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1. INTRODUCTION 

 Surveillance activities for HIV/AIDS and sexually transmitted diseases (STD) exist in 
most of the countries of the Eastern Mediterranean Region. However, in all countries without 
exception, national surveillance of HIV/AIDS and STD still suffers from incompleteness and 
inconsistency, and operates in isolation from the national surveillance systems for other 
diseases. Moreover, behavioural aspects of the determinants for the epidemic are seldom 
studied or stressed.  

 The WHO Regional Office for the Eastern Mediterranean Region (EMRO), in 
collaboration with the Department of Communicable Disease Surveillance and Response in 
WHO headquarters, organized the Regional Consultation Towards Improving HIV/AIDS and 
STD surveillance in the Countries of the Eastern Mediterranean Region which was held in 
Beirut, Lebanon, from 30 October to 2 November 2000.  

 The objectives of the meeting were to: 

?? review the existing HIV/AIDS and STD surveillance strategies and processes in the 
Eastern Mediterranean Region and identify their strengths and gaps; 

 
??  provide an overview of the latest developments in HIV/AIDS and STD surveillance 

globally, and experiences from other Regions, with especial emphasis on second 
generation HIV surveillance; 

 
??  redefine the regional goals in HIV/AIDS and STD surveillance and the essential set of 

data requirements for appropriate monitoring and interpretation of the HIV/AIDS and 
STD epidemic in the countries of the Eastern Mediterranean Region; 

 
??  develop a consensus plan on how to improve HIV/AIDS and STD surveillance systems, 

as well as knowledge of behavioural risk factors, at both country and regional levels. 
 

The ultimate aim of this meeting was to help keep the infection at the lowest possible 
level in countries of the Region. The challenge in this Region is to identify approaches that 
will allow the countries to better understand how the epidemic is affecting communities, but 
that are also in line with the local social and religious norms and realities. The consultation 
aimed to find ways to track more accurately and appropriately, HIV infection and related 
behaviours using all possible venues and resources. An integrated multi-disease approach to 
national surveillance systems could be the answer, and the streamlining of national 
surveillance activities needs to be studied more closely. 

Eighteen experts from 11 countries attended the consultation, bringing experiences from 
different backgrounds: disease control, behavioural research, community-based actions and 
nongovernmental organizations. Staff members from UNAIDS, WHO headquarters and the 
Eastern Mediterranean Regional Office also attended along with representatives from Family 
Health International and NAMRU III. The agenda, programme, list of participants and list of 
background documents are given in Annexes 1, 2, 3 and 4, respectively.  
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At the opening session, Dr Zuhair Hallaj, Director of the Division of Disease Control in 
WHO/EMRO stressed the role of surveillance of diseases as one of the main tools in the 
accelerated fight against communicable diseases. He emphasized the importance of an 
integrated approach to build small sub-systems with ability to complement each other.  

A message from Dr Hussain A. Gezairy, WHO Regional Director for the Eastern 
Mediterranean, was delivered by Dr Habib Latiri, WHO Representative in Lebanon. In his 
message Dr Gezairy stated that although the Eastern Mediterranean Region of WHO has the 
lowest percentage of the estimated AIDS and HIV caseload worldwide, the available figures 
should not be taken at face value and as the basis for complacency and denial of the existing 
problem. 

While in some countries the number of new AIDS cases has remained relatively stable 
over the years, the epidemic seems to have already taken a dangerous turn in several others. 
Specific population groups may be at increased risk of HIV infection: those involved in drug 
use, sex with multiple partners, and those in mobile and migratory situations. Isolated 
outbreaks of HIV infection have been registered in several countries. 

He said that the window of opportunity for curbing the epidemic in the Region is 
narrowing. Throughout the Region, changing social norms among younger generations 
increase the concerns about the future course of the epidemic. Clearly, no country is immune 
and HIV is spreading in the Region. Without serious attempts to generate reliable data, many 
difficulties remain ahead in assessing the situation and in advising on effective strategic 
action. If better preventive action and care strategies are to be implemented, it must first be 
acknowledged that surveillance is an integral part of these efforts and one of the most efficient 
and powerful tools for combating AIDS as well as other communicable diseases. 

Dr Ibrahim El Hajj, Director of Prevention, Ministry of Public Health, Lebanon, opened 
the meeting. He welcomed the participants and gave a brief historical overview about the 
development of the National AIDS Programme in Lebanon and the current HIV/AIDS 
epidemiological situation. The Government of Lebanon recognized the threat of the 
HIV/AIDS epidemic in 1988 and established the programme with the assistance of WHO. 
Since 1994 the government has introduced a specific budget line for AIDS of about 
US$250 000 annually. The National AIDS Programme plays a leading role in: setting the 
national policies and strategies against AIDS; resource the mobilization for improving 
prevention and care for people living with AIDS; and data collection and epidemic 
monitoring.  All is implemented in close collaboration with the nongovernmental 
organizations and the private sector. Dr El Hajj gave a brief description of the HIV/AIDS 
surveillance system in Lebanon which is mainly based on case reporting from clinics and 
hospitals. However, he noted, case reporting is incomplete because it operates in a health 
system dominated by the private sector. 

Dr Abdo Jurjus (Lebanon), Dr Mostafa Mahmud El Nakib (Lebanon), Dr Salah Al 
Awaidy (Oman), and Dr Amal Ben Said (Tunisia) were elected alternatively as Chairmen for 
days one to four of the meeting respectively. Dr Sussan Bassiri, Technical Officer, AIDS and 
Sexually Transmitted Diseases, was assigned as the rapporteur.  
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The workshop was organized in brief introductory plenary sessions and then group 
working sessions to discuss various subjects related to reviewing and upgrading surveillance 
system in the Region. Discussions focused also on identifying the needs and gaps in the 
current surveillance activities for HIV/AIDS and STD.  There were five working sessions. 
Participants were assigned to one of the three working groups according to their common 
areas of expertise.  

2.  GROUP WORK 

2.1 First working group: Review of the current HIV/AIDS/STD surveillance system in 
the countries of the Eastern Mediterranean Region 

 
Strengths 

?? The current system uses multiple methodologies for data collection, mainly case   
reporting, collection of results of ongoing HIV screening (blood donors, premarital 
testing, military groups, foreigners and travellers) but to a lesser extent HIV sentinel 
surveillance (ante -natal care patients, sexually transmitted diseases, tuberculosis, 
injecting drug users) and other serosurveys (truck drivers, prisoners and sex workers). 
Knowledge, attitude, belief and practice studies have been carried out almost 
everywhere in the Region on the general population and specific groups, but not without 
encountering difficulties in addressing sexual and other HIV-related behavioural topics. 

?? Examples of qualitative behavioural research in vulnerable groups, such as those 
targeting men who have sex with men are still rare. There are, however, attempts at 
formative behavioural research in two countries. 

?? At national level surveillance is conducted by individual programmes. There are 
opportunities however to link to functioning and successful surveillance activities of 
other diseases, such as surveillance for acute flaccid paralysis in poliomyelitis. 

?? STD prevalence studies have been initiated in a few countries as a baseline to determine 
the situation and profile of some curable STDs among antenatal clinic attendees. 

?? The involvement of the private sector has been limited to case reporting but is still not 
consistent. 

Weaknesses 

?? The objectives of the surveillance system are neither well defined nor well understood 
in most instances, thus the tendency to collect detailed data and overburden the sources 
of reporting.  

??  HIV/AIDS is not considered a priority programme and thus decision-makers are not 
convinced about strengthening and expanding HIV surveillance. Still, the quality of data 
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does not allow appropriate use in advocacy, better resource allocation, programme 
design and planning. 

?? HIV/AIDS and STD surveillance is the responsibility of the NAP and there is often 
significant weakness in data collection, sharing and linkages to other programmes such 
as tuberculosis. STDs are part of the national AIDS programme in most instances 
however surveillance linkages are not well established.  

?? Definitions are not followed in most of the cases and data lack completeness and 
consistency thus the dif ficulties in interpreting prevalence and trends. 

?? There is no consistency in the data and case definitions are not clear. 

?? Partnership with the private sector and the nongovernmental organizations is limited.  

?? Useful information from sources other than the national AIDS programme is often not 
considered. 

?? Ensuring confidentiality and security in reporting cases and testing groups is still not 
well established. 

Issues of concern 

?? There is need to define surveillance goals, objectives and targets at country and regional    
levels 
 

?? There is need to build on the existing surveillance system in the countries, which would 
allow pooling of resources, strengthening of the data collection process, and better cost 
effectiveness. Where possible, integration needs to be cons idered, keeping appropriate 
mechanisms to generate HIV-specific data. Nevertheless, there is a great concern about 
the risks of integrating HIV/AIDS and STD surveillance in the current system in places 
where existing disease surveillance is already weak. 

?? HIV epidemics are variable; therefore surveillance approaches should be tailored in 
accordance with the stage of the epidemic and the local context. Behavioural data is 
needed.  

?? Behavioural surveillance should be linked to sero-surveillance 

?? The private sector plays a major role, but often is not compliant; its involvement will 
improve data collection. 

?? Decision-makers do not agree on anonymous unlinked testing.  

?? There are difficulties in accessing vulnerable groups. 



WHO-EM/STD/031/E/L  
Page 5 

 

Points for action  

?? In general, quality of the data needs to be improved and the means to assess quality to 
be developed 

?? Set objectives and goals for surveillance in accordance with what is needed 
?? Distinction between NAP activities and HIV/AIDS and STD surveillance 
 
2.2   Second working group: HIV/AIDS case reporting and HIV sero-surveys 

 including sentinel surveillance 
 

Recommendations of the group for HIV surveillance are: 

?? At a low level of epidemic: HIV surveillance should be conducted in sub-populations at 
high risk and tracking of HIV should be carried out in donated blood and in other screened 
populations. 

?? At a concentrated level of epidemic: HIV surveillance should be conducted in sub-
populations at high risk, tracking of HIV in donated blood, and HIV sentinel surveillance 
in the general population in urban areas. 

?? At a generalized level of epidemic: HIV surveillance should be conducted in sub-
populations at high risk and HIV sentinel surveillance in pregnant women in urban and 
rural settings. 

?? Where possible, population-based studies should be carrie d out to provide baseline and 
monitoring data as complementary to routine HIV surveillance (prevalence, male/female, 
urban/rural. 

Issues of concern 

?? The number of HIV infections is always estimated, but the number of  reported AIDS     
cases is especially important, as an accurate sign of the presence of epidemic. 

?? Estimations of HIV infection in the fact sheets for the countries of the Region are 
projections from 1995 estimations, and are not understood or accepted by countries. 

?? Although the reported number of AIDS cases reflects the impact of the infection with a 
delay, it indicates the mode and trend of infection transmission.  

?? Case investigation or partner notification for counselling and care is important but very 
difficult to implement and cannot be reinforced.  

?? The term “early warning” of the epidemic gives a wrong impression; rather it should be 
called “first warning”. First warning is to show first physical and tangible presence of 
HIV, which can make a difference in putting HIV on the priority agenda. 
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?? Decisions should be made at the local level to establish sentinel centres, according to the 
prevalence among and geographical distribution of high risk groups, and they should be 
continued as long as they are needed. These centres might continue to detect no positive 
cases for years, but due to local priorities continue to be kept functional.  

Points for action  

?? Quality of information and performance of these centres should be assessed on regular 
basis. 

?? Case reporting forms should be reviewed to make them user-friendly. 
?? There is a need to obtain commitment of policy-makers and involvement of other sectors 

to support this activity.  
?? Nongovernmental organizations should get actively involved in targeting hard-to-reach 

populations where access is difficult or is possible only through police or prisons. 
 
2.3   Third working group: HIV surveillance in hard -to-reach populations  

Issue of concern raised in group discussions 

 In countries with a low level of prevalence of HIV infection, start of the epidemic 
should be expected to take place in population groups with high-risk behaviour.  This 
anticipation will enable the programme to initiate preventive measures to close the bridge of 
transmission to the general population, and also to start interventions to control infection 
dissemination within those population groups.  But we should keep asking why we do the 
testing.  To understand the mode of transmission and the trend in the spread of infection in 
some communities, behavioural studies might be more important than HIV tests. 

2.4   Fourth working group: key issues in STD surveillance 

Issues of concern 

?? In principle, reporting of STD cases is included in the disease surveillance system of all 
countries, but it is subject to serious under-reporting. The public sector should consider 
inclusion and improvement of services, by providing access to drugs, condoms and 
training. 

?? In one country of the Region, Morocco, comprehensive control and prevention of STDs 
through syndromic case reporting has been implemented. This approach aims to improve 
the quality of services by training personnel in the periphery, improving access to drugs, 
improving the quality of laboratories and reference laboratories and reinforcing 
monitoring and evaluation in the programme. 

?? The involvement of the private sector in reporting STDs is limited and insufficient. 
Partnership with the private sector should be strengthened through collaboration with 
different institutions, provision of incentives if necessary and identification of focal 
points. 
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?? Confidentiality should be improved. 

?? The validity of the estimates of the number of STDs infections for the Region is in serious 
doubt. Improvement of this data needs the active participation of countries, as this crucial 
data is closely linked to spread of HIV. 

2.5   Fifth working group: regional update and behavioural surveys, rationale and 
examples 

Issues of concern 

?? There is clear recognition of the relevance of behavioural research in all countries. 
Although it is a difficult issue, most countries are willing to include behavioural 
indicators. To this effect, it is essential to establish wide consensus and partnership and to 
adapt guidelines. 

?? Each country has already prioritized different populations of concern in terms of 
prevention efforts and of what behavioural information is needed. 

?? Behavioural data collection should be primarily geared to the development of programmes 
and as part of programme development and evaluation. 

?? An initial step is to undertake a comprehensive review of relevant data on specific 
populations from different sectors (university, media, nongovernmental organizations, 
police, health facilities, community gatekeepers, counsellors, etc.). 

?? National AIDS programmes (and supportive ministry and theme group processes) have an 
important leadership and coor dinating role in the area of behavioural research on 
HIV/AIDS, to orient work, to facilitate the involvement of other sectors and to address 
sensitive issues. 

?? Partnership in behavioural research could include the Ministry of Health, relevant social 
sectors, university groups, nongovernmental organizations and members of the 
community. 

?? Appropriate and regular dissemination of findings of behavioural research to decision-
makers, communities, concerned populations and the media should be considered.  

Points for action  

?? Increase advocacy with the different sectors on the urgent need for behavioural research, 
to increase understanding of dynamics and risk factors, both in countries and in regional 
forums. 

?? Promote the development and reinforcement of mechanisms for identifying and building 
partnership in behavioural research in countries. 
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?? Encourage strategic planning exercises and other national planning activities to focus on 
specific populations. 

?? Develop and provide support to regional networks of resource institutions and persons 
working on behavioural research in selected population groups. 

?? Organize regional or sub-regional training workshops on assessment research and 
behavioural surveillance in priority populations. 

?? Mobilize technical and financial support to assist countries in initiating reviews of existing 
data, assessment research and behavioural surveillance. 

?? Translate into national languages the behavioural surveillance survey guide and other key 
guidelines, and discuss the necessary adaptation of these guidelines. 

?? Collect and review information on determinants and risk factors from countries and 
disseminate at the regional level. 

?? Develop inventories of resource persons and institutions at the regional level and make 
them available to countries. 

2.6   Sixth working session: review of targets for surveillance in the countries of the 
Region 

Issues of concern 

?? The surveillance system is weak in all countries and needs more political commitment at 
the national level, especially among policy-makers and religious or community leaders. 

?? There is a need for a multi-sectoral approach and involvement of nongovernmental 
organizations, other ministries and the private sector to strengthen HIV/AIDS and STD 
surveillance. 

?? There is an urgent need to build capacity for behavioural research and outreach activities. 

?? Steps should be taken to include HIV/AIDS and STD case reporting within existing 
integrated disease surveillance, wherever possible. 

?? In order to strengthen sentinel surveillance sites, steps should be taken toward 
strengthening the existing laboratory facilities. 

?? Countries should be encouraged to conduct STD prevalence studies periodically.  

?? Countries should be encouraged to adopt syndromic case management for STDs 
especially in the private sector. 
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?? Behavioural surveillance survey guidelines should be adopted according to the local 
situation; behavioural research, especially among high-risk populations, should be 
conducted and linked to the biological surveillance. 

?? There is an urgent need for evaluation of existing activities in order to improve usage of 
data for advocacy, strategic planning, resource mobilization and evaluation of 
programmes. 

?? UN agencies and other partners should support capacity-building and training activities 
for countries and facilitate establishment of regional and sub-regional networking.  

3.  CONCLUSIONS AND RECOMMENDATIONS 

3.1  Conclusions  

An essential and minimal set of data for appropriate monitoring and interpretation of the 
HIV/AIDS and STD epidemic in the reginal context needs to be implemented by the end of 
2003.  The consultation suggested a minimal set of data to be systematically generated, 
analysed and disseminated in the countries of the Region, in order to provide meaningful 
information that supports programme planning and action, with the f ollowing objectives: 

1. to gain a clearer picture of the HIV/AIDS and STD situation and monitor 
 the changing patterns of the epidemic and its determinants; 
2. to help target interventions where need is the greatest; 
3. to help establish trends, estimations and projections for mitigating the 
 present and future impact of the epidemic. 
 
For all countries with low-level epidemics the following minimal set of data will be 
collected 

AIDS case reporting  
?? Countries will review the HIV/AIDS and STD surveillance system and, where not yet 

available, will develop a national AIDS case definition. 

?? Countries will continue to report all cases, with a cumulative breakdown by 5-year age 
groups, sex and modes of transmission for AIDS cases. 

?? In countries where integrated disease surve illance is a nationally agreed policy, AIDS case 
reporting will be integrated in the disease surveillance system maintaining the minimum 
data required. 

HIV surveillance 

?? All countries will collect, analyse and report data on HIV in blood donations. 
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?? All countries will conduct HIV sentinel surveillance or serosurveys in at least one group 
with high-risk behaviour for HIV infection, in particular commercial sex workers, men 
who have sex with men, injecting drug users, persons with STD or other locally relevant 
groups based on results of behavioural data. 

STD surveillance 
Collection of STD case reporting data will be more meaningful if linked to STD control 

objectives and case management efforts. It is to be reinforced in the context of comprehensive 
strategies for STD control. 

?? Syndromic STD case reporting will be conducted by countries and integrated into 
integrated disease surveillance where this is a national policy. 

?? Depending on the existing laboratory support and the current country practices, countries 
will continue etiologic STD case reporting. 

?? Countries will review existing studies on STDs. 

?? All countries will initiate monitoring of STD prevalence and complete at least one study 
on prevalence of syphilis, chlamydia infection, trichomoniasis and gonorrhoea in  groups, 
such as pregnant women, which represent the general population. 

?? Countries will complete at least one study on the distribution of different STD etiological 
agents in STD patients in specialized clinics or other settings. 

?? Data on positive syphilis tests in blood donations and pregnant women (in countries with 
regular antenatal screening programmes) will be collected and analysed to determine 
prevalence of syphilis. 

?? In countries where chancroid is prevalent, at least one study will be conducted on 
antimicrobial resistance of Neisseria gonorrhoeae and Haemophilus ducreyi. 

Behavioural surveillance 
Activities to survey hard-to-reach groups and other specific populations with high-risk 

behaviours should be linked to focused preventive and care efforts. Ethical issues related to 
confidentiality and personal integrity should be taken into consideration. 

?? All countries will complete a compilation and review of existing studies on behaviour 
related to HIV transmission.  

?? All countries will initiate qualitative (mapping, etc.) formative research on high-risk 
groups according to the local context. 
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?? Countries that have completed formative research will initiate repeated behavioural 
surveys (by 2003 one round will have been completed) in the groups with high-risk 
behaviour, as identified in the formative research. 

Laboratory support 
?? All countries will produce an assessment report about the situation and quality of HIV 

and STD testing. 

?? All countries will ensure appropriate laboratory facilities to conduct recommended HIV 
and STDs surveys. Special care should be given to building up capacity in appropriate 
specimen collection and handling. 

Use of data  

?? All countries will report quarterly AIDS, STDs and HIV surveillance data to EMRO. 

?? Reports on HIV sentinel surveillance or surveys of behaviours will be regularly 
forwarded to EMRO. 

?? All countries will produce and disseminate yearly analytic reports in accordance with 
WHO formats and guidelines (to be produced) on HIV, AIDS and STDs and clarify 
linkages to ongoing studies on risk behaviour. 

?? All countries will ensure mechanisms for appropriate use of data in HIV advocacy for 
policy makers and national strategic planning, intervention design, monitoring and 
evaluation. 

?? All countries will report in detail and on an annual basis the methodology used for 
AIDS case reporting, HIV surveillance and STD case reporting (including the groups 
and sites selected, sampling method and sample size, type of tests carried out). The 
report will include also the limitations and obstacles involved. 

?? All countries will review the data collection process annually according to the results of 
the previous data gathering process. All countries will review (annually, biennially) the 
progress made in their national programmes for HIV/AIDS and STD, using the 
available reports based on surveillance data. 
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For countries with concentrated epidemics the following minimal set of data will be 
collected 

AIDS case reporting  
?? Countries will have reviewed and defined a national AIDS case definition. 

?? Countries will continue to report all cases with a cumulative breakdown by 5-year age 
groups, sex and modes of transmission for AIDS cases. 

?? In countries where integrated disease surveillance is a nationally agreed policy, AIDS 
case reporting will be integrated in the disease surveillance system, maintaining the 
minimum data required. 

HIV surveillance 

?? All countries will collect, analyse and report data on HIV in blood donations. 

?? All countries will conduct HIV sentinel surveillance or serosurveys in at least one group 
with high-risk behaviour for HIV infection, in particular commercial sex workers, men 
who have sex with men, injecting drug users, persons with sexually transmitted 
diseases, or other locally relevant groups based on results of behavioural data. 

?? All countries will conduct regular HIV sentinel surveillance in selected groups 
(commercial sex workers, men who have sex with men, injecting drug users) with high-
risk behaviour for HIV infection in order to monitor trends in the infection.  

?? Sentinel surveillance in ante-natal care patients will be conducted regularly in urban 
areas. 

STD surveillance 

Collection of STD case reporting data will be more meaningful if linked to STD control 
objectives and case management efforts. It is to be reinforced in the context of comprehensive  
strategies for STD control. 

?? Syndromic STD case reporting will be conducted by countries and integrated into 
integrated disease surveillance where this is a national policy.  

?? Depending on the existing laboratory support and the current country practices, 
countries will continue etiologic STD case reporting.  

?? All countries will have completed at least one study on prevalence of syphilis, 
chlamydia infection, trichomoniasis and gonorrhoea in groups representing the general 
population, such as pregnant women 
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?? All countries will have completed at least one study on the distribution of different STD 
etiological agents in STD patients in specialized clinics or other settings. 

?? Data on positive syphilis tests in blood donations and pregnant women (in countries 
with regular antenatal screening programmes) will be collected and analysed to 
determine prevalence of syphilis. 

?? In countries where chancroid is prevalent, at least one study will be completed on 
antimicrobial resistance of Neisseria gonorrhoeae and Haemophilus ducreyi. 

Behavioural surveillance 
Activities to survey hard-to-reach groups and other specific populations with high-risk 

behaviour should be linked to focused preventive and care efforts. Ethical issues related to 
confidentiality and personal integrity should be taken into consideration. 

?? All countries will complete a compilation and review of existing studies on behaviour 
related to HIV transmission.  

?? All countries will initiate qualitative formative research on high-risk groups according 
to the local context. 

?? Countries that have completed formative research will initiate repeated behavioural 
surveys (by 2003 one round will have been completed) in the groups with high-risk 
behaviour as identified in the formative research. 

?? Behavioural surveys in groups at high risk or with high HIV prevalence, and in bridge 
populations will be repeated. 

?? At least one survey on youth behaviour will be conducted where youth are targeted by 
specific HIV and STD prevention and care interventions. 

Laboratory support 
?? All countries will produce an assessment report about the situation and quality of HIV 

and STD testing. 

?? All countries will ensure appropriate laboratory facilities to conduct recommended HIV 
and STDs serosurveys. Special care should be given to building up capacity in 
appropriate specimen collection and handling. 
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Use of data  
?? All countries will report quarterly AIDS cases and HIV surveillance data to EMRO. 

?? Reports on HIV sentinel surveillance or surveys of behaviour will be regularly 
forwarded to EMRO. 

?? All countries will produce and disseminate regularly yearly analytic reports in 
accordance with WHO formats and guidelines (to be produced) on HIV, AIDS and 
STDs and clarify linkages to ongoing studies of risk behaviour. 

?? All countries will ensure mechanisms for appropriate use  of data in HIV advocacy for 
policy makers and national strategic planning, activity design, monitoring and 
evaluation as well as in targeted interventions in selected groups. 

?? All countries will report in detail and on an annual basis the methodology used for 
AIDS case reporting, HIV surveillance and STD case reporting (including the groups 
and sites selected, sampling method and sample size, type of tests carried out). The 
report will include also the limitations and obstacles involved. 

?? All countries will review the data collection process annually according to the results of 
the previous data gathering process. 

?? All countries will review (annually, biennially) the progress made in their national 
programmes for HIV/AIDS and STD, using the available reports based on surveillance 
data. 

For countries with generalized epidemics the following minimal set of data will be 
collected 

AIDS case reporting 

?? Countries will have reviewed and defined a national AIDS case definition. 

?? Countries will continue to report all cases with a cumulative breakdown by 5-year age 
groups, sex and modes of transmission for AIDS cases. 

?? In countries where integrated disease surveillance is a nationally agreed policy, AIDS 
case reporting will be integrated in the disease surveillance system ma intaining the 
minimum data required. 
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HIV surveillance 

?? All countries will collect, analyse and report data on HIV in blood donations. 

?? All countries will conduct HIV sentinel surveillance or serosurveys in at least one group 
with high-risk behaviour for HIV infection, in particular commercial sex workers, men 
who have sex with men, injecting drug users, persons with sexually transmitted disease 
or other locally relevant groups based on results of behavioural data. 

?? All countries will conduct regular HIV sentinel surveillance in selected groups with 
high-risk behaviour for HIV infection in order to monitor trends in the infection 
(commercial sex workers, men who have sex with men, injecting drug users). 

?? Sentinel surveillance in ante-natal care patients will be conducted regularly in urban 
areas with over sampling of young age groups. 

?? At least one country from the Region will complete one population-based HIV 
prevalence study to calibrate HIV prevalence from key sentinel sites. 

STD surveillance 

Collection of STD case reporting data will be more meaningful if linked to STD control 
objectives and case management efforts. It is to be reinforced in the context of comprehensive 
strategies for STD control. 

?? Syndromic STD case reporting will be conducted by countries and integrated into 
integrated disease surveillance where this is a national policy.  

?? Depending on the existing laboratory support and the current country practices, 
countries will continue etiologic STD case reporting.  

?? All countries will have completed at least one study on prevalence of syphilis, 
chlamydia infection, trichomoniasis and gonorrhoea in groups representing the general 
population, such as pregnant women, and increase coverage of STD prevalence studies. 

?? All countries will have completed at least one  study on the distribution of different STD 
etiological agents in STD patients in specialized clinics or other settings. 

?? Data on positive syphilis tests in blood donations and pregnant women (in countries 
with regular antenatal screening programmes) will be collected and analysed to 
determine prevalence of syphilis. 

?? In countries where chancroid is prevalent, at least one study would have completed on 
antimicrobial resistance of Neisseria gonorrhoeae and Haermophilus ducreyi.  
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Behavioural surveillance 
Activities to survey hard-to-reach groups and other specific populations with high-risk 

behaviour should be linked to focused preventive and care efforts. Ethical issues related to 
confidentiality and personal integrity should be taken into consideration. 

?? All countries will complete a compilation and review of existing studies on behaviour 
related to HIV transmission.  

?? All countries will initiate qualitative formative research on high-risk groups according 
to the local context. 

?? Countries that have completed formative research will initiate repeated behavioural 
surveys (by 2003 one round will have been completed) in the groups with high-risk 
behaviour as identified in the formative research. 

?? Behavioural surveys in groups at high risk or with high HIV prevalence and bridge 
populations will be repeated. 

?? At least one survey on youth behaviour will be conducted where youth are targeted by 
specific HIV and STD prevention and care interventions. 

?? Behavioural surveys will be regularly conducted among youth and in the general 
population. 

Laboratory support 

?? All countries will produce an assessment report about the situation and quality of HIV 
and STD testing. 

?? All countries will ensure appropriate laboratory facilities to conduct recommended HIV 
and STDs serosurveys. Special care should be given to building up capacity in 
appropriate specimen collection and handling. 

Use of data  

?? All countries will report quarterly AIDS cases and HIV surveillance data to EMRO. 

?? Reports on HIV sentinel surveillance or surveys of behaviour will be regularly 
forwarded to EMRO. 

?? All countries will produce and disseminate regularly yearly analytic reports in 
accordance with WHO formats and guidelines (to be produced) on HIV, AIDS and 
STDs and clarify linkages to ongoing studies of risk behaviour. 
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?? All countries will ensure mechanisms for appropriate use of data in HIV advocacy for 
policy makers and national strategic planning, activity design, monitoring and 
evaluation as well as in targeted interventions in selected groups. 

?? All countries will report in deta il and on an annual basis the methodology used for 
AIDS case reporting, HIV surveillance and STD case reporting (including the groups 
and sites selected, sampling method and sample size, type of tests that carried out). The 
report will include also the limitations and obstacles involved. 

?? All countries will review the data collection process annually according to the results of 
the previous data gathering process. 

?? All countries will review (annually, biennially) the progress made in their national 
programmes for HIV/AIDS and STD, using the available reports based on surveillance 
data. 

3.2   Recommendations 

The consultation recognized that all countries of the Region should first review their 
surveillance system and its objectives and develop a nationally approved policy based on the 
proposed minimal set of data, taking into account behavioural surveys and the integrated 
disease surveillance approach where applicable. The consultation also recognized that 
countries should make specific efforts with the help of national and international partners in 
order to design and implement a well-targeted and monitored capacity-building strategy in 
support of the surveillance system in all its components. 

The consultation recommended collection, analysis and dissemination of the minimal 
set of data for HIV/AIDS and STD surveillance activities by existing systems, which need to 
be strengthened at different levels and integrated into existing surveillance systems. 

The consultation made the following recommendations for better and accelerated 
implementation of the HIV/AIDS and STD surveillance. 

To Member States 

1. Surveillance efforts in HIV/AIDS and STD should take stock of the existing 
surveillance system in the countries, which would allow pooling of resources and 
strengthening of the data collection process for better cost -effectiveness. Where it is a 
national policy, adoption of integrated disease surveillance should be ensured, while 
maintaining appropriate mechanisms to generate HIV-specific data. 

2. HIV/AIDS and STD surveillance strategies should be tailored in accordance with the 
stage of the epidemic and the local context, stressing the relevance and urgency to 
initiate data collection on behavioural factors and determinants. 
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3. Approaches to surveillance should be multidimensiona l and there should be a working 
group comprising representatives of ministries of health and other partners, such as 
related public sectors and civil society, including nongovernmental organizations and 
the private sector.  

4. Advocacy directed at decision-makers and political leaders at different levels should be 
intensified to enhance recognition of the urgent need for supporting surveillance 
systems and ensure financial commitment. 

5. Countries should strengthen their national policy for HIV/AIDS and STD surveillance 
activities, based on the minimal set of data proposed by this consultation.  

6. Collection of surveillance data specifically on STD and related high-risk behaviour 
should be closely linked to development of prevention and care interventions, with 
specific focus on hard-to-reach population groups. 

7. Ethical issues related to confidentiality and individual rights of persons tested should be 
reinforced. 

To WHO, UNAIDS and other international partners 

8. Support should be given to build a regional network of resource persons and institutions 
working on biological and behavioural aspects of surveillance. 

9. The organization of regional and/or sub-regional training workshops on epidemiological 
and behavioural survey techniques and methodologies should be supported.  

10. A roster of regional and international experts should be developed and made available to 
countries. 

11. Behavioural surveys, techniques and methodologies should be adapted to country needs. 

12. Surveillance information should be collated, reviewed and disseminated at regional 
level on a regular basis. 

13. Sub-regional studies on specific behavioural issues for HIV/AIDS/STD should be 
supported.  

14. Networking between regional reference laboratories and collaborating centres (e.g. 
NAMRU III and the National Institute of Health, Pakistan) should be strengthened to 
support HIV/AIDS/STD surveillance in the countries. 
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Annex 1  

AGENDA 
1. Opening session 

2. Objectives of the consultation, programme and method of work 

3. HIV/AIDS and STD surveillance activities: regional and global level 

4. Princ iples of second generation surveillance 

5. Integrated disease surveillance and key issues related to HIV/AIDS 

6. Overview of methods and strategies in HIV/AIDS case reporting and HIV sentinel 
surveillance 

7.  STD surveillance 

8. HIV and STD testing strategies 

9. Surveys of specific groups 

10.  Behavioural surveys  

11. Estimations and projections 

12. Analysis and dissemination and use of the data 

13. Setting indicators of surveillance 

14. Regional and national requirements and plan for strengthening the surveillance system 

15.  Recommendations 

16. Closing 
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Annex 2  

PROGRAMME 

Monday, 30 October 2000 

8:30–9:00   Registration 
9:00–9:30   Opening Ceremony 

   Introductory remarks by Dr Z. Hallaj, Director, DCD/EMRO 
   Message from Regional Director by Dr H. Latiri, WR Lebanon 
   Message from H.E. Minister of Public Health by Dr I. El Hajj, MOH 

9:30–10:00   Introduction of participants 
   Nomination of officers 

  Objectives of the consultation, programme and methods of work 
  By Dr. J. Tawilah, RA/ASD 

10:30– 11:30  HIV/AIDS and STD surveillance activities: 
   Regional update Dr S. Bassiri, TA/ASD 
   Principles of second generation surveillance 
   Latest developments at global level Dr S. Lazzari, CSR/HQ 

11:30– 12:30 Integrated disease surveillance and key issues related to HIV/AIDS: 
   Current situation in the region Dr Z. Hallaj, DCD/EMRO 
   Global experience, WHO role and strategy Dr S. Chungong, CSR/HQ 

13:00–14:30  First session of the group work (three groups): Review the current 
HIV/AIDS/STD surveillance system 

14:30–15:30      Presentation of the group work and plenary discussion 
 

Tuesday, 31 October 2000 

08:30 – 09:00  Summary of Day 1 discussions  
   Introduction to day 2 work 
09:30 – 10:30  Overview of methods and strategies and key issues in: 
   HIV/AIDS case reporting 
   HIV sero-surveys including sentinel surveillance 
   Surveys of specific groups: Overview of methods and strategies 
   Dr S. Lazzari, CSR/HQ/Dr. P. Ghys, UNAIDS 
10:30 – 12:30  Second working session (three groups), Key issues in: 

  HIV/AIDS case reporting 
   HIV sero-surveys including sentinel surveillance 

  Surveys of specific groups Dr. S. Lazzari, CSR/HQ 
12:30 – 13:30  Plenary presentation and discussion of results of the second working session 
14:00 – 14:30  STD surveillance Dr P. Ghys, UNAIDS 
14:30 – 15:30  Third working session Key issues in STD 
   surveillance Moderator: Dr P.Ghys, UNAIDS 
15:30 – 16:00  Plenary presentation and discussion of results of the third working session 
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Wednesday, 1 November 2000  

08:00–08:30  HIV and STD testing strategies Dr M. Darwish, I NAMRU III 
08:30 – 09:00  Introduction to day 3 work 
09:00 – 10:00  Behavioural Surveys: 

   Regional update Mr O. Tawil, ICPA/UNAIDS 
   Behavioural surveys, rationale and examples Dr T. Rehle, FHI 
 

10:30 – 12:00  Fourth working session (three groups): 
   Issues concerning behavioural surveys in the EMR 
   Moderator: Mr O. Tawil, ICPA/UNAIDS 
 

12:00 – 13:00  Plenary presentation and discussion of fourth working session 
13:30 – 15:30  Estimations and projections Dr S. Lazzari, CSR/HQ 

   Analysis, dissemination and use of the data Dr S. Bassiri, TO/ASD  
   General Discussion 
 

Thursday, 2 November 2000 

08:30 – 09:00  Summary of day 3 discussions 
09:00 – 09:30  Indicators for the surveillance system and introduction to fifth working 

   session (three groups) Dr J. Tawilah, RA/ASD 
09:30 – 11:00  Fifth working session: 

Regional and national requirements for strengthening the surveillance 
system in the region within integrated surveillance framework 
Strategic plan for strengthening HIV/AIDS/STD surveillance in the region 
and at national level Moderator Dr J. Tawilah, RA/ASD  

11:30 – 12:30    Fifth working session continues 
12:30 – 13:30    Presentation of group work discussions in plenary and consensus  
14:30 – 15:30    Final recommendations 
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Annex 3  

LIST OF PARTICIPANTS 

 
EGYPT  
Dr Nasr Mohamed El Sayed 
National AIDS Programme Manager 
Ministry of Health and Population 
Cairo 
 
ISLAMIC REBULIC OF IRAN 
Dr Mehdi Gouya  
Director-General 
Disease Control Department 
Ministry of Health and Medical Education 
Teheran 
 
Dr Afarin Rahimi Movaghar 
P revention of Disabilities Department 
Welfare Organization 
Teheran 
 
IRAQ  
Dr Ayed Mohan Al Delami 
Director, Preventive Medicine 
Ministry of Health 
Baghdad  
 
JORDAN  
Dr Ali Assa’ad 
National AIDS Programme Manager 
Ministry of Health 
Amman 

LEBANON 
Dr Ibrahim El Hajj 
Director, Prevention Department 
Ministry of Public Health 
Beirut 
 
Dr Mostafa Mahmud El Nakib 
National AIDS Programme Manager 
Ministry of Public Health 
Beirut 
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Dr Abdo Jurjus 
Research Focal point for the National AIDS Control Programme 
Beirut 
 
Dr Alissar Radi 
Medical Officer 
WHO Representative Office 
Beirut 
 
Mr John Jabbour  
Epidemiologist, Balamand University 
Beirut 
 
MOROCCO  
Dr Kamal Alami 
Chief of STD/AIDS Service 
Ministry of Public Health 
Rabat 
 
Dr Hamida Khattabi 
Direction de l’Epidemiologie et de L utte contre les Maladies 
Rabat 
 
OMAN  
Dr Salah Al Awaidy 
Director, Disease Control Department 
Ministry of Health 
Muscat 
 
PAKISTAN 
Dr Athar Saeed Dill 
Director, Surveillance Department 
National Health Institute 
Islamabad 

SOMALIA  
Dr Firdosi R. Mehta 
Medical Officer 
WHO Somalia 
Nairobi 
 
SUDAN  
Dr Isam Mohamed El Khidir 
National AIDS Programme Manager 
Federal Ministry of Health 
Khartoum 
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Dr Sayed Gotb El Rasheed 
AIDS Coordinator 
Khartoum Ministry of Health 
Khartoum 
 
TUNISIA  
Dr Amal Ben Said 
National AIDS Programme Manager 
Ministry of Public Health 
Tunis  
 

OTHER ORGANIZATIONS 

UNAIDS 
Mr Oussama Tawil 
Inter-Country Programme Adviser for the Middle East 
Cairo 
Egypt 

Dr Peter Ghys  
UNAIDS/WHO Working Group on HIV/AIDS/STD Surveillance 
Geneva  
Switzerland 
 
NAMRU III 
Dr Magdi Darwish 
Medical Research Technologist 
Cairo 
Egypt 
 
Family Health International 
Dr Thomas Rehle 
Associate Director 
HIV/AIDS Prevention and Care Department 
Arlington 
USA 
 
 

OBSERVERS 

Ms Joumana Hermez, SIDC Association, UNAIDS Project on Vulnerability, Sin El-Fil, 
Lebanon 
Mr Elie Aaraj, SIDC Association, UNAIDS Project on Vulnerability 
Ms Rana Ibrahim, Health Education specialist, National AIDS Programme, Beirut 
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WHO SECRETARIAT  

Dr Habib Latiri, WHO Representative, Lebanon 
Dr Zuhair Hallaj Director, Disease Control Division, WHO/EMRO, Cairo 
Dr Stefano Lazzari, Department of Communicable Disease Surveillance and Response, WHO 
headquarters, Geneva  
Dr Stella Chungong, Integrated Surveillance and Response, WHO headquarters, Geneva 
Dr Jihane Tawilah, Regional Adviser, AIDS and Sexually Transmitted Diseases, 
WHO/EMRO, Cairo 
Dr Sussan Bassiri, Technical Officer, AIDS and Sexually Transmitted Diseases, 
WHO/EMRO, Cairo 
Ms Engy Hamdy, Secretary, Communicable Disease Control, WHO/EMRO, Cairo 
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Annex 4  

LIST OF BACKGROUND DOCUMENTS 

1. Reaching regional consensus on improved behavioural and sero-surveillance for HIV, 
UNAIDS, September 1999.  

2. Trends in HIV incidence and prevalence: natural cause of the epidemic or results of 
behavioural change, UNAIDS, June 1999.  

3. Meeting the behavioural data collection needs of national HIV/AIDS and STD 
programmes, a joint IMPACT/FHI/UNAIDS workshop: report and conclusions, Family 
Health International, May 1998. 

4. Connecting lower HIV infection rates with changes in sexual behaviour in Thailand, 
data collection and comparison, UNAIDS, June 1998. 

5. A measure of success in Uganda: The value of monitoring both HIV prevalence and 
sexual behaviour, UNAIDS, May 1998. 

6. Guidelines for second generation HIV surveillance, UNAIDS/WHO, 2000.  

7. National AIDS Programme: A guide to monitoring and evaluation, UNAIDS, September 
2000.  

8. Opening up the HIV/AIDS epidemic: Guidance on encouraging beneficial disclosure, 
ethical partner counselling, and appropriate use of HIV case reporting, UNAIDS, 
August 2000. 

9. The role of name-based notification in public health and HIV surveillance, UNAIDS, 
August 2000. 

10. Voluntary Counselling and Testing (VCT), UNAIDS, May 2000. 

11. Counselling and Voluntary Testing for pregnant women in high HIV prevalence 
countries: Elements and issues, UNAIDS, November 2000. 

12. Guideline for sexual transmitted infection surveys, UNAIDS/WHO working group on 
Global HIV/AIDS/STI surveillance, UNAIDS, 1999.  

13. Behavioural surveillance surveys (BSS): Guidelines for repeated behavioural surveys in 
population at risk of HIV, Family Health International, 2000. 

14. Weekly Epidemiological Record, WHO Geneva, January 2000, No. 1, 2000. 

15. Development of Communicable Disease Surveillance in the Region, Regional 
Committee for the Eastern Mediterranean, Forty-seventh Session, Agenda item 10, 
WHO/EMRO. 

16. Progress Report, Acquired Immunodeficiency Syndrome (AIDS) in EMR, and Regional 
Committee for the Eastern Mediterranean, Forty-seventh Session, Agenda item 4(b), 
WHO/EMRO. 
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Annex 5  

GUIDELINES FOR DISCUSSION 
First Working Session: Review of the current HIV/AIDS and STD surveillance system 

By the end of the discussions, the following will be completed: 

?? Critical description of the current HIV/AIDS and STD surveillance systems 
?? Weaknesses identified 
Duration: 90 minutes 

Guiding points for discussions 
1. How do you describe the current system? 

?? Goals: what are the goals and objectives of the current HIV/AIDS and STD surveillance 
system 

?? Status: 

– Methods used 

– Sources of data 

– Used indicators 

– Data collection 

– Linkages to integrated disease surveillance 

– Linkages to other national data sources 

– Partners and participants to the system 

 
?? Quality: 

– Data validity 

– Consistency 

– Comparability 

– Coverage 

– Sensitivity 

 
?? Data interpretation and use: 

– Interpretation and validation 
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– Feedback and information dissemination 

– Use in advocacy, planning and programming 

– Monitoring the epidemic and its impact 

 
2.  Based on the above discussions, list the weaknesses in the current surveillance system? 

Second working session on HIV/AIDS case reporting, HIV sero -surveys including 
sentinel Surveillance, surveys of specific groups 
By the end of the discussions, the following will be completed: 

?? Review of strengths and weaknesses of HIV/AIDS case reporting 
?? Recommendations for improvement. 
 
Guiding points for discussions  

1. Status and challenges of HIV sentinel surveillance: 

?? What are the most important groups being surveyed and how/where are they accessed? 
?? Which other important groups are not being surveyed? What is the reason? 
?? What is the coverage of HIV surveillance and its consistency over time? 
?? Testing methodologies: use of unlinked anonymous testing or voluntary confidential 

testing. 
?? How is HIV prevalence information communicated to policy makers and the public? 

What are the implications for the groups being tested? 
 
2. Recommendations for strengthening HIV  surveillance 

3. Review of strengths and weaknesses in HIV/AIDS case reporting: 

?? AIDS and HIV case definitions used by countries. 
?? Integration with reporting of other diseases 
?? Additional data collected on individual AIDS and HIV cases 
?? Completeness of reporting 
?? Flow of information, compilation, dissemination 
?? Use of case reporting data 
 
4. Recommendations for strengthening HIV and AIDS case reporting. 

Third working session on key issues in STD surveillance  

By the end of the discussion the following will be completed: 

?? Review of strengths and weaknesses of ST surveillance 
?? Recommendations for improvement 
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Guiding points for discussion 
1. Review case reporting and discuss advantages and disadvantages of: 
?? Syndromic case reporting vs. Etiologic case-reporting 
?? Universal case reporting vs. Sentinel case reporting 
?? Integration of case reporting 
 
2. What is the link between STI surveillance and NAP? 

Should it be different? Why? How? 
3. To what use are STI surveillance results put? 

Can this be improved? How? 
4. How can the private sector be involved?  
5. What other improvements can be made to STI surveillance?  
 
Fourth working session: Issues concerning behavioural surveys in the EMR 

By the end of the discussion, the following will be completed: 

?? Critical assessment and consensus on how to move forward in behavioural research on 
HIV/AIDS 

Guiding points for discussion 

1. In developing behavioural research, state feasible and priority action in the local 
context. 

2. Who are the key actors in behavioural research on HIV/AIDS at local level and how to 
involve them? How can we deal with the challenges and offer solutions to effective 
partnership in research? 

3. What practical steps need to be taken to initiate behavioural surveys in specific sub-
populations? 

4. Propose recommendations for the regional level in terms of capacity building. 

 
Fifth working Session on review of the targets for surveillance in the countries of the 
EMR 

Guiding points for discussion 

1. What are the requirements for strengthening the surveillance system in the region and at 
the national level?  

2. Strategic plan for strengthening HIV/AIDS/STD surveillance in the region and at the 
national level. 
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Annex 6  

TECHNICAL PRESENTATIONS 
Regional update on HIV/AIDS and STD surveillance activities 

Dr Sussan Bassiri, Technical Officer, AIDS and Sexually Transmitted D iseases, WHO/EMRO 
 

Reporting system for AIDS started shortly after detection of first cases in the Region.  
Sentinel surveillance was introduced as the method of choice for obtaining data on HIV in 
various population groups and established in number of countries. Information on STD was 
provided from number of the countries since1991.  Since the start of the epidemic in the 
region, around 9700 cumulative numbers of AIDS and almost 27 000 cumulative HIV 
positive cases were reported from the countries. Spread of the infection has been slower 
compared to rest of the world but steady.  

Information on behavioural issues and their relations to spread of HIV in the region was 
limited to a number of KABP studies in few countries. More in-depth analysis is still needed 
to identify the impact of HIV infection among special population groups and the risks for 
spread to general population. 

Countries of the Region had contributed to establishment and improvement of 
surveillance system as part of their National AIDS Programme with variable scope and 
quality. Almost in all countries this system has still a long way to go. Looking at the data as 
well as system in general we observe the following: 

Data: 

?? Collection, compilation and submission of the information suffer from delay and 
incompleteness. 

?? There is poor consistency in data collection from year to year. 

??  Definitions are not always followed and are variable even in the same system. 

?? There is little or no linkage between the collected data and related reports to 
identification of gaps and opportunities for action.  

?? Unlinked anonymous testing method is not accepted in most of the countries. 

?? There is little or no data on actual trends and changes in HIV related behavioural 
characteristics of different sub-groups. 
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System: 

?? HIV sur veillance is mostly run by National AIDS Programme and in most instances, 
these programmes are still not considered as one of the programmes with priority. 

?? Due to lower prevalence of HIV/AIDS in comparison to other diseases, HIV 
surveillance receives less financial support and human resources. 

?? Supervision and monitoring is not regular due to lack of resources in the programme. 

?? There is little or no link between HIV/AIDS surveillance and other disease surveillance 
systems in most of the countries. 

?? Pre and post test counselling in relation to HIV testing does not exist in many of the 
countries of the region.  

?? There is little linkage between HIV/AIDS/STD surveillance reports and planning 
process for the programme. 

?? Link to reference laboratories have problems related to extra costs for testing kits and 
trained personnel in laboratories. 

?? Information on type of vulnerable population and high risk behaviours in relation to 
spread of HIV is scares in almost all the countries of the region and National AIDS 
Program has no systematic access to this type of information and or capacity to interpret 
the existing data. 

What is needed?  

The impact of HIV epidemic in our region will not show itself for critical time after the 
infection levels begin to rise. It is crucial to provide clear information, which can guide us to 
the estimation of infection and projections. It will help us in priority setting, planning, 
resource mobilization, and diversion of the trend of infection in our countries. There should 
be a concerted effort for learning more about the characteristics and peculiarities in our 
communities, and determinants that put certain population groups in higher danger of HIV 
infection. Where possible, HIV/AIDS/STD surveillance systems should be build in the 
existing disease surveillance in the countries where there is common goals and objectives and 
where the collection of information will lead to integrated interventions for control and 
prevention efforts. 
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Latest developments at global level and principles of 
second generation surveillance 

Dr Stefano Lazzari, Department of Communicable Disease Surveillance and Response, 
WHO/HQ 

 
Public health surveillance of HIV should collect, analyze and disseminate 

epidemiological information with sufficient accuracy and completeness rega rding the 
distribution and spread of HIV infection, and should be relevant to the planning, 
implementation and monitoring of HIV/AIDS prevention and control programmes. 

HIV surveillance has special characteristics as it consists of multiple epidemics. The 
prevalence of HIV infection widely varies between and within populations and areas. There is 
still no definite cure for this deadly disease, which has a very long asymptomatic (latency) 
period. Moreover there are severe personal and social implications in identifying HIV-infected 
persons. UNAIDS/WHO classification of epidemic states is as follow: 

?? Low level: HIV prevalence has not consistency exceeded five percent in any defined 
sub-population.  

?? Concentrated: HIV prevalence consistently over five percent in at least one defined sub-
population but below one percent in pregnant women in urban areas. 

?? Generalized: HIV prevalence consistency over one percent in pregnant women nation-
wide. 

Looking back to HIV surveillance, there were strengths and weaknesses. It was  
relatively cheap and simple and the collected information helped increasing awareness and 
commitment. It generated response, targeted activities and monitored the success. But on the 
other hand, there was no systematic approach toward risk behaviours. Early warning was poor 
and it proved not to be suitable for “slow” or “mature” epidemics. 

Second generation surveillance is not a “new” or “different” but “improved” 
surveillance for HIV. It builds on the lessons learnt in the first decade of surveillance for  HIV 
and attempts to capture the diversity of the HIV epidemics in different areas. It considers three 
states of the epidemic and integrates biological surveillance with “RISK” surveillance. 
Moreover, it looks at new methodologies and improved ways for making best use of HIV 
epidemiological data. 

Global HIV/AIDS/STI Surveillance activities aim to strengthen national capacities for 
surveillance, update information at regional and global levels and support research and 
development of new epidemiological tools. UNAIDS/WHO Working Group on Global 
HIV/AIDS/STI Surveillance is the coordination mechanism that cuts across several WHO 
programmes clusters and UNAIDS. It also provides a forum for information sharing, joint 
planning and evaluation of activities. 
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Integrated disease surveillance and key issues related to HIV/AIDS: Current 
situation in the Region 

Dr. Zuhair Hallaj, Director, Division of Disease Control, WHO/EMRO 
 

Surveillance of diseases is as old as the science of epidemiology. In the process of 
combating infectious diseases, surveillance of different diseases received different emphasis 
and support. To reinforce disease surveillance in new programmes, new definitions of same 
concepts were created and one of consequences was confusion and misunderstanding.  
Moreover the enthusiasm and efforts made by policy makers and planners in 1970s and 1980s 
for combating infectious diseases, subsided in 1990s and now we have to face the 
consequences. In 1995 Regional Office started an in-depth review on surveillance systems in 
the countries and tools uses in these systems. This review showed that the knowledge on 
surveillance system was insufficient; there was no prioritization on diseases and no clear and 
well-defined indicators for the targets. Laboratories, especially  public health labs were very 
weak and not able to confirm the reportable cases. Data to be collected was enormous with no 
clear direction why it should be collected and for what purpose it should be analyzed. Human 
resources involved in the system were not well trained and were not receiving a regular and 
proper feed back from the system. Moreover there was no link between various disease 
control programs, which led to duplication and overlap in resource utilization. Last but not 
least, there was no systematic link with other sectors (e.g. army, prisons, agriculture, private). 

This analysis was presented as a technical paper to Regional Committee of the EMR in 
1995 and put as a corner stone to support countries in their national programmes for 
integrated disease surveillance. Regional Committee in 2000 had another technical paper with 
special emphasis on integrated disease surveillance. 

Disease surveillance is part of the epidemiological system that relates to control of the 
communicable and non-communicable  diseases and other health events. There is a basis and 
principles, which applies to all different diseases and then more specific needs for each 
programme should be identified and built into this system. 

 
Integrated disease surveillance and key issues related to HIV/AIDS: 

global experience, WHO role and strategy 
Dr Stella Chungong, Department of Communicable Disease Surveillance 

and Response, WHO/HQ 
Overview 

Effective communicable disease control relies on effective surveillance and response 
systems. Information on priority communicable diseases is a key part of public health 
decision making in all countries. It is essential for priority setting, planning, resource 
mobilization and allocation, predication and early detection of epidemics, monitoring and 
evaluation of disease prevention and control programmes. Disease surveillance is thus a 
critical component of health systems, providing essential information for optimal health care 
delivery, and cost-effective health strategies. 
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The Challenge 

National surveillance systems are often weak. A variety of structures may operate in 
parallel (e.g. surveillance and control). Health personnel in the field may involve in a variety 
of systems using different surveillance methodologies, terminology, reporting frequencies and 
forms. Apart from resulting in poor effectiveness and increased training requirements, this 
overloads and unmotivated staff. When surveillance activities are uncoordinated, timely 
information for appropriate public health action is not available in crisis. This is often 
exacerbated by the inability of poorly equipped local laboratories to meet demands. The 
challenge is to coordinate and integrate surveillance activities, and build appropriate response 
capacity while promoting effective use of health resources. 

Solutions 

An integrated approach to communicable disease surveillance and response is needed. 
This envisages all surveillance activities in a country as a common public service, which 
carries our many functions using similar structures, processes and personnel. The surveillance 
activities that are well developed in one area may act as driving forces for strengthening other 
surveillance activities, offering possible synergies and common resources. 

An integrated approach to disease surveillance involves: 

?? Coordination/integration of surveillance activities and functions; 
?? Building on existing resources; 
?? Promotion of the most effective use of health resources. 
 
Goal of the programme  

The goal of integrated disease surveillance is to ensure that each Member State has the 
capacity to define, detect and respond to communicable public health threats. 

To this end, the programme aims to provide: 

?? Timely, complete, regular and high quality information; 
?? Early detection and prediction of epidemics; 
?? Objective assessment of interventions during epidemics; 
?? Efficient monitoring of intervention programmes; and 
?? Evidence based criteria for priority setting and resource allocation. 
 
Activities 

Regional strategy development 
WHO’s integrated disease surveillance strategy has been endorsed by all Member States 

and is being adapted in the African Region. National surveillance plans are in preparation in 
Egypt, Ethiopia, India, Lesotho, Madagascar, Malawi, the Seychelles, Uganda and the United 
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Republic of Tanzania. Activities using an integrated approach are under way in the Eastern 
Mediterranean, Europe and South-East Asia. 

Assessment of surveillance systems 

Comprehensive assessments of national surveillance systems have been carried out in 
12 countries in Africa, the Eastern Mediterranean, Europe and South-East Asia. The objective 
is to build capacity within countries, bring together key decision-makers, and strengthen 
communications networks and foster complete ownership of the process by the countries 
concerned. Nationals from both the public and private sectors are involved, as well as a range 
of partners, agencies and institutions. 

Field epidemiology training 

Human resources able to deal with several diseases are needed to strengthen regional 
and national communicable disease surveillance and response. To achieve this, national 
training programmes in field epidemiology are ongoing worldwide. The Training in 
Epidemiology for Public Health Intervention Network (TEPHINET), a global alliance of 
epidemiology training programmes, bega n in 1997 and continues to extend its reach. 

Laboratory strengthening 
Through active involvement in the coordination of epidemic response, WHO reacts not 

only to countries’ immediate needs, but also initiates sustainable measures such as the 
development of laboratory networks able to provide prompt and reliable confirmation of 
diagnosis and support for active surveillance systems. 

Products 

In 1999 the second edition of WHO-recommended surveillance standards was 
published, covering 48 specific diseases and disease syndromes. A surveillance report 
produced in 1999 brings together information on several priority communicable diseases such 
as data for cholera, plague and yellow fever reported to WHO between 1950 and 1999 under 
the International Health Regulations. A protocol for the assessment of national surveillance 
system is currently being updated for publication. 

Coordination of Surveillance Activities 

Countries have been encouraged by WHO, to create units within the ministries of health 
to coordinate national surveillance, provide overall supervision, identify possible synergies 
and develop national norms and standards. 

Conclusion 

In the shift towards an integrated approach to disease surveillance, WHO provides 
leadership to link and harmonize surveillance activities through partnerships and networks. 
WHO’s financial and technical partners play a critical role in the success of these endeavours. 
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Background paper for second working group session: Overview of methods  
 and strategies in HIV/AIDS case reporting, HIV sero -surveys including sentinel 

surveillance 
Dr Stefano Lazzari, Department of Communicable Disease Surveillance and Response, 

WHO/HQ 
 

AIDS reported data in principle should be used for early warning, to assess disease 
burden and associated morbidity, and raise awareness and commitment. It can also provide 
more information on socio-demographic and geographical characteristics, sex ratio as well as 
“probable” mode of transmission. By using this data, in those areas where HAART is not yet 
introduces it can be used to estimate HIV prevalence through back-calculation.  

Integrated AIDS case reporting has been introduced in AFRO where this information is 
integrated with other communicable diseases. It includes cumulative number of case, sex and 
age groups but not modes of transmission. 

Objectives of HIV case reporting are for surveillance, prevention and care. HIV sentinel 
surveillance is for repeated cross-sectional HIV prevalence studies in selected population 
groups at selected sites. Trends of HIV infection are monitored in these sites over time, by 
group and place. Results can be applied confidently only to the selected population and sites 
surveyed. 

Background paper for third working group: Issues in HIV surveillance among  
hard-to-reach populations  

Dr Peter Ghys, UNAIDS/WHO working group on HIV/AIDS/STD surveillance, Geneva  
 

HIV surveillance in hard-to-reach populations is essential in low-level and concentrated 
epidemics. Examples for sentinel sites for these populations are STD clinics, other special 
clin ics for FSW and MSM, clinics in refugee camps, clinics for migrant workers, Drug 
treatment and needle exchange programmes of Injecting Drug Users. Partnership should be 
built with key actors in order to facilitate and expand surveillance. Formative research is 
crucial to improve surveillance systems through identifying sub-populations that are relevant 
in a particular country. A balance must be sought between data quality, cost for collection and 
feasibility. Capacity building and ownership are needed to ensure sustainability of the 
programme. Surveillance of populations linked to illegal behaviours leads to law enforcement, 
which on the other hand makes surveillance logistically difficult and dangerous. 

Background paper for fourth working group: STI surveillance 
Dr Peter Ghys, UNAIDS/WHO Working Group on HIV/AIDS/STD Surveillance, Geneva 

 
STIs are major causes of acute illness, infertility, long-term disability and death. They 

also facilitate transmission of HIV. Objectives of case reporting for STIs are to assess the 
burden of the disease, monitor the trend of incidence and provision of information for 
programme planning and management. Completeness, validity and timeliness are most critical 
components of data quality for STI surveillance. STI surveillance includes case reporting, 
prevalence assessment and monitoring, assessment of STI syndrome etiologies, antimicrobial 
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resistance monitoring and special studies. Special STI surveillance-related studies are used to 
address STI surveillance issues, which are not part of routine case reporting or prevalence 
assessment. Outbreak investigations, prevalence of viral STIs and estimation of economic 
costs of STIs are the examples of such studies. 

Background paper 1 for fifth working group: Social and behavioural research on 
HIV/AIDS in the Eastern Mediterranean Region 

Oussama Tawil, Intercountry Programme Adviser for UNAIDS in EMRO 
 

Behavioural research for HIV in EMRO started in late 1980s by conduction of KABP 
surveys in countries. Since then there were regional meetings where related issues were 
discussed; i.e. monitoring and evaluation of programmes in Nicosia 1995, and Muscat 1997, 
identifying priorities in behavioural research in countries Tunisia 1999, understanding risk 
and vulnerability, Tunis 2000 and now in this meeting strengthening surveillance systems for 
HIV/AIDS and STD. Approaches and methods in behavioural research in EMR were focus 
groups and other qualitative methods, KABP surveys, prevention indicators surveys, specific 
studies, rapid assessments, and behavioural surveys in specific groups. 

Difficulties faced in behavioural surveys in EMR were: 

?? Limited comparability to detect trends  
?? Rarely included sufficient indicators on relevant sexual behaviour and drug use 

practices 
?? Underestimated the extent of risk behaviour 
?? Did not focus on sub-populations at increased risk 
?? Limited analysis, dissemination and use of findings 
?? Limited support provided to the research process 
?? Linking behavioural with epidemiological data was weak 
 
Determinants of risk in EMR which was identified in Tunis 2000, were: 

?? Changing behaviour of young people 
?? Influence of media and global culture 
?? Growing migration and mobility 
?? Increasing drug use 
?? Commercialization, social-economic disparities 
?? Limited access to health and social services 
?? Consequences of conflicts, refugee situations  
 

Population at higher risk for HIV infection in EMR those were identified in Tunis 2000, 
were young people, persons involved in sex with multiple partners and sex workers, drug 
users and sexual partners, migrants, mobile populations and refugees, and some other sub-
groups like military, prisoners and tourists. 

In order to accelerate the effort for improving behavioural surveillance on HIV/AIDS 
and STD the following are suggested: 
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?? Revive or develop research groups and networks focusing on sub-populations at 
national and sub-regional level 

?? Conduct comprehensive reviews of data on sub-populations at national and sub-regional 
level: young people, drug users and migrant-mobile populations 

?? Build capacity and provide suppor t to situation analysis and rapid assessments on sub-
populations, including baseline behavioural surveys 

 
In conclusion, the urgent need for behavioural data on HIV/AIDS in the Region is 

strongly felt. Though it might be difficult and might need a supportive environment, nearly all 
countries have undertaken preliminary work on this issue. There is a considerable need for 
technical support and exchange to move forward, and only way to be able to move forward is 
to build capacity in and partnership with other sectors. 

Background paper 2 for fifth working group: Behavioural surveillance and behavioural 
surveillance surveys  

Dr Thomas Rehle, Associate Director, HIV/AIDS Prevention and Care Department, Family 
Health International, Arlington, USA 

 
In HIV epidemic critical questions have been raised in recent years: are the observed 

changes in the incidence and prevalence of HIV a reflection of the natural history of the 
epidemic, or a product of changes in behaviour or a product of interventions? 

Certain factors contribute to observed decline in HIV incidence and/or prevalence: 

?? Large number of deaths especially in mature epidemics 
?? Saturation effects in populations at high infection risk 
?? Decrease in new HIV infections as a result of behavioural change  
?? Differential migration patterns related to the HIV/AIDS epidemic  
?? Decrease in the prevalence of biological cofactors, which can facilitate HIV 

transmission such as STDs 
?? Sampling bias and/or errors in data collection 
?? Behavioural data have multiple functions; they serve as an early warning system, they 

provide information to Inform Program Design, they help evaluate programs and also 
they explain changes in HIV prevalence. 

 
Behavioural Surveillance Surveys are repeated cross-sectional surveys in selected 

population groups over time. They are designed to track trends in behavioural indicators, and 
generally they measure statistically significant changes in indicators in the range of 10–15 
percentage points. Probability sampling is emphasized for BSS whenever possible. 

Determinant in BSS are: profile of populations at high risk, levels of risk behaviour, 
type and duration of partnerships, sexual network patterns, levels of sexual activity, existence 
of ‘bridge’ populations and obstacles in changing behaviours. 

Target groups for BSS are sex workers (in brothels, massage parlour, bars, restaurants, 
city blocks, streets etc.), Men who have Sex with Men (in bars, nightclubs, parks etc.), youth 
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(in households, schools, workplaces, locations where ‘street children’ gather, etc.) and mobile 
populations (in truck stops, depots, etc.). It should be noted that for cluster definitions for key 
target groups there should be ‘mapping’ conducted to identify whether/where target groups 
gather at fixed sites. 

For low-level epidemics it is recommended that survey groups would be selected from 
highly-exposed groups such as female prostitutes, Injecting Drug Users, and Men who have 
Sex with Men with the frequency of every one to two years. The frequency for repeated cross-
sectional behavioural surveys in this epidemic stage for general population would be every 
four to five years. 

In concentrated and generalized epidemic not only highly-exposed groups as well as 
general population with the same frequency as mentioned before should be selected as target 
groups for repeated cross -sectional behavioural surveys, but also bridge groups need to be 
identified, such as military, mobile groups like miners, long distance truck drivers and 
agricultural workers. The frequency of surveys in these groups would be ever y one to two 
years. 

To be able to link behavioural data with HIV surveillance, in general population, data on 
HIV serostatus and behaviour should be drown from the same source population, but not from 
the same individual. Also population-based behavioural surveys should be conducted in 
catchment areas of key HIV sentinel sites. 

In target groups, behavioural data and HIV data should be from the same individuals. 
There are critical issues in this respect; informed consent should be sought in two steps, it can 
create participations bias, confidentiality is a sensitive and hard to achieve point is different 
settings, and last but not least availability of counselling and testing would affect the 
procedure to large extend.  

HIV and STD testing strategies 
Dr M. Darwish, NAMRU-3 

 
Developing an efficient and standardized testing strategy is a basic requirement for 

conducting surveillance of infectious diseases, which will provide reliable data on the disease 
under investigation in any country. Objectives of the testing strategy are identification of 
asymptomatic HIV infected persons, diagnosis of HIV-related diseases, sero-surveillance of 
HIV infection, transfusion safety and research.  

There are different types of tests for screening like ELISA for serum testing and newly 
introduced saliva/oral transudate-based tests. There are also confirmatory tests like Western 
Blot test. 

There are three alternative testing strategies: 

1. Strategy I: (screening by one ELISA), which is used when the objective is transfusion 
safety, or for sero-surveillance purposes when HIV prevalence is above 10%. 
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2. Strategy II: (screening by ELISA and confirm by different ELISA), this strategy is 
recommended for sero-surveillance when HIV prevalence is above 10%, for diagnosis 
of HIV related diseases, and for identification of asymptomatic HIV positive individuals 
when HIV prevalence is above 10%. 

3. Strategy III: (screening by ELISA followed by 2 different ELISAs). This strategy is for 
identification of asymptomatic HIV infected individuals when HIV prevalence is less 
than 10%. In this strategy, sera reactive is the first two ERS tests but negative in the 
third test should be considered equivocal since such results may represent sera form of 
recent sero-converters. 

In another words, if HIV prevalence is less than 10%, Strategy I is recommended for 
blood banks, Strategy II for conducting sero-surveillance, and Strategy III for identification of 
asymptomatic HIV-infected individuals. 

Sensitivity and specificity of the laboratory tests used are qualitative measures of its 
ability to distinguish accuracy for HIV positive or negative persons. It is also essential that all 
HIV testing laboratories maintain laboratory quality assurance procedures. 

Decision which one is the most appropriate strategy to use in implement ing surveillance 
will depend mainly on the testing objectives of the study or the activity to be conducted.  

STD surveillance is considered as key component for second-generation HIV/AIDS 
surveillance systems. A very important role of the laboratory is monitoring antimicrobial 
resistance of STIs particularly N. Gonorrhea. 

In conclusion well-designed laboratory availability is essential for accurate diagnosis of 
HIV and STI. Laboratory testing of HIV and STD should follow a strategy adjusted to local 
resources and conditions. It is essential that the quality assurance program to be set up to 
insure laboratory test results and their reliability.  

As a WHO collaborating center, NAMRU-3 performs HIV genotyping and conducts 
surveillance for HIV subtypes within Eastern Europe, Sub-Saharan Africa and the Middle 
East. 

Estimations and projections  
Dr Stefano Lazzari, Department of Communicable Disease Surveillance and Response, 

WHO/HQ 
 

As of end of 1999, 34.3 million adults and children are estimated to be living with 
HIV/AIDS. 

UNAIDS/WHO Working Group on Global HIV/AIDS/STI surveillance in collaboration 
with reference group on estimates and projections and member states and National AIDS 
Programmes make the estimates. 
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Data needed for estimation are: 

?? What are the levels and trends in HIV infection 
?? Who is going infected 
?? Who is at risk for or vulnerable to HIV infection 
?? Impact (need for care, planning) 
?? Is the response effective 
 

There are three steps in making estimates, namely calculating HIV prevalence, curve 
fitting, and generating other variables such as mortality and incidence rates. There are 
different procedures for calculating HIV prevalence in developing countries and industrialized 
countries as well as in generalized epidemics or concentrated epidemics. Critical issues in 
estimating prevalence are representativeness of ANC sites, effects of HIV infection on 
fertility, male to female ratio, and urban to rural prevalence differential. 

Estimates are made by adding the number of individuals assumed to be infected in each 
identifiable sub-population at risk, and a minimum estimate of HIV infection in the general 
population.  

The previous Epimodel used to fit a curve to 1994 and 1997 estimates was not designed 
to make HIV projections. It was also not designed to fit prevalence curves. It was limited to 
the gamma curve and had problems with ‘post-peak’ situations. Last but not least, it was not 
suitable for slowly progressing epidemics such as in Asia. The new curve -fitting software has 
been developed which answers all these issues. 

In calculation for HIV prevalence in concentrated and low -level epidemics, we should 
identify the risk groups, estimate size of risk groups, estimate HIV prevalence in risk groups, 
estimate HIV prevalence in the general ‘low-risk’ population and the n sum all the groups. 

In calculation for HIV prevalence in low -level epidemics as there is very few HIV 
infections scattered in the population, it is not possible to generate precise estimates. 
Therefore prevalence estimates may need to be limited to a specific cut-off point such as 
<5000 or >0.01%  

In HIV projections, predictions are very difficult, particularly when the future is 
concerned.  

Analysis, dissemination and use of the data 
Dr S. Bassiri, ASD/EMRO 

 
The primary objective of public health surveilla nce is to detect changes in the incidence, 

spread and distribution of disease. In general, HIV surveillance data are used to motivate and 
guide decisions and actions. The principle uses are: to define the extent of the problem, to 
increase commitment to HIV prevention and control, to ensure that programmes are 
appropriately targeted and to stimulate a regular assessment, and if necessary, a redirection of 
programme operation. 
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The surveillance data to be collected and the procedures to be followed should be 
adapted to local needs and expected use of data. Data collection can then be expanded or 
limited according to programme goals and available resources. Therefore where resources are 
limited, surveillance systems should be designed to provide only the essent ial data needed by 
the programme. 

Public health planners, program managers, health care personnel, and epidemiologists 
should consider more carefully when surveillance system is initiated and what data are really 
needed for programme operations. In particular, they should consider when and what 
additional data are needed, what degree of precision is required and whether the data already 
available are being used to their fullest potential. 
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Annex 7  

COUNTRY UPDATE 
1. Egypt 

HIV surveillance data from National AIDS Programme indicates a very low prevalence. 
Yet the surveillance data might not reflect the true picture of infection among population with 
high-risk behaviour. Since the appearance of the first HIV case in Egypt in 1986, the number 
of HIV positive persons has been steadily increasing and reached to 1398 HIV cases by end of 
September 2000, 269 of them are AIDS patients. The most prevalent mode of transmission is 
sexual representing 65% of all reported AIDS cases. 

Following the establishment of laboratory testing facilities in 1987, a series of non-
systematic sero-surveys were initiated through mandatory testing in prisoners, homosexuals, 
prostitutes and tourist workers in Aswan. This was gradually discontinued in 1989. 

Central and Peripheral Public Health Laboratory testing was established in 1987, and all 
blood for transfusion has been screened since then. All tests for HIV are linked and all 
positive results are followed back to the individual, who is counselled and monitored on a 
three monthly basis and notified on a HIV/AIDS follow -up form. Initially from 1986 all 
family contact were screened for HIV, but since 1991 only sexual contact were screened and 
counselled.  

In 1991 sentinel surveillance was initiated in high-risk groups (STD and drug addicts) at 
STD clinics and Rehabilitation Centres and in low risk groups (antenatal women) at MCH 
clinics and T.B. Hospitals. It was noticed that sufficient sample size could not be attained at 
all sites due to poor attendance of specially the high-risk groups in government facilities, and 
so the sampling became a routing procedure throughout the year. The blood sampling was a 
mixture of voluntary and mandatory linked testing. 

The strategic plan for 1996 to 1999 defines the objectives of the surveillance system as; 
to establish a baseline data, to monitor the trends of HIV infection in the country, and to use 
the results obtained for evaluation of the programmes effectiveness and impact and for setting 
priorities for intervention programmes. 

2. Islamic Republic of Iran 

The first AIDS patient was identified in 1986. Till end of 2000, total number of 2279 
cases of HIV/AIDS was reported, out of which 310 were AIDS cases. 

Substance abuse and spread of HIV infection in Iran are closely linked. While identified 
cases of HIV/AIDS in low -risk groups have been as low as 1 in 160 000 population, this rate 
has been reported as high as 1.5% among injecting drug users. The prevalence of drug use in 
Iran has never been studied directly but different indirect methods give rough estimations 
from 700 000 to 1200.000. 
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It is roughly estimated that about 40% of the Iranian population have had contact with 
HBV, but only 3% remain as virus carriers. Hepatitis C infection seems to be much less 
prevalent in Iran. While no more than 1% of population has had contacts with HCV, less than 
0.5% remains as virus carriers. Concerning the prevalence of HBV and HCV infection in drug 
users, as general, and injecting drug users in particular, there is no data available. 

A Rapid Situation Analysis of Subs tance Abuse was conducted in Iran in late 1998 and 
supported by UNDCP. It showed that 16.2% of the sample population reported injecting drug 
use during the month prior to the study. It also revealed that, while 20% of cases had never 
heard about AIDS, 30% of the sample population who had heard about AIDS, had no 
information about modes of transmission and the danger of sharing needles. Among injecting 
drug users needle sharing was reported as high as 50%. 

In the existing data there is no comprehensive under standing about the epidemiological 
specification of this infection in the country. ‘The study of prevalence of infectious diseases 
among injecting drug users and it’s correlated factors in Iran in 2001’, has been formulated in 
response to the identified need. Also a five -year plan for harm reduction has been developed 
by State Welfare Organization which includes awareness raising, Methadone programme, 
distribution of condom and disinfecting kits, and HIV counselling and Testing for drug 
addicts. These services will be provided in the Outpatient Treatment Centres. 

3. Iraq  

Serological surveys are conducted to monitor trends in HIV/AIDS/STD among certain 
population groups. Up to the end of 1999, the total number of HIV positive cases was 247, out 
of which 114 were AIDS cases. The main mode of transmission has been initially 
transmission through infected blood products. The majority of infected persons are young 
men with hemophilia and identified through active screening of blood recipients. All the 
donated bloods and imported blood products are now screened for HIV.  

High-risk groups namely STD patients, prostitutes, night club workers, blood recipients, 
Hepatitis B and C patients, Gypsies (known to be involved in high-risk behaviours) and 
travellers are tested regularly for HIV infection. 

The magnitude of STD epidemic is not clear nor is the health seeking behaviour of 
persons with STD. It seems that STD patients more get required services from private sector, 
and not all private practitioners report their STD cases treated by them. The number of female 
STD patients in public health centres is very low. Supervision of field staff is irregular due to 
lack of transportation and difficulties in communication and there are logistic problems in 
relation to necessary supplies for labs and clinics. 

4. Lebanon 

The surveillance system in Lebanon is still not stabilized. More efforts are needed to 
improve reporting system and allocating sufficient human and financial resources. The lack of 
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qualified leaders in surveillance is still a major barrier in strengthening and improving this 
system. 

The National AIDS Programme has established a system for HIV/AIDS surveillance 
based on a reporting form. According to the Lebanese law, reporting HIV/AIDS cases to the 
NAP is mandatory by health care workers including physicians, hospitals, blood banks and 
other laboratory centres. 

Despite the continuous effort of the NAP, still the reporting system does not run in an 
optimal or even acceptable way. Several workshops on improving the surveillance system 
were held with support from WHO and UNAIDS. 

Main reasons for lack of success in the HIV/AIDS surveillance are: 

?? Taboo and other psychosocial vulnerabilities linked to infection and its test. 
?? High degree of privatization of health care system 
?? Tendency toward rights protection and securing confidentiality by physicians for their 

patients 
?? Poor monitoring and control of government over private sector 
 
5. Morocco  

First case of HIV was found in 2 May 1986. Till end of September 2000, there were 
cumulative numbers of 809 HIV positive cases in Morocco. Sentinel surveillance for HIV 
were established in antenatal clinics, STD clinics and TB centres. Major mode of transmission 
is sexual with 68% of all reported cases. 

There is an epidemiological surveillance system for Sexually Transmitted Infections in 
Morocco, which includes case reporting, prevalence assessment and monitoring, assessment 
of STI syndrome etiologies, antimicrobial resistance monitoring and special studies. 

Major achievements are: 

?? Algorithms for syndromic case management of STIs adopted nationwide (1998–2000) 
?? A study in 3 sites of the country (Tangier, Marrakech, and Agadir) to test and adopt the 

algorithms of STI syndromic case management conducted 
?? A system for reporting and epidemiological surveillance of HIV/AIDS and STI 

implemented 
?? An anthropological study on STI was conducted to bring to light the social structure and 

the ways every social stratum responds to these diseases 
?? A qualitative study implemented through the focus-group method to identify the needs 

to train health professionals on management of STD 
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Major constraints in the programme are: 

?? Insufficiency of antibiotics available at PHC service facilities for Syndromic Case 
Management. 

?? Difficulty in tracing and STD partner notifica tion. 
?? Difficulty in implementing the algorithm for vaginal discharge management 
?? High cost in coordination with partners for analysis of vulnerability toward HIV 
?? High cost of anti retro-viral treatment 
 
6. Somalia 

Somalia is country with long-standing civil war, which has led to massive internal 
displacements and migrations as well as collapse of health services and programmes. Total 
population is estimated to be 5 891 500, out of which 2 415 515 (41% of total) are between 15 
to 44 years of age. Information on prevalence of HIV is scattered. Data collected from blood 
banks between 1995 to June 2000 indicates 0.8% positive cases (203 HIV positive out of 
24 037 tested). However data collected for different STD prevalence studies in Somaliland 
and Somalia shows higher rate of HIV infection among different groups. 

UN Theme Group on HIV consisted of all co-sponsors present was established and met 
for the first time in 1997 but there were no meetings later on during 1998 and 1999. A 
Technical Working Group led by UN, particularly WHO and UNICEF, was established in 
September 1999, which since then held monthly meetings and organized a workshop in 
Somaliland in December 1999.  

There are serious challenges with respect to access to quality care and spread of diseases 
in Somalia. There is no central government and insecurity in central and south zones where 
2/3 of the population resides, continues. There is a free movement of population between 
neighboring countries with high prevalence of HIV. STDs are very prevalent and there is high 
stigma attached to STD specially HIV. Resources available to tackle the problems do not 
suffice, and there is a strong needs to strengthen DOTS coverage to tackle the problem of TB 
and HIV. 

There has been a definite progress made during 1999 and 2000, in addressing the 
problem of HIV under Complex Emergency conditions. Pilot projects started in zones and 
expanded gradually based on experience gained and security situation. 

In October 1999 a sensitization workshop was held in NW and NE and in May/June 
2000 in South and Central Zones. A KABP and sero prevalence study was conducted in 
October/November 1999 in Somaliland. Findings were presented in a workshop on 7th 
December 1999 at Hargeisa. Training workshops on introduction of Syndromic Case 
Management of STI was held and a total of 82 health workers were trained. A pilot project 
was developed to launch STD control and HIV sentinel surveillance system in different 
regions. Advocacy and mass media programmed were developed with broad range of partners 
and with emphasis on reaching a traditionally oral society.  
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7. Sudan  

In 1987 in collaboration with WHO/GPA, a Short-Term Plan for one year for HIV/AIDS 
was formulated. One of the main objectives was assessment of epidemiological situation in 
three priority states in Sudan. Sero-surveys were conducted for prevalence of HIV in 
Khartoum, Equatoria and the Eastern States. The data showed a continuous spread of HIV 
infection through sexual transmission. During the Mid-Term Plan (1989–1993), sentinel 
centres were extended to cover all 9 states. A national network of sentinel sites were 
established for Tuberculosis and Sexually Transmitted Disease clinic attendants. In addition, 
cross-section sero-surveys were carried out in some states. However, these efforts have been 
hampered by irregular and inadequate provision of supplies as well as difficult access to 
remote areas especially in the Southern States. 

In 1994, the sentinel sites were reduced to 4 sites only representing four states in the 
country. In the first two years the major difficulty was collection of adequate number of 
specimens especially for STI patients. However after adoption of the Syndromic Case 
Management approach for STI, this problem was relatively improved. This year 
HIV/AIDS/STIs surveillance system at the state level was started in Khartoum, where sentinel 
sites at provincial level were established, also cross sectional sero-surveys are ongoing now. 

Partners involved in the Khartoum state experience are National AIDS Programme, 
Khartoum state AIDS committee, Faculty of Medicine University of Khartoum and some 
NGOs. 

Because of great variability in the HIV prevalence in different geographical areas in 
Sudan, surveillance system at the state level has been adopted as part of strategic plan process. 

Major constraints: 

?? Lack of health care instructors 
?? Lack of trained health personnel 
?? Lack of good transportation and accessibility 
?? Lack of adequate logistic support and supplies 
 
Major achievements: 

?? Overall trend of HIV/AIDS in the country almost known 
?? Major determinants of HIV infection are identified 
?? Experience in the four states can be gradually expanded to other parts of the country 
 
8. Tunisia 

The list of diseases for obligatory declaration was defined by law in 1992 and consists 
of 26 diseases, including HIV/AIDS. Confirmation for HIV/AIDS is made by a referral 
laboratory, which is the only one in Tunisia for confirmation test (Western Blot), based on 
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confidential and name-based case reporting. This information is regularly sent to NAP on 
confidential basis. 

Information is also obtained through epidemiological surveys among vulnerable groups 
such as prisoners and prostitutes, or from sentinel centres for TB patients. Information is also 
gathered from blood banks on HIV. 

The confidential name based case reporting is very timely and there is a regular data 
collection on monthly basis. HIV surveillance data provides a minimum estimate of the 
number of infected persons and a picture about distribution by mode of transmission. Two 
epidemiological studies covering 195 single pregnant women and prisoners in 1998 and 1999 
showed 0 cases of HIV among them. 

Knowledge about prevalence of STDs is low. The main source of information is the 
blood banks, which test all the blood samples for hepatitis B and syphilis and HIV. In the year 
2000 syndromic case management of STDs started in Tunisia but it is still in preliminary 
stages. 


