
 
 

 

HIV AIDS-TUN 
In the Name of God, the Compassionate, the Merciful 

 

Message from 

 

DR HUSSEIN A. GEZAIRY 

REGIONAL DIRECTOR 

WHO EASTERN MEDITERRANEAN REGION 

to the 

REGIONAL CONSULTATION ON REDUCING RISK AND VULNERABILIT

HIV/AIDS IN COUNTRIES OF THE EASTERN MEDITERRANEAN REGI

 
Tunis, Tunisia, 29 May–1 June 2000  

 

 

 

Distinguished Participants, Ladies and Gentlemen, Dear Colleagues, 

 

It gives me great pleasure to welcome you to this first intercountry consu

addressing specific issues related to HIV vulnerability in the countries of the 

Mediterranean Region. This consultation provides us with the opportunity to take a fre

into each of these issues, to critically reflect, debate and review our current knowledg

the situations of risk in HIV/AIDS and to identify new strategies adaptable to our cont

culture.  

 

On this occasion, I would like to first extend my deepest thanks to the Governm

Tunisia and His Excellency Dr El-Hédi M’henni, Minister of Public Health, for hosti
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meeting and for all their efforts to support the preparations. I would also like to

UNAIDS, UNDP Tunis, and the WHO Mediterranean Centre for Vulnerability Reduct

their contribution, which will undoubtedly enrich our discussions and the outcome

meeting. I also extend my thanks to all of you for positively responding to our invitat

attending this consultation.  

 

Dear Colleagues, 

 

Let me begin by highlighting some of the threatening features of the HIV glo

regional epidemic and its changing dynamics, which have motivated us to convene tod

 

As you well know, AIDS affects every country in the world and the epide

frankly, out of control in many places. It is estimated that some 33.6 million men, wom

children are actually affected by HIV. More than 95% of them live in the developing

It is devastating to note that with every minute that passes, 11 new people are infecte

the virus. Although the global epicentre of AIDS continues to be sub-Saharan Afric

data suggest that in the near future Asia, the Pacific and Eastern Europe run the 

explosive epidemics. Not only is the epidemic curve rising sharply, but also, in just t

20 years since its emergence, AIDS has become one of the major infectious killers. La

alone, approximately 2.6 million people died of HIV-related diseases. AIDS contin

move up in the global ranking of all causes of death worldwide and ranks first in the 

burden in developing countries.  

 

The overwhelming tragedy of AIDS is that it targets young adults, and thus

cause of premature death and disability with devastating effect on the economy and

fabric of the affected communities and nations. Recent projections suggest th

expectancy in the 10 sub-Saharan African countries most affected by HIV/AIDS, wi

been reduced by more than 20 years by the year 2010 when compared to projections w

HIV/AIDS. 

 

Distinguished Colleagues,  

 

Deleted:  
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  AIDS challenges us in an unprecedented manner. What we observe in AIDS is 

uniform expression of a disease or a mere health problem, but a series of epidemic

with its own structure and dynamics. A variety of forces, including political and ec

transitions and their impact on lifestyles, youth expectations and social and health se

interact together to shape the different faces of AIDS. As a result, HIV and AIDS 

affect all regions and all groups equally. Those who are already disadvantaged econom

politically and socially are often those most vulnerable to HIV.  

 

Over the past few years we have observed globally, HIV epidemics of trem

dimensions arise amidst poverty, migration and war. Poor economic and social devel

often triggers the unfortunate development of prostitution and illicit drug taking, and

know the impact of these practices for spread of HIV in those places where pro

measures are not initiated early. Likewise, social environments promoting exclusion, p

complacency and secrecy hinder those most in need from gaining access to informatio

services and, thus, protection.  

 

What we have learned in relation to successful HIV prevention and care strate

that the first constructive steps lie in understanding the social dimensions of the ep

breaking down the walls of silence and stigma, and nurturing safer environme

vulnerable individuals and communities. 

 

Dear Colleagues, 

 

Even in our region, which is privileged in its strong culture and firm re

beliefs, there is no doubt about the fact that HIV has made its inroads silent

defiantly. It is true that the spread of HIV in most of the countries of the 

Mediterranean Region has been at a much slower rate than in other parts of the wo

it is, nevertheless, steady.  

 

Around 220 000 people in the Region are estimated to have been affected

virus by the end of 1999. In a few places, such as Djibouti and some parts of Sud

Somalia, there are already signs of an advanced epidemic. Although notification o

risk sexual and other HIV-related behaviour remains a sensitive matter, sexual co
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by far the most commonly reported mode of transmission in the Region. S

transmitted diseases are not uncommon. It is estimated that around 10 million case

in this Region every year. This substantiates the fact that HIV-related high-risk

behaviour is not uncommon.  
 

However, the epidemic in the Region is more complex still. While its p

remains low in the general population, HIV is gaining a foothold in specific pop

groups and in relation to special situations. In particular, patients with sexually tran

diseases and tuberculosis, prisoners, female prostitutes, migrants and drug injector

increased levels of infection. If left unchecked, the epidemic among these vul

populations has the potential to develop into explosive situations, which will aff

community as a whole. Injecting drug use in particular may fuel the next wave of t

epidemic in the Region. It is reported to be frequently associated with HIV/A

Bahrain, Egypt, Islamic Republic of Iran, Morocco, Oman, Pakistan and T

Migration also contributes significantly to the spread of HIV in Lebanon, Tunisia

some extent the Republic of Yemen, while the situation of refugees is also be

alarming in other countries. 

 

 As in other places in the world, in this Region too, young people carry a 

burden of AIDS than other age groups. In addition, young people represent the core

groups who are more vulnerable to drug addiction and harmful sexual practices.  

 

Distinguished Colleagues,  

 

Fortunately, there is still great opportunity for the countries of this Region t

infection rates at low levels. However, much remains to be done if we are to effective

the complex challenges of HIV/AIDS. We have learned much over the past two d

about what is effective and what is not and we need now to take stock of the lessons l

Central to the success of prevention and care initiatives is the political will and ac

reduce vulnerability wherever it exists and to create environments that enhance th

being of the people and the communities living with HIV/AIDS.  

 

 We have also learned that most successful prevention approaches are those tail

the needs of particular groups. In low HIV prevalence areas, such as our Region, pre
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actions among those most at risk, remain the most cost–effective approaches. This

targetting, for example, men and women engaging in sex for money or other risky

behaviour, drug users and special groups of young, both in and out of school.  

 

 In conclusion, I would like to suggest to you that you focus in your mee

defining the elements of a future agenda for research, community mobilization and a

interventions for HIV/AIDS vulnerability. Issues like confidential and voluntary HIV

and counselling, and appropriate communication about sexual behaviour and practice

to be addressed. We need to understand how the disease affects men and women diff

and here too, be conscious of local norms and realities and take them into considerati

also need to widen our preventive options and make use of those approaches that have 

to be successful. These include peer education, community outreach work, reducin

through programmes for exchange of needles and syringes, and involving the margi

and vulnerable groups and those who live with HIV and AIDS.  

 

Finally, I would like to emphasize that many of the prevention and care 

especially among those who practise the riskiest behaviours, will continue to be pol

and socially controversial. Yet, without a focused strategy to changing the behaviour o

most in need, it will be difficult to protect communities as a whole. Certainly, there

easy solutions to the political and technical problems posed by such a strategy, but w

together to find approaches that are appropriate or adaptable to the cultures and belief

Region will make a difference. This is a major task that consultations like yours 

continue to address.  

 

I wish you every success in your deliberations over the next few days an

forward to your recommendations in dealing with this complex issue in a more effectiv

 
 


