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1. BACKGROUND 

Based on the information available to the Regional Office for the Eastern Mediterranean 
Region (EMRO) of the World Health Organization (WHO), HIV infection continues to spread 
at a slow but steady rate in the Region. However, there is substantial diversity in patterns of 
infection across countries leading to increasing concern with the potential for wider spread. In 
Djibouti and Sudan, for example, there is considerable evidence of a generalized epidemic 
occurring through sexual contacts. In other countries, such as Bahrain, Islamic Republic of 
Iran and Pakistan, increasingly higher rates of infection have been reported among injecting 
drug users over recent years. In addition to the few countries that continue to report infection 
through blood and blood products, many countries now recognize the existence of diverse 
determinants of I W  infection in their communities. This includes high rates of sexually 
tranimitted diseases (STDS),' changing expectations and lifestyles among young people, 
increased drug use, migration and mobility, socioeconomic disparities, the situation of 
rehgees in certain localities, and limited access to health and social services in certain 
segments of the population. To this effect, there is increasing awareness among health 
officials of the urgent need to better understand the dynamics of the epidemic and to adapt 
prevention campaigns accordingly. 

Fortunately, this realization comes at a time when there remain opportunities to keep 
infection levels low even among those reporting risk practices. The collective experience 
gained from around the world has shown that prevention, especially when initiated early on 
and when focused on situations of vulnerability, can have a considerable impact on infection 
rates. Despite the difficulties faced in the prevention efforts undertaken by national AIDS 
programmes (NAPS) and nongovernmental organizations to date, there is now recognition of 
the relevance of tackling sensitive issues related to sexual practices, drug use and social 
marginalization. At the last meeting of NAP managers held in Tunis, Tunisia, in May 1999, 
several recommendations were made to step up prevention efforts among vulnerable 
populations. The participants also requested WHO, the Joint United Nations Programme on 
HIVIAIDS (UNAIDS) and other partners to assist in strengthening capacities in this area. 

The challenges of developing effective prevention programmes among vulnerable 
populations in the Region remain considerable. To date, very little experience exists in how to 
reach such populations, risk practices are mostly hidden and socially stigmatized, and because 
of the controversy surrounding these issues they must be approached cautiously. Since the 
beginning of the HIVIAIDS response in the Region, there have been very few opportunities to 
discuss methods and strategies to reduce risks among vulnerable populations. Particular 
efforts must also be made to counter tendencies to stigmatize individuals and specific 
communities involved. Finally, in the rare cases where research has been conducted, officials 
have been weary to disseminate findings and to address their implications for programmes. 

' It is estimated that every year 10 million cases of curable STDs occur in the Region although only a small fraction 
of these are actually reported. In Morocco, for example, recent efforts to strengthen STD surveillance have resulted in 
estimates of 600 000 infections per year. 
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2. INTRODUCTION 

In an effort to meet some of the above-mentioned challenges, WHO, in collaboration 
with UNAIDS, convened a four-day Regional Consultation on Reducing Risk and 
Vulnerability to HIV/AIDS in Countries of the Eastern Mediterranean Region in Tunis, 
Tunisia from 29 May to 1 June 2000. The consultation included participants from Djibouti, 
Egypt, Islamic Republic of Iran, Jordan, Lebanon, Morocco, Pakistan, Syrian Arab Republic, 
Tunisia and Republic of Yemen. The participants were either members of NAPS, 
nongovernmental organizations or research institutions. The objectives of the consultation 
were to: 

review current knowledge on the situations of risk and vulnerability to HIVIAIDS in 
selected countries of the Eastern Mediterranean ~ e ~ i o n ; ~  

exchange information on effective HIVIAIDS prevention, care and support strategies 
focusing on vulnerable populations; 

discuss methods to reach and develop feasible and culturally adapted programmes 
focusing on vulnerable populations; 

* develop country and regional guiding principles of action for building capacities in 
situation analysis and progarnme development on reducing risk and vulnerability to 
HJYIAIDS . 

At the opening ceremony, a message was delivered from Dr Hussein A. Gezairy. WHO 
Regional Director for the Eastern Mediterranean, welcoming participants to the first 
intercountry consultation on risk and vulnerability to HIVIAIDS in the Region. After thanking 
the Government of Tunisia and His Excellency, Dr El-Hkdi M'henni, Minister of Public 
Health, for hosting the consultation, Dr Gezairy highlighted some of the features of the global 
and regional epidemic that motivated WHO to organize the meeting. He stressed that despite 
the religious and cultural norms that protect communities in this Region there was no room 
for complacency, as the potential for a more serious situation exists if substantial efforts were 
not made to address risks of HTV infection. After identifying some of the factors associated 
with vulnerability in the Region, he outlined some of the lessons learned on effective 
prevention efforts focusing on the urgency of increasing understanding of the social 
dimensions of the epidemic and the need to tailor strategies accordingly. He indicated that the 
consultation should focus on developing the key elements of a future agenda for applied 
research, community mobilization and adapted prevention strategies. 

Dr Gezairy's message was followed by that of His Excellency the Minister of Public 
Health of Tunisia, Dr El-Hedi hl'hemi, who equally stressed the relevance of focusing on 
vulnerable populations and, in particular, on determinants of vulnerability. The Minister 

' The scope of the consultation 7 . ~ 3 ~  limited to HIV transmission through sexual contacts and drug injecting practices, 
and did not discuss infection through 5lood trmshsion or blood producn. 
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explained that such a focus had been adopted in the current National Plan on HIVIAIDS in 
Tunisia and included the following priority areas: a) improve the collection of 
epidemiological and behavioural information on vulnerable groups; b) promote behaviour 
change strategies and facilitate nongovernmental organization action to reach these groups; 
and c) provide health care and support to those who are living with HIVIAIDS. Prior to 
declaring the consultation open, Dr M'henni expressed his gratitude that EMRO had chosen 
to hold the consultation in Tunis and wished the participants success in their deliberations. 

The first day of the consultation consisted of a review of what is known both globally 
and in the Region on HIV risk and vulnerability. To stimulate discussion based on concrete 
country examples, presentations were made by Islamic Republic of Iran, Lebanon and 
Pakistan. On the second day an overview was provided of prevention strategies and 
experiences among vulnerable populations in the Region, with all 10 countries present at the 
consultation providing summary reports on specific issues. The third day was devoted to 
group work on adapted prevention and care approaches to vulnerability focusing on the 
following groups: hard-to-reach groups, young people and mobile populations. Finally, the 
fourth day provided countries with the opportunity to review national priorities and to develop 
a Regional Framework for Action on vulnerable groups. The agenda, programme and list of 
participants in the meeting are included as Annexes 1, 2 and 3, respectively. Annex 4 
comprises country presentations on risk and vulnerability to HIVIAIDS, and Annex 5 lists 
national priority areas for action. 

3. GLOBAL HIVIAIDS SITUATION AND STRATEGIES TO REDUCE RISK AND 
VULNERABILITY 

Although sexual contacts are the predominant mode of HIV transmission globally, 
substantial variations exist in the epidemic across regions. Of the 33.6 million people living 
with HIVIAIDS (PLWHA) at the end of 1999, 23.3 million were from sub-Saharan Africa 
while, in comparison, only an estimated 200 000 were from the Eastern Mediterranean 
Region. Taking into account under-estimation due to difficulties in reporting and surveillance, 
such considerable regional differences appear to be associated with numerous factors, 
including when the epidemic was introduced, the prevalent routes of transmission, and the 
range of social-cultural and economic determinants of infection. However, even in regions 
and countries where HIV infection is generalized, communities are not affected in a similar 
manner and it remains essential for programmes to identify specific dynamics of vulnerability. 
For example, migrant workers who are separated from their spouses and families, and have 
little access to information and health services, including for STDs, have been found to be 
vulnerable to infection in different regions. Similarly, drug users who resort to sharing of 
injecting equipment in prison settings increase their probability of infection regardless of the 
country they are in. Young people that live away from their homes and communities of origin, 
and particularly in street settings, have also been found to be vulnerable to greater risks. 

Taking the example of eastern Europe and the Newly Independent States of the former 
Soviet Union, we note that recent increases in HIV infection were a result of changing 
patterns of injecting drug use behaviour among younger age groups which, in turn, were 
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associated with considerable socioeconomic and political transformations that took place 
during the 1990s. Other dynamics of HIV infection involving sex work, injecting drug use or 
sex between men have occurred in Asian and Latin American countries, as well as in urban 
communities of North America and western Europe. Vulnerability, in many of these settings, 
appears to coincide with social "fault lines" in societies, as well as with the influence of rapid 
societal changes due to mobility, urbanization and exposure to new lifestyles. 

Regardless of whether countries are defined as being in a generalized, concentrated or 
low-level epidemic s i t~at ion,~ prevention efforts remain important throughout. These 
prevention efforts are largely based on a risk reduction approach that aims at bringing about 
behaviour change through information, provision of skills, access to health and social 
services, and a supportive environment. Such strategies have been associated with success 
when the intensity of programmes has been consistent over time and significant coverage 
ensured. However, these strategies need to be supplemented with actions to reduce 
vulnerability in the wider social and policy context. 

4. REGIONAL SITUATION OF FUSK AND VULNERABILITY TO HNIMDS 

Although the information on HIVIAIDS is incomplete, sexual contact is the most 
common mode of transmission in the Eastern Mediterranean Region. Injecting drug use 
currently accounts for only 4% of all reported cases although there is growing concern with 
this route of transmission. For its part, mother-to-child transmission amounts for 2% of cases. 
while infection through blood or blood products is declining although it persists in a few 
countries. Surveillance studies have been infrequent but some countries have carried out 
studies in selected populations. In Djibouti, prevalence was 22% among men seeking STD 
care in 1998, and was 38% among sex workers and 2.9% among pregnant women in 1999. In 
nearly all other countries, prevalence is much lower although increases have been noted in 
recent years among men seeking STD care with rates of 3.2% found in Sudan and 2.9% in 
Republic of Yemen. In 1998, prisoners. who are routinely tested in many countries, were 
found to have prevalence rates of 2.3% in Bahrain and 1.4% in Pakistan. While among 
injecting drug users, HIV prevalence had reached the alarming rates of 5.7% in 1996 in the 
Islamic Republic of Lran and 5.4% in Pakistan in 1995. 

Based on the current state of knowledge, the following determinants of vulnerability 
have been identified in the Re,' ~ i o n :  

Young people are believed to be increasingly at risk mostly through heterosexual 
contacts. Given the changing demographic profile in countries and the trend towards 
late marriage, there is an urgent need to look at risks in relation to premarital sex as well 
as potential experimentation with drug use. 

' "Generalized epide~illc" rpfers to where HIV prevalence rates are consistently over 1% in pregnant -?vornen 
narionwide. "Concentrated epidemic" refers to HIV prevalence being consistently over 5% in at teast one defined 
subpopulation, but where HI'/ prevalence remains below 156 among pregnant women in urban areas. "Low-level epidemic" 
refers to HIV prevalence not consistenrly exceeding 5% in any defined subpopulation. 
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Vulnerability to HIV is accentuated irzcountries and localities where there are 
significant economic disparities and rapid social transformation. For example, the 
phenomenon of commercial sex work increases when the following factors converge: 
the presence of a sizeable number of single men, poverty among segments of the 
population and the juxtaposition of visible and wealthy lifestyles. 

National and international media is becoming a predominant influence in shaping 
attitudes and lifestyles as it now reaches most homes. Young people are among the first 
to avail themselves of new influences, particularly given the tendency to emulate 
Western lifestyles among certain segments of the population. 

. There is increasing geographical mobiliv among populations, not only within the 
Region but also to countries outside the Region. 

With globalization there is pressure to adopt norms and lifestyles that are often 
perceived to depart fiom traditional values such as those that inhibit early sexual 
experience or risk-taking behaviours. 

Illicit drug production, trade and use has expanded globally, with some countries of the 
Region being particularly affe~ted.~ Drug injecting practices are on the increase, as are 
the chances of HIV infection through sharing contaminated needles. 

There is a growing recognition of the existence of casual sexual encounters and 
commercial sex work, as well as the risks related to unprotected sexual contacts. 

Where there is lack of access to health and sociaI services, there is greater vulnerability, 
as is the case with refbgees and displaced persons. The availability of maternal, family 
health and STD services considerably strengthens prevention efforts. Indeed, coverage 
of services is one of the indicators associated with effective HIV prevention. 

In the plenary discussions that followed the presentations on the global and regional 
contexts, concerns were raised on the need to also look at countries in conflict. The example 
was given of Afghanistan where a combination of risk factors could lead to greater 
vulnerability, including extensive blood transfusions and important drug trafficking routes in 
the subregion. Other participants raised questions for further reflection during the 
consultation, such as the role of the public sector in this area given the difficulty of securing 
politica~commitment on controversial social and policy issues. Among the specific challenges 
mentioned were the lack of data on vulnerability, and the difficulty of conducting surveys and 
ensuring the participation of the populations concerned. Finally, some doubts were raised on 
whether current communication strategies were effective. Questions were specifically directed 

For example, more than 85% of the world's seizures of opium and 30% of heroin take place in the Islamic Republic 
of Iran. For more information on drug injecting practices, see Report on the intercounty consultation on development of 
guidelinesfor demand reduction in substance abuse with special emphasis on injecting drug use, Beirut, Lebanon, 25-27 
Novemb= 1999. 
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at the use of more conventional health education channels, although it was also argued that 
questions of effectiveness were related to the content rather than the channels of messages. 

Following these general discussions, three country situations were presented reflecting 
the diversity in the Region. 

5. SELECTED COUNTRY PRXSENTATIONS ON RISK AND VULNERABILITY 

5.1 Islamic Repubiic of Iran 

With surveillance in place since the early 1990s, the dominant route of H W  
transmission at present in the Islamic Republic of Iran has been revealed to be the sharing of 
needles and other injecting equipment among drug users (accounting for 67% of all reported 
cases of HNfAIDS), in particular in prison settings. Though much less is known on the extent 
of sexual transmission in the general population, an important chain of transmission couId 
involve injecting drug users, the vast majority of whom are young men, to their female sexual 
partners. Consequently, drug users, prisoners, young people and women have been identified 
as vulnerable populations in the Islamic Republic of Iran. 

T l e  situation of drug use has been greatly elucidated by a rapid assessment conducted in 
1998-1999 with United Nations International Drug Control Programme (UmDCP) support. 
Focusing on treatment centres, prisons and a street-based sample, the assessment helped 
identify the sociodemographic profile and history of drug use in this population, providing 
supportive evidence on the changing trend towards drug injecting and substantial rates of 
needle sharing in a sample of 1472 drug users. In addition, levels of awareness among drug 
users of the risks of HNi'AIDS through sharing needles and sexual transmission were found 
to be surprisingly low, demonstrating the lack of targeted education, counselling and other 
support services for this population. Some of the data provided also point to casual sexual 
contacts occurring among some, and a potential overlap with other risk contexts such as 
commercial sex work. 

As there is now considerable political concern with the issue of HIV!'..UDS among drug 
users, and a history of experience in drug demand reduction, treatment and rehabilitation 
programmes, the Islamic Republic of Iran is currently in the process of developing HIV'AIDS 
interventions for settings such as prisons, as well as the wider social context in which drug use 
occurs. There is a willingness on the part of the authorities to turn towards more innovative 
approaches such as peer education and provision of disposable syringes and needles in 
prisons, and to integrate these in a more comprehensive approach, including drug demand and 
control progarnrnes. 

5.2 Lebanon 

It remains very difficult to estimate the extent of HIV transmission in Lebanon as the 
current reporting system is largely dependent on a very independent private health sector 
resulting in considerable underreporting. However, based on the existing HIV/XIDS case data 
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available to the NAP, situations of vulnerability are quite diffuse and varied. Lebanon is 
characterized by a history of emigration that has been fuelled in recent decades by political 
strife and economic pressures. Through this mobility, a liberal economy and a mosaic of 
communities with varying lifestyles, numerous situations of vulnerability have been identified 
among young people and adults, including casual sex, commercial sex work, sex between 
men and drug use. One of the most important concerns, however, may be the considerable 
flow of emigrants out of and back to the country, linking rural communities in Lebanon with 
the situation in Afiica and continents. Travel and residence abroad continue to be reported as a 
risk factor among those who are living with HIV despite recognition that considerable 
indigenous infection is now occurring. 

.Among young people, focus groups, surveys and some outreach work undertaken 
throughout the 1990s have confirmed that significant proportions of both in-school and out- 
of-school youths, those in technical occupations and university students, are reporting 
multiple sexual partners. Changing social norms and lifestyles are thought to be influenced by 
global culture and personal experiences abroad. Comparing survey findings over time, it 
appears that while AIDS awareness is high, the number of those engaging in risk practices is 
increasing while the proportion of those adopting preventive practices is also rising but at a 
much lower rate. Based on these findings, an effort has been made to reinforce school, group 
and interpersonal education among young people. 

The NAP and nongovernmental organizations have faced considerable challenges to 
reach vulnerable groups and to define appropriate strategies. While some inroads have been 
made to reach street youths and drug users in specific neighbourhoods of Beirut, much less 
effort has been made towards those involved in commercial sex work or sex between men, 
although some exploratory contacts were initiated. Currently, a focused effort is being made 
to undertake situation assessments and to initiate outreach interventions taking into the 
account the contexts of commercial sex work, men who have sex with men and street drug use 
scenes in the country. However, the real challenge is to establish contacts with these 
populations and different "gatekeepers", and to address some of the related stigma and policy 
challenges. 

Lastly, one of the most difficult issues is establishing a strategy on the issue of 
migration and HIV/AIDS. Part of the range of strategies that are now being developed is 
strengthening the referral systems of nongovernmental organizations and services in rural 
communities with high rates of emigration and returning emigrants. Some initial steps were 
also taken to form programmatic links with countries that have large populations of Lebanese 
immigrants such as those in West Africa. 

5.3 Pakistan 

With a population of over 136 million inhabitants, continuing development challenges 
(e.g. a female literacy rate of 27%) and substantial sociocultural diversity, a recent decision 
was taken by the Pakistani authorities, with the support of United Nations agencies, to 
undertake a situation and response analysis as part of the strategic planning process. While the 
predominant mode of transmission appears to be through sexual contacts, considerable 
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regional variations exist including those between urban and rural communities. An attempt to 
classify situations of vulnerability resulted in the identification of the following priority 
groups: women, young people, migrant labourers and mobile occupations (e.g. truck drivers), 
commercial sex workers and transsexuals. The determinants of vulnerability relative to each 
group were then further analysed. 

To elaborate on the example of migration, up to four million Pakistanis work outside 
their country. Within the country itself there are considerable patterns of mobility that are 
known to increase the risk of contacts between travellers, merchants and labourers with casual 
sex partners, including commercial sex workers. It is currently estimated that the prevalence 
of HIV among commercial sex workers in the country is between 1% to 2%, although the 
fi,we could be much higher in the "red light" districts of larger cities. Among men who are 
sexually active in prison settings and other contexts where sex between men occurs, no 
specific prevention measures have been introduced. 

A survey conducted in Lahore in 1999 (n = 200) among a street-based population of 
drug users noted the high potential for transmission through needle sharing practices among 
drug users and, through sexual contacts, to the general population. While none were found ro 
be HW positive in this particular study, 89% were infected by hepatitis C, 64% reported 
needle sharing and the majority reported involvement in sexual activity. As in the Islamic 
Rspublic of Iran, the tendency towards rapid change in mode of drug administration from 
smoking and inhaling to injecting, in addition to the large number of drug users, requires 
urgent attention. 

4.4 Discussion 

The above country presentations served as background for the first series of discussions 
during the consultation, with the intent of stimulating reflection on rhe patterns of 
vulnerability in the Region. In summary, the presentation on the Islamic Republic of Iran 
focused on epidemiological and assessment findings, as well as on the present concern with 
drug use, while recognizing the need to reach other vulnerable populations, including through 
voluntary counselling and testing (VCT) services. For its part, Lebanon undertook an analysis 
of different vulnerable groups based on a mix of knowledge, attitudes, beliefs and practices 
(KABP) survey results, qualitative studies and observations. Pakistan drew on the strategic 
planning process to identify the main axes of vulnerability, although there may still be a need 
to prioritize vulnerable groups in local contexts. See Annex 4 for other country reports. 

It was generally noted by participants that the difficulty in reporting and discussing 
sexual practices may lead countries of the Region to focus more on the still difficult but 
somewhat less culturally problematic issue of drug use. Participants also noted that the 
differences between countries were great and that it is essential to assess the ways in which 
these determinants operate in local contexts. National and local knowledge is fundamental to 

planning and programme implementation. To this effect, the observations confirmed the 
necessity of developing a systenatic approach to the different contexts which could involve: 
a) uridcrtakiilg a situatioil analysis, b) gaining political commitment, c)  negotiating with 
community and religious leaders, d) exploring innovative ways to reach vulnerabie groups. e) 
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developing intervention strategies, and f) involving nongovernniental organizations and 
community-based groups in prevention, care and support. 

6.  SITUATION OF CERTAIN VULNERABLE POPULATIONS 

6.1 Hard-to-reach groups 

Injecting drug users 

The number of countries in the world reporting injecting among drug users rose from 80 
in 1992 to 128 in 1998. In some of these countries, needle sharing among drug injectors has 
becoine the major mode of HIV transmission and has been responsible for igniting a wider 
epidemic, taking hold first in drug using populations and then moving on to the general 
population through sexual transmission. In Asia, Eastern Europe and other regions prevalence 
has rapidly increased over short periods of time. It is now feared that this rapid diffusion is 
occurring among injecting drug users in the Region as well, as witnessed by the rising HIV 
prevalence among those sharing needles or other injecting equipment in the Islamic Republic 
of Iran and other countries. 

However, despite the current risks the accumulated experience from around the world 
has shown that prevention can be effective among drug users particularly when implemented 
early on. The key to effectiveness among drug users and other vulnerable groups is an 
approach involving multiple intervention strategies developed in different settings and that 
target various risk practices. Such an approach is embodied in the "harm reduction" model 
which recognizes that while the goal of abstinence from drug use is the most desirable, it is 
not easily obtainable. Harm reduction seeks pragmatic ways to decrease the harmful effects 
associated with drug use for the individual and community. This approach can be integrated 
within more comprehensive strategies for supply and demand reduction and could include: 

Raising awareness among drug users, especially through community-based peer 
outreach approaches; 

Providing access to treatment including detoxification, rehabilitation and substitution 
therapy; 

Facilitating access to counselling, STD health services and other basic health care; 

Providing access to sterile injecting equipment through needle exchange programmes or 
the provision of bleach to sterilize needles; 

Reduction of transmission risk by providing condoms. 

There is now growing interest in the Region in the relevance of this approach, although 
questions remain on the appropriateness of specific strategies such as drug substitution and 
needle exchange, both in the medical community and among law enforcement agencies. The 
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success of HIV prevention among injecting drug users also requires certain preconditions to - 

be met, such as access to information, family and social support, health care and legal support. 
At the community and law enforcement level, an effort is necessary to move this issue from a 
strictly legal debate to broader public health and social concerns. Targeted intervention 
programmes also need to be supplemented by a general awareness approach, particularly for 
young people. 

As with other vulnerable populations, action-research is an important first step in this 
area. Rapid assessment methods are especially useful in programme development. Knowledge 
is not only important on the extent of drug injecting and associated behaviours, but also in 
identifying gatekeepers and how they can be reached to ensure that they do nor act as barriers 
and, where possible, that they facilitate programmes. 

The situation in the Islamic Republic of Iran, which has a considerable and historical 
problem of drug trafficking through certain localities, has led to recent policy changes on 
injecting drug use and HIV/AIDS. While drug use is regarded as a crime, treatment is 
provided. The recent assessment made of the problem in the Islamic Republic of Iran has 
increased the attention of the highest authorities. Integrated within drug reduction efforts, 
various channels are being used to educate young people about drugs, and treatment and 
rehabilitation programmes are being implemented. 

Commercial sex workers 

The extent to which commercial sex work,' defined as the exchange of sexual favours 
for money, occurs in the Region is not documented. Information on this social phenomenon is 
scarce as it is illegal in nearly all countries with those involved preferring to remain 
anonymous. However, there is increasing acknowledgment of its existence, including in all of 
the countries represented at this consultation. As elsewhere, the determinants of commercial 
sex work vary from one community to the next, but usually include a mix of personal. social 
and economic factors. Different forms of commercial sex work exist in countries varying 
from a) those engaged in "survival sex" referring to women who are dependent on sexual 
relationships to meet economic needs; b) to young women having experienced personal and 
family problems and, subsequently, leaving their homes and communities to engage in 
occasional forms of commercial sex work elsewhere; c) to more visible types of commercial 
sex work in bars and nightclubs where sex for money exchanges are known to occur. It should 
also be noted that the Region is experiencing the appearance of new forms of international 
commercial sex work such as escort services, in many cases involving women of various 
nationalities. 

Because contact with this population is minimal and, in many places non-existent, the 
prevalence of STDs and H N  among commercial sex workers remains unknown with the 
exception of occasional surveillance and behavioural studies conducted in countries such as 

' The ovenvhe!ming majority of cornrr.ercinl sex workers in the Region are women, although maie commercial sex 
work has becn identified in counties such as kIorocco md Pkistan and most likely exists in other countries as well. 
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Djibouti and Tunisia. Canying out prevention programmes 3-1 the context of commercial sex 
work requires that some baseline information is collected on the profile, extent and 
distribution of commercial sex work in communities. Currently, most of those who are 
reached are contacted either through the police, correctional services or through a small 
number of social welfare associations working with marginalized women. Data are also 
needed on this population's awareness of STDs and HIV/AIDS, the predisposition of those 
involved to protect themselves, and their access to health and social services. 

Notwithstanding the need for more information, what has been the prevention response 
in the Region? Mandatory testing and medical check-ups for known commercial sex workers 
are conducted in some countries. Tunisia, for example, has a long-standing system of health 
control, including access to prevention and social support to those authorized to practice 
commercial sex work, though this system does not reach clandestine commercial sex 
 worker^.^ In other countries outreach for commercial sex workers has been initiated although 
this has been very limited in both scale and duration. With the exception of some other 
experiences, such as with commercial sex work in Morocco and Djibouti involving efforts by 
associations to provide economic alternatives to women in situations of vulnerability and 
support to those who are living with HIV/AIDS, initiatives have been few and short-lived. 
Generally, the level of access to information, STD and other health services and condoms for 
commercial sex workers and those who patronize them, is thought to be very limited. This is 
of particular concern in countries such as Djibouti where prevalence rates of 38% to over 50% 
have been reported. 

It is essential to note that prevention programmes in the context of commercial sex work 
have been effective in different regions of the world.7 Combining peer education, condom 
promotion and STD care, such programmes have managed to bring about considerable 
behaviour change, which in a number of countries is now associated with stabilization or 
declines in HIV prevalence. Given the potential for infection fiom male clients to their present 
or future female partners, such programmes are essential to national efforts. 

Finally, it was noted that programmes on commercial sex work should involve the 
clients a3 well as key gatekeepers such as the police, bar owners and managers. Although 
identifying clients is difficult, the provision of information on condom use and the 
consequences of infecting others is a potentially powerful message that also refers to the 
moral and social responsibility of clients vis-d-vis their spouses and families. It is also equally 
clear that dialogue with policy makers and local enforcement officials is necessary. It is 
essential to sensitize these actors to the public health rationale in order to facilitate access to 
services for those engaged in commercial sex work. 

Currently, the number of registered commercial sex workers in the country is 300. There are no figures on those 
involved in clandestine commercial sex work in Tunisia or other countries. In Djibouti, 3000 women involved in commercial 
sex work sought STD care in a one-year period indicating a potentially large population there. 

Early intervention programmes in Djibouti dating to the late 1980s also showed the potential for the adoption of 
prevention practices by those involved in commercial sex work. 
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ibfen who have sex with men 

As in the case of commercial sex work, the absence of documented information on the 
context and extent of sex between men reflects the stigmatization that surrounds this 
behaviour in the Region. While only a few studies have focused on this issue, surveys 
conducted on young people or other populations over recent years that have included specific 
questions on this issue have found that same-sex experiences are not rare. While social taboos 
and legal sanctions may continue to discourage situation assessments and the provision of 
health services in this area, some countries have made or are in the process of initiating some 
efforts to reach this population, including Egypt, Lebanon, Morocco, Pakistan and Syrian 
Arab Republic. This may also reflect a gradual shift in societal attitudes, brought about by 
increased media discussion and AIDS information campaigns, towards some acceptance of 
the need to provide services to this population. 

Based on current epidemiological data, it remains very difficult to assess the relative 
importance of sexual contacts among men who have sex with men to HIV transmission in the 
Region. Many countries continue to report sexual contacts between men as a risk factor 
although the majority of cases are attributable to heterosexual contacts. Given the social taboo 
and limited access to VCT, it is likely that this risk factor is underreported. However, smail- 
scale surveys conducted in Egypt and Morocco reveal the potential for significant multiple- 
partner sex, and given that involvement in sex between men is usually hidden, some of those 
involved may be either married or have female partners as well. 

One of the few in-depth studies conducted in the mid-1990s among men who have sex 
with men in the Region was done by a nongovernmental organization, 1'Association de Iutte 
contre le sida (ALCS), as part of an action-research programme in the cities of Casabianca 
and hlanakesh in blorocco. This included ethnographic observation, interviews and 
discussions with young men involved in exchanging sex with other men. usually for money or 
other benefits, on their levels of awareness, attitudes and practices. The study revealed the 
occurrence of considerable risk practices, including limited perception of risk, early onset of 
sexual experiences, and multiple partners, in a context of substantial social vulnerability. 
Some respondents described a situation of economic instability, troubled family relations and 
discomfort about sexual orientation. Based on this information, the nongovernmental 
organizations established an outreach service through peer education involving one-to-one 
education, condom provision, VCT, STD care and a drop-in centre. 

It is probable that an approach relying on outreach, peer education and referral to 
services could be functional in other large urban centres of the Region, though some 
difficulties could be faced. Such attempts are known to be labour intensive and ensure limited 
coverage. More importantly, while nongovernmental organizations need to be the main actors 
on such socially sensitive issues given the stigma attached, the NAP and other public health 
officials have a crucial and leading role in maintaining dialogue with decision-makers and law 
enforcement agencies to avoid potential public opinion backlash. 
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6.2 Young people -- 

Although firmly established religious and cultural norms may be protective to many 
within the Region, there is continuing cause for concern among young people given the 
delayed age of marriage and the potential increase in premarital sex over recent years. Higher 
incidence of HIV is being increasingly reported among younger age groups. While young 
peopIe are known for being malIeable to the influence of peers and others, they are also 
flexible in their behavioural choices. Health promotion efforts are, therefore, particularly 
important before the onset of sexual activity as well as among those who have initiated sexual 
contacts. The age-range that programmes focus on will vary between countries, but what is 
clear is that there are substantial differences among young people. It is therefore important to 
reach specific groups with messages in ways they understand and can identi@ with. The 
choice of which subgroup(s) of young people to work with is left to the discretion of 
individual countries relative to their circumstances. 

Important to the task of identification and priority setting among young people is the 
need for greater knowledge about attitudes, practices, meeting places and the like. To this 
effect, a number of prevention programmes have been based on KABP surveys andfor 
qualitative research including focus groups. 

In the Region, school-based health and sex education programmes have sometimes been 
met with considerable resistance from families, and community and religious leaders whose 
influence is a prime consideration for such a public endeavour. Yet these programmes remain 
an essential channel for imparting information, skills and services. Apart from schools, a 
number of countries have begun to effectively reach young people in other institutional or 
community settings, such as the military, workplaces and other contexts. 

Reaching young people in out-of-school settings is recognized to be an even more 
difficult undertaking. However, young people could be accessible through sports clubs, media, 
workplaces, health services, institutions such as prisons, the military, refugee camps, welfare 
homes, places of worship and in many public gatherings and venues. Activities and 
programmes conducted through these venues provide opportunities for integrating HIVIAIDS 
activities. Orientation days, competitions, hotlines, peer group work and VCT were all 
approaches used in Egypt in their efforts to reach and influence young people. In the Syrian 
Arab Republic attention is now on the need to train peer educators and counsellors as well as 
nongovernmental organizations for outreach work. Most countries attending the consultation 
reported on their efforts to reach out-of-school youths, including Djibouti, Jordan, Lebanon, 
Morocco and Pakistan, who developed interventions for young people designed on 
preliminary studies and information gathered for this purpose. 
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6.3 R'lobile populations, refugees and displaced people 

Whether for economic, professional, recreational or political reasons, millions of people 
cross international borders every year.8 These include migrants, tourists, businessmen, 
professionals, military men, truck drivers and other forms of traveller. In addition, the 
nurncrous conflicts or situations of instability around the world continue to increase the 
number of refugees and internally displaced persons. The Eastern Mediterranean Region is no 
exception with both long-standing patterns of migration and increased mobility in recent 
decades due to greater economic interaction and better means of transportation. Among these 
patterns are the more traditional forms of emigration such as that of Lebanese and Syrians to 
numerous regions of the world, and that from the Maghreb countries to France and other 
European countries. Recent decades, however, have seen a diversification and substantial 
increase in mobility involving countries with substantial populations, such as ~ , g p t ~  and 
Pakistan, on the one hand, and those undergoing significant economic growth but lacking 
human resources, such as Jordan, Lebanon and countries of the Gulf Cooperation Council 
(GCC). Sizeable movements of labour migrants and refugees from African and Asian 
countries to the Region have supplemented these. Finally, with increased wealth arnong the 
upper and middle classes, there is considerable tourism, such as the estimated one million 
people from the GCC countries who visit E,qt every year. 

Notwithstanding the considerable differences between these populations and their 
contexts, mobility has been associated with increased vulnerability to HIV/AIDS. A number 
of studies undertaken alonz main transport routes, in border regions and on returning 
emigrants in parts of Africa and Asia, have clearly established the link between HIV 
transmission and mobility. Yet the strength of this association varies considerably relative to 
risk factors and differing epidemiological profiles. 

The evidence from the Region indicates that a substantial link exists between mobility 
and HIV infection in such countries as Lebanon, Morocco, Tunisia and Republic of Yemen. In 
Lebanon and Tunisia, for example, a substantial number of HIV/AIDS cases occur among 
those having resided in countries where HIV is endemic or where they may be vulnerable to 
specific risk factors. In yet other countries that either send or receive a sizeable number of 
migrant workers, including E,vt, Sudan and Pakistan in the former category,'* and the Gulf 
Cooperation Council countries and Jordan in the latter group, important risk factors are also 
found. Typically. labour migrants include unmarried young men or women, or married 
persons travelling without their spouses and families. In nearly all cases, these populations do 

It was estimated that 125 million persons rmigated from their country of origin and 625 million persons travelled 
for work, studies, tourism and other reasons in 1998. These figures exclude clandestine forms oiimmigration. 

' In the mid-1990s, the estimated number of Egyptian workers in the Gulf Cooperation Council countries was ? 
million, while the current number of Pakistani workers outside Pakistan is 4 million. 

10 Other . t i c a n  and .hian countries also provide large numbers of migrant workers ro the Region. such as Ethiopia. 
India, Philippines a d  Sri Lmka. In the case of Sri Lanka. health suthorities there estimated in the mid-1900s  hat up KO 40?/o 

of FIIV infections among women involved those :vho working in the Eastern Mediterranean Xe~ion. in particular as domestic 
workers. 
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not have adequate access to information, health and social services, largely because they face 
legal, economic and sometimes cultural and linguistic barriers. 

An appropriate response to HIV infection in this population, therefore, poses 
considerable challenges in ensuring access to prevention, care and support. With few 
exceptions, most countries continue to deport foreign nationals to their countries of origin 
when found to be HIV positive. The issue of mobility and HIV/AIDS has been particularly 
difficult to raise in the Region because of the perception, largely echoed in the press, that it is 
non-nationals that bring infection into the country. Even when nationals are found to be HIV 
positive, there may be a tendency for the public to associate HIV infection with certain 
communities or regions of the country, particularly among returning emigres. 

While the risks of stigmatization need to be addressed, these concerns should not serve 
as justification for continued inaction. The strategy of integrating prevention programmes for 
migrant and refugee populations into those being undertaken for the indigenous populations at 
national and local levels is particularly important. To meet the challenges of prevention it is 
essential to ensure a wider participation of health and other sectors, such as social affairs, 
employment and those dealing with migrant workers and refugees. 

To date, a variety of strategies have been used to reach mobile and refugee populations. 
They include the adaptation and translation of educational material, the use of the mass 
media, peer education, community clubs, associations and syndicates, and health services. 
Interventions have been designed in specific contexts for subgroups of migrants, including 
young people and those at-risk of using substances. Truck stops have been a special focus 
along transit routes that often cross several countries. There has also been special training of 
health care workers in services reaching migrants, refugees and returning emigrants. 

But there are many problems and challenges that remain. Some of these include 
identifLing the determinants of vulnerability in different mobile populations. Policy dialogue 
with national and local authorities and religious leaders is necessary and ofien difficult. There 
is often a problem of language and literacy that needs to be overcome. The poverty of migrant 
communities has sometimes forced young people, both male and female, into commercial sex 
work in order for them and their families to survive, and young girls are especially vulnerable. 

In summary, socioeconomic circumstances, loneliness and loss of the fabric of the 
family, discrimination, marginalization and few support services are all issues that leave the 
migrant vulnerable. International and national advocacy to help is a priority. The role of 
international agencies such as the Office of the United Nations High Commissioner for 
Refugees (UNHCR) and the International Organization for Migration (IOM), as well as 
nongovernmental organizations, is particularly important. The approaches used include most 
of those used with other vulnerable groups, as discussed in this report. 
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7. GROUPWORK 

7.1 Overview 

During the third day of the consultation, participants were divided up into three working 
groups with the intent of developing a consensus on adapted approaches to reduce risk and 
vulnerability in specific populations. As an outcome, participants were expected to identify 
feasible and appropriate strategies for the Region. To do so, each of the three groups 
addressed one of the main themes: hard-to-reach groups, young people, or mobile 
populations. Each working group was asked to justify why a priority focus should be given to 
the respective theme in the national response. Secondly, they were asked to determine the 
appropriateness of the approaches described during the previous day. Tnirdly, they were asked 
to state the challenges for initiating or expanding existing programmes. Finally, they 
suggested some of the key actors that should be co-opted into programmes. 

7.2 Hard-to-reach groups 

Several reasons were given for focusing prevention efforts on hard-to-reach groups in 
the Region, and in particular among those involved in sexual contacts or drug injecting 
practices. In many countries, there is evidence of HIVIAIDS occurring among these gronps 
that could potentially lead to infection in other populations as well. Regardless of the extent of 
current epidemiological and behavioural evidence, however, participants emphasized that 
such practices occur among individuals that are members of the larger community. 

The group then went on to confirm the relevance of the risk and harm reduction 
approaches that combine several strategies to reduce the potential for infection and increase 
access to prevention options. These strategies include: ensuring the availability of health care 
'and, in particular, STD care: promoting condom use and, in certain contexts, needle exchange 
programmes; increasing access to drug prevention and treatment services as well as VCT; 
developing outreach including through peer educators; using media targeted at the general 
public and specific populations; and advocacy on the need to counter social marginalization. 

The participants then went on to recognize that several substantive and logistic 
difficulties exist in operationalizing these strategies in countries. The most important of these 
difficulties are the limited experiences in the Region on how to implement progammes that 
focus on sexual behaviour and condom use messages, on the one hand. and h m  reduction 
among injecting drug users, on the other. Other difficulties include convincing decision- 
makers of the relevance of prevention efforts; creating an atmosphere of trust with these 
populations; and mobilizing human and financial resources to carry out programme activities. 
Based on this analysis, the working group listed the following prioriq~ challenges for the near 
future: 

Increasing curi-ent Lqowledge on the profile of vulnerable groups: 

Establishing contacts with vulnerable groups, in particular thosc involved in hidden 
behaviour; 
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Addressing social perceptions and attitudes to these groups; - 

Piloting harm reduction approaches among injecting drug users, before more 
comprehensive programmes are proposed; 

Identifying and proposing solutions to the policy challenges, and obtaining support from 
key community and religious figures; 

Avoiding potential backlash caused by the way this work is perceived either by the 
larger community or the media; 

. Establishing an outreach system that can ensure significant coverage. 

Part of the solution to such challenges lies in involving new partners in programmes for 
vulnerable populations. These include diverse nongovernmental organizations already 
working with specific groups, young people or health issues; student and women associations; 
and different. syndicates. Equally important are involving different public sectors, including 
social work, women, education and youth, as well as services such as drug rehabilitation 
centres. Partners should also be sought in the private sector, with the tourist and 
pharmaceutical industries being given as examples. To render these partnerships effective, 
their potential role in prevention programmes needs to be recognized and promoted and they 
must also be systematically involved in needs assessment, planning and implementation, and 
their capacities generally reinforced. 

7.3 Young people 

Based on accumulated experience across regions, participants felt that while existing 
strategies for school and out-of-school based programmes were relevant, specific challenges 
existed in their implementation within the Region. Traditional health education approaches 
were judged insufficient as they relied mostly on imparting knowledge rather than countering 
misconceptions and providing the skills needed for behaviour change. Questions exist on 
when to start sexual education, how to train teachers more effectively and how to ensure 
adequate community and parental support. While it was noted that gaining acceptance for 
addressing issues such as condom use was very difficult, it was deemed more acceptable if 
sex education was integrated within more comprehensive approaches, such as life skills 
education that could equally address issues of self-confidence, interpersonal communication, 
skills buading, reproductive and sexual health, and drug prevention. 

With out-of-school youths, various access points need to be considered, such as 
women's associations that reach younger women in homes, peers in workplaces and literacy 
programmes. The aim is to identify those populations that, for example, are likely to 
experiment with substance use or sexual contacts and to ensure their access to prevention 
services. The participants then went to list priority challenges in this area: 

Conducting advocacy aimed at community and religious leaders, including evaluating 
the effectiveness of actions to convince leaders to provide further support. This 
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advocacy could be reinforced through supporting nongovernmental organizations and 
community-based associations to take a leading role; 

Ensuring greater participation of young people in needs assessment and the design of 
programmes; 

a Increasing human and financial resources; 

a Identieing new entry points, in particular where there is access to important segments 
of young people, such as prevention among recruits and through literacy programmes 
for women; 

Conducting research training in needs assessment; 

Substantially increasing the number of partners in prevention efforts among young 
people. These could include different actors in the community (e.g. religious leaders, 
parents), civil society (e.g. associations, clubs, mass media) and the public sector (e.3. 
youth, social affairs, women's affairs). Capacity could be strengthened through the 
involvement of these partners in programme implementation, networking and the 
mobilization of funds. 

7.1 Mobile populations, refugees and displaced persons 

As with other vulnerable populations, data on the extent of infection among migrants, 
refbgees, travellers and other mobile populations are very limited in the Region. However, 
many countries do regularly report cases among foreign immigrants and returning emigranrs 
to the country. Predisposing factors of risk and vulnerability identified in relation to migration 
within and between countries, such as separation of families, socioeconomic mx~inal iz~t ion,  
reduced social pressure and lack of access to services, have also been observed. Reports on 
HIVIAIDS and migrant labour frequently appear in the local media echoing concern about 
this issue. Various forms of mobility are of particular concern when they involve population 
movements between countries and localities having differing epidemic trends. There have also 
been increases in STDs reported among refugees such as in the Horn of Africa. 

In the absence of clear guidance on interventions with migrant and mobile populations 
based on previous experiences, the working group began discussions by first proposing some 
guiding principles for the Region. While it is important to advocate for gathering information 
and increasing action, it is essential that this increased interest avoids stigmatizing those 
concerned and that data is not used to justify restrictive policies. To this effect, respect of 
human rights principles, confidentiality and awareness of the needs of these populations are 
essential. 

The group then went on to identify the main components of a comprehensive strategic 
approach to HIVIAIDS among mobile populations. This includes the following: a) 
strengthened partnerships between different sectors at the national and intercountry level; b) 
participation of the concerned populations in needs assessment, design and implementation of 
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programmes; c) reinforcement of capacities of nongovernmental organizatims and 
community associations in technical and management aspects, as well as resource 
mobilization; d) development of linkages between national and international nongovernmental 
organizations and governments; e) initiation of data collection efforts that facilitate access and 
help select appropriate interventions; f) promotion of policy dialogue at national and 
intercountry levels, including on sensitive policy issues such as the testing and deportation of 
persons living with HIVIAIDS. 

Specific strategies were proposed that apply to the sending countries, transit areas and 
host communities. It is clear that the initial step regarding migration and refugees should be a 
situation analysis using adapted rapid assessment techniques. This analysis should include a 
review of demographic information, health conditions and services. This should be 
accompanied by advocacy to mobilize support in both the sending and receiving countries 
among decision-makers and organizations that reach these populations. Through collaboration 
with nongovernmental organizations, interventions should be developed to increase awareness 
using various channels, including small media, interpersonal communication, electronic 
media and efforts to mobilize community and religious leaders. Simultaneous efforts should 
be made to facilitate access to general health, STD, reproductive health, counselling and 
social services for this community, including along transit routes. Peer education was felt to 
be particularly appropriate. Condom promotion and access should be ensured through primary 
health care services, peer outreach and nongovernmental organizations. 

The group also noted that while these strategies were similar for rehgee situations, in 
such situations emphasis was needed on immediate measures concerning health care, 
including guidelines on infection control, blood safety and care for those living with 
HIVIAIDS. The situation of women and children in refugee situations is of particular concern 
given their potential exposure to risk and vulnerability, Lastly, in refugee settings it is 
important that the same services are also available to the local community. 

More challenging strategies include addressing both the root causes of migration in 
certain poverty-stricken areas and the situations of vulnerability affecting refugees through 
income-generating activities and engaging in dialogue on the restrictive laws and policies 
towards migrants. 

8. DISCUSSIONS 

In summary, the consultation considered a variety of strategic approaches to reach 
vulnerable groups. Broadly, these include targeted messages; interpersonal and peer 
education; school and work based education; the use of the mass media and telephone 
hotlines; community outreach work, especially linking to accessible existing services, 
including VCT, STD care, reproductive and family health and general medical services; the 
purposeful promotion of the accessibility and use of quality condoms; and drug treatment and 
rehabilitation programmes. 
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Gatekeepers act as either entry points or barriers to prevention programmes. This refers 
to parents, political and religious leaders, and community authorities including police and 
teachers, to name but a few, who because of their beliefs, values and cultural background may 
oppose awareness and discussion on HIV/AIDS. Prevention programmes may sometimes be 
stopped before they start. The consultation considered that it was vital for any programme 
planner to study and understand the attitudes of local gatekeepers. Some of the opposition is 
based on fear and ignorance that research could expose as being incorrect. The influence of 
gatekeepers needs to be understood and countered in positive ways through national and local 
advocacy. 

Other challenges that need to be faced and overcome to reach vulnerable groups are as 
follows. . 

Some authorities take repressive approaches to prevent commercial sex work and other 
behaviours that are associated with increased risk. This may drive these groups 
underground so that they are not contactable and do not avail themselves of prevention 
services. It is important to be aware of the potential backlash where repression is the 
course of action taken to control a socially undesirable practice. 

r Addressing the sensitivity surrounding the discussion of the sexual practices of young 
people and other populations is a global challenge, but is particularly sensitive in the 
Eastern Mediterranean Region. There is often denial of both the existence of an HIV 
problem and the practice of risky behaviours. 

Greater commitment to human and financial resources, capacity building and polic:~ 
dialogue from international agencies and the national sector is necessary. 

9. POINTS FOR ACTION 

Several broad points for action emerged during the consultation that countries may wish 
to consider and address in their work with vulnerable groups. 

It is essential to map out through epidemiological and sociobehavioural information the 
situation in countries in order to determine what the priorities are at the national level. 
Rapid assessment research methods provide an ideal approach when time is an 
important consideration in gathering information. 

Research should be action-oriented in order to guide programme development and 
address issues that programme implementers need to have resolved. 

Planners need to the knowledge, attitudes and behaviours among vulnerable 
groups arid their social circwnstarlces. This infornution can be obtained through 
situation assessments that include various methods, such as ethnographic approaches 
and in-depth interviews. 
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Policy dialogue with decision-makers including religious, political and community = 

leaders is particularly critical when setting priorities and facilitating action among 
vulnerable groups. 

Where possible work with vulnerable groups should be integrated into existing social 
and educational programmes reaching these same populations in preference to creating 
new ones. 

Successful projects with vulnerable groups should be consolidated, expanded and 
sustained. 

'I'he importance of the roles of nongovernmental organizations, community-based 
organizations and civil society in outreach work with vulnerable groups is well 
recognized. They should be encouraged and supported. 

Prevention programmes that use multiple approaches are usually more successful than 
p r o g r w e s  that use a single approach to prevention. Integrated risk reduction 
approaches are best. 

A comprehensive life skills approach to the education of schoolchildren of all levels is a 
viable and effective approach. Teachers could be trained in this approach. The support 
and cooperation of parents, teachers and the community is essential. 

Educational approaches among young people should focus on behaviour formation for 
sexually inexperienced young people and behaviour change for the sexually active. 

STD and health care services need to be made more accessible to the marginalized and 
vulnerable. 

Official promotion of the use of condoms is a sensitive political issue. Nevertheless, 
condoms are important for the protection of vulnerable groups. Ways need to be found 
to make them available where they are not. 

The harm reduction approach to reducing HIV among injecting drug users is 
recommended but informed national deliberations on the issue are needed. 

While targeting of specific vulnerable groups is recommended, more general Inass 
media approaches need to be expanded too. 

Some countries sharing common problems and with cultural similarity may benefit from 
networking or strengthening existing networks. Prevention of drug use and reaching 
vulnerable migrant populations are two areas of common concern. 

There is need for greater technical and financial support to NAPS if they are to be more 
effective in their efforts to reach and influence vulnerable populations either directly or 
through nongovernmental organizations or civil society. 
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In addition to these general points for action for consideration when developing 
responsive and effective strategies to reach vulnerable groups, participants also identified 
areas for priority attention in their own countries. These areas are either already included 
within national plans or could be integrated into them (see Annex 5). 

The following recommendations are intended to serve as a basis for a regional 
framework for action that will guide WHO, UNAIDS and other international and regional 
partners in a joint effort to facilitate future action in support of efforts to reduce risk and 
vulnerability to HTV/AIDS in the Region. 

Policy development 

1. Initiate and develop the capacity in countries to advocate for a greater focus on 
vulnerable populations in the national HIV/AIDS response, using key regional and 
national events, regional bodies and organizations. 

2. Facilitate national dialogue on social policies related to vulnerability among the 
different stakeholders through exchange visits between countries, orientation meetings 
for local policy-makers and other modes of interaction. 

3. Advocate for a more important role for nongovernmental organizations, community 
associations and non-health sectors in reaching vulnerable populations. 

4. Provide incentives for innovative HIV/AIDS and STD prevention and care efforts for 
vulnerable populations, including those conducted by nongovernmental organizations 
and the private sector. 

Capacity building for action-research 

5.  hfobilize support for training in research methods, including rapid situation assessments 
and the use of qualitative methods, for the development of projects and programmes for 
vulnerable populations. 

6 .  Develop and adapt guidelines for action-research methods and support training to 
develop skills in these methods. 

Intervention strategies 

7. Assess the viability of harm reduction approaches in relation to injecting drug use in the 
Region. 

5. Assess experiences in condom promotion in terms of access and acceptability, md 
provide kcdback of 5ndings to countries. 
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9. Develop potential strategies for media involvement in prevention efforts to reach 
vulnerable populations. 

10. Study the potential for involvement of the private sector and civil society in prevention 
efforts to reach vulnerable populations. 

Networking 

11. Enhance networking at regional and subregional levels on specific issues of common 
concern, including the development of thematic task forces. 

12. . Facilitate exchange of information on best practices identified in the Region using 
various channels, such as electronic exchanges, bulletins, field visits and meetings. 
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Annex 1 

AGENDA 

1. Opening ceremony 

2. Introduction of participants 

3. Nomination and election of officers 

4. Adoption of agenda and programme of work 

5. Overview of the global HIV/AIDS situation and strategies to reduce risk and 
vulnerability 

6. Overview of the regional situation of risk and vulnerability to HTV/AIDS 

7.  Selected country situations of HIV/AIDS risk and vulnerability in the Xegion 

8. Patterns of HIV/AIDS risk and vulnerability and their determinants in the countries of 
the Region 

9. Sociocultural, economic and political factors that hamper or facilitate programmes for 
vulnerable populations 

10. Hard-to-reach populations, including injecting drug users, over~iew of research 
methods and intervention strategies 

11. Reaching young people, overview of research methods and intervention strategies 

13. Approaches for mobile populations, including refugees and displaced persons, overview 
of research methods and intervention strategies 

13. Research, coordination and policy challenges in countries 

14. Regional framework and guiding principles for applied research programme 
development and capacity building on vulnerable populations in countries of the Region 

15. Consensus on the regional framework and final recommendations 

16. Closing ceremony 
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Annex 2 

PROGRAMME 

Monday, 29 May 2000 

08:30-09:00 Registration 

09:00-9:30 Objectives, expected outcomes and agendafDr Jihane Tawilah 
Introduction of participants 
Designation of officers 

9:30-10:30 Overview of the global situation and responses to reduce HIVIAIDS risk 
and vulnerability/ Mr Oussama Tawil 
Overview of the regional situation of risk and vulnerability to 
HIV/AIDS/Dr Jihane Tawilah 

. The WHO Mediterranean Centre for Vulnerability ReductionIDr Thierry 
Mertens 

10;30-11:45 Opening ceremony 
Message from Dr Hussein A. Gezairy, WHO Regional Director for the 
Eastern Mediterranean 
Opening Address by H.E. Dr El-HCdi M'henni, Minister of Public Health, 
Tunisia 

11 :45-12:45 Selected country situations of HIVIAIDS risk and vulnerability in the 
region: Islamic Republic of Iran, Lebanon, Pakistan 

12:45-14:45 Group work 1 : 
HIV/AIDS risk and vulnerability and their determinants in the countries 
of the region; 
Sociocultural, economic and political factors that hamper or facilitate 
programmes for vulnerable populations. 

14:45-15:30 Plenary presentations and discussions of group work 1 

Tuesday, 30 May 2000 

08:30-09:00 Summary of day 1 discussions 
Rapporteur of day 1 
Hard-to-reach populations, including injecting drug users 

09:0049:45 Overview of methods and strategiesmr Kristin Schoultz and Mr Oussama 
Tawil 



WHO-EWSTDI03 8/E/L 
Page 26 M 

-. ~ 

09:45-11: 15 Country examples: Islamic Republic of Iran, Jordan, Morocco, Tunisia 

I1 : 15-1 1 :45 Reaching young people: overview of methods and strategiesDr Rex 
Billington 

11 :45-13:OO Country cxarnplcs: Egypt, Lebanon, Syrian Arab Republic 

13:00-14:OO Approaches for mobile populations, including refugees and displaced 
persons: overview of methods and strategies1Mr Oussarna Tawil 

14:00-15: 15 Country examples: Djibouti, Tunisia, Republic of Yemen 

Wednesday, 31 &lay 2000 

08:3049:00 Summary of day 2 discussions 
Rapporteur of day 2 

09:00-09: 15 Introduction to group work 2hIr Oussarna T a d  

09: 15-13: 30 Group work 2 
Developing adapted approaches to reduce HIV risk and vulnerability 
among specific populations 
Group A: Hard-to-reach populations, including injecting drug users 
Group B: Young people 
Group C: Mobile populations, including refugees and displaced persons 

1330-15:OO Plenary presentations and discussions of group work 2 

Thursday, 1 June 2000 

09:OO--0930 Summary of day 3 discussions 
Rapporteur of day 3 
Common issue, regional initiative 

0930-10:45 Group work 3 : additional issues 
Points of action at the regional level 

10:45-1200 Plenary presentations and discussions of group work 3 

12:00-1230 Points of action at the national level 

12:;O-14:OO Recommendations 

14:00-14:30 Closing ceremony 
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Annex 3 

LIST OF PARTICIPANTS 

DJIBOUTI 
Mrs Fatma Ali Chireh 
Assistant AIDS Coordinator 
Ministry of Health 
Djibouti 

EGYPT 
Dr Nasr M. El Sayed 
Director, National AIDS Programme 
Ministry of Health and Population 
Cairo 

Dr Mervat M. El Geneidy 
Secretary, National Society Facing AIDS 
Cairo 

ISLAMIC REPUBLIC OF IRAN 
Dr Moharnrnad Azmoudeh 
Deputy Disease Control Programme 
Ministry of Health and Medical Education 
Teheran 

Dr Seyed Zabihollah Mirasadi 
Expert, Refugees and Quarantine Programme 
Disease Control Department 
Ministry of Health and Medical Education 
Teheran 

Dr Hassan Mohtashemi Khojasteh 
Director, National Family Planning Association (IPPF) 
Teheran 

JORDAN 
Dr Ali Asa'ad 
National AIDS Programme Manager 
Ministry of Health 
Amman 
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Dr Zeid Madi 
Member, National AIDS Committee 
Ministry of HeaIth 
Amman 

LEBAYON 
Dr Mostafa El Nakib 
National A I D S  Programme Manager 
Ministry of Public Health 
Beirut 

Dr Nabil Kanaan 
Family Medicine Department 
American University of Beirut 
Beirut 

Mr Elie Aaraj 
Soins Lnfinniers et Developpment Comrnunautaire 
Sin El Fil, Youssef Karatn street 
Beirut 

&lOROCCO 
Dr Aziza B e ~ a n i  
National AIDS Programme 
Directorate of Epidemiology and Diseases Control 
hlinistry of Health 
Rabat 

Dr Amina Sahel 
Researcher 
National Institute of Health Administration 
Rabat 

Dr h i n e  Boushaba 
Responsible Officer for Prevention Programme 
Association Marocaine de lutte contre le sida 
Rabat 

PAJUSTAN 
Dr Abab  Ghulam RasooI 
Bolm Medical College 
Quetta 
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Dr Hassan Orooj 
National AIDS Coordinator 
Education for Works Project 
Ministry of Labour 
Islamabad 

Ms Nighat Karndar 
Award 17 (4-B), Railway Road, 
University Town 
Peshawar 

SYRIAN ARAB REPUBLIC 
Dr Emad Daker 
National AIDS Programme Manager 
Ministry of Health 

Damascus 
Dr Gezla Fadda 
Health Research 
National AIDS Programme 
Ministry of Health 
Damascus 

TUNISIA 
Dr Amal Ben Said 
Coordinator, National AIDS Programme 
Ministry of Public Health 
Tunis 

Mrs Bakhta El Garnaly 
Social Researcher 
National School of Engineering 
Tunis 

Mr ~ o h k e d  Keda Kamoun 
Director, Tunisian Association for STD/AIDS 
Tunis 

REPUBLIC OF YEMEN 
Dr Mohammed Takei Al-Dein 
Director, National AIDS Programme, 
Ministry of Public Health 
Sana'a 
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bIr Taha Yehia Haj ar 
Yemeni Association for Prevention of AIDS 
Sana'a 

lMEETING SECRETARIAT 

Joint United Nations Programme on HIVIAIDS (UNAXDS) 
blr Oussama Tawil 
Intercountry Programme Adviser 
LWAIDS, c/o WHOEhIRO 

hls Kristan Schoultz 
Country Programme Adviser 
LWmSPakistan 

United Yations Development Programme (UNDP) 
hlr Patrice -4riel Francais 
Resident Representative 
LXDP,Tunisia 

World Health Organization (WHO) 
Dr Jihme Ta~vilah 
Rzgional Adviser, A D S  and Sexually Transmitted Diseases 
WHO/EMRO 

Dr Thierry hfertens 
Director. WHO Mediterranean Centre for Vulnerability Reduction 
Tunis 

Dr Rex Billington 
Short-term Consultant 
WHO/EblRO 

hfrs Jehane Khadr 
Secretary, Tropical Diseases and Zoonoses 
W O E h f  RO 

Xliss Noha Khalil 
Secretary, LXAIDS 
c!o WHO ElLfRO 
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Annex 4 

COUNTRY REPORTS 

Djibouti 

The HIVIAIDS situation in Djibouti is similar to that of other East African countries. By 
the mid-1990s, HIV prevalence had already reached 3% among pregnant women, 18% among 
male STD patients and 55% among commercial sex workers. Although Djibouti is a small 
country with a population of 600 000 inhabitants, it is strategically located on the Red Sea and 
is host to a sizeable migrant and refugee population. Numerous factors are believed to 
accentuate the HIV risk and vulnerability of the population, including low literacy rates, 
situations of poverty, and cultural practices such as genital mutilation that touches up to 95% 
of the female population. Among the range of determinants associated with HIV infection, the 
priority vulnerable populations identified include: commercial sex workers, young people, 
refugees, migrants and soldiers. The vulnerability related to commercial sex work is itself 
largely shaped by limited economic opportunities and the absence of socially protective 
measures for women. Commercial sex work can also include young women in different 
occupations whom, in an effort to increase meagre earnings, engage in casual sexual contacts. 

A very high percentage of the country's youth are from a low socioeconomic 
background and have limited access to education and employment opportunities. This 
accentuates their exposure to risk while they have minimal access to health services. A 
substantial number of STD cases are reported to occur among these younger age groups. 

To respond to these situations of risk and vulnerability, numerous nongovernmental 
organizations that reach street children and other youths, women, refugees, and commercial 
sex workers have included HIVIAIDS and STD prevention and care into their programmatic 
activities. Yet these programmes operate on a fairly limited scale and need to be integrated 
within a more comprehensive national approach to vulnerable populations aiming at sustained 
action with a high level of coverage. 

While current surveillance of specific populations remains incomplete, three priority 
vulnerable groups have been identified in Egypt: young people, persons with blood or renal 
disorders, and men who have sex with men. Among young people, recent quantitative and 
qualitative data appear to confirm changing attitudes and trends towards greater risk taking. 
This is particularly a reason for concern, as awareness levels and safe practices remain low 
among young people. 

In its response, the NAP is working with various sectors (e.g. health, education, 
tourism.) as well as nongovernmental organizations to accentuate health promotion activities 
using different channels, including school and university based activities, peer education, 
media programmes, hotlines and access to VCT. However, the NAP also recognizes the 
enormous challenges of bringing about behaviour change in sexual practices and attitudes, 
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sustaining prevention campaigns over time and ensuring the necessary coverage. These 
challenges are compounded by the difficulties of reaching young people in out-of-school 
settings, and in specific sectors associated with greater risk such as tourism. 

Another population of increasing concern is that of men involved in sex with other men. 
While notable efforts have been made to reach this population, the main stumbling blocks 
remain the stigmatization that surrounds discussion of this behaviour and the resource 
intensive efforts needed to identify and reach relatively small numbers, although the total 
number involved may be significant. 

Jordan 

Like neighbouring countries such as E,qt, Lebanon and Syrian Arab Republic, one of 
the main concerns in Jordan is the vulnerability of young people. With a predominance of 
cases being attributed to sexual transmission, there is an ursent need to address changes in 
attitudes and behaviours towards a greater acceptance of premarital sex and the early onset of 
sexual experiences among certain young people, as reported in recent behavioural surveys and 
qualitative studies. This coincides with the assessment made by the NAP that the range of 
health promotion activities carried out to date have created a certain level of awareness but 
have not necessarily provided the conditions for behaviour change to occur. One of the main 
obstacles is the difficulty of identifying and reaching those most in need of information, 
counselling, condoms and health services. Various options are being considered for the 
creation of youth-friendly informa~ion, counselling and health services to meet the needs of 
young people. 

Similarly, the NAP has been trying to tackle the task of reaching specific vulnerable 
populations such as commercial sex workers and occupational groups such as truck drivers 
associated with increased vulnerability. In recent months, the NAP has made an effort to reach 
women involved in commercial sex work through the only entry point deemed possible: the 
police. A series of focus groups and in-depth interviews were conducted with a small 
convenience sample (n = 64) to establish a sociodemographic profile of those involved and 
assess their needs for information and services. While this effort was the first of its kind, it 
highlighted the urgent need for information among those involved in commercial sex work as 

r measures. well as  the dificulty of developing contact within a context of security and polic- 

Morocco 

To focus its HIVIAIDS efforts on situations of vulnerability, hforocco is currently 
undertaking a situation assessment looking at specific themes as part of a strategic planning 
exercise involving various sectors. In addition to the NAP'S focus on improving and 
increasing coverage of STD care and care for PLWHA, the specific themes will include young 
people, commercial sex work, migrants. injecting drug users and prison settings. The 
assessment also involves a focus on these same populations at local contexts in an effort to 
develop interventions across sectors and with substantial coverage. 
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The interventions themselves will build on some of the pilot experiences within the 
country, such as the cornrnunity-based approach of the NGO Association de Lutte Contre le 
SIDA (ALCS) on male commercial sex work initiated in the mid-1990s in Casablanca and 
Marrakesh. In the case of the ALCS project, a research-action approach was adopted to 
identify and interview young men (n = 172) involved in sexual contacts with other men. The 
findings of the study confirmed the existence of extensive risk factors related to the personal, 
socioeconomic contexts as well as the sexual behaviour of this population. Most of the men 
reported multiple sexual partners and a low level of prevention practices and were socially 
vulnerable because of limited economic means and the threat of violence. Based on these 
findings, regular outreach services using peer educators were established with referral VCT at 
a drop-in service and access to STD care. This project is an example of coordinated 
nongovernmental organization action with the NAP, allowing for contact to be established 
with a marginalized group while regularly keeping national authorities informed of the 
progress of activities. 

Syrian Arab Republic 

In the Syrian Arab Republic, a programme to address HIVIAIDS and STD prevention 
for young people involving school-based education, peer education, access to VCT and 
condom promotion is in place. Within this context, a recent research-action project was 
undertaken on the situation of vulnerability among out-of-school youths. To this effect, a 
study was conducted in Damascus and its surrounding areas in 1999 (n = 600) looking at the 
sexual practices and awareness of HIV/AIDS among such youths. While the sample reported 
a relatively high level of sexual contacts, almost half of the respondents have adopted condom 
use in such contacts. The study also included a post-evaluation of health promotion activities 
with this population demonstrating the potential for increasing awareness and greater adoption 
of prevention practices. 

Tunisia 

In Tunisia, the analysis of epidemiological trends has permitted the identification of 
some of the trends and factors associated with heightened vulnerability to HIV infection. 
These include risk factors such as injecting drug use among male emigrants returning from 
abroad, sexual contacts for women with an infected regular partner and for young women who 
have multiple partners. With 60% of the reported HIV/AIDS cases occurring among returning 
emigrants, one of the main risk factors reported for women is marriage to this population. 
However, there are obviously important differences in the situation of vulnerability among 
migrants that should be considered. 

Tunisia is also one of the relatively few countries in the world that has authorized 
commercial sex work in brothels where regular medical check-ups are conducted. While strict 
control measures are applied in these brothels, access to prevention services, including regular 
access to condoms, health care and social support are also included. 

In terms of vulnerable populations, the current focus of the NAP is on young people 
and, in particular young women, clandestine forms of commercial sex work and their clients, 



WHO-EM/STD/03 8/EL 
Page 34 

and injecting drug users. However, one of the difficulties inherent in this work is defining 
appropriate entry points to reach those young people exposed to multiple partners, the 
occasional forms of commercial sex work that occur among different socioprofessional 
groups, and men who have sex with men. The current Medium Term Plan 111 focuses on 
developing strategies to reach these populations through epidemiological and behavioural 
surveys, peer outreach, referral to VCT and supporting nongovernmental organization action. 
Innovative nongovernmental organization action, for example, has also occurred as part of an 
intercountry project focusing on outreach on shipping lines crossing between North Africa 
and Southern Europe. 

Republic of Yemen 

The patterns and trends of HIV infection in the Republic of Yemen appear to radically 
differ from the profile common to other countries of the Gulf Cooperation Council. While 
sexual transmission is the most important route in the Repubiic of Yemen, there is some 
evidence that the ratio of men to women is narrowing rapidly, and that rural areas are as 
affected as urban areas. However, as yet there is no clear understanding of the interplay of 
different determinants of risk and vulnerability to account for increased risk. It should be 
noted that among these factors are: the limited coverage of information, prevention and health 
services for young people, in particular in rural regions; high rates of STDs; labour migration 
to African or the Gulf Cooperation Council countries; the growing tourist sector; and the 
limited awareness and training among health care workers on safety measures and the 
provision of care for PLWHA. In addition, the situation of rehgees is of some concern 
although caution should be exercised not to further stigmatize this population. .All the above 
factors are believed to considerably increase risk of exposure for young people and women. 

While the national authorities, UN agencies and other partners have begun mobilizing 
different sectors and nongovernmental organizations to initiate prevention, training and care 
activities (an example of this is the action taken by LWHCR and nongovernmental 
organizations working in the context of refugees on HN7/AIDS awareness, training of health 
care workers in syndromic management and care of PLWHA). There is a need to develop a 

better understanding of priorities in the country for future action. There has. for example, been 
recent concern expressed over such phenomena as clandestine commercial sex work and the 
situation of both legal and illegal emigrants returning from neighbouring countries. To this 
effect, the United Nations Development Programme (UNDP) is now supporting an effort to 
undertake a comprehensive situation analysis on the context of vulnerability. 
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Annex 5 

PRIORITY AREAS FOR ACTION 

Country 

Djibouti 

Egypt 

Islamic 

Republic of 

Iran 

Jordan 

Lebanon 

Morocco 

Priority 1 

Targeted interventions 

among young people, 

women and refugees 

Capacity building in 

outreach, life skills and 

among nongovernmental 

organizations 

Targeted education, peer 

education and 

counselling among 

injecting drug users 

Situation assessment and 

targeted interventions for 

vulnerable groups 

Focusing on returning 

migrants and their 

families through 

community-based 

nongovernmental 

organizations, training in 

information, education 

and conulluilication 

(IEC) and follow-up 

Focusing action on 

reducing vulnerability by 

addressing 

socioeconomic and 

cultural determinants 

Priority 2 

Integrating sex education and life 

skills in school programmes, 

including training of teachers 

Situation assessment among sex 

workers and injecting drug users 

Advocacy among policy-makers 

on condom promotion in the 

community and use of disposable 

syringes in prisons 

Strengthening surveillance 

systems 

Situation assessment and targeted 

interventions among commercial 

sex workers, men who have sex 

with men and injecting drug users 

Reinforcing partnerships between 

public sectors and civil society 

Priority 3 

Capacity building among 

nongovernmental 

organizations 

Intxoducing harm reduction for 

injecting drug users through 

networking with 

nongovernmental 

organizations 

Strengthening surveillance 

systems 

Capacity building among 

nongovernmental 

organizations in outreach, 

counselling, care and support 

of PLWHA 

Focusing on certain segments 

of young people, including 

military recruits, school and 

university students 

Increasing access to care for 

PLWHA, including 

antiretroviral drugs 
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Pakistan 

Syrian Arab 

I Republic 

Young people in-and out- 

of-school through data 

collection, school-based 

and peer education, life 

skills, and advocacy for 

grcatcr covcrage of 

programmes 

Behavioural survey 

among young people in 

schools 

Tunisia Youths with a priority 

focus on those ! 3 to 16 

year olds 

! / Republic of 1 Care and support to 

Returning emigrants through data 

collection, linkages with host 

countries, advocacy, collaboration 

between agencies and 

nongovernmental organizations, 

and greater coverage of 

programmes 

Follow-up assessment and 

Injecting drug users through 

data collection and piloting 

harm reduction strategies. 

(A 4th priority includes 

ensuring safc bluod) 

Assessment and targeted 

I targeted intervention among out- 1 interventions for hard-to-reach / 
1 of-school youth 1 groups: men who have sex 1 

1 

with men and commercial sex 

workers 
i 
I 

I 

Advocacy and increased / Strengthening surveillance 

Focusing on certain segments of 

young people such as military 

recruits and in ccntres of social 

I awareness on the situation of 1 systems 1 

Prevention efforts in the 

context of migration and 

m o n g  clandestine commercial 

I returning migrants, labour 1 I 

integration I sex workers 

i I 
I 
i 
I 

! / migrants, refugees and young 1 1 


