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1. BACKGROUND 

In South-East Asia, the human immunodelicicncy virus (HIV), wh~ch causes AIDS. came much later 
than to other palls of the world, but is spreading with unprecedented rapidity and has now emerged 
as a serious public health problem in the Region. All thc countries are now concerned with this 
expanding epidemic. The problem of AIDS continues to be discussed at various for8 as an irnporlant 
agenda item. The ministers of health of the South-East Asian countries discussed AIDS at great length 
at the Eleventh Meeting of Ministers of Health, held in Dhaka, Bangladesh, in September 1993. AIDS 
also featured in the decisions of the Tenth Conference of Heads of State or Government of Non- 
aligned Countries, held in Indonesia in September 1992. At the forty-sixth session of the Regional 
Committee, which preceded the Eleventh Meeting of Ministers of Health. Member Countries shared 
their experiences relating to AlDS prevention efforts. 

The Regional Committee, while adopting a resolution which called for further strengthening of 
AlDS prevention efforts in aU the countries of the Region and stressing the need for 'ontinued sharing 
of country experiences, nominated India as the regional representative to the Management Comminee 
of GPA (GMC) for a threc-year lerm, in place of Indonesia whose term expired at the end of 1992. 
Myanmar is continuing its three-year membership of GMC. India has been nominated to the Vice- 
Chair of the Task Force on HIVIAIDS Coordination by GMC. 

The WHO Regional Office continues to provide regional support to national AIDS preventton 
and control programmes taking guidance from the GPA Management Comminee and World Health 
Assembly and Regional Committee discussions and resolutions. 

2. REGIONAL AIDSIHIV SITUATION 

2.1 Current Situation 

In the South-East Asia Region, HIV was first recognized in 1984 in Thailand. In most other countries, 
HIV was not diagnosed unttl 1986 or later. Since then, however. HIV inleclion has sprcad extremely 
rapidly and all the countries except DPR Korea have reported HIV infection. WHO estimates that 
currently there are more than 2 million HIV-infected people in the Region (see Table). Three countries 
of the Region, namely, India, Myanmar and Thailand, have serious problems of HIVIAIDS. 

As of 5 April 1994. a total of 5751 cases of AlDS have been reported in South-East Asia. 
Thailand and India have reported the largest number of cases - 4.742 and 712 respectively - 
accounting for almost 95 pcr cent of the cases reported from the Region to date. The annual number 
of reported cases has increased manifold, for example, in Thailand from 82 in 1992 to 730 and 2092 
in 1992 and 1993 respectively. Three-fourths of AIDS cases acquired the infection through sexual 
intercourse and 86% are in the age-group 15-49 years. 
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Table. AIDS and HIV irfections in SEAR counrries 
(As of 5 April 1994) 

Trend data, based on seroprevalence surveys, confirm the alarming increase in HIV infection 
rates in selected high-risk populations. In Thailand, HIV rates of 0 to less than 1 per cent among 
injecting drug-users (IDU) in Bangkok were found in various ad hoc surveys from 1985 to 1987. 
However, HIV rates in this group increased sharply to 40 per cent by September 1988 and has now 
stabilized almost at that level. Rates similar to that in Bangkok were also seen in various other 
provinces of the country. This wave of HIV epidemic in IDU was followed by high prevalence of HIV 
infection among female pmstitutes and, by successive waves of transmission. to male clients of the 
pmstitutes, and from them to the wives and girl friends of these men in the general population. 
Nationally, the prevalence rates in June 1993 were 35.2 per cent among IDUs, 28.7 per cent among 
low-charge prostitutes, 8.0 per cent among male patients with sexually transmitted diseases (STD) and 
1.4 per cent among pregnant women. Nearly 8% of pregnant women in Northern Thailand are 
cumently infected with HIV. 

Country 

Bangladesh 
Bhutan 
DPR Korea 
Lndia 
Indonesia 
Maldives 
Mongolia 
Myanmar 
Nepal 
Sri Lanka 
Thailand 

Total 
I 

In Myanmar, explosive increases in HIV seropositivity have been documented among IDUs - 
fmm 17 per cent in 1989 to 59 per cent and 71 per cent in 1990 and 1991 respectively. In addition, 
the rates anlong STD patients have registered an increase from 1.9 per cent in 1990 to 15.9 per cent 
in 1991 and from 8 per cent to 15.9 per cent among female prostitutes during the corresponding 
period. Sequential infection noted in Thailand starting with IDUs to female sex workers, to STD 
patients and to the community was also observed in Myanmar. The national averages of HIV 
seroprevalence during the March 1993 sentinel surveillance were 74% among IDUs. 9% anong 
prostitutes and 1.4% among pregnant women. 

In a study in the North-Easl Indian State of Manipur, none of the 2 322 IDUs seen from 1986 
to 1989 were seropositive for HIV. However, the rate increased Lo 54 per cent during the period 
October 1989 to June 1990. and at present it is almost at the same level. It has been estimated that 
there are 15,000 IDUs in Manipur of whom approximately 7,500 are infected with HIV. Nearly 6% 
of the spouses of HIV infected IDUs were infected with HIV in 1993 and the rate in antenatal clinics 
in the area was about 1%. This is in the same pattern of sequential infection as observed in Myanmar 
and Thailand. In Bombay, the HIV seropositivity rate among pmstitutes has increa.wd from 3% in 
1988 to 20% in 1990. and to neady 45% in 1993. HIV rates of up to 35% among prostitutes have 
been reported from Tamil Nadu. Similar trends have been seen in smaller cities such as Pune and 
Vellore. There is now evidence of increase in HIV among women attending antenatal clinics and 
among blood donors. 

Reported AIDS cases 

1 
0 
0 

712 
49 
0 
0 

189 
24 
34 

4742 

575 1 

Estimated HIV infections 

< 20 000 
< 300 

< 1000  
1500000  

34 000 
< 100 
< 200 

150 000 
< 5 000 
< I 0 0 0  
500 000 

> 2000000 
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Given the prevailing sexual behaviour and experiences in the three countries described above. 
there is a possibility of a similar scenario being repeated in other countries of the South-East Asia 
Region in course of time. Risk bchavioun which promote the spread of HIV, such as injection of 
drugs. male patronage of prostitulcs, high rates of STD and low condom usage, are present in all 
countries. For example, in Nepal, the HIV infection rates among sex workers and STD patients 
although very low, have doubled between 1992 and 1993. 

2.2 Estimates and Projections 

In view of the fact that hclerosexual contact is the predominant mode of HIV transmission in the 
Region. that the rates of STD are high and that there is considerable unprotected sexual activity. 
continued transmission of HIV in the general population appears inevitable unless effective measures 
are taken now. The current eslimate of more than 2.0 million HIV infections in South-East Asia is 
nearly 12 per cent of the global total, whilc the proportion of reported AIDS cases is less than 2 per 
cent. Long time-lag between infection and occurrence of clinical manifestation makes reported AIDS 
cases an unrealistic criterion for the projection of disease situation. HIV infections reported from well- 
designed sentincl surveillance arc appropriate fbr the projection of Ule HIV infection situation. 

Furthermore. WHO estimates that while the annual number of HIV infections will peak in Africa 
by 1995, infections in Asia will continue lo increase well into the early next century. By the year 
2000, the cumulative number of infection in Asia would be 8-10 million and the annual numbers 
would far exceed that seen in sub-Saharan Africa (Figure 1). Given the mean progression time for 
initial HIV infection to develop into AIDS, now estimated to be ten years, it can be concluded that 
AIDS cases in the Region will continue to increase weU into the next cenlury, and close to 2 n~illion 
cumulative cases of AIDS will occur by the ycar 2000. 

Figure I. E.srirl~1f~d O I I ~  projected cunrulative adrtll 
HIV i~rfectio~rs ill Asia orrd Africa 

Millions 

l61 

/ Asia Africa 
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Though the incidence estimates and projections are contingent upon the effectiveness of current 
and future prevention efforts, with the present load of infection, the annual toll of AlDS cases will 
continue to grow in the future, requiring further prevention efforts and increased medical and social 
services for the next several years for persons with HIV infection. 

The greatest tragedy, besides medical and health care costs, will be the loss of thousands of 
lives, particularly among young adults in their most productive age and infants born to HIV-infected 
mothers, directly affecting child survival rates. This will result in a major impact on the economy of 
all the countries of the Region - in terms of direct medical and patient care costs and indirect costs 
in the form of absenteeism and decreased productivity. In the countries of the Region, the pandemic 
is likely to overstretch an already fragile health and economic infrastructure. Thailand estimates that 
the direct and the indirect cost of the pandemic by the year 2000 would be US$9 billion. 

3. NATIONAL PLANS 

In response to the growing pandemic in South-East Asia, the governments in the Region have accorded 
high priority to AlDS prevention. National AIDS committees have been established, education of 
health care workers and the general population has started, laboratory facilities have been strengthened 
for screening donated blood for HIV and for the diagnosis of HIV. Universal precautions against 
transmission through contaminated injecting equipment are being promoted. As the main mode of 
transmission is through sex, along with cducation on safe sex, promotion of condom use and 
management and treatment of STDs is being emphasized. All countries are currently implementing 
medium-term AIDS control plans (MTP), developed in collaboration with the WHO Global 
Programme on AIDS. These plans have established the aims. targets, strategies and activities directed 
at AIDS prevention best suited to each country situation. The plans were earlier primarily funded by 
WHOIGPA. However, given Lhe global econon~ic situation and resource constraints, the governments 
are now increasingly taking upon themselves the responsibility for AIDS prevention and care in their 
respective countries. This is in the right direction indicating the commitments of the countries. 

4. WHO SUPPORT AND NATIONAL RESPONSES 

4.1 Programme Management 

Besides assisting countries in MTP forn~ulation, the Regional Office, through its intercountry 
programme, has been providing support in the implementation and review of these programmes. These 
include training to improve AlDS reporting and the institution of sentinel surveillance of HIV 
infection; strengthening laboratory diagnostic capacities through technical advice and on-the-job 
training; promoting STD diagnosis through syndmmic approach, condom social marketing. integrating 
AIDSISTD education in schools, providing health education guidelines and materials related to targeted 
intelventions as well as use of mass media; strengthening all aspects of blood transfusion services: 
developing/adopting various guidelines, including those in counselling and clinical management; and 
facilitating the supply of equipment, reagents. condoms and HIV test kits. Last but not the least, the 
Regional Office has provided a forum each year through the annual programme managers meetings 
to exchange programme experiences and mutual sharing of innovative ideas and approaches suitable 
for the Region. Country-level activities are assessed by the Regional Office on a regular basis through 
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country visits and receipt of quarterly and annual programme reports. During 1992-1993. the WHO 
Regional Office participated in the review of national AlDS control programmes in Sri Lanka. 
Myanmar. Nepal, Bhutan. Mongolia, Thailand, Indonesia and Bangladesh. These reviews resulted in 
specific recommendations for further strengthening of the programmes. Assistance was also provided 
to a number of countries (Thailand. Maldives, Myanmar, Nepal. India and Mongolia) for developing 
their strategic plans or the second generation of medium-term plans for the prevention and control of 
AIDS. To enhance the technical capacity at the national level, the Regional Office is planning to 
organize the first hogramme Management Course in Chiang Rai from 23 May to 1 June 1994. Based 
on the modular approach, the course will provide skills in planning, implementing and evaluating the 
national AIDS control programme. A training programme for training facilitators for this course will 
be organized at the same site from 16 to 21 May 1994. 

To mobilize national and intercountry efforts, the Regional Office plays a very important 
advocacy mle by highlighting the extent and potential impact of this pandemic on Asia as well as by 
emphasizing the need to act now. Country visits to participate in advocacylconsensus workshops have 
been made by WHO staff, including the Executive Director for this purpose. The Regional Office 
produced and distributed 5000 copies of a booklet called AlDS in South-East Asia : No time for 
complacency. World AlDS Day 1993 with its theme "AIDS : Time to Act" was observed in all 
countries for advocacy purposes and to create awareness among policy makers and the general 
population alike regarding the seriousness of the AlDS pandemic. As a result of these efforts and other 
factors, political commiment to AIDS prevention has been uniformly high. This can be exemplified 
by Thailand's plan to spend about U S 4 6  million in 1994 from government sources (the programme 
has now requested US$ 120 million for 1995 activities to be carried out by various ministries), India 
having obtained a loan of US$85 million from the World Bank for AlDS prevention, and Myamlar 
having established AlDS comnlittecs at the township level. In many countries, WHO still remains the 
only agency which provides both technical and financial support to national AIDS programmes. Due 
to financial constraints, some countries, by and large, are dependent on external resources. Various 
sectors are now being involved in AIDS prevention and control, including NGOs and private sector 
in many countries, including India, Thailand. Indonesia. Nepal, Sri Lanka and Myanmar. In Thailand. 
major business houses, both multinational and national, have come together to form a "business 
coalition against AIDS" and to mount an appropriate business response to AIDS. In India. the 
Consortium of Indian lndustrics has developed work plans for AlDS prevention activities lo be carried 
out by the industry. NGO activities have increased tremendously over the lasl 1-2 years in all 
countries, particularly in the peripheral areas. Collaboration between NGOs and national progranlmes 
and among NGOs themselves is being increased. In Myanmar, community involvement in AIDS 
prevention. including contributions being made by NGOs and the private sector, such as small traders 
and merchants at the township level, is particularly noteworthy. In Nepal. various ministries have 
committed themselves to participating in HIVIAIDS prevention; so have ministries in Mongolia. Sri 
Lanka. Indonesia, lndia and Thailand. 

4.2 HIV Prevention 

Since sexual transmission accounts for 80.90% of HIV infections in the Region, the Regional Office 
is urging countries to focus most of their efforts and resources on the prevention programme: 
promoting safer sexual behaviour through education ol' population groups through the use ol' mass 
media and interpersonal methods; targeted interventions among high-risk behaviour, including 
pmmotion of condom use; and providing early diagnosis and treatment of sexually transmitted 
diseases, particularly those which facilitate HIV transmission. Although difficulty in the pmmotion of 
condom use from religious and cultural points of view has been one of the major handicaps in some 
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countries, efforts have been made to make condoms available in as many outlets as possible. Condom 
social marketing is presently operational in many countries, namely, Bangladesh, India, Indonesia. 
Nepal, Thailand and Sri Lanka. and an: considered as particularly successful in the first two countries. 
In view of the association between HIV and STD and the role played by STD, particularly genital 
ulcer disease, in the acquisition and transmission of HIV. the Regional Office is assisting in 
strengthening STD services in the countries. Early diagnosis and treatment of STDs is being given 
high priority as primary prevention measures against HIV infection. STD control is an important 
agenda item at annual meetings of programme manager;. As a result, the programmes are now trying 
to focus on diagnosis of STD using the syndromic approach and providing the most effective drugs 
at the first contact with health services. In many countries, STD and AlDS programmes have now been 
integrated. However, the lack of drugs to treat STD is a major constraint in many countries. 

The Regional Office organized a consultation in Delhi from 15 to 17 March 1994 to develop 
a regional information, education and con~munication (IEC) strategy based on the experience gained 
at the country level so far. The strategy paper is being finalized. 

Indeed, experiences from countries, both on prevention and care. must be shared. With this in 
mind the Regional Office convenes every year a mecllng of the National AlDS Progranlme Managers. 
In November 1993. the Regional Office invited all the AlDS programme managers and other staff in 
Delhi to share successful appmaches in AlDS prevention and care and to discuss their potential for 
replication elsewhere. The meeting of the previous year had focused on targeted interventions. 

4.3 Care and Social Support 

In South-East Asia, patients with AlDS are increasingly being diagnosed and HIVIAIDS can: is now 
becoming a major issue to be addressed in the Region. To respond to this need, the Regional Office 
organized an intercountry workshop from 29 March to 2 April 1993 in Bangkok to discuss the 
HIVIAIDS continuum of care at various levels i.e. institution, community and home. Representatives 
of AIDS programmes, primary health care services, nursing, and of NGOs involved in care were 
invited from countries of the Region. The participants formulated approaches needed in their respective 
countries to strengthen HIVIAIDS care. The workshop recommended that HIVIAIDS care should be 
integrated with primary health care and that care at all levels should be strengthened in view of thc 
anticipated increase in AlDS cases in the future. This model of HIVIAIDS care is now being applied 
in North-East India as well as in Thailand. The Regional Office is also promoting counselling as pan 
of comprehensive HIVIAIDS care and an lotercountry Workshop on Training in Skills to develop 
counselling training and services was held in Surajkund, Haryana, India, fmrn 15 to 19 March 1993. 
Representatives of governments and NGOs were invited to participate in the workshop. A training 
guide on counselling, developed earlier by the Regional Office, was pretested at this workshop and 
will soon bc made available to all countrics. The Regional Office has produced a booklet 
"Understanding and Living with AIDS", and 3(XX) copies have been distributed to countries lor use 
by health care workers, NGOs as well as training institutions. Similarly, a home-care handbook. 
developed by HQ, is being adapted for regional use. The Regional Office has offered technical and 
material support to many scientific workshops, including that organized by the Co~nmonwealth 
Medical Association on "The mle of women in prevention of AIDS", in Colombo in June 1993. It is 
also playing an important role in advocacy to counter discrimination and in discouraging countries 
from applying short-term travel restrictions on people with HIVlAIDS. As a result, many countries 
have repealed laws or have withdrawn legislation or policies which were discriminatory, and other 
countries with such provisions are in the process of doing so. 
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Figure 2. Annual number of AIDS cases in three selected countries, 
1984-1993 

Number of cases 
10 000 

Regional OfTicc support in thc area of laboratory diagnosis includes the assessment of laboratory 
capabilitics in thc country. provision of supplies and equipment, assistance in conducting on-the-bench 
training, disscnlination of safcly guidelines for laboratory workers, and promotion of quality assurance 
programmes through WHO collaborating centres. The Regional Office is now promoting cost-effcctive 
approaches in HIV testing, including testing of pooled sera in population with low HIV seroprevalence. 
and is providing guidelines for the use of alternative testing approaches and thereby discouraging the 
use of Western Blot assay, which is very expensive. Along this line of policy. an Intercountry 
Workshop on Cosl-cffcclive Approaches in Laboratory Diabmosis of HIV Infection was held in Jakana 
from ?I to 24 Oclober 1992. Participanb Sronl the Mcnibcr Countries were trained during practical 
sessions on Lhc rcspeclivc laboratory procedures. The organization of national quality control systems 
was also discussed during the workshop. These policies and approaches are now operational in the 
countries. To promote alternative strategies for H1V testing and to en~phasizc the iniportance of quality 
control, WHO organized an Interregional Laboratory Workshop in Bangkok from 24 to 28 February 
1992. Twenty participants - ten from the South-East Asia Region, and ten from the Western Pacil-ic 
Region - attended. During thc Workshop, participants were acquainted with a range 01- currently- 
available laboratory tcsls for lhc dctection of both HIV I and HIV 2. Besides quality control practices 
and biosafety measures in HIV screening laboratory. extensive overview of screening and confirmatoly 
procedures in the determination of HIV 1 and HIV 2 antibodies, together with rational use of screening 
assays, was presented. 
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4.4 HIVIAIDS Surveillance 

Surveillance data are absolutely necessary not only to determine the current magnitude of the 
HIVIAIDS problem and to monitor trends but also for advocacy and planning purposes. An 
Intercountry Workshop on HIV Sentinel Surveillance was organized by the Regional Office in Bali, 
Indonesia, from 17 to 19 January 1992. The workshop reviewed sentinel surveillance of HIVIAIDS 
infection in Member Countries and identified the constraints encountered in the implementation of 
sentinel surveillance and updated the regional guidelines for epidemiological evaluation of HIV 
epidemic. The HIV sentinel surveillance module used in this workshop has now been adapted by India. 
The module was field-tested at a Workshop on Sentinel Surveillance. held in Calcutta in February- 
March 1993, and is now being used to train those canying out HIV surveillance. As a result of the 
workshop held in Bali, and following support provided by WHO, HIV sentinel surveillance has now 
improved in most countries of the Region. The Regional Office has also produced a guide on HIV 
sentinel surveillance for programme managers. 

4.5 Selected Achievements 

Much has been achieved in the countries in lernls of increasing knowledge aboul the epidemic. 
strengthening support capacities in thc areas 0 1  laboratory services and health education and 
cstablishment of management structures. In many countries, all donated blood is now being screencd 
prior to transfusion. There is evidence now as to which appmacheslinterventions work and can result 
in behavioural change. For example, innovative strategies, such as establishment of "100 per cent 
condom programme" and other interventions in Thailand have resulted in an increase in condom usage 
rate of up to 90 per cent from 40 per cent prior to intervention, and in the dramatic decline in STD 
rates among female prostitutes as well as in the number of male gonococcal urethritis cases at STD 
clinics. In India, the intervention project, developed and implemented in Calcutta in close collaboration 
with WHO, demonstrates an increase in condom usage among clients of pmstitutes from less than 2 
per cent to 42 per cent within a year of project implementation. In 1991-92. a massive AlDS 
awareness campaign called "Universities talk AIDS" was launched in India in which more than 60 
universities participated. This was a collaborative effort between the Ministry of Human Resources 
Development, Ministry of Health and WHO. 

4.6 Proposed Changes in Programme Management at 
International Level 

Considering the global nature of the pandemic. all concerned international agencies are pooling their 
resources and efforts under a single UN programme. This would avoid different signals to the countries 
and would maximise the implementation of the programme. The details are being worked out for 
implementation at regional and country levels. It is anticipated that the UN Programme for Contml 
of HIVIAIDS will be fully operational in 1996. 

5. PRIORITIES FOR THE FUTURE 

In spite of the progress achieved in the Region in the implementation of the national AlDS control 
activities, there still remain in a few countries constraints on the way to mounting an effective response 
to the expanding pandemic. Major priorities for national programmes include the following: 

Translating the high level of political commitment to the ground level, both in terms of 
finances as well as trained manpower, so that national pmgramme activities could be 
planned, implemented and evaluated in an efficient and coordinated manner. 
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a Mounting multisectoral response with the involvement of all government ministries. 
nongovernmental organizations, including community-based organizations, and the private 
sector, both in prevention and care activities. 

Expanding programmes to the most peripheral level, with the panicipation of communities, 
gmups and individuals. 

a Focusing the limited resources on prevention of sexual transmission because up to 90% of 
all HIV infections in the Region are contributed by sexual intercourse, predominantly 
hetemsexually. 

a Avoiding measures such as mandatory HIV testing and short-term travel restrictions based 
on HIV status because these are not only ineffective and wasteful of resources but are 
counter-productive. 

6. CONCLUSIONS 

Although AIDS came late to the South-East Asia Region, it is spreading in many areas at a pace 
reminiscent of Africa 5-10 years ago. This presents a formidable challenge to all the countries of the 
Region. However, with the enhanced level of government commitment now being noted in all 
countries and given the momentum being achieved in strengthening AIDS prevention and control 
programmes. with wider involvement, i t  appears possible that the relentless progress of the AlDS 
pandemic can be halted in the foreseeable future. Clearly, however, a greater level of initiative and 
effort needs not only to be forged, but also sustained - both at the national and the regional levels. 


