDS and their families.

• Strategic information. The UCC, the United States Centers for Disease Control and 
Prevention and WHO provide leadership in monitoring systems, but systems have 
not yet been standardized. Information management activities are generally led by 
GHESKIO, the United States Centers for Disease Control and Prevention, UCC and 
WHO.

7. WHO support for scaling up antiretroviral therapy

WHO’s response so far
• Providing assistance in developing the HIV/AIDS National Strategic Plan 

for 2002–2006 and supporting activities related to strengthening the health 
system and developing guidelines

• Supporting capacity-building among people living with HIV/AIDS, developing 
a nutrition project, developing monitoring and surveillance systems and 
strengthening in-country information management activities.

Key areas for WHO support in the future
• Establishing a “3 by 5” Country Officer in the WHO Country Office to support 

the government and other partners in scaling up antiretroviral therapy
• Providing support to projects among the population infected or affected 

by HIV/AIDS to generate financial resources and strengthen community 
participation

• Supporting five administrative health units with antiretroviral therapy and 
coordinating and facilitating activities for sharing lessons learned

Staffing input for scaling up antiretroviral therapy 
and accelerating prevention

• Current WHO Country Office staff responsible for HIV/AIDS and sexually 
transmitted infections include one National Programme Officer. The recruitment 
of an international “3 by 5” Country Officer is currently underway.

• Additional staffing needs identified include both an international expert and a 
national expert with backgrounds in HIV/AIDS to support the Ministry of Public 
Health and Population.

HAITI SUMMARY COUNTRY PROFILE FOR HIV/AIDS TREATMENT SCALE-UP

For further 
information, 
please contact:
World Health Organization
Department of HIV/AIDS

“3 by 5” Help Desk
E-mail: 3by5help@who.int
Tel.: +41 22 791 1565
Fax: +41 22 791 1575
www.who.int/3by5

5. Antiretroviral therapy coverage

• Haiti’s total antiretroviral therapy need in 2005 is estimated to be 40 000 people, 
and the WHO “3 by 5” treatment target is 20 000 people by the end of 2005 
(based on 50% of need). The government has declared a national treatment 
target of 5000–10 000 people by the end of 2004, and the United States 
President’s Emergency Plan for AIDS Relief plans to treat 25 000 people by the 
end of 2007. 

• Total antiretroviral therapy provision during 2003 was estimated to be 1370, 
primarily through private sector involvement. Haiti’s Round 1 grant from the 
Global Fund to Fight AIDS, Tuberculosis and Malaria is expected to provide 
antiretroviral therapy to more than 1200 people living with HIV/AIDS and is 
expected to extend highly active antiretroviral therapy coverage to 30% of the 
need by 2007.

This country profile was developed 
in collaboration with national authorities, 
the WHO Country Office for Haiti and the 

WHO Regional Office for the Americas.
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INDIA July 2004

WHO estimate of number of people requiring treatment – end 2005: 710 000
Antiretroviral therapy target declared by country: 100 000, starting on 1 April 2004

2. HIV indicators
 Date Estimate Source

Adult prevalence of HIV/AIDS (15–49 years) 2003 0.4 – 1.3% WHO/
UNAIDS

Estimated number of people living with 
HIV/AIDS (0–49 years) 2003 2 200 000 – 

7 600 000
WHO/

UNAIDS

Cumulative number of reported AIDS cases 2001 8 438 WHO/
UNAIDS

Reported number of people receiving 
antiretroviral therapy (15–49 years)

June 
2004 21 000 WHO

Estimated total number needing antiretroviral 
therapy in 2005 2003 710 000 WHO/

UNAIDS

HIV testing and counselling sites: number of 
sites

not 
available

HIV testing and counselling sites: number of 
people tested at all sites

not 
available

Prevalence of HIV among adults with 
tuberculosis (15–49 years) 2002 4.6% WHO

1. Demographic and socioeconomic data
Date Estimate Source

Total population (millions) 2004 1 081 United 
Nations

Population in urban areas (%) 2003 28.2 United 
Nations

Life expectancy at birth (years) 2002 61 WHO

Gross domestic product per capita (US$ ) 2001 471 United 
Nations

Government budget spent on health care (%) 2001 3.1 WHO

Per capita expenditure on health (US$) 2001 24 WHO

Human Development Index 2001 0.590 UNDP

3. Situation analysis

• Epidemic level and trend and gender data. Annual national surveillance rounds show 
that the prevalence of HIV among adults is increasing in all 25 states. Of these, six 
states (four southern: Tamil Nadu, Maharashtra, Karnataka and Andhra Pradesh; and two 
north-eastern: Nagaland and Manipur) have generalized epidemics with a high intensity of 
transmission. In the four southern states, the predominant mode of transmission is sexual, 
whereas the predominant mode in the two north-eastern states is injecting drug use. In 
addition, eight states (Uttar Pradesh, Bihar, Rajasthan, Madhya Pradesh, Chattisgarh, 
Jharkhand, Uttaranchal and Orissa) are especially vulnerable, as reflected by low economic 
performance indicators, low health status, high mobility, the presence of tribal communities 
with limited access to health services and, for Uttar Pradesh and Bihar, very large 
populations. Together these 14 states account for 89% of all reported AIDS cases and 70% 
of the country’s population. Three states (Goa, Pondicherry and Gujarat) have concentrated 
epidemics, and the remaining states are experiencing low-level epidemics. The proportion 
of women among reported AIDS cases is increasing in all states, reflecting the greater 
vulnerability of women to HIV/AIDS, especially in rural areas. In the six high-prevalence 
states, the HIV prevalence among pregnant women exceeds 1%.

• Major vulnerable and affected groups. Vulnerable groups include injecting drug users, 
female sex workers, men who have sex with men, migrants and other mobile groups 
such as truck drivers. The epidemic is spreading from “high-risk” groups to the general 
population and from urban to rural areas. Factors contributing to this increase include 
increasing migration to high-prevalence areas for employment opportunities, high rates of 
sexually transmitted infections, low levels of awareness in rural areas, low condom use and 
rising levels of unsafe sex among young people.

• Policy on HIV testing and treatment. The government has issued a comprehensive HIV 
testing policy indicating that no individual should undergo mandatory testing for HIV; 
that mandatory HIV testing should not be imposed as a precondition for employment or 
for providing health care facilities during employment; that adequate voluntary testing 
facilities with pretest and post-test counselling should be made available throughout India 
in a phased manner; and that each district should have at least one HIV testing centre with 
proper counselling facilities. Any person who wishes to know his or her HIV status should 
have access to all necessary facilities, and the results should be kept confidential. In marriage, 
if one of the partners insists on a test to check the HIV status of the other partner, such tests 
should be carried out by the contracting party to the satisfaction of the person concerned. 
For HIV testing facilities in private sector hospitals, clinics, nursing homes and diagnostic 
centres, the state governments should adopt legislative and other measures to ensure that 
these testing centres conform to the national policy and guidelines related to HIV testing. In 
December 2003, the government announced a strong policy and programme commitment to 
provide antiretroviral treatment to 100 000 people living with HIV/AIDS, free of charge, with 
implementation starting on 1 April 2004. The main target subgroups of this programme are 
seropositive mothers who have participated in the programme for the prevention of mother-
to-child transmission; seropositive children under 15 years; and people with AIDS who seek 
treatment at the designated hospitals.

• Antiretroviral therapy: first-line drug regimen, cost per person per year. Recommended first-
line antiretroviral regimens for adults and adolescents include stavudine + lamivudine + 
nevirapine or zidovudine + lamivudine + nevirapine or stavudine + lamivudine + efavirenz or 
zidovudine + lamivudine + efavirenz. The stavudine + lamivudine + nevirapine combination 
costs US$ 160 per person per year.

Map data sources: WHO/UNAIDS 
Epidemiological Fact Sheets 

and the United States Census Bureau
Map production: WHO
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4. Resource requirements and funds committed for 
scaling up antiretroviral therapy in 2004–2005

• WHO estimates that the total funding required to support scaling up antiretroviral 
therapy to reach the WHO “3 by 5” treatment target of 355 000 people by the end of 
2005 is between US$ 234 million and US$ 300 million.

• National budgetary allocations for HIV/AIDS programmes have increased over the 
years. The five-year budget of the National AIDS Control Programme has increased 
from US$ 100 million for the first phase (1992–1997) to US$ 300 million in the 
second phase (1999-2004).

• In 1999, a loan of US$ 191 million was signed with the World Bank for implementing 
the second phase of the National AIDS Control Programme.

• The Global Fund to Fight AIDS, Tuberculosis and Malaria granted US$ 26.1 million 
over two years in Round 2 with a focus on preventing mother-to-child transmission, 
implementing a comprehensive care package for mothers living with HIV/AIDS and 
their infants and partners and enhancing access to antiretroviral therapy through public-
private partnerships.

• India submitted a successful Round 3 proposal to the Global Fund to address HIV and 
tuberculosis coinfection, with two-year approved grant funding of US$ 2.6 million.

• The Country Coordinating Mechanism has submitted a proposal to the Global Fund 
for US$ 165 million over five years in Round 4, with a focus (80% of the total budget) 
on launching a large-scale, phased initiative on antiretroviral therapy access closely 
linked to expanded prevention and support and on increasing the engagement of the 
private sector and the civil society sector, including people living with HIV/AIDS.

• Other key bilateral and multilateral sources of funding for activities related to HIV/AIDS 
include the United Kingdom Department for International Development, the United 
States Agency for International Development, UNDP, UNICEF, the Australian Agency for 
International Development and the Bill & Melinda Gates Foundation.

• Taking into account all funds committed to date to support scaling up antiretroviral 
therapy, WHO estimates that the total funding gap for India to reach 355 000 people by 
the end of 2005 is between US$ 19 million and US$ 72 million.

6. Implementation partners involved in scaling up 
antiretroviral therapy

• Leadership and management. The NACO coordinates all prevention and control activities 
related to HIV/AIDS. Various ministries and departments, private sector organizations and 
nongovernmental organizations implement HIV/AIDS programmes in collaboration with 
the NACO. WHO and UNAIDS provide support in developing national plans, coordinating 
implementation and making policy. A joint Programme Committee consisting of senior 
representatives of the NACO, the consortium of nongovernmental organizations and co-opted 
experts has been set up to ensure that the efforts undertaken by partners are harmonized. At 
the state level, activities will be coordinated by the State Antiretroviral Therapy Programme 
Implementation Committee, under the leadership of the state AIDS control societies.

• Antiretroviral therapy service delivery. The NACO provides leadership in delivering 
antiretroviral therapy services, including procurement and supply chain management, 
developing guidelines, building capacity and laboratories and diagnostics. WHO, UNAIDS, 
UNICEF and the United States Centers for Disease Control and Prevention support activities.

• Community mobilization. More than 800 nongovernmental organizations are involved in 
prevention, care and support interventions across India. A consortium of nongovernmental 
organizations was created recently to manage subgrants to community-level 
nongovernmental organizations. People living with HIV/AIDS are also extensively involved 
in national prevention and treatment programmes. They refer people for antiretroviral therapy, 
provide support and peer counselling to people on antiretroviral therapy, help maintain high 
rates of adherence and provide psychosocial support to the families and friends of people 
living with HIV/AIDS. The private sector also works in partnership with the public health 
system and nongovernmental organizations to support workplace interventions.

• Strategic information. The NACO coordinates monitoring and evaluation of HIV/AIDS 
programmes, supported by WHO, the United States Centers for Disease Control and 
Prevention and the Indian Council for Medical Research. The NACO has developed 
monitoring tools for scaling up antiretroviral therapy in consultation with various 
stakeholders, including United Nations and bilateral agencies. The tools have been field-
tested and are being used by implementing institutions. The Indian Council for Medical 
Research conducts drug resistance surveillance.

7. WHO support for scaling up antiretroviral therapy

WHO's response so far
• Conducting a WHO scoping mission in December 2003 in collaboration with UNICEF, 

UNAIDS and national partners to identify opportunities and challenges for scaling up 
antiretroviral therapy and to identify areas for WHO support

• Providing support to the NACO to develop the Round 4 proposal for the Global Fund to 
Fight AIDS, Tuberculosis and Malaria

• Providing technical assistance to review and finalize national antiretroviral therapy 
guidelines and the national operational plan for scaling up antiretroviral therapy

Key areas for WHO support in the future
• Establishing a “3 by 5” country team to support the government and all partners in 

scaling up antiretroviral therapy
• Providing technical assistance to the NACO to finalize antiretroviral therapy training 

modules
• Providing technical assistance to the NACO to strengthen programme monitoring and 

evaluation and drug resistance surveillance
• Providing technical assistance in developing communication on programmes for scaling 

up antiretroviral therapy

Staffing input for scaling up antiretroviral therapy 
and accelerating prevention

• Current WHO Country Office staff responsible for HIV/AIDS and sexually transmitted 
infections include one National Programme Officer for HIV/AIDS, and the recruitment of an 
international “3 by 5” Country Officer is currently underway.

• Additional staffing needs identified include a National Programme Officer, a technical officer 
and national consultants.

INDIA SUMMARY COUNTRY PROFILE FOR HIV/AIDS TREATMENT SCALE-UP

For further 
information, 
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Tel.: +41 22 791 1565
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5. Antiretroviral therapy coverage

• India’s total treatment need for 2005 is estimated to be 710 000 people, and the WHO 
“3 by 5” treatment target is 355 000 people by the end of 2005 (based on 50% of need).

• As of June 2004, an estimated 21 000 people were receiving treatment, mostly through 
the private sector.

• The Round 2 grant from the Global Fund to Fight AIDS, Tuberculosis and Malaria is 
expected to provide antiretroviral therapy to nearly 4500 women and their partners and 
children. The objective of the Global Fund Round 4 proposal is to provide 180 000 
people with antiretroviral therapy in the public sector and 200 000 people with 
antiretroviral therapy in the private sector by the fifth year.

• The government is committed to providing treatment to 100 000 people living with 
HIV/AIDS, starting on 1 April 2004.

• Some treatment is provided through the private not-for-profit and the corporate sectors. 
The Employees State Insurance Scheme in the public sector and the Central Government 
Health Scheme also provide antiretroviral therapy services to employees.

This country profile was developed 
in collaboration with national authorities, 
the WHO Country Office for India and the 

WHO Regional Office for South-East Asia.

• Assessment of overall health sector response and capacity. The National AIDS Control 
Organization (NACO) is responsible for coordinating the overall health sector response 
to HIV/AIDS, supported by the state AIDS control societies at the state level. The 
National AIDS Control Programme, first launched in 1987, is now in its second phase 
(1999–2004). Its objective is to reduce the transmission of HIV through a decentralized 
and comprehensive programme of generating awareness, changing behaviour, targeting 
vulnerable groups with intervention and conducting research. In December 2003, the 
government also committed to expanding access to treatment for people living with 
HIV/AIDS. India has a sizeable pool of physicians and other health professionals and 
well-developed health service infrastructure. Training in HIV care is now part of all 
medical and nursing curricula, and national guidelines on antiretroviral therapy are in the 
process of being finalized. India also has the advantage of an established domestic drug 
manufacturing base.

• Critical issues and major challenges. Key issues include ensuring the quality and safety 
of antiretroviral therapy, strengthening systems to procure medicines and diagnostics 
and to supply them to treatment centres and increasing access to and the quality of 
voluntary counselling and testing services. Equally important is engaging private 
sector providers in scaling up access to antiretroviral therapy and strengthening the 
integration of services with other prevention, care and support interventions as well 
as public health programmes such as programmes for sexually transmitted infections 
and tuberculosis. National systems for monitoring and evaluation and surveillance of 
drug resistance need to be strengthened. Women and vulnerable populations must be 
empowered to increase access to and use of antiretroviral therapy.
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INDONESIA July 2004

WHO estimate of number of people requiring treatment – end 2005: 7 100
Antiretroviral therapy target declared by country: 10 000 by 2005

2. HIV indicators
 Date Estimate Source

Adult prevalence of HIV/AIDS (15–49 years) 2003 <0.2% WHO/
UNAIDS

Estimated number of people living with 
HIV/AIDS (0–49 years) 2003 53 000 – 

180 000
WHO/

UNAIDS

Cumulative number of reported AIDS cases 2003 1 371 WHO

Reported number of people receiving 
antiretroviral therapy (15–49 years)

June 
2004 1 500 WHO

Estimated total number needing antiretroviral 
therapy in 2005 2003 7 1001 WHO/

UNAIDS

HIV testing and counselling sites: number of 
sites 2004 25 Ministry 

of Health

HIV testing and counselling sites: number of 
people tested at all sites

not 
available

Prevalence of HIV among adults with 
tuberculosis (15–49 years)

not 
available

1. Demographic and socioeconomic data
Date Estimate Source

Total population (millions) 2004 222.6 United 
Nations

Population in urban areas (%) 2002 44.9 United 
Nations

Life expectancy at birth (years) 2002 66.4 WHO

Gross domestic product per capita (US$ ) 2001 678 United 
Nations

Government budget spent on health care (%) 2001 3 WHO

Per capita expenditure on health (US$) 2001 16 WHO

Human Development Index 2001 0.682 UNDP

3. Situation analysis

• Epidemic level and trend and gender data. HIV transmission was initially related to sexual 
transmission, but transmission among injecting drug users has increased eight-fold since 1998. 
HIV prevalence and epidemic dynamics vary greatly across Indonesia. Six provinces are most 
heavily burdened: Bali, East Java, Jakarta, Papua, Riau and West Java. Injecting drug users represent 
most new HIV cases reported nationally, with concentrated HIV epidemics among male injecting 
drug users in several provinces. Heterosexual transmission dominates in Papua, with concentrated 
epidemics among female sex workers. Because of limitations in the national HIV/AIDS surveillance 
system, few cases are identified and reported at the national level. As of December 2003, a total 
of 2720 HIV-positive cases, 1371 AIDS cases and 479 AIDS-related deaths had been reported to 
the Ministry of Health. Among the AIDS cases, 78% were men; and heterosexual transmission 
accounted for 51%, injecting drug use for 26% and men who have sex with men for 9%.

• Major vulnerable and affected groups. Seroprevalence among highly affected populations of 
injecting drug users has reached as high as 48% in Jakarta, 53% in Denpasar, Bali, and 24% in 
West Java. Merauke Papua has the highest prevalence rate among female sex workers (26.5%). 
The 2002 national estimates indicated that the HIV prevalence ranges from 19.2–34.4% among 
injecting drug users and 2.0–5.2% among sex workers. Other groups highly affected were Waria 
(transsexuals) (9.3–27%) and prisoners (8.6–22%). The HIV prevalence among men who have 
sex with men was estimated to be 0.4–1.3%.

• Policy on HIV testing and treatment. HIV testing and counselling services are based on principles 
promoted by WHO. The Ministry of Health is finalizing national guidelines for HIV testing and 
counselling, and training modules and materials have been developed. The availability and user cost of 
testing and counselling services varies between provinces. Access is limited, and stigmatization remains 
an obstacle to use. Physicians mostly refer symptomatic people for HIV testing and counselling. The 
practices are not standardized; HIV testing and counselling services in sexually transmitted infections, 
tuberculosis, antenatal and drug dependence services do not exist or are not well developed.

• Antiretroviral therapy: first-line drug regimen, cost per person per year. The Ministry of Health 
has developed national guidelines for antiretroviral therapy and case management, along with 

training curricula. The recommended first-line regimen is zidovudine + lamivudine + nevirapine. 
Most antiretroviral drugs have been registered in Indonesia but are not widely available, especially 
not outside Jakarta. Efavirenz is not yet registered, although it can be made available through 
an exemption scheme. Few generic antiretroviral drugs are registered. The envisaged supply 
system will rely on the local production of these three antiretroviral drugs by Kimia Farma, already 
approved by the Food and Drugs Control. The cost of the triple regimen is about US$ 564 per 
person per year. The Ministry of Health has committed to subsidizing the treatment of 4000 people 
in 2004 so that they only have to pay US$ 300 per person per year. The commitment of provinces 
to provide additional subsidies varies.

• Assessment of overall health sector response and capacity. Indonesia’s health system is highly 
decentralized; provincial and district health services have significant autonomy to determine 
policies, priorities and financing. Local initiatives for antiretroviral therapy have been launched 
throughout Indonesia, under the commitment of local authorities and of physicians taking care 
of people living with HIV/AIDS. Treatment models including adherence counselling have been 
developed at the central level, taking into account experiences from local initiatives. A total of 25 
hospitals in the 13 priority provinces have been identified as ART service delivery points.

• Critical issues and major challenges. The current national capacity to respond to scaling up 
(including HIV testing and counselling, case management, adherence counselling, laboratory 
monitoring and treatment support) is inadequate to achieve the national target for antiretroviral 
therapy. A systematic approach to building institutional and human resources capacity will have 
to be developed across the health sector for this purpose. The coverage of HIV/AIDS programmes 
targeting injecting drug users and sex workers is extremely low. Promising small-scale 
programmes exist for injecting drug users, including methadone maintenance, peer outreach, 
risk reduction counselling, HIV testing and counselling, condom distribution to drug users and 
support groups for people living with HIV/AIDS, but coverage is inadequate to affect the overall 
epidemic. Stigma, discrimination and cultural norms create difficulty in reaching the most 
vulnerable populations and in implementing effective prevention and treatment interventions.
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Map data sources: 
Ministry of Health, Indonesia; 

WHO/UNAIDS Epidemiological Fact Sheets 
and the United States Census Bureau

Map production: WHO

1 The Ministry of Health estimates the total number needing antiretroviral therapy in 2005 is 9 200 (2003).
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6. Implementation partners involved in scaling up 
antiretroviral therapy

• Leadership and management. The Ministry of Health is taking the lead in developing a plan 
for HIV/AIDS treatment and care (including antiretroviral therapy) as a core element of the 
comprehensive national HIV/AIDS response. Various Ministry of Health directorates and other 
units are actively involved, such as centres for disease control, medical services, pharmaceutical 
services, community health services and laboratory services. Since 2001, a decentralized 
process has transferred budget to the districts and municipal administrations. A National AIDS 
Commission was established in 1994 and is coordinated by the Ministry of Social Welfare. 
AIDS commissions were then established in every province (headed by the vice-governor) and 
districts. Not all are fully functioning, especially in districts. The National HIV/AIDS Strategy for 
2003–2007 identified seven programme priorities: HIV/AIDS prevention, care and treatment; 
support for people living with HIV/AIDS; surveillance of HIV/AIDS and sexually transmitted 
infections; operational studies and research; enabling environments; coordination of multiple 
stakeholders; and a sustainable response. The Coordinating Minister for People’s Welfare 
convened a meeting in January 2004 with six other ministers represented on the National 
AIDS Commission and governors of the six most affected provinces. The meeting produced the 
Sentani Commitment, which endorses scaling up antiretroviral therapy to at least 5000 people by 
the end of 2004, reducing harm and promoting condoms. The government is finalizing a national 
policy for antiretroviral therapy with the support of WHO.

• Antiretroviral therapy service delivery. The Ministry of Health provides overall leadership in 
delivering antiretroviral therapy services. Family Health International has conducted training 
for counsellors in 10 provinces, but the counselling is still seldom available. A pilot project 
for preventing mother-to-child transmission has been implemented in two sites. In Jakarta, 
Pellita Ilmu supports the project, and in Merauke District in Papua Province, the District Public 
Office Project targets four health centres and traditional birth attendants. WHO is assisting the 
government in integrating services for HIV/AIDS and tuberculosis. The Working Group on AIDS 
from the Faculty of Medicine has conducted training in HIV testing and counselling, antiretroviral 
therapy management for physicians and nurses and HIV/AIDS care and support for treatment 
supporters. Community-based and nongovernmental organizations are providing most services 
for vulnerable populations, depending greatly on external funding from international donors, 
including the Australian Agency for International Development and Family Health International. 
The Working Group on AIDS from the Faculty of Medicine supports the ad hoc system for 
supplying unregistered generic antiretroviral drugs, which are imported using a special 
access permit. Kimia Farma has a nationwide distribution system that will supply the hospitals 
designated for providing antiretroviral therapy.

• Community mobilization. Throughout the country, many promising but small-scale projects 
target vulnerable populations, especially injecting drug users and sex workers. Most 
projects focus on preventing HIV/AIDS with a limited emphasis on treatment and care, 
but many community-based and nongovernmental organizations are very well placed to 
monitor and support people living with HIV/AIDS on treatment through such mechanisms 
as case management, adherence monitoring, buddy systems, home visits and home-based 
care. Referral systems between community-based and nongovernmental organizations and 
government facilities are less than optimal. The National AIDS Commission recently signed a 

7. WHO support for scaling up antiretroviral therapy

WHO’s response so far
• Conducting a comprehensive “3 by 5” scoping mission in January 2004 and preparing a 

set of recommendations for country action and WHO support
• Supporting a workshop in Indonesia in December 2003 on HIV/AIDS prevention and 

treatment among injecting drug users that addressed issues related to scaling up harm 
reduction and linking HIV/AIDS treatment and care with services for drug users

• Funding two pilot methadone programmes in Bali and Jakarta as HIV/AIDS prevention 
programmes and funding for delivering antiretroviral therapy to drug users

• Providing assistance to the Ministry of Health in developing a national plan for scaling up 
antiretroviral therapy, guidelines on antiretroviral therapy and a monitoring and evaluation plan

• Providing technical assistance in procuring drugs and managing supply
• Providing technical support for the Round 4 proposal for the Global Fund to Fight AIDS, 

Tuberculosis and Malaria, with a particular focus on the HIV/AIDS treatment and care 
subcomponent

Key areas for WHO support in the future
• Establishing a “3 by 5” country team to provide technical assistance to the government 

and partners in scaling up antiretroviral therapy
• Providing technical support to the recently established National HIV/AIDS Treatment and 

Care Advisory Committee and the coordination unit at the central and provincial levels
• Providing technical assistance in developing the strategic and operational plan for scaling up 

antiretroviral therapy, including building human resources capacity and determining costs
• Providing assistance to the government in establishing a communication strategy for 

promoting the “3 by 5” Initiative, including fact sheets, posters and information leaflets 
for people living with HIV/AIDS

• Providing technical assistance in establishing testing and counselling services for all entry 
points, hospital or community-based

• Providing technical assistance in reviewing and implementing (including training) national 
guidelines on HIV testing and counselling, antiretroviral therapy and case management

• Providing assistance for adapting and translating WHO tools and guidelines relating to 
scaling up antiretroviral therapy (toolkit)

• Providing technical assistance for strengthening laboratory services, including training 
laboratory technicians in HIV testing methods, CD4 count technology and laboratory monitoring 
of antiretroviral therapy, setting standards and implementing quality assurance practices in 25 
hospitals

• Providing assistance for adapting and translating WHO tools and guidelines for HIV/AIDS 
prevention, treatment and care for vulnerable populations, including toolkits on injecting drug 
use, drug substitution therapy, condom promotions, sex work and men who have sex with men

• Providing advice on international pricing, drug procurement and prequalified antiretroviral 
drugs, opportunistic infection drugs and diagnostics

• Providing technical assistance for developing a national monitoring and evaluation plan for 
scaling up antiretroviral therapy and a surveillance system for antiretroviral drug resistance

• Supporting the development of operational research on antiretroviral therapy adherence, 
especially among vulnerable populations

Staffing input for scaling up antiretroviral therapy and 
accelerating prevention

• The WHO Country Office has one international HIV/AIDS Medical Officer (with a focus 
on HIV/AIDS prevention) and an HIV/AIDS National Professional Officer. An international 
“3 by 5” Country Officer is in the process of being recruited to provide overall coordination 
and management of WHO support in Indonesia.

• Additional staff needs identified include nine National Programme Officers: one as a 
treatment liaison officer, one as a monitoring 
and evaluation officer, one to support 
procurement and capacity-building and one 
for each of the six priority provinces to support 
scaling up antiretroviral therapy.

INDONESIA SUMMARY COUNTRY PROFILE FOR HIV/AIDS TREATMENT SCALE-UP
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5. Antiretroviral therapy coverage

• National estimates indicate that Indonesia’s total treatment need for 2005 is 9 200 people, and the WHO 
“3 by 5” treatment target is 3550 people for the end of 2005 (based on 50% of WHO estimated need).

• The country-declared national treatment target is 5000 people by the end of 2004 and 10 000 
people by the end of 2005.

• As of June 2004, an estimated 1500 people have started antiretroviral therapy through government 
services; 90% are paying the full cost of treatment and care. No data are available on antiretroviral 
therapy prescribed in the private sector, but proprietary antiretroviral drugs are seldom available in 
private pharmacies and mostly limited to Jakarta.

memorandum of understanding with the National Narcotic Board providing opportunities for 
scaling up effective HIV/AIDS prevention and care programmes for injecting drug users.

• Strategic information. Activities have mainly focused on HIV surveillance. Since 1993, an updated 
HIV sentinel surveillance system has been operating under the centres for disease control of the 
Ministry of Health, which mainly target female sex workers. Thirteen of 30 provinces are reporting 
surveillance data. In some provinces, unlinked anonymous surveys are also conducted among 
prisoners and pregnant women attending antenatal clinics. Ad hoc surveys are conducted for 
injecting drug users, clients of sex workers, men who have sex with men and attendees of 
sexually transmitted infections clinics, mainly with the support of Family Health International 
and the Australian Agency for International Development. A standard monitoring system for 
HIV testing and counselling and antiretroviral therapy is not in place, and the local monitoring 
is not coordinated between various services. WHO, UNAIDS, international donors and the Global 
Fund are supporting the National AIDS Commission and the Ministry of Health in establishing a 
comprehensive monitoring and evaluation system.

This country profile was developed 
in collaboration with national authorities, 

the WHO Country Office for Indonesia and the 
WHO Regional Office for the South-East Asia.

4. Resource requirements and funds committed for 
scaling up antiretroviral therapy in 2004–2005

• WHO estimates that the total funding required to support scaling up antiretroviral therapy to 
reach the WHO “3 by 5” treatment target of 3550 people by the end of 2005 is between US$ 41.5 
million and US$ 52 million.

• The Ministry of Health has identified US$ 1.2 million for 2004 to subsidize the cost of antiretroviral 
drugs. Provincial governments are identifying additional resources to varying degrees.

• Subsidies for related services, such as voluntary counselling and testing, drugs for opportunistic 
infections and laboratory services, will highly depend on commitment and allocations from local 
governments, and other donors.

• Indonesia has requested a total of US$ 15.9 million from the Global Fund to Fight AIDS, 
Tuberculosis and Malaria and has approved two-year funding of US$ 6.9 million for HIV/AIDS 
of which a small fraction is allocated for antiretroviral therapy (for 200 people). Several bilateral 
donors are supporting activities related to HIV/AIDS, but these do not include antiretroviral 
therapy. Several nongovernmental organizations support treatment and care, of which only 
Médecins Sans Frontières directly funds antiretroviral therapy.

• Indonesia’s Round 4 proposal to the Global Fund has a subcomponent on HIV/AIDS treatment 
and care and includes antiretroviral therapy for 20 000 people by the fifth year. Of US$ 65 million 
requested over five years for prevention and treatment, US$ 25.4 million is for drugs (antiretroviral 
drugs and drugs for prophylaxis and treating opportunistic infections), including US$ 4.2 million 
in the first year.

• Taking into account the funds committed to date, WHO estimates that the total funding gap for Indonesia 
to reach 3550 people by the end of 2005 is between US$ 30.3 million and US$ 40.8 million.



by3 5
Million

200

treat

S
U

M
M

A
R

Y
 C

O
U

N
T

R
Y

 P
R

O
F

IL
E

 F
O

R
 H

IV
/A

ID
S

 T
R

E
A

T
M

E
N

T
 S

C
A

L
E

-U
P

1

© World Health Organization  2004

KENYA July 2004

WHO estimate of number of people requiring treatment – end 2005: 220 000
Antiretroviral therapy target declared by country: 95 000 by 2005

2. HIV indicators
 Date Estimate Source

Adult prevalence of HIV/AIDS (15–49 years) 2003 4.7 – 9.6% WHO/
UNAIDS

Estimated number of people living with 
HIV/AIDS (0–49 years) 2003 820 000 – 

1 700 000
WHO/

UNAIDS

Cumulative number of reported AIDS cases 2001 81 492 WHO/
UNAIDS

Reported number of people receiving 
antiretroviral therapy (15–49 years)

June 
2004 11 000 WHO

Estimated total number needing antiretroviral 
therapy in 2005 2003 220 000 WHO/

UNAIDS

HIV testing and counselling sites: number of 
sites 2003 304 Ministry

of Health

HIV testing and counselling sites: number of 
people tested at all sites 2003 123 060 Ministry

of Health

Prevalence of HIV among adults with 
tuberculosis (15–49 years) 2002 51.4% WHO

1. Demographic and socioeconomic data
Date Estimate Source

Total population (millions) 2004 32.4 United 
Nations

Population in urban areas (%) 2003 38.8 United 
Nations

Life expectancy at birth (years) 2002 50.9 WHO

Gross domestic product per capita (US$ ) 2001 367 IMF

Government budget spent on health care (%) 2001 6.2 WHO

Per capita expenditure on health (US$) 2001 29 WHO

Human Development Index 2001 0.489 UNDP

3. Situation analysis

• Epidemic level and trend and gender data. In 1999, Kenya declared HIV/AIDS a national 
disaster and public health emergency as a result of the following disturbing statistics. 
An estimated 820 000 to 1.7 million people are living with HIV/AIDS in Kenya. An 
estimated 1.5 million people have died from AIDS since 1984. More than 1.2 million 
children younger than 15 years (3.7% of the total population) have been orphaned 
through the death of their mother. At least 180 000 people die from AIDS annually.

• Major vulnerable and affected groups. Vulnerable groups include AIDS orphans, 
pregnant women and rural populations living in areas with a high burden of 
disease. Women 15–24 years of age are more than twice as likely to be infected as 
men this age. The prevalence of HIV is higher in urban areas: about 15.3% among 
pregnant women.

• Policy on HIV testing and treatment. The government established the National AIDS 
Control Council in November 1999 to oversee all HIV/AIDS matters. The Council 
has in place the Kenya National HIV/AIDS Strategic Plan 2000–2005, whose 
overriding theme is social change to reduce HIV/AIDS and poverty. Other supportive 
policies include the Sessional Paper No. 4 of 1997, providing a policy framework 
to guide all partners in Kenya’s response to the challenges of HIV/AIDS. Other 
indications of political commitment include a condom policy, national guidelines 
on voluntary counselling and testing, guidelines on national home-based care 
programmes and services, guidelines on blood safety, guidelines on antiretroviral 
therapy and guidelines on preventing mother-to-child transmission. A new policy 
on diagnostic testing and counselling is expected to be finalized by July 2004.

• Antiretroviral therapy: first-line drug regimen, cost per person per year. The first-line 
drug regimen consists of a generic form of the fixed-dose combination stavudine + 
lamivudine + nevirapine and costs US$ 240 per person per year. First-line therapy also 
substitutes efavirenz for nevirapine for two months for people in the initiation stage 
of tuberculosis treatment and switches drugs in case of complications (to stavudine 
+ lamivudine + efavirenz or zidovudine + lamivudine + efavirenz). The average cost 
per person per year of this treatment course is US$ 284. The national authorities have 
approved all first-line drugs.

• Assessment of overall health sector response and capacity. Kenya’s response to 
HIV/AIDS is addressed primarily through the National AIDS Control Council and the 
National AIDS and STDs Control Programme (NASCOP). Kenya has made significant 
progress in preparing for institutionalizing care and treatment and has advanced plans 
to open 30 comprehensive care centres, including all provincial hospitals, 15 high-
volume district hospitals and support to six mission hospitals.

• Critical issues and major challenges. Health facilities are understaffed; an additional 
2100 staff are estimated to be required to support scaling up antiretroviral therapy. 
Several areas need to be developed further, including aligning and coordinating 
partners around scaling up, developing a national human resources plan to support 
scaling up, improving capacity to develop operational research for antiretroviral 
therapy and further developing protocols on antiretroviral therapy and adherence. 
Treatment literacy is very low, which is associated with very high levels of stigma 
among health workers and general population. Although an estimated 11 000 people 
are receiving antiretroviral therapy, systematic monitoring and evaluation is lacking.
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4. Resource requirements and funds committed for 
scaling up antiretroviral therapy in 2004–2005

• WHO estimates that the total funding required to scale up antiretroviral therapy to 
reach the WHO “3 by 5” treatment target of 110 000 people in 2005 is between 
US$ 286.3 million and US$ 336.5 million. Of this amount, government resources 
are expected to fund US$ 79.7 million. Kenya receives substantial support from 
the United States President’s Emergency Plan for AIDS Relief, with expected 
commitments of US$ 143.85 million for 2004–2005 and support from other 
bilateral partners of about US$ 17.2 million over the same period.

• Kenya submitted a successful Round 2 proposal to the Global Fund to Fight AIDS, 
Tuberculosis and Malaria and was granted US$ 36.7 million for the HIV/AIDS 
component. A portion of the funding from Round 2 is proposed to be reallocated to 
HIV/AIDS care and, specifically, to antiretroviral therapy.

• Taking into account the funds committed to date to support scaling up antiretroviral 
therapy, WHO estimates that the total funding gap for Kenya to reach 110 000 
people by the end of 2005 is between US$ 39.6 million and US$ 60.7 million.

6. Implementation partners involved in scaling up 
antiretroviral therapy

• Leadership and management. The NASCOP provides leadership in policy, 
programming and national human resources planning and, along with the Ministry 
of Health, jointly leads in coordinating implementation and strengthening the 
health system. Various bilateral partners including the United States Agency for 
International Development, the United States President’s Emergency Plan for AIDS 
Relief, the United States Centers for Disease Control and Prevention (CDC), the 
United Kingdom Department for International Development and nongovernmental 
organizations contribute to strengthening the health system. The United States 
Agency for International Development and the United States President’s Emergency 
Plan for AIDS Relief provide strong support for national human resources planning.

• Antiretroviral therapy service delivery. The NASCOP provides leadership in supply 
chain management, laboratories, capacity-building, training, development of 
guidelines, testing and counselling, accelerating prevention and the processes of 
entering antiretroviral therapy. The Ministry of Health and the national procurement 
agency (KEMSA) provide leadership in procurement issues, supported by an 
international consortium for procurement established with the international 
procurement agencies of Crown Agents, GTZ and John Snow Inc. (JSI). Building 
the capacity of KEMSA is a key objective of the consortium. Policy on managing 
the supply chain and guidelines for antiretroviral drugs have been developed by the 
Logistical Management and Information Unit based at KEMSA in conjunction with 
NASCOP. CDC and the United Kingdom Department for International Development 
support site-level training and, along with WHO, capacity-building. The United States 
President’s Emergency Plan for AIDS Relief and CDC, among other agencies, support 
testing and counselling. WHO provides normative support for developing tools and 
guidelines, and a range of agencies support the processes of entering antiretroviral 
therapy, including bilateral partners, nongovernmental organizations and others.

• Community mobilization. The NASCOP leads communication activities related 
to programmes with support from UNAIDS, CDC, the United States Agency for 
International Development and the United Kingdom Department for International 
Development. A communication strategy for antiretroviral therapy is under 
development. The National AIDS Control Council provides leadership in building 
the capacity of people living with HIV/AIDS with support from the NASCOP.

• Strategic information. The NASCOP provides leadership in the areas of monitoring 
and evaluation, surveillance, antiretroviral drug resistance, information management 
and operational research. The areas of monitoring and evaluation and tracking people 
receiving antiretroviral therapy are also supported by CDC, Médecins Sans Frontières, 
Family Health International, JSI Research and Training Institute and private companies. 
CDC also supports information management and antiretroviral drug resistance activities.

7. WHO support for scaling up antiretroviral therapy

WHO’s response so far
• Supporting the training of health workers in the rational use of antiretroviral 

drugs in 15 health centres
• Supporting the development of proposals for the Global Fund to Fight AIDS, 

Tuberculosis and Malaria and planning for implementation
• Under the WHO/OPEC Fund Multi-country Initiative on HIV/AIDS, providing 

support for: expanding and promoting voluntary counselling and testing 
services; expanding and promoting services for preventing mother-to-child 
transmission; building institutional capacity (Ministry of Health) to identify 
and document best practices in voluntary counselling and testing and 
preventing mother-to-child transmission; and building the capacity of the 
WHO Country Office and the Ministry of Health by financially supporting one 
National Programme Officer and a project coordinator based in the NASCOP

Key areas for WHO support in the future
• Establishing a “3 by 5” country team in the WHO Country Office to support the 

government and other partners in scaling up antiretroviral therapy 
• Supporting finalization of Kenya’s operational plan for scaling up antiretroviral 

therapy
• Supporting monitoring and evaluation activities, including designing and 

implementing a national system for patient tracking and monitoring and evaluation
• Addressing WHO certification of fixed-dose combinations
• Supporting strengthening laboratory services, including the National Public 

Health Laboratory, for quality assurance for antiretroviral drugs, including 
staff, guidelines and standards

• Assisting in developing and implementing a plan for reviewing programmes
• Providing technical assistance to formally assess Kenya’s emerging capacity 

for manufacturing medicine

Staffing input for scaling up antiretroviral therapy and 
accelerating prevention

• Current WHO Country Office staff responsible for HIV/AIDS and sexually 
transmitted infections include one National Programme Officer in the position of 
Focal Point Coordinator in East Africa for the WHO study on the use of highly active 
antiretroviral therapy to prevent mother-to-child transmission and one National 
Programme Officer on HIV/AIDS. The recruitment of an international “3 by 5” 
Country Officer is currently underway.

• Under the WHO/OPEC Fund Multi-country Initiative on HIV/AIDS, one National 
Programme Officer is in place and the recruitment of another is planned.

KENYA SUMMARY COUNTRY PROFILE FOR HIV/AIDS TREATMENT SCALE-UP

For further 
information, 
please contact:
World Health Organization
Department of HIV/AIDS

“3 by 5” Help Desk
E-mail: 3by5help@who.int
Tel.: +41 22 791 1565
Fax: +41 22 791 1575
www.who.int/3by5

5. Antiretroviral therapy coverage

• Kenya’s total treatment need in 2005 is estimated to be 220 000 people, and 
the WHO “3 by 5” treatment target is 110 000 people (based on 50% of need). 
Kenya’s declared national treatment target for 2005 is to reach 95 000 people.

• During 2003, the government provided an estimated 1000 people with 
antiretroviral therapy; other sectors covered an additional 10 000 people.

• Kenya’s successful Round 2 proposal to the Global Fund to Fight AIDS, 
Tuberculosis and Malaria is expected to provide antiretroviral therapy to 4000 
people over two years and will fund the training of 1800 health workers.

• Looking forward, the United States President’s Emergency Plan for AIDS Relief 
aims to provide 45 000 people with antiretroviral therapy by the end of 2005, and 
other sources are expected to support an additional 7000 people.

This country profile was developed 
in collaboration with national authorities, 

the WHO Country Office for Kenya 
and the WHO Regional Office for Africa.
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LESOTHO July 2004

WHO estimate of number of people requiring treatment – end 2005: 54 000
Antiretroviral therapy target declared by country: 28 000 by 2005

2. HIV indicators
 Date Estimate Source

Adult prevalence of HIV/AIDS (15–49 years) 2003 26.3 – 
31.7%

WHO/
UNAIDS

Estimated number of people living with 
HIV/AIDS (0–49 years) 2003 290 000 – 

360 000
WHO/

UNAIDS

Cumulative number of reported AIDS cases 2001 14 640 WHO/
UNAIDS

Reported number of people receiving 
antiretroviral therapy (15–49 years)

June 
2004 1 000 WHO

Estimated total number needing antiretroviral 
therapy in 2005 2003 54 000 WHO/

UNAIDS

HIV testing and counselling sites: number of 
sites

not 
available

HIV testing and counselling sites: number of 
people tested at all sites

not 
available

Prevalence of HIV among adults with 
tuberculosis (15–49 years) 2002 72.9% WHO

1. Demographic and socioeconomic data
Date Estimate Source

Total population (millions) 2004 1.8 United 
Nations

Population in urban areas (%) 2003 17.9 United 
Nations

Life expectancy at birth (years) 2002 35.7 WHO

Gross domestic product per capita (US$ ) 2001 419 United 
Nations

Government budget spent on health care (%) 2001 12 WHO

Per capita expenditure on health (US$) 2001 23 WHO

Human Development Index 2001 0.510 UNDP

3. Situation analysis

• Epidemic level and trend and gender data. Lesotho faces a serious and worsening HIV/
AIDS problem. One in three people 15–49 years old in Lesotho is HIV positive, among 
the highest rates in the world. Generalized poverty and social dislocation because of 
migratory labour are the two main factors driving the HIV epidemic. The epidemic has a 
mature pattern, with a high case–fatality ratio, large numbers of orphans and vulnerable 
children, increasing mother-to-child transmission, decreasing life expectancy, declining 
productivity affecting the national economy and very high demands on the health care 
system. Not only are the numbers of people with AIDS increasing drastically, the number 
of new HIV infections is very high with no indication that the epidemic is stabilizing.

• Major vulnerable and affected groups. Recent studies indicate that the people mostly 
affected include young people, and especially teenage girls and people 20–29 years old; 
people with sexually transmitted infections; former miners; migrant labourers; factory 
workers; unemployed people; and female sex workers. Data from five major sentinel 
surveillance sites show a steady upward trend in the proportion of pregnant women 
20–24 years old testing HIV positive. HIV prevalence among people attending antenatal 
care and care services for sexually transmitted infections has increased over time. 
The prevalence among people attending services for sexually transmitted infections 
increased from 4.8–7.1% in 1991 to 35–63% in 2000. The prevalence among people 
attending antenatal care increased from 0.7–5.5% in 1991 to 15.8–42.2% in 2000.

• Policy on HIV testing and treatment. HIV testing and counselling guidelines were recently 
updated in accordance with WHO recommendations. Nongovernmental organizations, 
people living with HIV/AIDS, bilateral and multilateral partners and community-based 
organizations have all worked closely with the government to develop the Policy 

Framework on HIV/AIDS Prevention, Control and Management and the National 
HIV/AIDS Strategic Plan (2002–2005). Under the Round 2 proposal for the Global Fund 
to Fight AIDS, Tuberculosis and Malaria, a national policy on the use of antiretroviral 
drugs is scheduled to be developed and disseminated. WHO guidelines on the use of 
antiretroviral therapy in resource-constrained settings and on the clinical management 
of HIV/AIDS are also scheduled to be reviewed and adapted for use in Lesotho. In March 
2004, the government initiated a policy of universal voluntary counselling and testing.

• Antiretroviral therapy: first-line drug regimen, cost per person per year. In 2001. the 
first antiretroviral therapy programme was started at Maluti Hospital, which belongs 
to the Christian Health Association of Lesotho. Under this programme, the user meets 
the cost of the antiretroviral drugs, laboratory assessment and monitoring. First-line 
regimen: lamivudine + zidovudine + nevirapine or efavirenz at a cost of US$ 1600 per 
person per year.

• Assessment of overall health sector response and capacity. The government has 
established structures and frameworks in response to the HIV/AIDS epidemic, including 
the United Nations Theme Group on HIV/AIDS in Lesotho and bilateral agencies, the 
Lesotho AIDS Programme Coordinating Authority, district AIDS task forces and a 
national multisectoral task force. Health sector reforms launched in 2000 have focused 
on building system capacity both through the public and private sector. A national 
programme for preventing mother-to-child HIV transmission has been developed 
and implemented, and antiretroviral therapy pilot programmes are being carried out in 
three districts. Additional capacity-building is needed in preventing transmission and 
promoting health, in community organization and in building partnerships.
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4. Resource requirements and funds committed for 
scaling up antiretroviral therapy in 2004–2005

• WHO estimates that the total funding required to support scaling up antiretroviral 
therapy to reach the WHO “3 by 5” treatment target of 27 000 people in 2005 is 
between US$ 36 million and US$ 44 million. The Global Fund to Fight AIDS, 
Tuberculosis and Malaria and bilateral sources are anticipated to commit US$ 9 
million for scaling up antiretroviral therapy in 2004–2005.

• Taking into account funds committed to date to support scaling up antiretroviral 
therapy, WHO estimates that the total funding gap for Lesotho to reach 27 000 
people by the end of 2005 is between US$ 27 million and US$ 35 million.

6. Implementation partners involved in scaling up 
antiretroviral therapy

• Leadership and management. The Ministry of Health is responsible for implementing 
the national antiretroviral therapy programme with support from various partners. 
The Ministry of Local Government and the Ministry of Labour support activities 
related to human resource planning. The Ministry of Justice is responsible for 
the legal and policy framework and for supporting people living with HIV/AIDS. 
UNAIDS supports the coordination process, monitoring and evaluation, acceleration 
of prevention and supports people living with HIV/AIDS. The World Bank contributes 
to managerial and financial processes along with the United Kingdom Department 
for International Development and Development Cooperation Ireland, which also 
support management and financial processes including determining the cost of 
scaling up and raising funds to achieve this.

• Antiretroviral therapy service delivery. The involvement of partners in delivering and 
scaling up antiretroviral therapy is still at an early stage. Discussions are currently 
ongoing to identify the specific roles and contributions of partners in supporting 
the  scaling up of antiretroviral therapy. The National Drug Stockpile and Control 
Authority provides support to the services and activities related to antiretroviral 
drugs. The World Food Programme provides support for increasing the capacity of 
laboratory services and management of the drug supply chain.

• Community mobilization. UNICEF supports activities related to programme 
communication; the United Nations Theme Group on HIV/AIDS in Lesotho and 
the World Food Programme provide support for programme communication and 
material and nutrition support.

• Strategic information. In association with the Ministry of Health, WHO provides 
support for implementing operational planning, patient tracking, antiretroviral drug 
resistance, operational research, laboratory services, capacity-building, testing and 
management of the drug supply chain.

7. WHO support for scaling up antiretroviral therapy

WHO’s response so far
• Conducting situation analysis for scaling up antiretroviral therapy
• Convening a discussion of partners on scaling up antiretroviral therapy and on 

identifying the partners’ roles
• Supporting the development of a national operational plan for scaling up 

antiretroviral therapy
• Supporting the development of training materials for HIV testing and 

counselling and for training trainers
• Reprogramming the Round 2 grant from the Global Fund to Fight AIDS, 

Tuberculosis and Malaria 
• Developing testing and counselling training materials and training trainers

Key areas for WHO support in the future
• Providing support through a subregional “3 by 5” team to assist the 

government and its partners in scaling up antiretroviral therapy
• Providing support for implementing the Round 2 proposal for the Global Fund 

to Fight AIDS, Tuberculosis and Malaria in accordance with national plans for 
scaling up antiretroviral therapy

Staffing input for scaling up antiretroviral therapy and 
accelerating prevention

• Recruitment of a subregional “3 by 5” officer (for Botswana, Lesotho and 
Swaziland) is currently underway.

• Additional staffing needs identified include a National Programme Officer for HIV/
AIDS, a National Programme Officer for HIV and tuberculosis and a Home-based 
Care Coordinator.

LESOTHO SUMMARY COUNTRY PROFILE FOR HIV/AIDS TREATMENT SCALE-UP

For further 
information, 
please contact:
World Health Organization
Department of HIV/AIDS

“3 by 5” Help Desk
E-mail: 3by5help@who.int
Tel.: +41 22 791 1565
Fax: +41 22 791 1575
www.who.int/3by5

5. Antiretroviral therapy coverage

• Lesotho’s total treatment need for 2005 is estimated to be 54 000 people, and the 
WHO “3 by 5” treatment target for the end of 2005 is 27 000 people (based on 
50% of estimated need).

• The Round 2 proposal for the Global Fund aims to provide treatment to 10 000 
clinically eligible people by the third year of the programme.

• The government has set a national treatment target of 28 000 people for 2005.
• During 2003, an estimated 1000 people received antiretroviral therapy.

This country profile was developed 
in collaboration with national authorities, 

the WHO Country Office for Lesotho 
and the WHO Regional Office for Africa.

• Critical issues and major challenges. Critical barriers for scaling up antiretroviral 
therapy include limited essential drugs, lack of voluntary counselling and 
testing services, lack of services for preventing mother-to-child transmission, 
an inadequate communication strategy on HIV/AIDS and inadequate clinical 
management of people living with HIV/AIDS. Despite clear strategies proposed 
in the National HIV/AIDS Strategic Plan, inadequate skills and financial resources 
have compromised the translation of the strategies into concrete plans for 
implementation. Health care workers urgently need training. Laboratory capacity to 
diagnose and monitor people on antiretroviral therapy needs to be strengthened.
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MOZAMBIQUE July 2004

WHO estimate of number of people requiring treatment – end 2005: 190 000
Antiretroviral therapy target declared by country: 21 000 by 2005

2. HIV indicators
 Date Estimate Source

Adult prevalence of HIV/AIDS (15–49 years) 2003 9.4 – 
15.7%

WHO/
UNAIDS

Estimated number of people living with 
HIV/AIDS (0–49 years) 2003 980 000 – 

1 700 000
WHO/

UNAIDS

Cumulative number of reported AIDS cases 2001 25 024 WHO/
UNAIDS

Reported number of people receiving 
antiretroviral therapy (15–49 years)

June 
2004 2 840 WHO

Estimated total number needing antiretroviral 
therapy in 2005 2003 190 000 WHO/

UNAIDS

HIV testing and counselling sites: number of 
sites

not 
available

HIV testing and counselling sites: number of 
people tested at all sites

not 
available

Prevalence of HIV among adults with 
tuberculosis (15–49 years) 2002 47.3% WHO

1. Demographic and socioeconomic data
Date Estimate Source

Total population (millions) 2004 19.2 United 
Nations

Population in urban areas (%) 2003 35 United 
Nations

Life expectancy at birth (years) 2002 42.6 WHO

Gross domestic product per capita (US$ ) 2001 189 United 
Nations

Government budget spent on health care (%) 2001 18.9 WHO

Per capita expenditure on health (US$) 2001 11 WHO

Human Development Index 2001 0.356 UNDP

3. Situation analysis

• Epidemic level and trend and gender data. Mozambique faces a major HIV epidemic, 
given the high average prevalence level coupled with structural factors such as poverty, 
gender inequality, cultural conditions and high levels of labour mobility. With an 
estimated HIV prevalence among adults (15–49 years) of 13% in 2001, Mozambique 
is one of the most affected countries. An estimated 500 people are infected every day. 
An estimated 57% of all adults affected are women. The national HIV prevalence masks 
considerable regional differences, with estimated adult prevalence rates being 13.2% in 
the south, 16.5% in the centre and 5.7% in the north.

• Major vulnerable and affected groups. The high prevalence in the central region is 
attributed to a number of factors, including the return to Mozambique, after the peace 
agreement in 1992, of an estimated 2 million refugees from neighbouring countries with 
high rates of HIV prevalence. The mobility of the population along the transport corridors 
that link Mozambique and the port of Beira to Zimbabwe and Malawi also contribute to 
the high prevalence. In the southern region, the highest adult prevalence rates are in the 
province of Gaza, in which many men work as migrant labour in mines in South Africa.

• Policy on HIV testing and treatment. Mozambique has no official policy on HIV 
testing. Testing for the general population is largely “opt-in”, whereas “opt-out” is 
the standard approach for preventing mother-to-child transmission and for inpatient 
services. There is strong political commitment to scaling up antiretroviral therapy. 
The National Health Sector Strategic Plan to Combat Sexually Transmitted Infections 
and HIV/AIDS, 2004–2008 plans for scaling up highly active antiretroviral therapy 
to 132 000 people by the end of 2008. The Ministry of Health has established 

clear treatment criteria that are in line with WHO recommendations. Guidelines on 
antiretroviral therapy are being reviewed.

• Antiretroviral therapy: first-line drug regimen, cost per person per year. The national 
guidelines on antiretroviral therapy are currently being revised to incorporate changes in 
treatment regimens in accordance with international standards. However, the backbone 
first-line regimen will continue to be lamivudine + stavudine + nevirapine, procured at a 
price of US$ 140 per person per year. All first-line drugs have regulatory approval.

• Assessment of overall health sector response and capacity. The overall health sector 
response to HIV/AIDS has been limited, both geographically and programmatically. The 
largest share of resources invested has been concentrated in the province of Maputo, 
and activities restricted to epidemiological surveillance, certain preventive interventions 
(such as modest campaigns to promote condoms) and sporadic provision of treatment 
for opportunistic infections. The national health system is constrained by a lack of 
resources. The multisectoral National AIDS Council, established in 2000 and chaired 
by the Prime Minister, has provided significant support in planning, coordinating and 
streamlining the multisectoral response to HIV/AIDS. Mozambique has developed a 
specific plan for building human resource capacity to fight HIV/AIDS, planning to train 
2000 intermediate-level health care professionals. A new national drug management 
and logistics system is being developed in anticipation of a massive increase in 
antiretroviral therapy coverage. Under this system, drugs, instead of being sent to 
Maputo (the capital), will be sent directly to the five provincial hospitals (Maputo, Beira, 
Nampula, Zambézia and Manika).
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4. Resource requirements and funds committed for 
scaling up antiretroviral therapy in 2004–2005

• WHO estimates that the total funding required to support scaling up antiretroviral 
therapy to reach the WHO “3 by 5” treatment target of 95 000 people by the end of 
2005 is between US$ 117 million and US$ 132 million.

• Mozambique has recently transformed its international aid management system 
from project-based assistance to a sector-wide approach.

• Of funds available from Round 2 grants from the Global Fund to Fight AIDS, 
Tuberculosis and Malaria, an estimated US$ 10 million is expected to be available 
for scaling up antiretroviral therapy over the period 2004-2005.

• An estimated US$ 50 million may become available from the United States 
President’s Emergency Plan for AIDS Relief to support scaling up antiretroviral 
therapy during 2004–2005.

• In 2003, Mozambique received a five-year grant of US$ 55 million as part of the World 
Bank Multi-Country HIV/AIDS Program for Africa, to focus on building the capacity of 
civil society organizations and strengthening the capacity of health services.

• Other key organizations contributing to scaling up antiretroviral therapy include 
United Nations agencies and the Clinton Foundation.

• In April 2004, Mozambique submitted a proposal to the Treatment Acceleration 
Program of the World Bank. The proposal includes components on voluntary 
counselling and testing, antiretroviral therapy, preventing mother-to-child 
transmission and MTCT-Plus, opportunistic infections and home-based care.

• Taking into account the funds committed to date to support scaling up antiretroviral 
therapy, WHO estimates that the total funding gap for Mozambique to reach 95 000 
people by the end of 2005 is between US$ 39 million and US$ 54 million.

6. Implementation partners involved in scaling up 
antiretroviral therapy

• Leadership and management. The Ministry of Health provides leadership on 
all technical and policy-related issues, including developing national plans, 
coordinating implementation and financial management. The National AIDS Council 
takes the lead in coordinating the multisectoral response to HIV/AIDS.

• Antiretroviral therapy service delivery. The Medical Care Unit within the National 
Health Department of the Ministry of Health coordinates procurement and supply-
chain management of antiretroviral drugs, supported by the National Centre for 
Medical Supplies and the parastatal procurement agency MEDIMOC. The National 
Health Department and the Human Resource Department in the Ministry of Health 
coordinate training and capacity-building activities. The National Health Department 
also provides leadership in testing and counselling activities.

• Community mobilization. The National AIDS Council leads the multisectoral 
dialogue with national and international nongovernmental organizations. 
International nongovernmental organizations such as the Community of Sant’Egidio 
and Médecins Sans Frontières are implementing successful projects on highly 
active antiretroviral therapy.

7. WHO support for scaling up antiretroviral therapy

WHO's response so far
• Conducting an assessment mission in April–May 2004 to identify 

opportunities for scaling up HIV/AIDS treatment and care
• Supporting the development of the World Bank Treatment Acceleration 

Program proposal with a focus on scaling up HIV/AIDS treatment and care
• As part of the WHO/OPEC Fund Multi-country Initiative on HIV/AIDS, 

supporting the prevention of mother-to-child transmission by implementing 
a comprehensive package of antenatal, obstetric, postnatal and infant care 
interventions in two provinces (Manica and Sofala), including expanding 
access to voluntary HIV counselling and testing among pregnant women; 
ensuring access to care and treatment for HIV-positive women and their 
children and partners; and increasing access to psychosocial support services 
for pregnant and postpartum women living with HIV/AIDS in seven districts

• As part of the WHO/Italian Initiative on HIV/AIDS in Sub-Saharan Africa, 
providing technical support for developing policies and guidelines on 
preventing mother-to-child transmission and for the clinical management of 
HIV, including antiretroviral therapy; and providing essential services in three 
districts in the province of Sofala regarding blood safety, clinical management 
of opportunistic infections and home-based care.

Key areas for WHO support in the future
• Establishing a “3 by 5” country team to support the government and all 

partners in scaling up antiretroviral therapy
• Supporting the Ministry of Health in finalizing and updating policies and 

standard guidelines for HIV treatment and care
• Supporting the National AIDS Council, the Ministry of Health and the Ministry 

of Education in reviewing the current HIV/AIDS curriculum and developing 
standard training programmes for physicians, pharmacists, clinical officers 
and nurses in institutions of intermediate and higher education

• Supporting the Ministry of Health in technically supervising antiretroviral 
therapy prescription at the province and district levels

• Supporting the Ministry of Health in strengthening mechanisms for procuring, 
distributing and ensuring stock control of drugs and laboratory kits

• Providing technical assistance in developing a monitoring and evaluation 
framework, including surveillance of drug resistance

• Collaborating with the World Food Programme to ensure adequate food aid 
and nutritional support for people receiving antiretroviral therapy

Staffing input for scaling up antiretroviral therapy 
and accelerating prevention

• Current WHO Country Office staff responsible for HIV/AIDS and sexually 
transmitted infections include one National Programme Officer for HIV/AIDS, and 
the recruitment of an international “3 by 5” Country Officer is currently underway.

• The WHO/OPEC Fund Multi-country Initiative on HIV/AIDS supports one National 
Programme Officer.

• Additional staffing needs identified include: two international medical officers for 
secondment to the Ministry of Health; one pharmacist to support the National 
Health Department; one technical officer to support the development of the national 
operational plan for scaling up antiretroviral therapy for 2005; and one consultant to 
review the current HIV/AIDS curriculum for physicians, nurses and clinical officers 
in institutions of higher and intermediate-level education.

MOZAMBIQUE SUMMARY COUNTRY PROFILE FOR HIV/AIDS TREATMENT SCALE-UP

For further 
information, 
please contact:
World Health Organization
Department of HIV/AIDS

“3 by 5” Help Desk
E-mail: 3by5help@who.int
Tel.: +41 22 791 1565
Fax: +41 22 791 1575
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5. Antiretroviral therapy coverage

• Mozambique’s total treatment need for 2005 is estimated to be 190 000 people, 
and the WHO “3 by 5” treatment target is 95 000 people by the end of 2005 
(based on 50% of need).

• As of April 2004, an estimated 2840 people were receiving antiretroviral drugs in 
Mozambique. An estimated 20 sites offer antiretroviral therapy in the public sector 
through collaboration between the government and nongovernmental organizations 
such as the Community of Sant’Egidio and Médecins Sans Frontières.

• The National Health Sector Strategic Plan to Combat Sexually Transmitted 
Infections and HIV/AIDS, 2004–2008 plans to provide treatment to 21 000 
people living with HIV/AIDS by the end of 2005 and 132 000 people by the end 
of 2008, with the support of bilateral and multilateral agencies.

• In order to reach these targets, the Plan foresees opening and operationalizing 
129 integrated networks of preventive and curative services, including voluntary 
testing and counselling, across Mozambique.

• Strategic information. The Department of Planning and Cooperation of the Ministry 
of Health provides leadership in monitoring and evaluation with support from the 
United States Centers for Disease Control and Prevention. The Epidemiology 
Section of the National Health Department is responsible for surveillance.

This country profile was developed 
in collaboration with national authorities, 
the WHO Country Office for Mozambique 

and the WHO Regional Office for Africa.

• Critical issues and major challenges. Mozambique lacks trained human resources 
and requires considerable investment in health care infrastructure to increase 
geographical coverage and facilitate access in remote areas. Drug procurement and 
management systems are complex, and fear of stock-outs is widespread. Policies 
and strategies to address such issues as care for and protection of orphans and 
other children affected by HIV/AIDS, advocacy against stigma and discrimination 
and cross-border migration of vulnerable groups need to be strengthened. 
Coordination also needs to be strengthened between the National AIDS Council, the 
Ministry of Health and other partners, including nongovernmental organizations.
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NIGERIA July 2004

WHO estimate of number of people requiring treatment – end 2005: 520 000
Antiretroviral therapy target declared by country: 15 000 by 2005

2. HIV indicators
 Date Estimate Source

Adult prevalence of HIV/AIDS (15–49 years) 2003 3.6 – 8.0% WHO/
UNAIDS

Estimated number of people living with 
HIV/AIDS (0–49 years) 2003 2 400 000 – 

5 400 000
WHO/

UNAIDS

Cumulative number of reported AIDS cases 2001 60 564 WHO/
UNAIDS

Reported number of people receiving 
antiretroviral therapy (15–49 years)

June 
2004 17 000 WHO

Estimated total number needing antiretroviral 
therapy in 2005 2003 520 000 WHO/

UNAIDS

HIV testing and counselling sites: number of 
sites

not 
available

HIV testing and counselling sites: number of 
people tested at all sites

not 
available

Prevalence of HIV among adults with 
tuberculosis (15–49 years) 2002 27% WHO

1. Demographic and socioeconomic data
Date Estimate Source

Total population (millions) 2004 127.1 United 
Nations

Population in urban areas (%) 2003 46.2 United 
Nations

Life expectancy at birth (years) 2002 48.8 WHO

Gross domestic product per capita (US$ ) 2001 435 IMF

Government budget spent on health care (%) 2001 1.9 WHO

Per capita expenditure on health (US$) 2001 15 WHO

Human Development Index 2001 0.463 UNDP

3. Situation analysis

• Epidemic level and trend and gender data. Nigeria has one of the largest HIV/AIDS 
epidemics in the world, characterized by an adult prevalence rate in the range of 
3.6–8.0%. The epidemic is growing rapidly, and national estimates indicate that the 
prevalence rate has risen steadily since 1991. Women are more affected than men, 
with a female-male ratio of 1.38:1.

• Major vulnerable and affected groups. Young people, especially women 20–24 
years old, are increasingly vulnerable. Other affected groups include sex workers 
and people with tuberculosis. Low levels of condom use, especially among mobile 
populations, a high prevalence of untreated sexually transmitted infections, poverty, 
stigma and discrimination contribute to the rapid spread of the epidemic.

• Policy on HIV testing and treatment. The government is committed to establishing 
a network of voluntary and confidential counselling and testing services to provide 
access to affordable and accessible high-quality testing and counselling. All 
screening facilities must apply the prescribed national protocol for HIV testing 
provided by the Federal Ministry of Health and be certified by the government 
according to Federal Ministry of Health protocols. The government is committed 
to offering testing and counselling services at all antenatal clinics. In 2001, the 
government announced a programme to provide antiretroviral treatment to 10 000 
adults and 5000 children living with HIV/AIDS at subsidized rates, within the 
context of the National HIV/AIDS Emergency Action Plan and the National Health 
Sector Plan for HIV/AIDS, which is still being developed. Under the Health Sector 
Plan, the government will commit to ensuring that everyone has access to quality 
health care and adequate treatment or management of their conditions, including 

the provision of antiretroviral therapy. Antiretroviral therapy must be medically 
supervised and governed by established effective guidelines that are regularly 
updated with findings from research. Cost-effective drug lists will be developed 
and incorporated into Nigeria’s Essential Drugs List. Antiretroviral drugs must be 
sold under strict medical supervision.

• Antiretroviral therapy: first-line drug regimen, cost per person per year. The first-
line drugs include lamivudine, stavudine and nevirapine. Under the government 
programme, the average annual cost of drugs is US$ 368, and users pay a 
subsidized rate of US$ 86 per person per year.

• Assessment of overall health sector response and capacity. The national and state 
levels have a high level of political commitment to scaling up HIV/AIDS care and 
treatment. The government programme to provide antiretroviral treatment began 
in 2002 with the purchase of drugs and test kits for 10 000 people. Treatment was 
first started in 25 tertiary institutions. Preventing mother-to-child transmission 
started in 2001 with six model centres jointly managed by the Federal Ministry 
of Health and UNICEF: there are now 11 model and 22 satellite centres. Many 
treatment centres have exceeded treatment quotas, and about 17 000 people are 
currently receiving antiretroviral therapy. The overall national response to HIV/AIDS 
is decentralized and multisectoral and has focused on increasing awareness about 
the epidemic, promoting behaviour change, providing care and support for people 
living with HIV/AIDS and establishing an effective surveillance system. A National 
Health Sector Plan for HIV/AIDS is in the process of being developed.
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4. Resource requirements and funds committed for 
scaling up antiretroviral therapy in 2004–2005

• WHO estimates that the total funding required to support scaling up antiretroviral 
therapy to reach the WHO “3 by 5” treatment target of 260 000 people by the end of 
2005 is between US$ 370 million and US$ 416 million.

• The government is expected to commit about US$ 19 million by 2005 for scaling 
up antiretroviral therapy.

• Nigeria submitted a successful Round 1 proposal to the Global Fund to Fight AIDS, 
Tuberculosis and Malaria, of which an estimated US$ 4.44 million is anticipated to 
be available for scaling up antiretroviral therapy.

• Nigeria is also a beneficiary of the United States President’s Emergency Plan for 
AIDS Relief and is expected to receive an estimated US$ 112 million for scaling up 
antiretroviral therapy in 2004–2005.

• Nigeria is a beneficiary of the World Bank Multi-Country HIV/AIDS Program for 
Africa, with funding of US$ 90.3 million over five years (2002–2007).

• Several other bilateral and multilateral partners have committed about US$ 15 
million for scaling up antiretroviral therapy over 2004–2005.

• Taking into account funds committed to date to support scaling up antiretroviral 
therapy, WHO estimates that the total funding gap for Nigeria to reach 260 000 
people by the end of 2005 is between US$ 218 million and US$ 265 million.

6. Implementation partners involved in scaling up 
antiretroviral therapy

• Leadership and management. Nigeria has strong political commitment to address 
HIV/AIDS and expand antiretroviral therapy provision. Government provision of 
antiretroviral therapy resulted from a Presidential Directive in 2001. The National 
AIDS Council is responsible for overall multisectoral coordination of the response 
to HIV/AIDS in Nigeria. The Federal Ministry of Health provides national leadership 
in implementing antiretroviral therapy programmes, including developing treatment 
policies and guidelines, allocating resources and providing technical support to 
states and implementers. Partners providing support for developing the National 
Health Sector Plan for HIV/AIDS include WHO, UNDP, UNICEF, the United States 
Agency for International Development, the Society for Family Health, Pathfinder 
International, the United Kingdom Department for International Development, 
the Network of People Living with HIV/AIDS, the World Bank, the Civil Society 
Consultative Group and Médecins Sans Frontières.

• Antiretroviral therapy service delivery. The government is the main provider of 
antiretroviral therapy services. About 27 tertiary government health facilities were 
identified at the federal level to begin providing antiretroviral therapy. The Centre for 
Specialist Studies provides antiretroviral drugs free of charge on a monthly basis 
to people at two centres, in Sagamu and Ife, including treatment for children. The 
Christian Health Association of Nigeria, which has a network of more than 4000 
health facilities of different levels of care across the country, is also involved in 
providing antiretroviral therapy. The AIDS Prevention Initiative in Nigeria, a project 
of the Harvard School of Public Health with funding from the Bill & Melinda Gates 
Foundation, supports preventing mother-to-child transmission, diagnosing HIV/
AIDS and monitoring clients on antiretroviral therapy at three sites. WHO provides 
normative technical assistance in developing treatment policies, guidelines and 
strategies. UNICEF’s technical role in scaling up antiretroviral therapy includes 
support for procurement and assisting in obtaining the highest-quality antiretroviral 
drugs at the best prices.

7. WHO support for scaling up antiretroviral therapy

WHO’s response so far
• Conducting a scoping mission in January 2004 to assess the status of 

antiretroviral therapy implementation and to identify opportunities and 
challenges for scaling up and areas for WHO support

• Providing technical assistance to the WHO Country Office and the government 
to begin planning for scaling up antiretroviral therapy

• Providing technical assistance to begin coordinating the process of developing 
the Health Sector Plan for HIV/AIDS

Key areas for WHO support in the future
• Establishing a “3 by 5” country team to support the government and all 

partners in scaling up antiretroviral therapy
• Supporting the Federal Ministry of Health in reprogramming the Round 1 

funds from the Global Fund to Fight AIDS, Tuberculosis and Malaria in order 
to redirect some funds to monitoring and evaluating antiretroviral therapy 
within the National AIDS and STD Control Programme, and to develop a plan 
for procuring antiretroviral drugs

• Supporting a review of guidelines on antiretroviral therapy and designing a 
monitoring system for the federal antiretroviral therapy programme

Staffing input for scaling up antiretroviral therapy 
and accelerating prevention

• Current WHO Country Office staff responsible for HIV/AIDS and sexually 
transmitted infections include one National Programme Officer for HIV/AIDS, and 
the recruitment of an international “3 by 5” Country Officer is currently underway.

NIGERIA SUMMARY COUNTRY PROFILE FOR HIV/AIDS TREATMENT SCALE-UP

For further 
information, 
please contact:
World Health Organization
Department of HIV/AIDS

“3 by 5” Help Desk
E-mail: 3by5help@who.int
Tel.: +41 22 791 1565
Fax: +41 22 791 1575
www.who.int/3by5

5. Antiretroviral therapy coverage

• Nigeria’s total treatment need for 2005 is estimated to be 520 000 people, and 
the WHO “3 by 5” treatment target is 260 000 by the end of 2005 (based on 
50% of need).

• The government has declared a national treatment target of reaching 15 000 
people by the end of 2005.

• An estimated 17 000 people are receiving antiretroviral therapy, of which about 
11 435 receive treatment through the government-subsidized programme. 
Some treatment is also provided by private pharmaceutical companies such 
as Ranbaxy, which is supplying 3000 person–years of treatment outside the 
government programme.

• Community mobilization. A wide range of nongovernmental organizations and 
networks of people living with HIV/AIDS are involved in community-related work. 
UNDP has collaborated with the United Kingdom Department of International 
Development to spearhead the formation of support groups through the 
Ambassadors of Hope. UNDP focuses on human rights issues and on generating 
income through microcredits to empower people living with HIV/AIDS. UNODC 
operates the Partnership against Drug Abuse and HIV/AIDS, both at the national 
level and in West Africa as a whole.

• Strategic information. The Federal Ministry of Health is responsible for overall 
monitoring and evaluation of programmes and for operational research. The United 
States Centers for Disease Control and Prevention has supported the National 
Surveillance Survey and is committed to training, infrastructural development, 
capacity-building and blood safety issues. The Centre for Right to Health provides 
voluntary counselling and testing services and is establishing networks for 
monitoring and data collection through the state AIDS programme coordinators.

This country profile was developed 
in collaboration with national authorities, 

the WHO Country Office for Nigeria 
and the WHO Regional Office for Africa.

• Critical issues and major challenges. A major challenge to treatment scale-up 
is the low availability of and delays in the delivery of antiretroviral drugs. High 
user charges for laboratory tests constitute another barrier to treatment access. 
Coordination of the many stakeholders involved in supporting and delivering 
antiretroviral therapy is lacking.
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RUSSIAN FEDERATION July 2004

WHO estimate of number of people requiring treatment – end 2005: 71 000
Antiretroviral therapy target declared by country: no declared target

2. HIV indicators
 Date Estimate Source

Adult prevalence of HIV/AIDS (15–49 years) 2003 0.6 – 1.9%
WHO/

UNAIDS

Estimated number of people living with 
HIV/AIDS (0–49 years)

2003
420 000 – 
1 400 000

WHO/
UNAIDS

Cumulative number of reported AIDS cases
March 
2004

1 009
Federal AIDS 

Center

Reported number of people receiving 
antiretroviral therapy (15–49 years)

June 
2004

1 800 WHO

Estimated total number needing antiretroviral 
therapy in 2005

2003 71 0001 WHO/
UNAIDS

HIV testing and counselling sites: number of 
sites

not 
available

HIV testing and counselling sites: number of 
people tested at all sites

not 
available

Prevalence of HIV among adults with 
tuberculosis (15–49 years)

2002 5.1% WHO

1. Demographic and socioeconomic data
Date Estimate Source

Total population (millions) 2004 142.4
United 
Nations

Population in urban areas (%) 2003 73.3
United 
Nations

Life expectancy at birth (years) 2002 64.8 WHO

Gross domestic product per capita (US$ ) 2001 2 139 UNECE

Government budget spent on health care (%) 2001 10.7 WHO

Per capita expenditure on health (US$) 2001 115 WHO

Human Development Index 2001 0.779 UNDP

3. Situation analysis

•  Epidemic level and trend and gender data. The Russian Federation has a concentrated 
epidemic among injecting drug users. It has one of the most rapidly growing HIV 
epidemics globally, with significant spread occurring from 1996. Of the 89 regions, 
88 have reported HIV cases. The epidemic is relatively young, with most individuals 
infected between 1999 and 2002. The relative number of people living with HIV/AIDS 
needing treatment is therefore still low but will increase dramatically over the next five 
years. Although the epidemic has been driven by male injecting drug users, increasing 
heterosexual transmission is being reported, with heterosexual transmission accounting 
for 4.7% of new cases in 2001 and increasing to 17.0% of new cases in 2003, 
resulting in increasing numbers of women being infected. The adult prevalence of HIV is 
estimated to be approaching or have exceeded 1%.

•  Major vulnerable and affected groups. The epidemic is largely concentrated among 
injecting drug users (more than 80% of reported HIV cases for which the mode of 
transmission is reported). HIV prevalence rates among injecting drug users in some 
cities approach 65%. There are an estimated 1.5 to 3.5 million injecting drug users in 
the country. A significant proportion of drug users are involved in sex work, acting as a 
bridging population for spreading HIV into the general community. An estimated 5–15% 
of sex workers are infected with HIV, increasing to 48% for the sex workers who inject. 
HIV seroprevalence among prisoners is estimated at about 2–4%.

•  Policy on HIV testing and treatment. The 1995 Russian Federal Law on HIV/AIDS 
includes a wide range of legal guarantees and social protection related to HIV/AIDS. 
Under this law, the Russian Federation state guarantees anonymous and confidential HIV 
testing; pre- and post-test counselling; and free access to health care and social welfare 
services for individuals infected with HIV. Voluntary counselling and testing, although 
available on a large scale, is often compromised by inadequate quality of counselling 
and a lack of informed consent in the health care system. Despite a policy of universal 
access to antiretroviral therapy, coverage is estimated at less than 5% (2004).

•  Antiretroviral therapy: first-line drug regimen, cost per person per year. As of May 2004, 
antiretroviral therapy is only available through a limited number of federal and regional 
AIDS centres. National antiretroviral therapy guidelines are being developed based on 
WHO guidelines. The use of single and dual antiretroviral therapy has been common 
practice. Fourteen antiretroviral drugs are registered. Tenofovir is not on the list of 
registred drugs (applied for registration in 2004) to cover antiretroviral drug needs in 
accordance with WHO antiretroviral therapy guidelines. No generic antiretroviral drugs 
are registered. Prices paid at the end of March 2004: first-line US$ 7800–8800; 
second-line US$ 12 000–15 000.

•  Assessment of overall health sector response and capacity. The Russian Federation 
has a well-developed government HIV/AIDS health service infrastructure including the 
Federal AIDS Center (responsible for federal HIV/AIDS guidelines, normative direction 
and epidemiology), 7 okrug (interregional) AIDS centres, 89 regional AIDS centres and 
20 municipal AIDS centres. Each AIDS centre provides HIV/AIDS prevention, testing 
and counselling, treatment, surveillance and laboratory monitoring and has at least 
50 staff representing a broad mix of professions, skills and experience. In addition to 
the estimated 7000 dedicated HIV/AIDS government staff at these centres (of which 
about 300 are HIV/AIDS specialist physicians), about 1000 laboratories conduct routine 
serological surveillance for HIV infection, and about 100 infectious disease hospitals 
and infectious diseases units in about 300 hospitals can provide inpatient care for 
people living with HIV/AIDS. About 9000 infectious disease physicians are working 
in these hospitals or units that could be trained in HIV/AIDS treatment and care. 
Nongovernmental organizations are providing HIV/AIDS services in over 40 regions.

•  Critical issues and major challenges. Most people needing treatment are marginalized 
and difficult to reach (drug users and sex workers), requiring strategies for outreach, 
reducing stigma and supporting adherence. Drug dependence treatment and 
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Map data source: Federal AIDS Center, 
Russian Federation

Map production: WHO

1 The Federal AIDS Center estimates that the total number needing 
antiretroviral therapy at the end of 2005 is 139 000.
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4. Resource requirements and funds committed for 
scaling up antiretroviral therapy in 2004–2005

•  Of the 56 000 people the Ministry of Health and Social Development estimates needed 
antiretroviral therapy at the end of 2003, only about 1800 were receiving therapy 
(essentially all within public health care).

•  The successful Round 3 applicant to the Global Fund to Fight AIDS, Tuberculosis and 
Malaria, the NGO Consortium Russia plans to spend about 5% of their funding of 
US$  89 million over 5 years to provide antiretroviral therapy for 2500 people living with 
HIV/AIDS and for an additional 2000 HIV-infected women under their MTCT-Plus project 
in a maximum of 10 regions.

•  The recent five-year World Bank loan project of US$ 47 million, which includes a key 
component for HIV/AIDS, includes limited funding for antiretroviral therapy solely for 
MTCT-Plus and programmes for children.

•  Of the US$ 4 million annual HIV/AIDS budget of the Ministry of Health and Social 
Development, 70% is devoted to purchasing antiretroviral drugs, and additional 
government funds provide treatment for opportunistic infections.

•  In addition, richer regions purchase their own antiretroviral drugs. In 2003, the City 
of Moscow spent US$ 6 million on antiretroviral drugs, allowing 880 people to be 
treated. AIDS centres in about 80 of the 89 regions lack the resources to purchase any 
antiretroviral drugs and must depend on receiving supplies from the annual Ministry of 
Health and Social Development allotment.

•  In the absence of universal access to antiretroviral therapy, all regions (including 
Moscow) provide limited or no access to treatment for individuals from marginalized and 
vulnerable groups.

•  The Russian Federation Country Coordinating Mechanism has submitted a Round 4 
proposal to the Global Fund to Fight AIDS, Tuberculosis and Malaria focusing on scaling 
up antiretroviral therapy for vulnerable populations, including injecting drug users, and 
aims to provide antiretroviral therapy for about 74 000 people over 5 years.

•  WHO estimates that between US$ 668 million and US$ 685 million is required to 
support scaling up of antiretroviral therapy to reach the WHO “3 by 5” treatment target 
of 35 500 people by the end of 2005.

•  Taking into account the funds committed to date, WHO estimates that the total funding 
gap for the Russian Federation to reach 35 500 people by the end of 2005 is between 
US$ 656 million and US$ 673 million.

6. Implementation partners involved in scaling up 
antiretroviral therapy

•  Leadership and management. The Ministry of Health and Social Development 
provides leadership in policy and programming within the public sector. The Ministry 
of Health and Social Development was reorganized recently, and the responsibility 
for HIV/AIDS treatment and care needs to be clarified. No national HIV/AIDS authority 
exists, although the Advisory Council to Fight HIV/AIDS, consisting of 25 government 
and nongovernmental organization members, was established in 2003, with United 
Nations agencies invited to participate. The Federal AIDS Center provides policy advice 
and normative guidance. National planning involves other key ministries, including 
the Ministry of Justice, Ministry of Education and Science and Ministry of Economic 
Development and Trade. Key United Nations agencies involved in policy support include 
WHO, UNAIDS, UNODC (especially in relation to prisons and drug users) and UNICEF 
(young people and preventing mother-to-child transmission).

•  Antiretroviral therapy service delivery. The Ministry of Health and Social Development 
provides leadership in antiretroviral therapy service delivery, primarily through the 
okrug and regional AIDS centres. WHO provides normative support for tools and 
guidelines development (such as antiretroviral therapy guidelines, HIV testing and 
counselling and laboratory services). UNICEF supports drug procurement. Several 
nongovernmental organizations provide services that support scaling up antiretroviral 
therapy, including HIV testing and counselling, reaching out to vulnerable populations, 
training health care workers and directly providing treatment and care services. 

7. WHO support for scaling up antiretroviral therapy

WHO’s response so far
•  Developing models for HIV/AIDS and sexually transmitted infection outreach to 

vulnerable populations, including injecting drug users, sex workers and men who have 
sex with men

•  Reviewing existing HIV/AIDS treatment regimens and protocols and providing technical 
assistance for developing national HIV/AIDS treatment guidelines based on WHO 
HIV/AIDS treatment protocols developed for Commonwealth of Independent States 
countries 

•  Assisting the Country Coordinating Mechanism in developing a Round 4 proposal for the 
Global Fund to Fight AIDS, Tuberculosis and Malaria with a focus on HIV/AIDS treatment 
and care

•  Preparing a strategy paper to outline options for achieving lower antiretroviral drug 
prices

Key areas for WHO support in the future
•  Establishing a “3 by 5” country team at the WHO Country Office to support the 

government and other partners in scaling up antiretroviral therapy
•  Assisting the government in developing key normative documents, including a National 

Strategy on HIV/AIDS, a National HIV/AIDS Treatment Plan and standards of HIV/AIDS 
treatment and care for different levels of the health care system (primary, secondary and 
tertiary). Guidelines on treatment will be finalized to be consistent with evidence-based 
recommendations from the WHO.

•  Developing and supporting a strategic approach to reducing antiretroviral drug prices, 
including accelerating generic registration and negotiating prices with pharmaceutical 
companies

•  Assisting in developing a plan for the procurement and supply management of 
antiretroviral drugs and HIV/AIDS diagnostics

•  Providing technical support for establishing regional centres of excellence in building 
capacity for scaling up antiretroviral therapy

•  Assisting in developing models of HIV testing and counselling and antiretroviral therapy 
delivery for vulnerable populations, including drug users, sex workers and prisoners

Staffing input for scaling up antiretroviral therapy 
and accelerating prevention

•  The WHO Country Office has one National Programme Officer addressing HIV/AIDS 
issues and another specifically focusing on a United Nations Foundation project 
targeting vulnerable populations.

•  An international “3 by 5” Country Officer is being recruited to coordinate WHO’s support 
for scaling up antiretroviral therapy, which will include establishing an in-country “3 by 
5” team.

RUSSIAN FEDERATION SUMMARY COUNTRY PROFILE FOR HIV/AIDS TREATMENT SCALE-UP

For further 
information, 
please contact:
World Health Organization
Department of HIV/AIDS

“3 by 5” Help Desk
E-mail: 3by5help@who.int
Tel.: +41 22 791 1565
Fax: +41 22 791 1575
www.who.int/3by5

5. Antiretroviral therapy coverage

•  In 2003, WHO and UNAIDS estimated the Russian Federation’s total antiretroviral 
therapy need for 2005 to be about 71 000 people, and the WHO “3 by 5” treatment 
target for 2005 is 35 500 people (based on 50% of need).

•  The Federal AIDS Center (2004) estimated the total antiretroviral therapy need to be 
56 000 in 2003, increasing to 93 000 by the end of 2004 and 139 000 by the end of 
2005 (based on initiating antiretroviral therapy when CD4 ≤ 300 cells/mm2).

•  The government has not declared an antiretroviral therapy target, although it has an 
overall goal of universal access to antiretroviral therapy for everyone who needs it. 

•  Of the estimated 1800 people living with HIV/AIDS receiving antiretroviral therapy as of 
June 2004, the vast majority were being treated through the public sector, with funding 
provided through federal and regional budgets.

Examples of nongovernmental organizations supporting the scaling up of antiretroviral 
therapy include AIDS Foundation East-West (preventing mother-to-child transmission 
and providing care and support for people living with HIV/AIDS); Open Health Institute 
(harm reduction, including treatment for drug users); Population Services International 
(HIV educational materials for vulnerable populations); and AIDS infoshare (advocacy for 
people living with HIV/AIDS). A range of bilateral donors support activities relevant to 
antiretroviral therapy, including the United States Agency for International Development, 
the European Union, the United Kingdom Department for International Development, the 
Swedish International Development Cooperation Agency, Canada and Finland.

•  Community mobilization. A range of nongovernmental organizations (such as AIDS 
infoshare and the Humanitarian Action Foundation), United Nations agencies (such as 
WHO, UNDP and UNODC) and bilateral donors (such as Canada and the United States 
Agency for International Development) work alongside the government in mobilizing 
communities and supporting people living with HIV/AIDS.

•  Strategic information. The Federal AIDS Center and the Federal Surveillance Service 
provide leadership in surveillance, monitoring and evaluation, including surveillance 
of antiretroviral drug resistance. WHO plays an important role in providing technical 
guidance. Various universities from North America and western Europe support research 
activities related to HIV/AIDS treatment and care.

This country profile was developed 
in collaboration with national authorities, the 

WHO Country Office for the Russian Federation 
and the WHO Regional Office for Europe.

tuberculosis services need to be better coordinated and linked with HIV/AIDS services. 
Antiretroviral therapy guidelines need to be finalized and implemented to address 
inappropriate and ineffective treatment regimens. Antiretroviral drug prices are still 
too high. Generic drugs have not been registered. Drug procurement and supply 
management is decentralized and poorly coordinated. Although a large workforce exists, 
retraining is needed.
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SUDAN July 2004

WHO estimate of number of people requiring treatment – end 2005: 43 000
Antiretroviral therapy target declared by country: 20 000 by 2005

2. HIV indicators
 Date Estimate Source

Adult prevalence of HIV/AIDS (15–49 years) 2003 0.7 – 7.2% WHO/
UNAIDS

Estimated number of people living with 
HIV/AIDS (0–49 years) 2003 120 000 – 

1 300 000
WHO/

UNAIDS

Cumulative number of reported AIDS cases 2001 4 004 WHO/
UNAIDS

Reported number of people receiving 
antiretroviral therapy (15–49 years)

June 
2004 400 WHO

Estimated total number needing antiretroviral 
therapy in 2005 2003 43 000 WHO/

UNAIDS

HIV testing and counselling sites: number of 
sites

not 
available

HIV testing and counselling sites: number of 
people tested at all sites

not 
available

Prevalence of HIV among adults with 
tuberculosis (15–49 years) 2002 13.8% WHO

1. Demographic and socioeconomic data
Date Estimate Source

Total population (millions) 2004 34.3 United 
Nations

Population in urban areas (%) 2003 38.4 United 
Nations

Life expectancy at birth (years) 2002 57.1 WHO

Gross domestic product per capita (US$ ) 2001 390 CNS/BOS/
MOF

Government budget spent on health care (%) 2001 4.6 WHO

Per capita expenditure on health (US$) 2001 14 WHO

Human Development Index 2001 0.503 UNDP

3. Situation analysis

• Epidemic level, trend and gender data. According to national sources, at the end 
of December 2003, 10 959 cases of HIV/AIDS had been reported to the Sudanese 
National AIDS Control Programme since the beginning of the epidemic. A total 
of 1437 were reported in 2003, representing an increase of about 13% in the 
cumulative total. According to WHO/UNAIDS estimates, adult prevalence is in the 
range of 0.7–7.2%, and the main mode of transmission is heterosexual. The overall 
HIV prevalence in southern Sudan is difficult to estimate, as the civil strife of the 
past 50 years has led to the collapse of infrastructure, creating pockets of relatively 
isolated areas along with widespread poverty and illiteracy.

• Major vulnerable and affected groups. According to national estimates, prevalence 
among vulnerable groups is estimated to be 1% among antenatal care attendees, 
10% among tea sellers in the southern district of Juba, 2% among prisoners, 1% 
among truck drivers, 1.3% among street children, 4.3% among sex workers and 
4% among refugees. These figures represent data from government-controlled 
states. The existing data from southern Sudan show varying HIV prevalence rates: 
0.9% in the general population in Rumbek (2003), 0.3% in a group of people 
with tuberculosis in Upper Nile (2001), 7.2% in the general population in Yambio 
(2000) and 2.7% in the general population in Yei County on the border (2003) 
with Uganda. The southern states are hardest hit with HIV/AIDS because of the 
lack of health services and health awareness, in addition to their proximity to high-
prevalence neighbouring countries.

• Policy on HIV testing and treatment. There is no clear policy on testing and counselling, 

but the Ministry of Health is committed to strengthening access to voluntary testing and 
counselling services. The Health Secretariat of the Sudan People’s Liberation Army 
drafted an HIV/AIDS policy in 2001 for the south that was endorsed by the leadership 
of that movement. In 2002, the New Sudan National AIDS Council was created to 
monitor and evaluate the implementation of the policy. A national treatment plan is being 
developed. Treatment guidelines are available but need to be updated. Although political 
commitment is high in Sudan, resources are scarce.

• Antiretroviral therapy: first-line drug regimen, cost per person per year. The 
current cost of a first-line treatment regimen is US$ 516 per person per year, using 
zidovudine + lamivudine + nevirapine.

• Assessment of overall health sector response and capacity. The Sudanese National AIDS 
Control Programme was established in 1987 and has been significantly strengthened 
in recent years. With strong political commitment from the highest levels, the Sudanese 
National AIDS Control Programme has developed a National Strategic Plan for 
2003–2007 emphasizing multisectoral collaboration and community mobilization for 
a coordinated national response. In close collaboration with civil society, four parallel 
health service delivery systems work towards reducing the morbidity and mortality 
related to HIV/AIDS: the public health system (primary health care structure, with 300 
rural hospitals and referral structures at state level); the health services of the police 
(including access to all 43 state prisons); the Armed Forces health services, (also 
treating civilians); and the health services of nongovernmental organizations, working 
with many of the 4 million internally displaced people.
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4. Resource requirements and funds committed for 
scaling up antiretroviral therapy in 2004–2005

• WHO estimates that the total funding required to support scaling up antiretroviral 
therapy to reach the WHO “3 by 5” treatment target of 21 500 people by the end of 
2005 is between US$ 41.5 million and US$ 64.6 million.

• Sudan submitted a successful Round 3 proposal to the Global Fund to Fight AIDS, 
Tuberculosis and malaria focusing on prevention and advocacy in the context of 
a multisectoral national response to HIV/AIDS. A corresponding national plan of 
action has been developed. However, this proposal does not cover the need to scale 
up antiretroviral therapy, except for US$ 400 000 per year for treating 400 people 
at the price of US$ 1000 per person per year. This proposal further envisages 
the establishment of 12 voluntary counselling and testing centres. Total funding 
anticipated to be available to support scaling up antiretroviral therapy from the 
Global Fund grant is estimated to be US$ 2.3 million during 2004–2005.

• Taking into account the funds committed to date to support scaling up antiretroviral 
therapy, WHO estimates that the total funding gap for Sudan to reach 21 500 people 
by the end of 2005 is between US$ 39.2 million and US$ 62.2 million.

6. Implementation partners involved in scaling up 
antiretroviral therapy

• Leadership and management. The Ministry of Health and the Sudanese National 
AIDS Control Programme coordinate and manage the overall HIV/AIDS programme, 
including the provision of antiretroviral therapy. The Ministry of Health also 
coordinates the legal and policy framework, programme evaluation and planning of 
human resources. WHO, UNICEF and nongovernmental organizations contribute to 
the process of strengthening the heath system.

• Antiretroviral therapy service delivery. The Ministry of Health provides leadership in 
delivering antiretroviral therapy services. The Ministry of Defence and the Ministry 
of the Interior collaborate closely with the Ministry of Health in providing testing 
and counselling and management of people living with HIV/AIDS at entry points. 
The Ministry of Health and partner nongovernmental organizations take the lead 
in planning and implementing activities related to capacity-building and site-level 
training. WHO and GTZ will assist in establishing a knowledge hub in Khartoum to 
support capacity-building activities at the national and state levels.

• Community mobilization. Civil society groups increasingly collaborate with the 
Ministry of Health and the Sudanese National AIDS Control Programme in activities 
related to programme communication, capacity-building for people living with 
HIV/AIDS and treatment adherence and psychosocial support.

• Strategic information. The Ministry of Health, in partnership with WHO, supports 
systems for monitoring antiretroviral drug resistance, patient tracking and 
operational research.

7. WHO support for scaling up antiretroviral therapy

WHO’s response so far
• Conducting a series of missions over the past 12 months to assess the 

HIV/AIDS situation and to support the development of a training course and 
materials on HIV/AIDS programme management

• Providing technical assistance for establishing a knowledge hub in Khartoum to 
support regional HIV/AIDS capacity-building with the support of WHO and GTZ

• Recruiting a National Programme Officer to assist the Ministry of Health in 
monitoring drug resistance related to HIV, tuberculosis and malaria

Key areas for WHO support in the future
• Establishing a “3 by 5” country team to support the government and other 

partners in scaling up antiretroviral therapy
• Developing national standards for HIV/AIDS treatment and care for different levels 

of the health care system, including national guidelines on antiretroviral therapy
• Developing a national operational plan for scaling up antiretroviral therapy, 

with clear roles for the partners
• Developing training courses for state-level HIV/AIDS managers
• Establishing a knowledge hub in Khartoum to support the development and 

implementation of capacity-building activities related to antiretroviral therapy

Staffing input for scaling up antiretroviral therapy 
and accelerating prevention

• One National Programme Officer was recruited recently through funding from the 
Norwegian Agency for Development Cooperation to coordinate activities related to 
drug resistance monitoring for HIV, tuberculosis and malaria. Recruitment of an 
international “3 by 5” Country Officer is currently underway.

• Additional Country Office staffing needs identified include one National Programme 
Officer and one general support staff.

SUDAN SUMMARY COUNTRY PROFILE FOR HIV/AIDS TREATMENT SCALE-UP

For further 
information, 
please contact:
World Health Organization
Department of HIV/AIDS

“3 by 5” Help Desk
E-mail: 3by5help@who.int
Tel.: +41 22 791 1565
Fax: +41 22 791 1575
www.who.int/3by5

5. Antiretroviral therapy coverage

• Sudan’s total treatment need for 2005 is estimated to be 43 000, and the WHO “3 by 5” 
treatment target is 21 500 people by the end of 2005 (based on 50% of need).

• The government is committed to providing treatment to 20 000 people by the end 
of 2005 and 40 000 people by the end of 2009.

• It is estimated that about 400 people are currently receiving antiretroviral therapy, 
mostly through the non-public sector.

This country profile was developed 
in collaboration with national authorities, the 
WHO Country Office for Sudan and the WHO 

Regional Office for the Eastern Mediterranean.

• Critical issues and major challenges. In general, Sudan’s health system suffers 
from a weak infrastructure in terms of human resources, health service coverage 
and funds. It is characterized by major disparities in the distribution of services and 
resources between and within states, between rural and urban areas and in states 
affected by conflict. Major bottlenecks for scaling up treatment and care include 
stigma and discrimination, a lack of entry points (services for voluntary testing and 
counselling), poor health care services and lack of human capacity in the public 
system and civil society. Blood-banking facilities and regulations for blood testing 
do not exist in the south, which also suffers from a serious lack of health care 
personnel trained in antiretroviral therapy. The delay in finalizing the peace process 
is an additional challenge to reaching those in need. An estimated 3.5 million 
refugees are expected to return once the peace agreement is signed.
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UNITED REPUBLIC OF TANZANIA July 2004

WHO estimate of number of people requiring treatment – end 2005: 260 000
Antiretroviral therapy target declared by country: 220 000 by 2005

2. HIV indicators
 Date Estimate Source

Adult prevalence of HIV/AIDS (15–49 years) 2003 6.4 – 
11.9%

WHO/
UNAIDS

Estimated number of people living with 
HIV/AIDS (0–49 years) 2003 1 200 000 – 

2 300 000
WHO/

UNAIDS

Cumulative number of reported AIDS cases 2001 132 606 WHO/
UNAIDS

Reported number of people receiving 
antiretroviral therapy (15–49 years)

June 
2004 1 650 WHO

Estimated total number needing antiretroviral 
therapy in 2005 2003 260 000 WHO/

UNAIDS

HIV testing and counselling sites: number of 
sites

not 
available

HIV testing and counselling sites: number of 
people tested at all sites

not 
available

Prevalence of HIV among adults with 
tuberculosis (15–49 years) 2002 33.8% WHO

1. Demographic and socioeconomic data
Date Estimate Source

Total population (millions) 2004 37.7 United 
Nations

Population in urban areas (%) 2003 34.9 United 
Nations

Life expectancy at birth (years) 2002 46.5 WHO

Gross domestic product per capita (US$ ) 2001 263 IMF

Government budget spent on health care (%) 2001 12.1 WHO

Per capita expenditure on health (US$) 2001 12 WHO

Human Development Index 2001 0.400 UNDP

3. Situation analysis

• Epidemic level and trend and gender data. The United Republic of Tanzania is a high-
burden, low-income country facing one of the largest HIV pandemics on the globe. The 
country is experiencing a mature, generalized HIV epidemic, which is still growing. The 
first cases of HIV/AIDS were reported in 1983. By 1985, the United Republic of Tanzania 
had an estimated 140 000 people living with HIV/AIDS (1.3% prevalence) and by 1990, 
about 900 000 (7.2% prevalence). Since the National AIDS Control Programme was 
established in 1985, the progression of the epidemic has been monitored through 
unlinked, anonymous testing of blood from pregnant women attending antenatal clinics 
for the first time in selected sentinel sites. Best estimates of prevalence suggest that the 
rural prevalence is about 2% lower than the national average and roughly half the urban 
prevalence. The overall prevalence of HIV infection among blood donors during 2002 
was 9.7%, with women having a higher prevalence (12.3%) than men (9.1%). Based on 
the prevalence among blood donors and the 2002 census data, an estimated 1 894 160 
people aged 15 years and above were living with HIV/AIDS in the United Republic of 
Tanzania in 2002. 

 • Major vulnerable and affected groups. The major groups include: 1) women 15–24 
years old; 2) orphans and vulnerable children 0–18 years old; 3) men 25–34 years 
old; 4) sex workers; 5) people in the transport sector, mines, police force, military, 
prisons and prisoners; 6) refugees; and 7) elderly people forced into new roles as 
caregivers without support themselves.

• Policy on HIV testing and treatment. The national policy on HIV/AIDS specifies that 
all linked HIV testing must be voluntary, with pre- and post-test counselling, and all 

testing for other health conditions must conform to ethical principles, that is, informed 
consent. In March 2003, the Ministry of Health developed the Health Sector HIV/AIDS 
Strategy for 2003–2008, on which the National Care and Treatment Plan for HIV/AIDS 
for 2003–2008 was developed, in collaboration with country partners. The Cabinet 
has approved the National Care and Treatment Plan for HIV/AIDS, and all care and 
treatment projects and programmes in the country will be incorporated into the Plan.

• Antiretroviral therapy: first-line drug regimen, cost per person per year. First-line 
antiretroviral therapy regimens for adults are: a) stavudine + lamivudine + nevirapine; 
b) stavudine + lamivudine + efavirenz; c) zidovudine + lamivudine + efavirenz; and d) 
zidovudine + lamivudine + nevirapine. First-line antiretroviral therapy regimens for children 
are: zidovudine + lamivudine + nevirapine and zidovudine + lamivudine + efavirenz. The 
cost of basic highly active antiretroviral therapy dropped to US$ 360 per person per year in 
February 2003 (Dar es Salaam) and is expected to continue to fall rapidly.

• Assessment of overall health sector response and capacity. The overall health sector 
response capacity is rated as high compared with other countries in Africa with a 
similar level of development. By 1999 there were 4961 health facilities, of which the 
government owned 3035 and nongovernmental organizations, parastatal organizations, 
voluntary agencies and the private sector owned 1926. Community- and home-based 
care initiatives are being introduced in some areas. There are an estimated 250 voluntary 
counselling and testing sites nationwide, of which the government runs 180. Less than 
5% of the population has accessed voluntary counselling and testing services because 
of stigma and costs, although the Ministry of Health has committed to testing health 
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4. Resource requirements and funds committed for 
scaling up antiretroviral therapy in 2004–2005

• WHO estimates that the total funding required to support scaling up antiretroviral 
therapy to reach the WHO “3 by 5” treatment target of 130 000 people in 2005 is 
between US$ 185 million and US$ 314 million. 

• Of this, the government has committed about US$ 8.9 million to support scaling up 
antiretroviral therapy for 2004 - 2005, and the United States President’s Emergency 
Plan for AIDS Relief is expected to commit substantial support of US$ 89.6 million 
over the same period. Other bilateral partners are expected to provide additional 
support of about US$ 13.9 million.

• The Global Fund to Fight AIDS, Tuberculosis and Malaria provided a grant of 
US$ 87 million in Round 3 for tuberculosis and HIV collaborative activities, 
including care and treatment. The Global Fund Round 4 proposal requested 
US$ 288 million, of which US$ 207 million is allocated for care and treatment for 
two years. The Global Fund Round 3 grant is anticipated to provide an estimated 
US$ 4.2 million for scaling up antiretroviral therapy during 2004–2005.

• Other funding to support scaling up antiretroviral therapy will be available starting 
in 2004 through the World Bank Multi-Country HIV/AIDS Program for Africa.

• Taking into account the funds committed to date to support scaling up antiretroviral 
therapy, WHO estimates that the total funding gap to reach 130 000 people by the 
end of 2005 will be between US$ 68 million and US$ 197 million.

6. Implementation partners involved in scaling up 
antiretroviral therapy

• Management and leadership. In 2000, the government established TACAIDS under 
the auspices of the Prime Minister’s Office to lead the multisectoral response to 
the epidemic. The role of TACAIDS is to intensify the national response through 
strategic leadership, policy guidance and coordinating public, voluntary, private 
and community efforts. The Ministry of Health provides leadership in policy and 
programming within the public sector, with the TACAIDS supporting the national 
planning process, fundraising and programme evaluation. National human 
resources planning provides the greatest challenge, and studies to inform the 
planning process are ongoing with support from the President’s Office for Regional 
Administration and Local Government and the Ministry of Finance.

• Antiretroviral therapy service delivery. The Ministry of Health leads and manages 
most delivery of antiretroviral therapy services. WHO provides normative support 
for developing tools and guidelines along with the United States Centers for Disease 
Control and Prevention and nongovernmental organizations. The Medical Stores 
Department provides leadership in procurement and supply chain management, 
with the United States Agency for International Development, WHO, the United 
States Centers for Disease Control and Prevention and a range of nongovernmental 
organizations providing support, also in capacity-building, site-level training, 
strengthening laboratories and accelerating prevention.

• Community mobilization. The Ministry of Health provides leadership in 
programme communication, capacity-building among people living with HIV/
AIDS and adherence and psychosocial support. WHO, the President’s Office for 
Regional Administration and Local Government and a range of nongovernmental 
organizations work alongside the government in mobilizing communities.

7. WHO support for scaling up antiretroviral therapy

WHO’s response so far
• Supporting the development of the Round 4 proposal for the Global Fund to 

Fight AIDS, Tuberculosis and Malaria
• Conducting a “3 by 5” scoping mission in December 2003 to identify 

opportunities and challenges for scaling up antiretroviral therapy
• Under the WHO/OPEC Fund Multi-country Initiative on HIV/AIDS, supporting 

the strengthening of voluntary counselling and testing services and improved 
access to home-based care in Iringa, Dodoma and Zanzibar; promoting 
institutional capacity-building in each of the districts; improving the capacity 
of the WHO Country Office by financially supporting one national project 
officer; and supporting a project coordinator at the Ministry of Health, National 
Aids Control Programme.

Key areas for WHO support in the future
• Establishing a “3 by 5” country team to support the government and all 

partners in scaling up antiretroviral therapy
• Supporting the health sector review
• Providing technical assistance in human resource planning and capacity-building
• Providing technical assistance in developing a plan for voluntary testing and 

counselling
• Providing technical assistance in facilitating the disbursement of Round 3 

funds from the Global Fund to Fight AIDS, Tuberculosis and Malaria
• Providing technical assistance on procurement issues
• Supporting the strengthening of the human resources capacity of the National 

AIDS Control Programme in laboratory services, organization of HIV/AIDS 
clinical services, monitoring and evaluation and community mobilization.

Staffing input for scaling up antiretroviral therapy 
and accelerating prevention

• Current WHO Country Office staff responsible for HIV/AIDS and sexually 
transmitted infections include one National Programme Officer, and 
recruitment of an international “3 by 5” Country Officer is currently underway.

• Under the WHO/OPEC Fund Multi-country Initiative on HIV/AIDS, an 
additional National Programme Officer is in place and two additional WHO 
National Programme Officers are scheduled for immediate deployment.

UNITED REPUBLIC OF TANZANIA SUMMARY COUNTRY PROFILE FOR HIV/AIDS TREATMENT SCALE-UP

For further 
information, 
please contact:
World Health Organization
Department of HIV/AIDS

“3 by 5” Help Desk
E-mail: 3by5help@who.int
Tel.: +41 22 791 1565
Fax: +41 22 791 1575
www.who.int/3by5

5. Antiretroviral therapy coverage

The total treatment need for 2005 is estimated to be 260 000 people, and the WHO 
“3 by 5” treatment target for 2005 is 130 000 people (based on 50% of estimated need). 
The government has declared a national antiretroviral therapy target for 2005 of 220 000 
people, and the current estimate of antiretroviral therapy coverage is 1650 people.

• Strategic information. The Ministry of Health leads and manages surveillance, 
monitoring and evaluation, information management and operational research 
activities. WHO plays an important role in providing technical guidance. The United 
States Centers for Disease Control and Prevention, UNAIDS and TACAIDS provide 
support for surveillance activities. Monitoring antiretroviral drug resistance, tracking 
patients and information management activities require additional strengthening and 
support. The government and its international partners signed a memorandum of 
understanding recently, articulating the desire by all partners to coordinate their efforts 
in planning, implementing monitoring and evaluation and mobilizing resources for 
the National Multi-sectoral Framework on HIV/AIDS. In this context, implementing 
partners have different roles, which TACAIDS is monitoring and coordinating.

This country profile was developed 
in collaboration with national authorities, 

the WHO Country Office 
for the United Republic of Tanzania 

and the WHO Regional Office for Africa.

workers, youth and poor people free of charge in the Health Sector HIV/AIDS Strategy 
for 2003–2008. The government is strongly committed to the fight against HIV/AIDS 
and that commitment continues to expand. The Tanzania Commission for HIV/AIDS 
(TACAIDS), created in 2000, leads the national response to HIV/AIDS.

• Critical issues and major challenges. The constraints in the existing public health 
sector infrastructure are recognized as a major bottleneck to the implementation of the 
National Care and Treatment Plan for HIV/AIDS for 2003–2008. No legal instrument is 
in place to overrule the requirements of intellectual property rights regulations and allow 
the import of generic drugs and the local manufacture of drugs covered by patents. 
Access to voluntary counselling and testing varies greatly, and the price of voluntary 
counselling and testing has constituted a financial access barrier. The human resource 
shortage in the health sector is a major constraint to scaling up antiretroviral therapy.
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UGANDA July 2004

WHO estimate of number of people requiring treatment – end 2005: 110 000
Antiretroviral therapy target declared by country: 60 000 by 2005

2. HIV indicators
 Date Estimate Source

Adult prevalence of HIV/AIDS (15–49 years) 2003 2.8 – 6.6%
WHO/

UNAIDS

Estimated number of people living with 
HIV/AIDS (0–49 years)

2003
350 000 – 
880 000

WHO/
UNAIDS

Cumulative number of reported AIDS cases 2001 55 861
WHO/

UNAIDS

Reported number of people receiving 
antiretroviral therapy (15–49 years)

June 
2004

20 000 WHO

Estimated total number needing antiretroviral 
therapy in 2005

2003 110 000
WHO/

UNAIDS

HIV testing and counselling sites: number of 
sites

2003 43
Ministry
of Health

HIV testing and counselling sites: number of 
people tested at all sites

not 
available

Prevalence of HIV among adults with 
tuberculosis (15–49 years)

2002 24% WHO

1. Demographic and socioeconomic data
Date Estimate Source

Total population (millions) 2004 26.7
United 
Nations

Population in urban areas (%) 2003 12.2
United 
Nations

Life expectancy at birth (years) 2002 49.3 WHO

Gross domestic product per capita (US$ ) 2001 242 IMF

Government budget spent on health care (%) 2001 16.4 WHO

Per capita expenditure on health (US$) 2001 14 WHO

Human Development Index 2001 0.489 UNDP

3. Situation analysis

•  Epidemic level and trend and gender data. Uganda has a generalized heterosexual HIV 
epidemic that is showing declining trends. HIV prevalence in the adult population (15–49 
years old) is currently estimated to be between 2.8% and 6.6%. The 2003 surveillance 
report of the National AIDS Control Programme states that the HIV prevalence of a Medical 
Research Council and Uganda Virus Research Institute cohort declined from 5.8% in 
2000 to 5.0% in 2002. The prevalence rate among women was 5.5% versus 4.5% 
among men. Uganda AIDS Information Centre data on voluntary counselling and testing 
also show higher prevalence rates among women versus men 15–24 years old, although 
the rates are declining in both groups. The prevalence rate declined from 29% in 1992 
to 10.3% in 2002 among women and from 11% in 1992 to 2.8% in 2002 among men. 
The total number of adults and children living with HIV/AIDS in Uganda is estimated to be 
between 350 000 and 880 000.

•  Major vulnerable and affected groups. Major vulnerable groups include women, pregnant 
women, young people and children.

•  Policy on HIV testing and treatment. HIV testing is provided within the context of voluntary 
counselling and testing and diagnostic testing for care and treatment. The country’s 
National Strategic Framework for Expansion of HIV/AIDS Care and Support (2001–2002 
to 2005–2006) focuses on scaling up access to comprehensive care, including 
treatment for opportunistic infections, community- and home-based care and support 
and antiretroviral therapy. Uganda has developed national guidelines on antiretroviral 
therapy in accordance with the WHO treatment guidelines. In June 2004, the government 
announced an initiative to provide free antiretroviral drugs to all people who are clinically 
eligible.

•  Antiretroviral therapy: first-line drug regimen, cost per person per year. The first-line 
regimen options are zidovudine (or stavudine) + lamivudine + nevirapine (or efavirenz). 
The average cost of the first-line regimen was US$ 400 per person per year in March 
2003 including the cost of drugs, laboratory tests and training.

•  Assessment of overall health sector response and capacity. Uganda has a very high level of 
political commitment and awareness at all levels and a strong and comprehensive health 
sector response to HIV/AIDS that has become a model for many countries. The Uganda 
AIDS Commission was established in 1992 and has coordinated the multisectoral approach 
through joint planning, joint monitoring and evaluation and information sharing. Major 
interventions have included programmes focused on communication to increase awareness 
and change behaviour, strengthening laboratory and blood transfusion services to ensure 
blood safety, managing sexually transmitted infections and establishing a continuum of 
comprehensive care that includes HIV testing and counselling, providing drugs for treating 
opportunistic infections and providing antiretroviral drugs. In 1997, the HIV Drug Access 
Initiative was launched with the support of UNAIDS to improve access to HIV care, including 
antiretroviral therapy. In 2000, the Ministry of Health established a National Committee on 
Access to Antiretroviral Therapy. As a result of the very comprehensive HIV/AIDS response, 
Uganda’s HIV prevalence rate has declined, especially among people 15–24 years old.

•  Critical issues and major challenges. The shortage of human resources is a major 
constraint to scaling up antiretroviral therapy. This has been compounded by low salaries, 
lack of incentives and the ban on hiring in the public sector. The costs of drugs and 
laboratory services remain high. The capacity for scaling up is also weak at the district 
and subdistrict levels. Uganda has the capacity to rapidly scale up antiretroviral therapy if 
adequate financial resources are made available.
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4. Resource requirements and funds committed for 
scaling up antiretroviral therapy in 2004–2005

•  WHO estimates that the total funding required to support scaling up antiretroviral 
therapy to reach the WHO “3 by 5” treatment target of 55 000 people by the end 
of 2005 is between US$ 66 million and US$ 131 million.

•  The government has committed an estimated US$ 3 million to scaling up 
antiretroviral therapy for 2004.

•  Uganda submitted a successful Round 1 proposal to the Global Fund to Fight AIDS, 
Tuberculosis and Malaria, with a comprehensive approach to prevention, care and 
treatment of HIV/AIDS (two-year approved funding of US$ 36 million). Uganda also 
submitted a Round 3 proposal to the Global Fund with two-year funding approved of 
US$ 70.4 million for scaling up antiretroviral therapy and interventions for orphans and 
other vulnerable children. Total funding anticipated to be available to fund treatment 
scale-up from Global Fund grants is about US$ 35.1 million for 2004–2005.

•  The United States President’s Emergency Plan for AIDS Relief has committed more 
than US$ 90 million for the year 2004 to assist Uganda in preventing and treating 
AIDS. Of these funds, national estimates indicate that about US$ 12.6 million is 
anticipated to be committed to scaling up antiretroviral therapy during 2004–2005.

•  Taking into account the funds committed to date to support scaling up 
antiretroviral therapy, WHO estimates that the total funding gap for Uganda to 
reach 55 000 people by 2005 is up to US$ 57.6 million. 

6. Implementation partners involved in scaling up 
antiretroviral therapy

•  Leadership and management. The Uganda AIDS Commission is responsible for 
overall multisectoral coordination of the national response. The National AIDS 
Programme of the Ministry of Health is the lead agency in scaling up antiretroviral 
therapy. It develops policies, plans, strategies and guidelines for providing 
antiretroviral therapy and coordinates with other implementing partners. WHO and 
UNAIDS provide support in planning and coordinating implementation. A national 
task force of all stakeholders has been set up to harmonize the national scale-up 
plan and the human resource development plan. 

•  Antiretroviral therapy service delivery. The Ministry of Health leads and coordinates 
antiretroviral therapy service delivery by public, private, and nongovernmental 
organizations. The Joint Medical Stores and WHO support drug procurement and 
supply chain management. The Ministry of Health coordinates capacity-building and 
training activities, with support from WHO, UNAIDS and the Knowledge Hub for the 

7. WHO support for scaling up antiretroviral therapy

WHO’s response so far

•  Supporting the Ministry of Health in developing a comprehensive national plan for 
scaling up antiretroviral therapy and national guidelines for antiretroviral therapy

•  Supporting the Ministry of Health in national adaptation of WHO guidelines and tools, 
including the Integrated Management of Adult and Adolescent Illness guidelines

•  As part of the WHO/OPEC Fund Multi-country Initiative on HIV/AIDS, supporting 
expanding voluntary counselling and testing facilities in 11 districts; increasing 
the number of health subdistricts implementing home-based care; establishing 
a model for scaling up the prevention of mother-to-child transmission at the 
health subdistrict level; and building institutional capacity at the district level in 
collecting, analysing and utilizing HIV/AIDS data and information

•  As part of the WHO/Italian Initiative on HIV/AIDS in Sub-Saharan Africa, supporting 
the strengthening of integrated community-based HIV/AIDS prevention and care 
interventions (HIV surveillance, home-based care, preventing mother-to-child 
transmission and DOTS) in Uganda

Key areas for WHO support in the future

•  Establishing a “3 by 5” country team to support the government and other 
partners in scaling up antiretroviral therapy

•  Providing technical assistance in setting up systems for tracking patients and 
monitoring and evaluation programmes

•  Providing technical assistance in capacity-building
•  Providing technical support in communication
•  Providing technical support in developing systems for monitoring drug resistance
•  Collaborating with the World Food Programme to ensure adequate food aid 

and nutritional support for people receiving antiretroviral treatment

Staffing input for scaling up antiretroviral therapy and 
accelerating prevention

•  Current WHO Country Office staff responsible for HIV/AIDS and sexually 
transmitted infections include one National Programme Officer for HIV/AIDS, and 
recruitment of an international “3 by 5” Country Officer is currently underway.

•  Additional staffing needs identified include two National Programme Officers 
for the WHO Country Office, three National Programme Officers to strengthen 
the National AIDS Programme of the Ministry of Health, one international 
communication officer and one international staff member for monitoring and 
evaluation activities.

UGANDA SUMMARY COUNTRY PROFILE FOR HIV/AIDS TREATMENT SCALE-UP

For further 
information, 
please contact:
World Health Organization
Department of HIV/AIDS

“3 by 5” Help Desk
E-mail: 3by5help@who.int
Tel.: +41 22 791 1565
Fax: +41 22 791 1575
www.who.int/3by5

5. Antiretroviral therapy coverage

•  Uganda’s total treatment need for 2005 is estimated to be 110 000 people, and 
the WHO “3 by 5” treatment target is 55 000 people by the end of 2005 (based on 
50% of need).

•  The HIV Drug Access Initiative was launched in 1997 with five accredited centres 
in the region around Kampala. By the end of its pilot phase in 2000, the HIV Drug 
Access Initiative had provided treatment to an estimated 1000 people.

•  In the expansion phase, the number of accredited health facilities has increased 
to 44, and 43 of these are providing antiretroviral therapy as of June 2004.

•  In June 2004, an estimated 20 000 people living with HIV/AIDS had access to 
antiretroviral therapy, most through research programmes and nongovernmental 
organizations such as the Joint Clinical Research Centre, the Medical Research 
Council and the Mildmay Uganda Centre. The Joint Clinical Research Centre is 
providing an estimated 12 500 people, mostly in Kampala, with generic antiretroviral 
drugs at cost. Other nongovernmental providers include Reach Out Mbuya, a 
community-based HIV/AIDS project in Mbuya on the outskirts of Kampala that 
administers antiretroviral therapy; and the Uganda Cares Programme in Masaka, an 
integrated community-based and -driven antiretroviral therapy centre. Bilateral and 
multilateral partners support many of these organizations.

•  Faith-based organizations also provide treatment. Kamwokya Christian Caring 
Community, a faith-based organization in Kampala, plans to provide antiretroviral 
therapy coverage to up to 500 people with financial support from the United 
States President’s Emergency Plan for AIDS Relief.

•  The private sector provides some antiretroviral therapy for employees. Since 2002, 
the Bank of Uganda has offered antiretroviral therapy at subsidized rates to its 
employees.

•  Uganda has declared a treatment target for the end of 2005 of 60 000 people. 
Under the recently announced government initiative to provide free treatment to 
people living with HIV/AIDS, antiretroviral drugs have been distributed to 2700 
people through regional referral hospitals, other accredited district hospitals, level IV 
health centres (small hospitals) and some missionary hospitals.

Care and Treatment of HIV/AIDS in Eastern and Southern Africa. WHO also supports 
the development of guidelines.

•  Community mobilization. A wide range of nongovernmental organizations are involved 
in community-related work. The Uganda Network of AIDS Service Organization 
coordinates activities of key national nongovernmental organizations involved in 
community mobilization including The AIDS Support Organization and Uganda AIDS 
Information Centre, among many others.

•  Strategic information. The Ministry of Health together with the Uganda AIDS 
Commission is responsible for monitoring and evaluation activities. It also coordinates 
operational research activities. Other agencies involved in generating strategic 
information include the Academic Alliance, Joint Clinical Research Centre, The AIDS 
Support Organization and Uganda AIDS Information Centre. Organizations providing 
support in this area include the United States Centers for Disease Control and 
Prevention and WHO.

This country profile was developed 
in collaboration with national authorities, 

the WHO Country Office for Uganda 
and the WHO Regional Office for Africa.
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UKRAINE July 2004

WHO estimate of number of people requiring treatment – end 2005: 45 000
Antiretroviral therapy target declared by country: 2 100 by 2005

2. HIV indicators
 Date Estimate Source

Adult prevalence of HIV/AIDS (15–49 years) 2003 0.7 – 2.3%
WHO/

UNAIDS

Estimated number of people living with 
HIV/AIDS (0–49 years)

2003
180 000 – 
590 000

WHO/
UNAIDS

Cumulative number of reported AIDS cases
June 
2004

7 465
Ministry 
of Health

Reported number of people receiving 
antiretroviral therapy (15–49 years)

June 
2004

170 WHO

Estimated total number needing antiretroviral 
therapy in 2005

2003 45 000
WHO/

UNAIDS

HIV testing and counselling sites: number of 
sites

2003 127
Ministry 
of Health

HIV testing and counselling sites: number of 
people tested at all sites

not 
available

Prevalence of HIV among adults with 
tuberculosis (15–49 years)

2002 5.7% WHO

1. Demographic and socioeconomic data
Date Estimate Source

Total population (millions) 2004 48.2
United 
Nations

Population in urban areas (%) 2003 67.2
United 
Nations

Life expectancy at birth (years) 2002 67.2 WHO

Gross domestic product per capita (US$ ) 2001 771 UNECE

Government budget spent on health care (%) 2001 7.6 WHO

Per capita expenditure on health (US$) 2001 33 WHO

Human Development Index 2001 0.766 UNDP

3. Situation analysis

•  Epidemic level and trend and gender data. There is a concentrated epidemic among 
injecting drug users, who comprise 73% of all reported cases since 1986 and 
59% of all newly reported HIV infections in 2003. There is considerable regional 
variation, with the eastern and southern regions most affected, including Odessa, 
Mikolaev, Dniepropetrovsk, Donetsk, Crimea and Sevastopol. The most rapid spread 
took place between 1995 and 1997 among networks of injecting drug users. Since 
then there has been increasing heterosexual transmission, especially to the female 
sexual partners of injecting drug users and related to sex work.

•  Major vulnerable and affected groups. HIV prevalence rates among injecting drug 
users are as high as 59% in the most severely affected cities. HIV prevalence rates 
among sex workers are much higher than in western Europe (6–32%), especially 
among sex workers who inject drugs (33–83%). Female sex partners of injecting 
drug users and children of female drug users are especially vulnerable.

•  Policy on HIV testing and treatment. Increasing HIV infection rates have been 
masked by a decrease in testing among injecting drug users because of a law 
adopted in March 1998 that codified the principle of voluntary HIV testing in 
Ukraine. The law also stipulates that HIV/AIDS treatment should be free, including 
antiretroviral therapy, although limited resources have restricted universal access 
to antiretroviral therapy.

•  Antiretroviral therapy: first-line drug regimen, cost per person per year. National 
HIV/AIDS treatment guidelines, including first- and second-line regimens, have 
been developed with the assistance of WHO. First-line regimens include: efavirenz 
+ zidovudine + lamivudine; nevirapine + zidovudine + lamivudine; and nelfinavir 

+ zidovudine + lamivudine. Second-line regimens include: nelfinavir + stavudine + 
lamivudine; efavirenz + stavudine + didanosine; and lopinavir with a low-dose ritonavir 
boost + stavudine + lamivudine. Zidovudine and lamivudine are procured in a fixed-
dose combination. The Ministry of Health tender for 2000–2002 resulted in an average 
antiretroviral therapy cost of US$ 10 000 per person per year. Because generic products 
rapidly penetrated the market, first-line regimens range in price from US$ 494 to US$ 
3711 per person per year and second-line regimens from US$ 1090 to US$ 5722.

•  Assessment of overall health sector response and capacity. The overall capacity of 
the health sector to provide antiretroviral therapy is very limited. Antiretroviral therapy 
is provided in three government hospitals and through one small programme run by 
Médecins Sans Frontières. The Round 1 grant from the Global Fund to Fight AIDS, 
Tuberculosis and Malaria will support scaling up antiretroviral therapy, including 
establishing antiretroviral therapy by trained personnel in seven regions with 
cascade training to follow.

•  Critical issues and major challenges. Marginalization of and discrimination against 
drug users remains a major obstacle to identifying individuals needing treatment, 
encouraging them to seek treatment services and providing quality care. Coordination 
and links between drug dependence treatment services, outreach programmes, 
tuberculosis services and HIV/AIDS prevention and treatment services need to be 
strengthened to ensure the comprehensive management of people living with HIV/
AIDS. Although clinicians have been trained in readiness for scaling up antiretroviral 
therapy, procurement of antiretroviral drugs still depends on the availability of donor 
funds and strengthening systems for drug procurement and supply management.
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4. Resource requirements and funds committed for 
scaling up antiretroviral therapy in 2004–2005

•  Ukraine was successful in its Round 1 application to the Global Fund to Fight AIDS, 
Tuberculosis and Malaria, with a total of US$ 92 million requested over five years 
and US$ 17.35 million approved for the first two years. The treatment and care 
component of the proposal is budgeted at about US$ 62 million, with the Ministry 
of Health proposed as principal recipient for the component. About US$ 7 million had 
been disbursed by May 2004. In January 2004 the grant was reprogrammed, and the 
International HIV/AIDS Alliance was appointed interim principal recipient. It is proposed 
that the grant cover antiretroviral therapy for 2100 people from 2004 to March 2005. 
The number of people to be covered for 2005 has not yet been agreed.

•  The World Bank has provided a US$ 60 million loan to Ukraine for implementing 
the US$ 72 million Ukraine Tuberculosis and AIDS Epidemic Control Project. This 
Project includes developing treatment protocols, treating pregnant women to 
prevent mother-to-child transmission, treating opportunistic infections, training staff, 
strengthening laboratories and conducting a small antiretroviral therapy pilot project. 
Total funding for HIV/AIDS treatment is US$ 4 million.

•  WHO estimates that the total funding required to support scaling up antiretroviral 
therapy to reach the “3 by 5” treatment target of 22 500 is between US$ 242 
million and US$ 246 million. It is anticipated that funding available for scaling up 
antiretroviral therapy during 2004–2005 could include about US$ 27.4 million from 
the Global Fund to Fight AIDS, Tuberculosis and Malaria grant and about US$ 1 
million from bilateral partners. Taking into account the funds committed to date to 
support scaling up antiretroviral therapy, WHO estimates that the total funding gap 
for Ukraine to reach 22 500 people by the end of 2005 is between US$ 214 and 
US$ 218 million.

6. Implementation partners involved in scaling up 
antiretroviral therapy

•  Leadership and management. The Ministry of Health has overall responsibility for 
national HIV/AIDS policy, programming and management. The Ministry of Health 
led a strategic planning process that resulted in the development of the National 
AIDS Programme for 2004–2008. The Country Coordinating Mechanism provides 
a mechanism for coordinating the activities of partners. The Vice-Prime Minister 
is co-chair of the Country Coordinating Mechanism and Head of the Government 
Commission on HIV/AIDS. The Expanded United Nations Theme Group on HIV/AIDS 
in Ukraine complements the coordination efforts of the Country Coordinating 
Mechanism. The International HIV/AIDS Alliance, as the interim principal recipient 
for the Global Fund to Fight AIDS, Tuberculosis and Malaria grant, is responsible 
for managing the grant and facilitating the coordination of implementation. WHO 
and UNAIDS play important roles in providing technical assistance for developing 
national plans and guiding policy.

•  Antiretroviral therapy service delivery. The Ministry of Health provides overall 
leadership in delivering antiretroviral therapy services, primarily through 
government AIDS centres. WHO provides technical assistance to the Ministry of 
Health in procuring drugs, and the International HIV/AIDS Alliance, as principal 
recipient, is managing procurement related to the Global Fund to Fight AIDS, 
Tuberculosis and Malaria grant. WHO provides normative guidance for activities 
related to scaling up antiretroviral therapy, including antiretroviral therapy 
guidelines, HIV testing and counselling, laboratory services, drug dependence 
treatment and outreach to drug users. Capacity-building is supported through 
the World Bank loan and the Knowledge Hub for the Care and Treatment of 
HIV/AIDS in Eurasia (based in Kiev). The United States Agency for International 
Development, WHO and UNFPA support testing and counselling activities.

7. WHO support for scaling up antiretroviral therapy

WHO’s response so far

•  Providing technical and financial assistance for developing HIV/AIDS treatment 
protocols for Ukraine

•  Supporting the development of a National HIV/AIDS Treatment and Care Plan 
as part of the overall national HIV/AIDS plan

•  Providing technical assistance for drug procurement and supply management
•  Providing technical assistance in developing national standards for HIV testing 

and counselling
•  Supporting the establishment of a pilot project on HIV and tuberculosis in 

Donetsk
•  In collaboration with GTZ, establishing the Knowledge Hub for the Care and 

Treatment of HIV/AIDS in Eurasia (in Kiev) to support regional capacity-building, 
including: adapting HIV/AIDS treatment and care tools and guidelines locally 
and regionally; developing training curricula and materials; providing training 
for trainers and HIV/AIDS care providers; and establishing a subregional 
network of HIV/AIDS treatment and care experts and institutions

•  Providing technical support for planning for the implementation of the Global 
Fund to Fight AIDS, Tuberculosis and Malaria grant and the Ukraine Tuberculosis 
and AIDS Epidemic Control Project supported through the World Bank loan

Key areas for WHO support in the future

•  Establishing a “3 by 5” country team in the WHO Country Office to support the 
government and other partners in scaling up antiretroviral therapy

•  Assisting the government in finalizing the National HIV/AIDS Treatment and 
Care Plan, including an operational plan for scaling up antiretroviral therapy

•  Strengthening the capacity of the Knowledge Hub for the Care and Treatment of 
HIV/AIDS in Eurasia to expand training, with a focus on HIV/AIDS clinicians

•  Continuing to provide technical assistance for strengthening systems for 
procuring drugs and supply chain management

Staffing input for scaling up antiretroviral therapy 
and accelerating prevention

•  Current WHO Country Office staff responsible for HIV/AIDS and sexually 
transmitted infections include one National Programme Officer for HIV/AIDS, and 
the recruitment of an international “3 by 5” Country Officer is currently underway.

•  Additional staff needs identified include: one international medical officer and 
one National Programme Officer to focus on delivering antiretroviral therapy; one 
National Programme Officer to support community mobilization efforts; and one 
National Programme Officer to support monitoring and evaluation and strategic 
information management.

UKRAINE SUMMARY COUNTRY PROFILE FOR HIV/AIDS TREATMENT SCALE-UP

For further 
information, 
please contact:
World Health Organization
Department of HIV/AIDS

“3 by 5” Help Desk
E-mail: 3by5help@who.int
Tel.: +41 22 791 1565
Fax: +41 22 791 1575
www.who.int/3by5

5. Antiretroviral therapy coverage

•  Ukraine’s total treatment need for 2005 is estimated to be 45 000 people, and 
the WHO “3 by 5” treatment target is 22 500 by 2005. The government has 
declared a national treatment target of providing antiretroviral therapy to 2 100 
people by the end of 2005.

•  As of June 2004, an estimated 170 people were receiving therapy. 
•  As of June 2004, the Ministry of Health is providing antiretroviral therapy 

for 137 people and is relying on donor funds to significantly expand the 
programme. An additional 10–15 people are being treated through regional 
health budgets in Kiev and Odessa. Médecins Sans Frontières supports a small 
treatment programme in Odessa covering antiretroviral therapy for about 42 
people, including children.

•  Community mobilization. The Global Fund to Fight AIDS, Tuberculosis and Malaria 
and the World Bank support significant community mobilization activities. The 
International HIV/AIDS Alliance, other international nongovernmental organizations, 
UNAIDS and the European Union support the building of capacity among people 
living with HIV/AIDS and community organizations. A range of nongovernmental 
and community-based organizations represent the interests of affected and 
vulnerable populations, including people living with HIV/AIDS and drug users.

•  Strategic information. The National AIDS Prevention Center is involved in 
operational research and tracking patients. UNAIDS has supported the Ministry of 
Health in developing the national HIV/AIDS monitoring and evaluation system. WHO 
is providing technical assistance for monitoring antiretroviral drug resistance.

This country profile was developed 
in collaboration with national authorities, 

the WHO Country Office for Ukraine 
and the WHO Regional Office for Europe.
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VIET NAM July 2004

WHO estimate of number of people requiring treatment – end 2005: 22 000
Antiretroviral therapy target declared by country: 15 000 by 2005

2. HIV indicators
 Date Estimate Source

Adult prevalence of HIV/AIDS (15–49 years) 2003 0.2 – 0.8% WHO/
UNAIDS

Estimated number of people living with 
HIV/AIDS (0–49 years) 2003 110 000 – 

360 000
WHO/

UNAIDS

Cumulative number of reported AIDS cases 2001 5 332 WHO/
UNAIDS

Reported number of people receiving 
antiretroviral therapy (15–49 years)

June 
2004 1 000 WHO

Estimated total number needing antiretroviral 
therapy in 2005 2003 22 000 WHO/

UNAIDS

HIV testing and counselling sites: number of 
sites

not 
available

HIV testing and counselling sites: number of 
people tested at all sites

not 
available

Prevalence of HIV among adults with 
tuberculosis (15–49 years) 2002 1.8% WHO

1. Demographic and socioeconomic data
Date Estimate Source

Total population (millions) 2004 82.5 United 
Nations

Population in urban areas (%) 2003 25.5 United 
Nations

Life expectancy at birth (years) 2002 69.6 WHO

Gross domestic product per capita (US$ ) 2001 415 United 
Nations

Government budget spent on health care (%) 2001 6.1 WHO

Per capita expenditure on health (US$) 2001 21 WHO

Human Development Index 2001 0.688 UNDP

3. Situation analysis

• Epidemic level and trend and gender data. Viet Nam is facing a rapidly growing HIV 
epidemic that is beginning to extend beyond initial concentrations in networks of 
injecting drug users and sex workers. The first case of HIV infection was detected in 
1990. By 2002, more than 10 000 people were becoming infected per year, and the 
epidemic had expanded to all 61 provinces of Viet Nam, with HIV detected in 93% of 
districts and 49% of communes. Viet Nam is still in a concentrated epidemic stage, 
but there is clear spread to the general population, with sentinel surveillance showing 
HIV seroprevalence of more than 1% among antenatal women in four provinces.

• Major vulnerable and affected groups. Viet Nam’s HIV/AIDS epidemic affects mainly 
young people: 63% of those infected at the end of 2002 were 20–29 years old. It is 
largely concentrated among injecting drug users and their partners and sex workers 
and their clients. Fifty to sixty per cent of the total reported people living with HIV/AIDS 
are injecting drug users. The national average HIV prevalence among injecting drug 
users increased from 9.4% in 1996 to 29.3% in 2002; in some provinces, the HIV 
prevalence among injecting drug users has reached 60–70%.

• Policy on HIV testing and treatment. Viet Nam is strongly committed to ensuring a 
vigorous response to the HIV/AIDS epidemic, and political involvement is evident 
at the highest level. In February 2003, the Prime Minister signed a directive on 
strengthening HIV/AIDS prevention and control that includes prevention, care and 
treatment in a multisectoral framework. The Prime Minister approved the National 
Strategy on HIV/AIDS for 2004–2010 with a Vision to 2020. The National Strategy 
allows for the first time the provision for harm reduction activities among injecting 

drug users and female sex workers and also refers to comprehensive antiretroviral 
therapy and care services for people living with HIV/AIDS among its priorities. The 
notion of voluntary counselling was only recently introduced in Viet Nam, with the 
development of counselling centres all over the country. Guidelines on antiretroviral 
therapy developed a few years ago recommended the use of only two drugs, but these 
guidelines are now being revised and will follow WHO recommended guidelines.

• Antiretroviral therapy: first-line drug regimen, cost per person per year. 
Antiretroviral therapy is not currently available beyond a few small pilot projects. 
Antiretroviral therapy is only accessible to a small number of people who can afford 
to pay the high cost of treatment, estimated to be US$ 700–900 per year for the 
locally produced two-drug combination lamivudine + zidovudine.

• Assessment of overall health sector response and capacity. Overall health 
indicators in Viet Nam are quite good given its low gross domestic product per 
capita. Viet Nam has demonstrated its capacity to manage several infectious 
diseases, including severe acute respiratory syndrome. Viet Nam has the advantage 
of having an extensive network for health care and myriad community-based 
organizations. However, the capacity of the various levels of the governmental 
structures administering and leading HIV/AIDS work in Viet Nam needs to be built 
to keep pace with the implementation of scaling up antiretroviral therapy. Capacity-
building for scaling up antiretroviral therapy in both managerial and technical areas 
will require the support and coordination of many different in-country partners.
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4. Resource requirements and funds committed for 
scaling up antiretroviral therapy in 2004–2005

• WHO estimates that the total funding required to support scaling up antiretroviral 
therapy to reach the WHO “3 by 5” treatment target of 11 000 people by 2005 is 
between US$ 50 million and US$ 56 million. 

• The government has committed about US$ 2.7 million to fund activities for scaling 
up antiretroviral therapy during 2004–2005. Round 1 funding from the Global Fund 
to Fight AIDS, Tuberculosis and Malaria was recently made available to Viet Nam 
and will permit immediate start-up of activities that will lay the basis for scaling 
up, including initially procuring antiretroviral drugs and establishing services in 
15 antiretroviral therapy sites linked to prevention services in five highly affected 
provinces. It is estimated that the Global Fund grants will provide about US$ 6 
million for scaling up antiretroviral therapy during 2004–2005.

• Taking into account funds committed to date to support scaling up antiretroviral 
therapy, WHO estimates that the total funding gap for Viet Nam to reach 11 000 
people by the end of 2005 is between US$ 42 million and US$ 47.6 million.

6. Implementation partners involved in scaling up 
antiretroviral therapy

• Leadership and management. The Ministry of Health (with support from United 
Nations agencies and the Ministry of Labour, Invalids and Social Affairs) 
is responsible for the overall coordination and management of the national 
antiretroviral therapy programme, including the legal and policy framework, 
determining the costs of scaling up and raising the funds to achieve this, human 
resource planning, strengthening the health system, delivering antiretroviral therapy 
services and strategic information.

• Antiretroviral therapy service delivery. Under the leadership and coordination of the 
Ministry of Health, the Clinton Foundation and United Nations agencies provide 
support for procuring antiretroviral drugs. The United States Centers for Disease 
Control and Prevention and the French project ESTHER (Ensemble pour une 
Solidarité Thérapeutique Hospitalière En Réseau) support overall capacity-building 
activities, in-service training of service providers, the development of normative 
guidelines and testing and counselling activities. ESTHER is also beginning small-
scale antiretroviral therapy in Hanoi, Ho Chi Minh City and Haiphong.

• Community mobilization. Community-based organizations lead work related to 
building the capacity of groups of people living with HIV/AIDS and to promoting 
adherence and psychosocial support with contributions from international 
nongovernmental organizations. The Ministry of Health provides leadership for 
programme communication and advocacy at the community level as well as material 
(that is, nutrition) support.

• Strategic information. WHO supports the Ministry of Health in implementing 
activities related to monitoring, antiretroviral drug resistance, tracking patients, 
operational research and information management.

7. WHO support for scaling up antiretroviral therapy

WHO’s response so far
• Assessing the national antiretroviral therapy programme in the context of the 

“3 by 5” strategy, especially identifying opportunities and gaps
• Assisting in procuring antiretroviral drugs, especially as related to patent issues
• Developing a national operational plan for scaling up antiretroviral therapy 

focusing on the role of partners
• Assessing needs with regard to harm reduction interventions, including 

antiretroviral therapy for injecting drug users
• Conducting final selection with the Ministry of Health of 15 sites for 

antiretroviral therapy services in 2004, site-focused operational planning 
meetings to define resource needs and timelines, operational planning with 
partners to define the support they can provide (or are providing) at each site 
and elaborating essential operational research agenda to be carried out in 
these first-phase sites

Key areas for WHO support in the future
• Establishing a “3 by 5” team in the WHO Country Office to support the 

government and other partners in scaling up antiretroviral therapy
• Providing continued support for procuring antiretroviral drugs, including 

capacity-building in price negotiation, prequalification, how to procure 
antiretroviral drugs at reasonable prices now (with Round 1 funds from the 
Global Fund to Fight AIDS, Tuberculosis and Malaria) and planning for longer-
term procurement or local production (prequalification)

• Developing national standards for HIV/AIDS treatment and care for different 
levels of the health care system, including national guidelines on antiretroviral 
therapy

• Planning for capacity-building
• Developing a harm reduction plan (overlapping antiretroviral therapy issues)
• Supporting the development of communication and advocacy strategies
• Supporting the strengthening of laboratory services
• Developing a national monitoring and evaluation system for the antiretroviral 

therapy programme, including patient tracking
• Developing community-based approaches that will integrate harm reduction, 

drug dependence treatment and antiretroviral therapy
• Drafting a detailed “3 by 5” operational plan for 2004, including a framework 

for scaling up in 2005

Staffing input for scaling up antiretroviral therapy 
and accelerating prevention

• Current WHO Country Office staff responsible for HIV/AIDS and sexually 
transmitted infections include one National Programme Officer in the position 
of technical officer as well as one full-time medical officer. Recruitment of an 
international “3 by 5” Country Officer is currently underway.

VIET NAM SUMMARY COUNTRY PROFILE FOR HIV/AIDS TREATMENT SCALE-UP

For further 
information, 
please contact:
World Health Organization
Department of HIV/AIDS

“3 by 5” Help Desk
E-mail: 3by5help@who.int
Tel.: +41 22 791 1565
Fax: +41 22 791 1575
www.who.int/3by5

5. Antiretroviral therapy coverage

• Viet Nam’s total treatment need for 2005 is estimated to be 22 000 people, 
and the WHO “3 by 5” treatment target was set at 11 000 people (based on 
50% of estimated need). In 2003, the government supported the provision of 
antiretroviral therapy to about 1000 people.

• With technical assistance from WHO, the Ford Foundation and others, Viet Nam 
has declared a national target of providing 15 000 people with antiretroviral 
therapy by the end of 2005. At least 15 sites are expected to begin providing 
antiretroviral therapy during an initial implementation phase in 2004.

• Viet Nam was recently added as the 15th focus country of the United States 
President’s Emergency Plan for AIDS Relief. The Emergency Plan interventions 
in Viet Nam through non-governmental organizations could provide treatment 
for an estimated 13 000 people living with HIV/AIDS.

This country profile was developed 
in collaboration with national authorities, 

the WHO Country Office for Viet Nam and the 
WHO Regional Office for the Western Pacific.

• Critical issues and major challenges. The main barrier to scaling up is the cost of the 
antiretroviral drugs. With financing from the Global Fund to Fight AIDS, Tuberculosis 
and Malaria to purchase drugs, capacity and stigma issues can be tackled, as Viet 
Nam now has strong political commitment to ensuring equity of access. Regulatory 
barriers also need to be overcome. The patent status of the main drugs recommended 
for first- and second-line treatment is not clear, which limits procurement options. If 
patents restrict the import of generic antiretroviral drugs, the prices will have to be 
negotiated with patent drug manufacturers, likely leading to higher costs.
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ZAMBIA July 2004

WHO estimate of number of people requiring treatment – end 2005: 140 000
Antiretroviral therapy target declared by country: 100 000 by 2005

2. HIV indicators
 Date Estimate Source

Adult prevalence of HIV/AIDS (15–49 years) 2003 13.5 – 
20.0%

WHO/
UNAIDS

Estimated number of people living with 
HIV/AIDS (0–49 years) 2003 730 000 – 

1 100 000
WHO/

UNAIDS

Cumulative number of reported AIDS cases 2001 44 942 WHO/
UNAIDS

Reported number of people receiving 
antiretroviral therapy (15–49 years)

June 
2004 8 500 WHO

Estimated total number needing antiretroviral 
therapy in 2005 2003 140 000 WHO/

UNAIDS

HIV testing and counselling sites: number of 
sites

not 
available

HIV testing and counselling sites: number of 
people tested at all sites

not 
available

Prevalence of HIV among adults with 
tuberculosis (15–49 years) 2002 62.2% WHO

1. Demographic and socioeconomic data
Date Estimate Source

Total population (millions) 2004 10.9 United 
Nations

Population in urban areas (%) 2003 35.8 United 
Nations

Life expectancy at birth (years) 2002 39.7 WHO

Gross domestic product per capita (US$ ) 2001 342 IMF

Government budget spent on health care (%) 2001 13.5 WHO

Per capita expenditure on health (US$) 2001 19 WHO

Human Development Index 2001 0.386 UNDP

3. Situation analysis

• Epidemic level, trend and gender data. Zambia has a generalized HIV/AIDS 
epidemic that appears to be stabilizing. The Zambia Demographic Health Survey, 
2001–2002 estimates that the national HIV seroprevalence among people 15–49 
years old is about 16%. It is considerably higher among women (18%) than among 
men (13%) and higher in urban populations (25–35%) than in rural populations 
(8–16%). Zambia has an estimated 1 million people living with HIV/AIDS. The 
HIV/AIDS epidemic is estimated to have resulted in at least 600 000 orphans. HIV/
AIDS morbidity and mortality also results in an estimated 50% of general hospital 
admissions and more than 70% of specialized medical hospital admissions.

• Major vulnerable and affected groups. Women are one of the major vulnerable 
groups. According to the Zambia Demographic Health Survey, 2001–2002, women 
account for 54% of all people living with HIV/AIDS. HIV infection is also high among 
both men and women 15–49 years old, the most economically productive age. The 
HIV prevalence among girls 14–19 years old is six times that of boys in the same 
age group. Women 20–29 years old are also vulnerable, as are orphans and other 
vulnerable children. Other vulnerable groups are military personnel, sex workers, 
truckers, fisheries workers and fishmongers.

• HIV testing and treatment policy. The HIV testing policy requires full pretest counselling. 
The government has recently decided that diagnostic testing and counselling should 
be offered to sick people as part of a comprehensive HIV/AIDS care package. It is also 
considering putting in place a policy of opt-out HIV testing to further expand access 
to HIV testing. In 2002, the government decided to make antiretroviral therapy widely 
available to everyone needing treatment and allocated US$ 3 million to purchase 

antiretroviral drugs for 10 000 people, to be provided through the public health service.
• Antiretroviral therapy: first-line drug regimen, cost per person per year. The main first-

line antiretroviral drug regimen is stavudine + lamivudine + nevirapine in accordance 
with WHO recommendations, with a fixed-dose combination being widely used. 
The regimen comprising zidovudine + lamivudine + nevirapine is also a recognized 
first-line regimen but less commonly used. The cost of the main regimen averages 
US$ 480 per person per year but is subsidized by the government.

• Assessment of overall health sector response and capacity. The government is highly 
politically committed to addressing HIV/AIDS. Several national support structures 
have been put in place, including a high-level Cabinet Committee on HIV/AIDS, 
which provides policy direction and regularly reports to the Cabinet on HIV/AIDS 
issues. The National HIV/AIDS/STI/TB Council (NAC), established in December 
2002, coordinates the national multisectoral response, one component of which is the 
health sector response. Zambia has also developed policies, planning frameworks, 
guidelines and protocols to guide the national response. A national HIV/AIDS policy 
is being finalized. A national strategic plan for intervention in HIV/AIDS and sexually 
transmitted infections has been developed and the costs determined, and it includes 
a component on scaling up care and treatment. Zambia has been scaling up the 
health sector response to HIV/AIDS through several initiatives, including the Poverty 
Reduction Strategy Programme, the Highly Indebted Poor Country Initiative, the 
Zambia Social Investment Fund, the Zambia National Response to HIV/AIDS Project 
(funded through the World Bank Multi-Country HIV/AIDS Program for Africa) and 
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4. Resource requirements and funds committed for 
scaling up antiretroviral therapy in 2004–2005

• WHO estimates that the total funding required to support scaling up antiretroviral 
therapy to reach the WHO “3 by 5” treatment target of 70 000 people by the end of 
2005 is between US$ 228 million and US$ 248 million.

• In 2003, the government allocated US$ 3 million from the national budget to purchase 
antiretroviral drugs. The same amount is committed to scaling up antiretroviral 
therapy in both 2004 and 2005.

• Preliminary estimates indicate that the United States President’s Emergency Plan 
for AIDS Relief may commit up to US$ 125 million for 2004–2005.

• The Global Fund to Fight AIDS, Tuberculosis and Malaria granted Zambia US$ 92 
million over five years for HIV/AIDS in Round 1. It is estimated that about US$ 13.5 
million of this amount will be committed to  scaling up antiretroviral therapy during 
2004–2005. There are plans to reprogramme the grant to match current needs.

• The Country Coordinating Mechanism has submitted a proposal for US$ 253 
million over five years to the Global Fund to Fight AIDS, Tuberculosis and Malaria 
for Round 4 with a focus on scaling up access to treatment.

• The World Bank granted Zambia US$ 42 million under the second Multi-Country 
HIV/AIDS Program for Africa (MAP2). The grant includes an antiretroviral therapy 
component in the context of MTCT-Plus through which both mothers and fathers 
will have access to treatment.

• Other sources of support include the Japan International Cooperation Agency, 
the United States Centers for Disease Control and Prevention, nongovernmental 
organizations and United Nations agencies.

• Taking into account funds committed to date for scaling up antiretroviral therapy, 
WHO estimates that the total funding gap for Zambia to reach 70 000 people by the 
end of 2005 is between US$ 63 and US$ 83 million.

6. Implementation partners involved in scaling up 
antiretroviral therapy

• Leadership and management. The NAC coordinates the national multisectoral response to 
HIV/AIDS. The Ministry of Health sets health policy related to HIV/AIDS, and the Central 
Board of Health is contracted to implement the health sector response to HIV/AIDS. The 
NAC has established national technical working groups, which include the Implementation 
of Care and Treatment Technical Working Group. This is composed of technical experts 
in care and treatment from various stakeholder organizations, including the public, 
nongovernmental organizations, faith-based organizations and the private sector, and 
provides technical guidance to the national coordinating bodies, including the NAC and 
the Central Board of Health. WHO is supporting the development of a national operational 
plan for scaling up antiretroviral therapy. The United Kingdom Department for International 
Development, the United States Centers for Disease Control and Prevention, the European 
Commission and other bilateral partners support the strengthening of the health system.

7. WHO support for scaling up antiretroviral therapy

WHO’s response so far
• Conducting a WHO scoping mission in October 2003 to assess the situation of 

antiretroviral therapy implementation and to identify opportunities for rapidly 
scaling up antiretroviral therapy programmes and areas for WHO support

• Providing technical assistance to the Central Board of Health, the National AIDS 
Council and other partners in developing a comprehensive national plan for scaling 
up antiretroviral therapy

• Providing technical assistance to the Country Coordinating Mechanism for 
developing a Round 4 proposal for the Global Fund to Fight AIDS, Tuberculosis 
and Malaria with a focus on HIV/AIDS treatment and care and to accelerate the 
disbursement and implementation of the Round 1 grant

• As part of the WHO/OPEC Fund Multi-country Initiative on HIV/AIDS, supporting the 
strengthening of community- and home-based care for people living with HIV/AIDS 
in five districts (Kasama, Mansa, Chipata, Mazabuka and Mongu) and supporting 
building institutional capacity at the central and district levels to coordinate and 
monitor activities

Key areas for WHO support in the future
• Establishing a “3 by 5” country team to support the government and all 

partners in scaling up antiretroviral therapy
• Providing technical assistance for streamlining the procurement and supply 

management of antiretroviral drugs and diagnostics
• Providing technical assistance in approaches to increasing the use of antiretroviral 

therapy and addressing issues of equity of access to treatment
• Providing technical assistance to the government in reviewing policies and 

normative documents and standards on HIV/AIDS treatment and care for different 
levels of the health care system (primary, secondary and tertiary)

• Collaborating with the World Food Programme to ensure adequate food aid and 
nutritional support for people receiving antiretroviral therapy

• Providing technical assistance to develop a communication strategy for antiretroviral 
therapy

• Providing technical assistance to develop a national plan for building human 
resources capacity

Staffing input for scaling up antiretroviral therapy and 
accelerating prevention

• Current WHO Country Office staff responsible for HIV/AIDS and sexually transmitted 
infections include one National Programme 
Officer for HIV/AIDS, and the recruitment of 
an international “3 by 5” Country Officer is 
currently underway.

• Additional staffing needs identified include 
three National Programme Officers to be 
seconded to the Central Board of Health 
to support scale-up activities.

ZAMBIA SUMMARY COUNTRY PROFILE FOR HIV/AIDS TREATMENT SCALE-UP

For further 
information, 
please contact:
World Health Organization
Department of HIV/AIDS

“3 by 5” Help Desk
E-mail: 3by5help@who.int
Tel.: +41 22 791 1565
Fax: +41 22 791 1575
www.who.int/3by5

5. Antiretroviral therapy coverage

• Zambia’s total treatment need for 2005 is estimated to be 140 000 people, and the 
WHO “3 by 5” treatment target is 70 000 people (based on 50% of estimated need).

• The government declared a national treatment target of 100 000 by 2005. The 
government’s national antiretroviral therapy programme began in 2002 with two pilot sites 
at the University Teaching Hospital and Ndola Central Hospital. It has since expanded to all 
provincial hospitals and 33 district hospitals. As of June 2004, an estimated 5000 people 
were accessing antiretroviral therapy through the public sector, and another 3500 people 
were estimated to be accessing antiretroviral therapy through the private sector.

• National estimates project an additional antiretroviral therapy coverage to 4000 people 
per year through the MTCT-Plus project funded by the World Bank Multi-Country 
HIV/AIDS Program (MAP2) and to 20 000 people per year with funds from a Round 1 
grant from the Global Fund to Fight AIDS, Tuberculosis and Malaria.

• The Global Fund to Fight AIDS, Tuberculosis and Malaria Round 4 proposal  includes 
the provision of antiretroviral therapy for 25 000 people in the first year and 105 000 
people by the fifth year.

•  Antiretroviral therapy service delivery. The Central Board of Health is the lead agency in 
delivering antiretroviral therapy services. It supervises and provides technical support to 
a network of government and health facilities and district health services. The Churches 
Health Association of Zambia coordinates the programmes of faith-based hospitals. 
Numerous private practitioners provide antiretroviral therapy. WHO provides normative 
support for developing tools and guidelines (such as guidelines on antiretroviral 
therapy; HIV testing and counselling; and laboratory services). WHO and the United 
States Centers for Disease Control and Prevention support capacity-building activities. 
UNICEF supports procurement and capacity-building for supply management.

• Community mobilization. Care-related activities performed by nongovernmental 
organizations and community-based organizations include home-based care, voluntary 
counselling and testing and psychosocial support. The Network of Zambian People 
Living with HIV/AIDS has branches in all districts. The International HIV/AIDS Alliance 
provides technical support to community groups in antiretroviral therapy support and 
strengthening community- and home-based care programmes. WHO and UNICEF are 
supporting the development of a communication strategy for antiretroviral therapy.

• Strategic information. The Central Board of Health coordinates efforts in surveillance, 
monitoring and evaluation of antiretroviral therapy services. Other key institutions 
include the University Teaching Hospital and the Tropical Diseases Research Centre. 
WHO, UNAIDS and the United States Centers for Disease Control and Prevention 
provide technical guidance.

This country profile was developed 
in collaboration with national authorities, 

the WHO Country Office for Zambia 
and the WHO Regional Office for Africa.

the Global Fund to Fight AIDS, Tuberculosis and Malaria grant from Round 1. This 
response includes voluntary counselling and testing, providing antiretroviral therapy, 
developing home-based care, managing opportunistic infections, strengthening 
laboratory capacity, ensuring blood safety, managing sexually transmitted infections 
and encouraging multisectoral behaviour change.

• Issues and challenges. The major challenge to scaling up antiretroviral therapy in 
Zambia is to guarantee continued funding for drugs and supplies. A crucial challenge 
to the programme of scaling up treatment is the low rate of disbursement of pledged 
funds. Another significant challenge is the lack of human resources. Much stigma is still 
associated with HIV/AIDS, limiting the number of people who seek HIV testing and care.
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ZIMBABWE July 2004

WHO estimate of number of people requiring treatment – end 2005: 290 000
Antiretroviral therapy target declared by country: 55 000 by 2005

2. HIV indicators
 Date Estimate Source

Adult prevalence of HIV/AIDS (15–49 years) 2003
21.7 – 
27.8%

WHO/
UNAIDS

Estimated number of people living with 
HIV/AIDS (0–49 years)

2003
1 500 000 – 
2 000 000

WHO/
UNAIDS

Cumulative number of reported AIDS cases 2001 74 782
WHO/

UNAIDS

Reported number of people receiving 
antiretroviral therapy (15–49 years)

June 
2004

6 000 WHO

Estimated total number needing antiretroviral 
therapy in 2005

2003 290 000
WHO/

UNAIDS

HIV testing and counselling sites: number of 
sites

not 
available

HIV testing and counselling sites: number of 
people tested at all sites

not 
available

Prevalence of HIV among adults with 
tuberculosis (15–49 years)

2002 75.3% WHO

1. Demographic and socioeconomic data
Date Estimate Source

Total population (millions) 2004 12.9
United 
Nations

Population in urban areas (%) 2003 34.7
United 
Nations

Life expectancy at birth (years) 2002 37.9 WHO

Gross domestic product per capita (US$ ) 2001 719 IMF

Government budget spent on health care (%) 2001 8 WHO

Per capita expenditure on health (US$) 2001 45 WHO

Human Development Index 2001 0.496 UNDP

3. Situation analysis

•  Epidemic level and trend and gender data. Zimbabwe is experiencing a 
generalized HIV epidemic. Each day an estimated 564 adults and children 
become infected with HIV. The prevalence of HIV in the adult population (15–49 
years) is currently estimated to be about 24.6%. The total number of adults and 
children living with HIV/AIDS is about 1.8 million. About 50% of the people living 
with HIV/AIDS are infected during adolescence and young adulthood. The number 
of children who have been made orphans by HIV/AIDS is currently estimated to be 
761 000, and this figure is projected to reach 1 million by 2005.

•  Major vulnerable and affected groups. Women are disproportionately affected 
by HIV/AIDS, constituting 51% of the population and 53% of people living with 
HIV/AIDS in 2003. The estimated number of women living with HIV/AIDS has 
been higher than that for men since 1989, and the numbers of new infections 
among women have exceed those among men since 1989. The prevalence of 
HIV infection also varies with place of residence. The most affected areas (with 
average HIV prevalence of about 34.9%) are large-scale commercial farms, 
administrative centres, high-growth areas outside cities and towns, state lands 
and mines. Urban areas have an average HIV prevalence of 28.1% versus about 
20.9% in rural areas. Other groups severely affected by HIV/AIDS include women 
who engage in sex work, uniformed personnel and orphaned children.

•  Policy on HIV testing and treatment. HIV testing is provided within the context of 
voluntary testing and counselling, diagnostic testing (preventing mother-to-child 
transmission, opportunistic infections and antiretroviral therapy) and blood safety. 

Rapid tests are most frequently used, and other tests are used for quality assurance. 
There is no mandatory HIV testing. The country has a comprehensive response to 
HIV, especially for care and treatment, which includes treatment for opportunistic 
infections; community and home-based care and support; and antiretroviral 
treatment. In 2002, the government declared HIV/AIDS and the lack of antiretroviral 
therapy to be an emergency. The government intends to provide access to 
treatment to all people in need. However, because of resource constraints, a phased 
approach has to be adopted for scaling up antiretroviral therapy.

•  Antiretroviral therapy: first-line drug regimen, cost per person per year. Zimbabwe 
follows WHO-recommended treatment guidelines for antiretroviral therapy. The first-
line regimen is stavudine + lamivudine + nevirapine. The average cost is about US$ 
222 per person per year. There are currently two local manufacturers of generic 
antiretroviral drugs. All first-line and alternative generic drugs for antiretroviral 
therapy have been registered with the Medicines Control Authority of Zimbabwe.

•  Assessment of overall health sector response and capacity. Zimbabwe has an 
organized health system with reasonable infrastructure. A strong network of 
health facilities in both urban and rural areas serves as a ready platform for 
expansion. Tuberculosis clinics are already operating at all hospitals in the country. 
Special opportunistic infection services are being set up at major health facilities. 
Services for the prevention of mother-to-child transmission are delivered at 174 
sites throughout the country. Laboratory support is available, with two laboratories 
(Harare and Mpilo) capable of performing CD4 counts. Most hospitals can already 
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4. Resource requirements and funds committed for 
scaling up antiretroviral therapy in 2004–2005

•  WHO estimates that the total funding required to support scaling up antiretroviral 
therapy to reach the WHO “3 by 5” treatment target of 145 000 people by the end 
of 2005 is between US$ 319.5 million and US$ 380.5 million.

•  The government has committed an estimated US$ 4 million for the purchase of 
antiretroviral drugs.

•  Of the US$ 10.3 million (for 2 years) approved in Round 1 by the Global Fund to 
Fight AIDS, Tuberculosis and Malaria, about US$ 1.9 million is expected to support 
treatment scale-up for 2004–2005.

•  WHO estimates that the total funding gap for Zimbabwe to reach 145 000 people 
by the end of 2005 is between US$ 308 million and US$ 369 million.

6. Implementation partners involved in scaling up 
antiretroviral therapy

•  Leadership and management. There is strong political commitment to address HIV/
AIDS and expand antiretroviral therapy provision in Zimbabwe. A special tax for HIV/
AIDS (the National HIV/AIDS Levy) has been in existence since 1999. From funds 
generated by this tax, the government has been able to buy antiretroviral drugs 
worth about US$ 3 million. The National AIDS Council was created by Parliament 
and charged with the responsibility for overall multisectoral coordination of the 
response to HIV/AIDS in Zimbabwe. The National AIDS Council is also responsible 
for allocating resources for HIV/AIDS. It manages funds from the National HIV/AIDS 
Levy and is the principal recipient of the grant for HIV/AIDS of the Global Fund to 
Fight AIDS, Tuberculosis and Malaria. The AIDS and Tuberculosis Unit of the Ministry 
of Health and Child Welfare is the lead agency in scaling up antiretroviral therapy. 
It develops policies, plans, strategies and guidelines for providing antiretroviral 
therapy as well as coordinating with other implementing partners.

•  Antiretroviral therapy service delivery. Over 70 hospitals of different sizes operated 
by the government, nongovernmental organizations and the private sector have 
been identified for delivery of antiretroviral therapy. The Zimbabwe office of the 
United States Centers for Disease Control and Prevention provides technical 
support for a range of areas including reinforcing laboratory capacity, management 
capacity, surveillance and research. WHO provides normative guidance in 
developing treatment guidelines and other tools for delivering antiretroviral therapy. 
UNICEF is currently supporting the procurement of antiretroviral drugs, and the 
National Pharmaceutical Company is responsible for drug storage and distribution. 
The Medicines Control Authority of Zimbabwe is the drug regulatory authority.

•  Community mobilization. Several nongovernmental organizations are involved in 
community-related work. The nongovernmental organizations operate under the 
umbrella organizations Zimbabwe AIDS Network and the Zimbabwe National 
Network of People Living with HIV/AIDS. Other institutions involved in community 
mobilization include the Southern Africa HIV and AIDS Information Dissemination 
Service (SAfAIDS).

7. WHO support for scaling up antiretroviral therapy

WHO’s response so far

•  Conducting a scoping mission to Zimbabwe in February 2004 in collaboration 
with UNAIDS and the Ministry of Health and Child Welfare to assess the 
current status of antiretroviral therapy implementation and the opportunities 
for scaling up access to treatment and to identify areas for WHO support

•  Supporting the AIDS and Tuberculosis Unit of the Ministry of Health and Child 
Welfare and other partners in developing a comprehensive national plan for 
scaling up antiretroviral therapy

•  Supporting the Country Coordinating Mechanism in accelerating 
disbursement and implementation of the Round 1 funding from the Global 
Fund for AIDS, Tuberculosis and Malaria

•  As part of the WHO/Italian Initiative on HIV/AIDS in Sub-Saharan Africa, 
supporting the improvement of access to information on HIV prevention, 
sexual and reproductive health and infant feeding in the context of preventing 
mother-to-child transmission; making HIV counselling and voluntary testing 
available for couples, pregnant women and women contemplating pregnancy; 
and providing access to antiretroviral drug prophylaxis for the mother-to-child 
transmission of HIV and access to follow-up programmes for infants exposed 
to HIV transmission.

Key areas for WHO support in the future

•  Establishing a “3 by 5” country team to support the government and all 
partners in scaling up antiretroviral therapy

•  Providing technical assistance in setting up systems for patient tracking and 
monitoring and evaluating programmes

•  Assisting the government in reviewing policies and normative documents and 
standards on HIV/AIDS treatment and care for different levels of the health 
care system (primary, secondary and tertiary)

•  Providing technical support in developing systems for monitoring drug 
resistance

Staffing input for scaling up antiretroviral therapy 
and accelerating prevention

•  Current WHO Country Office staff responsible for HIV/AIDS and sexually 
transmitted infections include one National Programme Officer for HIV/AIDS, 
and the recruitment of an international “3 by 5” Country Officer is currently 
underway.

•  Additional staffing needs identified include two National Programme Officers, 
one Administrative Assistant, one Finance Officer, one Logistics Officer and one 
Secretary.

ZIMBABWE SUMMARY COUNTRY PROFILE FOR HIV/AIDS TREATMENT SCALE-UP

For further 
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5. Antiretroviral therapy coverage

•  Zimbabwe’s total treatment need for 2005 is estimated to be 290 000 people, 
and the WHO “3 by 5” treatment target is 145 000 (based on 50% of need).

•  The government’s declared national treatment target is 55 000 people by the 
end of 2005.

•  As of June 2004, an estimated 6000 people have access to treatment, of which 
most are catered for by private practitioners and largely via their own means.

•  Of this number, an estimated 760 people are catered for by operations research 
projects such as Development of Antiretroviral Therapy in Africa and the 
Zimbabwe AIDS Prevention Programme. Both are concentrated in urban areas. 
A rural faith-based organization also provides some treatment in Mutoko.

•  Strategic information. The Ministry of Health and Child Welfare is responsible for 
overall monitoring and evaluation of the programme and for operations research. 
Other agencies involved in generating strategic information include WHO, the United 
States Centers for Disease Control and Prevention and the University of Zimbabwe.
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carry out rapid HIV tests as well as full blood counts and chemistry. However, 
additional laboratory support (especially with regard to equipment and reagents) is 
still required. The National Microbiology Reference Laboratory at Harare Hospital 
is now equipped to perform viral load tests and plays a vital role in ensuring the 
quality control of supplies and reagents related to HIV/AIDS.

•  Critical issues and major challenges. The impact of HIV/AIDS, the prevailing harsh 
economic conditions and reduced donor support have all combined to severely 
strain the delivery of health services. The shortage of human resources is one of 
the major constraints, as trained health personnel continue to emigrate to other 
countries, and a growing number of other health workers succumb to HIV/AIDS. 
Shortage of drugs and supplies is another major constraint that is essentially due 
to high and rising costs and inadequate availability of foreign currency.


