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1. INTRODUCTION 

The ninth meeting of the HIV/AIDS Regional Advisory Group (ARAG) was 
held in Alexandria, Egypt, on 16 November 2008. The purpose of the meeting was to: 

• brief ARAG members on the meeting agenda of the national AIDS programme 
managers’ meeting, held on the two days following the ARAG meeting  

• review with ARAG the strategic focus, achievements and challenges of the 
WHO Regional Office for the Eastern Mediterranean’s support for the 
implementation of the regional HIV strategy for 2007–2008 and advise on 
future work 

• review ARAG activities in 2007 and plan for future activities. 

For the first time, people living with HIV/AIDS, a regional STI expert, two 
national AIDS programme managers and one WHO HIV field staff attended the 
meeting. 

Dr Jaouad Mahjour, Director, Division of Communicable Diseases Control, 
WHO/EMRO welcomed the delegates and delivered a message from Dr Hussein A. 
Gezairy, WHO Regional Director for the Eastern Mediterranean. Dr Gezairy reminded 
the meeting of the Regional Office’s three priorities in the past year: to assist national 
AIDS programmes in developing effective surveillance systems so as to better 
understand the dynamics of the HIV epidemic in their countries; to support countries 
in developing and applying health sector intervention strategies and services with a 
focus on HIV care and treatment; and to support resource mobilization through the 
Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM). 

The very low coverage of HIV care and treatment in the countries most affected 
by the HIV epidemic in the Eastern Mediterranean Region was partly caused by the 
fact that few people living with HIV were aware of their infection, said Dr Gezairy. 
Thus strategies that will encourage and enable people to know their HIV status 
through professional services, and strategies to increase antiretroviral therapy 
coverage should be stressed.  

The Regional Strategy for the Prevention and Control of Sexually Transmitted 
Infections was endorsed by ministers of health at the 55th Session of the Regional 
Committee for the Eastern Mediterranean in October 2008. This was a very important 
step in tackling a health problem that had been growing, but had remained hidden and 
unattended for a long time.  
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2. OBJECTIVES AND EXPECTED OUTCOMES 
Gabriele Riedner, Regional Adviser, AIDS and Sexually Transmitted Diseases, 
WHO Regional Office for the Eastern Mediterranean  

ARAG was founded in 2002 by a resolution of the Regional Committee for the 
Eastern Mediterranean to review periodically the HIV/AIDS and sexually transmitted 
infection (STI) situation in the Eastern Mediterranean Region and the status of 
progress in the implementation of the Regional Strategic Plan; to advise on issues 
related to the HIV/AIDS/STI programme development in the region and examine 
practical means and ways for successful scaling up of the response; and to act as 
advocacy group whenever necessary with the task of informing leaders, policy-makers 
and public opinion. 

The meeting’s objectives were to: 

• present and discuss achievements, opportunities, challenges and priorities for 
the AIDS and Sexually Transmitted Diseases unit (ASD) in 2008–2009 

• discuss issues related to the situation of HIV testing and counseling as well as 
HIV care and treatment in the Eastern Mediterranean Region  

• share information on topics that ARAG members would like to bring to ARAG’s 
and the Regional Office’s attention 

• brief ARAG members on the national AIDS programme (NAP) managers’ 
meeting agenda.  

Expansion of membership: Involvement of experts with the following profile: 
people living with HIV/AIDS, STI expert, HIV/AIDS and STI epidemiologist and 
Representative of NAP managers was discussed during the meeting and ARAG’s 
members agreed on the proposed expansion of membership. 

3. RECOMMENDATIONS FROM THE PREVIOUS ARAG MEETING AND 
ACTION TAKEN 
Hamida Khattabi, Medical Officer, AIDS and Sexually Transmitted Diseases, 
WHO Regional Office for the Eastern Mediterranean 

• The Regional Office should identify and make use of opportunities to convince 
country coordinating mechanisms to include the cost of technical assistance 
from WHO and partners in Global Fund proposals and implementation plans 

WHO technical assistance was included in Global Fund Round Eight proposals 
from the Islamic Republic of Iran, Sudan, Somalia and Yemen but not in Pakistan. 
Grants were approved for technical assistance in Palestine, north and south Sudan, 
Somalia, Tunisia and Yemen. 

• The Regional Office should develop a long-term strategy and plan to increase 
capacity for technical assistance within the region. The Regional Office should 
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explore with GFATM whether it is possible to apply for funding for the 
development of regional expertise in technical assistance through a regional 
proposal 

Options for building capacity for technical assistance in the Region are being 
explored. However, no long-term plan has been developed so far. Knowledge hubs for 
harm reduction are successful model. A similar model is being discussed for HIV care 
and treatment and HIV surveillance. Regional experts networks are being developed 
and groups for specific topics. For example, regional experts were involved in a 
review of clinical guidelines for HIV care and treatment and prevention of mother to 
child transmission (PMTCT) in late 2008. The STI network EMNOSTIC is (slowly) 
building capacity of members in public health approaches to STI control; however 
more intensive efforts are required.  

• The Regional Office should strengthen its capacity in surveillance, in particular 
in surveillance among most-at-risk populations and expand its collaboration 
with experts 

One staff member has undergone training on methodologies for surveys among 
most-at-risk- populations; no staff member has sufficient experience to provide 
technical assistance. Regional experts have been involved in the development of HIV 
surveillance training modules.  

• The ASD unit should lead the mainstreaming of HIV/STI in the work of other 
Regional Office units 

No action has been taken so far due to priority being given to ASD staff country 
missions and focus on GFATM proposal development support between March and 
July 2008. 

• The Regional Director should address the issue of division of labour during the 
annual meeting with regional directors of UN partner organizations in order to 
enhance clarity and agreement regarding their roles  

The issue was discussed during the meeting of regional directors of UN 
agencies held in February 2008. 

• The Regional Office should monitor and disseminate information on 
antiretroviral drug prices  

This activity is not needed as the Global Price Reporting Mechanism (GPRM) 
on antiretroviral drugs contains information on transaction prices and quantities of 
antiretroviral drugs purchased by HIV/AIDS programmes in low-income and middle-
income countries (see http://www.who.int/hiv/amds/price/hdd/). 
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• One new ARAG member should be selected from a nongovernmental 
organization or be a person living with HIV (PLHIV). Criteria for selection 
should be developed to be in line with the objectives of ARAG  

Criteria for selection have been developed to be in line with the objectives of 
ARAG: candidates should speak English, be engaged in HIV activities, understand the 
role of governmental, nongovernmental and international actors in HIV, including UN 
and WHO, be working in partnership with national AIDS programmes and have 
regional experience. 

• WHO should explore countries’ needs for guidance regarding policies and 
practices for HIV prevention and care in conflict situations and respond to them 

A HIV medical officer has been deployed to Darfur and one to south Sudan; 
there are three national programme officers in Somalia. 

4. MAIN ACHIEVEMENTS AND CHALLENGES IN 2008 
Gabriele Riedner, Regional Adviser, AIDS and Sexually Transmitted Diseases, 
WHO Regional Office for the Eastern Mediterranean  

There were 530 000 people living with HIV in the Eastern Mediterranean 
Region in 2007; two-thirds of them in Sudan, with an estimated 55 000 new 
infections. The main modes of transmission are via sex and injecting drug use. Most 
countries are at a low-level HIV epidemic state (however information on HIV 
infection among most-at-risk populations is scarce, and concentrated epidemics could 
be hidden). Sustained epidemics in the general population are unlikely, but an increase 
of HIV prevalence among the most-at-risk populations is probable. The epidemic in 
northern Sudan is not generalized, although in the south it is. 

Only two countries of the Region, Egypt and Pakistan, have reported carrying 
out surveys among sex workers, injecting-drug users, men who have sex with men 
and others, and have data available during 2006–2008. Nine countries, Bahrain, 
Djibouti, Kuwait, Libyan Arab Jamahiriya, Palestine, Qatar, Syrian Arab Republic, 
Tunisia and United Arab Emirates, have not reported surveys among any of these 
groups. 

WHO’s strategic direction for the health sector’s contribution to achieving 
universal access rests on expanding testing and counselling, maximizing prevention, 
accelerating treatment scale-up and strengthening health systems. 

The UN division of labour in the fight against HIV/AIDS is summarized in the 
following table. 
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Technical support area Lead organization Main partners 

HIV/AIDS development, governance, 
enabling legislation, human rights and 
gender 

UNDP all 

Prevention in health care settings, testing 
and counselling, STI, blood safety 

WHO UNICEF, UNFPA, ILO 

Provision of IEC, condoms, young people, 
vulnerable groups (except drug users: 
UNODC) 

UNFPA UNAIDS, UNESCO, 
UNICEF, UNODC, WHO  

Treatment and HIV care WHO UNICEF 

PMTCT WHO, UNICEF UNFPA, WFP 

HIV serosurveillance; population-based 
surveys 

WHO UNAIDS 

 

The Global Fund granted US$187.5 million to proposals in the Region in 
Rounds One to Seven and in 2007 granted to WHO in countries US$4.8 million, with 
a carry-over of about US$4 million. The regional ASD budget for 2008–2009 is just 
over US$15 million, with about two-thirds of this going to countries (this includes 
Global Fund funding). 

UNAIDS estimates that the 2007 need for antiretroviral treatment (ART) was 
146 000, whereas country estimates totalled only 86 000. As of October 2008, actual 
coverage by ART was less than 10% of the UNAIDS estimate. In the Region, 
coverage ranges from 74% in Oman to less than 2% in Sudan and has been increasing 
over the past three years in countries with the heaviest burden of infection. 

The main opportunities for stronger impact of Regional Office support to HIV 
programmes are substantially increased funding in countries (mostly through the 
Global Fund) and more attention to most-at-risk populations. Technical capacities in 
most countries are increasing, and there are more strategic partnerships with other 
agencies (UNICEF, UNAIDS, WB, UNFPA, UNODC). Regional Office capacity is 
also increasing. 

The main challenges the Region faces include the following. 

• Prevailing stigma in the perceptions of decision-makers, which prevents 
effective strategizing and implementation 

• Lack of reliable data on HIV epidemic and trends, in particular in most-at-risk 
populations 

• Weak programme management capacity in countries 
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• Lack of ownership and responsibility for HIV services by existing health care 
delivery system in some countries 

• Low implementation capacity for large grants (Global Fund and others)  
• Increasing need, expectations and demand for technical assistance through 

WHO 
• Very limited availability of experts with combined public health and HIV 

technical background within the Region.  

WHO has internal challenges as well. The Organization is too inflexible to work 
in a highly competitive environment. Recruiting suitable experts for WHO positions 
in countries is increasingly difficult, and future funding is not secure. 

The Regional Office’s focus in improving strategies for achieving universal 
access involve understanding strengths and weaknesses of current approaches to 
service provision through health sector programme reviews and evaluations (such 
events are planned for Sudan and Pakistan in early 2009). Planning for systematic 
expansion of health sector services is important, as is development of budgeted health 
sector implementation plans (for example, in Sudan and Afghanistan). 

The capacity of HIV programmes must be strengthened through increasing 
managerial and technical capacity in countries. Training courses for programme 
managers will be held in 2009–2010, and regional expert networks established. 
Knowledge hubs addressing harm reduction and care and treatment form an important 
part of this strategy, although there are funding issues to be resolved. 

Programme monitoring is extremely weak in many countries, and this must be 
rectified. In addition, health systems and their synergies with HIV programmes are 
increasingly attracting donors’ attention. More use must be made of these 
opportunities—for example those provided by the Global Fund. 

5. HIV CARE AND TREATMENT IN THE EASTERN MEDITERRANEAN 
REGION—SELECTED ISSUES AND THE WAY FORWARD 
Véronique Bortolotti, Medical Officer, AIDS and Sexually Transmitted Diseases, 
WHO Regional Office for the Eastern Mediterranean 

Estimates of the need for antiretroviral therapy (ART) in the Region are needed. 
There is a vast discrepancy between UNAIDS estimates and those of the countries of 
the Region, and in any case coverage has been woefully low compared to need in 
recent years. Needs estimates should include those currently receiving ART, those 
who are HIV-positive and eligible for ART but do not have access to it and those who 
may not know their HIV status but meet the criteria for beginning ART. Countries 
may not include all of these categories, hence the discrepancy. In 2006 UNAIDS 
revised its estimation parameters, reflecting the longer survival times from 
seroconversion. This had the effect of increasing ART need estimates, and countries 
may not have used the new parameters in their own estimates. Other factors 
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influencing estimates include future changes in treatment guidelines and the 
epidemiological profile of the growing epidemic. 

Previous WHO recommendations should be updated; for example, the initiation 
of ART in infants and the prioritization of preferred options for second-line treatment 
in adults. Forthcoming issues include when to start ART; WHO recommends that 
treatment begin when the CD4 count is between 350 and 200. This is lower than 
previously recommended, and estimated extra costs due to the increased disease 
burden are more than 30%. An extra 10%–30% rise in eligibility is foreseen. All 
pregnant women with HIV and those who are breastfeeding should be treated with 
ART; the feasibility of doing this in antenatal and maternal and child health clinics 
should be examined. Nevirapine is not indicated for pregnant women with CD4 count 
above 250. These recommendations must be systematically reviewed, with cost and 
feasibility estimates made for their implementation in the Region; country views must 
be solicited as to the recommendations’ significance and potential impact on the 
Region.  

National guidelines on clinical management of HIV infection in adults, 
adolescents and children, prevention of mother-to-child transmission of HIV 
(PMTCT), post-exposure prophylaxis (PEP) developed in the Region are being 
reviewed, with a view to: 

• document what guidelines are currently available at national level and identify 
gaps 

• appraise the content and format of national guidelines on clinical management 
of HIV infection, PMTCT and PEP 

• assess, according to the approach adopted by NAP, the concordance of these 
guidelines with WHO guidelines on a public health approach for resource-
limited settings or other guidelines 

• assess the guidelines development processes in countries, identify obstacles to 
effective guidelines development and make recommendations for improvement 

• provide technical feedback to countries as appropriate 
• build the capacity of regional experts in supporting countries for the 

development of guidelines on clinical management of HIV infection, PMTCT 
and PEP. 

A report on the review is expected in early 2009. 

Management of opportunistic infections is important. As management may be 
complex, prioritization is important. The spectrum of opportunistic infection in the 
Region should be investigated, and the availability and affordability of drugs to treat 
such infections. The growing problem of hepatitis B and hepatitis C infection must be 
confronted. 
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In 2007 WHO published guidelines on post-exposure prophylaxis to prevent 
HIV infection. 

Programme issues include assessment of national guidelines development 
processes, identification of obstacles to effective guidelines development and 
recommendations for improvement, provision of technical feedback to countries as 
appropriate, and building the capacity of regional experts in supporting countries for 
the development of guidelines on clinical management of HIV infection, PMTCT and 
PEP. 

A comprehensive national strategy/framework for scaling up HIV care and 
treatment is a prerequisite. Capacity-building can be implemented, for example, 
through “knowledge hubs” and clinical mentoring. Knowledge hubs build on regional 
competence, support existing regional institutions and help transform them into 
centres of excellence and adapt global guidelines and tools to the regional context. 

Quality of care may be scaled up through adequate role definition and training, 
clinical mentoring and counselling, supportive supervision at district and regional 
levels and accreditation of faculties and certification of health workers. Introduction 
of quality assurance schemes and patient monitoring systems will also help. 

6. HIV TESTING AND COUNSELLING IN THE EASTERN 
MEDITERRANEAN REGION: A REGIONAL REVIEW 
Joumana Hermez, Technical Officer, AIDS and Sexually Transmitted Diseases, 
WHO Regional Office for the Eastern Mediterranean  

Background 

There are impediments to scaling up HIV prevention, treatment and care. Few 
seropositive persons are aware of their HIV status. There is a lack of awareness of the 
individual risk of HIV infection; limited availability of “voluntary” HIV testing and 
counselling services; limited access to existing HIV testing and counselling services; 
limited acceptability of existing HIV testing and counselling services; and limited 
access to treatment and care services. In most countries of the Region uptake of 
voluntary counselling and testing (VCT) remains low. 

Provider-initiated HIV testing and counselling (PITC) in health facilities is an 
additional approach to VCT. It entails a routine recommendation of HIV test by health 
care providers: all patients are seen by medical services in generalized epidemics, and 
in low-level and concentrated epidemics just selected clients and patients. PITC, it 
must be stressed, is not an endorsement of coercive or mandatory HIV testing; it 
observes the requirement of informed consent, with focus on an opt-out approach and 
reduces the requirements for pre- and post-test counselling. 
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In the Eastern Mediterranean Region, there are various policies, laws and 
practices related to HIV testing and counselling. Limited information is available to 
WHO, and there is uncertainty regarding compliance with the global 
recommendations and ethical guidance related to HIV testing; how PITC would be 
applied in the light of the prevailing policies, laws and practices; and the implications 
of scaling up HIV testing and counselling in the light of prevailing stigma and 
discrimination. 

Processes 

National AIDS programme managers discussed PITC in their meeting in 2007. 
They recommended that countries should look into obstacles to access to HIV testing 
and counselling, take steps to expand access to client-initiated as well as to provider-
initiated testing and counselling services and called on WHO to provide guidance on 
strategies and policies to expand public health sound and ethical testing and 
counselling.  

The Regional Office has presented a concept note to UNAIDS, UNICEF, 
UNFPA and UNDP for input and agreement on the methodology for conducting a 
regional review of testing policies and practices and will hold a technical consultation 
with NAP managers, resource persons and people living with HIV/AIDS in order to 
agree on HIV testing and counselling policies and practices in the Region, using the 
results of the review and the recommendations of the consultation for advocacy, 
possibly with an Regional Committee resolution. The review of HIV testing and 
counselling policies was contracted out to Dr Mehdi Karkouri, Association de lutte 
contre le sida, Morocco, and that of HIV testing and counselling practices was 
contracted to Family Health International, Egypt. The objectives of the reviews were 
to: 

• develop an overview about the HIV testing (with or without counselling) and 
counselling policies and practices in the Region 

• discuss conformity with globally recommended policies and practices 
• discuss the implications for the beneficiaries of the service 
• identify weaknesses and strengths of the currently available counselling and 

testing policies and practices 
• recommend key strategic actions that may strengthen and scale up testing and 

counselling in the Region.  

Mandatory testing 

• Widespread in most countries of the Region. 
• Migrant workers are the group most tested and are consequently subject to 

deportation. 
• Prisoners are screened for HIV in most countries and are sometimes isolated 

from other prisoners. 
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• Most-at-risk populations are often tested upon arrest, without necessarily access 
to ART if needed. 

• There is sometimes mandatory testing in health care settings (e.g. before an 
operation), and sometimes the procedure is “delayed”. 

• Other groups are tested such as employment seekers, students, premarital 
couples and visa seekers. 

Voluntary counselling and testing 

• The definition of VCT is not clear. 
• VCT is sometimes a place where people with a suspected HIV infection are 

referred for counselling and testing; therefore there are high rates of positive 
HIV tests registered in VCT. 

• Low rate of use. 
• Some countries are reconsidering the use of VCT. 
• Guidelines and/or standard operating procedures not always available. 
• VCT is not available in some countries. 

Provider initiated testing and counselling 

• Not widely implemented. 
• Not well understood. 
• Confused with mandatory testing. 
• Applied in health care settings; however, informed consent is not required. 
• Targeted services for most-at-risk populations are rarely available and so cannot 

be reached by conventional health services. 

Transfusion blood screening 

• Some countries have not achieved universal screening of transfusion blood. 
• Testing strategies applied are those of diagnostic testing. 
• Reactive blood tests are confirmed and reported to the authorities without the 

knowledge/consent of the donor. 

Testing for surveillance 

• In many countries surveillance is dependent on health facility-based case HIV 
notification reports only. 

• Reporting is often done nominally. 
• Reporting channels can be faxes or emails that allow breach of confidentiality. 
• There is confusion between sentinel surveillance and facility-based mandatory 

or voluntary HIV testing. 
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Testing strategies 

• Rapid testing either not available or its confirmation is required by ELISA 
and/or western blot.  

• Longer waiting time to get the result. 
• Anxiety of clients. 
• Loss of clients before they get the result. 
• Cumbersome process which hinders access to testing. 

Discussion 

HIV is different from other diseases because of the stigma attached to it and its 
means of transmission. The Eastern Mediterranean Region needs real involvement in 
many areas, with moral leadership and political commitment. 

The key issue for governments is political. Decisions at the highest level will 
lead to the best results. Discriminatory and coercive laws are part of the problem in 
the Region; religion-fed taboos lead to poor confidentiality, and fear of persecution 
leads to poor uptake of services. Health care workers must be trained to be non-
judgemental. UN agencies must be less diplomatic and more aggressive. Cooperation 
and active participation between countries must be strengthened. WHO must fight 
mandatory testing as it renders most technical expertise irrelevant. 

WHO should be realistic and pragmatic in working to overturn cultural 
impediments. Political commitment is important as without it change cannot be made. 
National plans should follow WHO guidelines and estimates, and countries should 
standardize data collection procedures. 

7. AMFETAMINE-TYPE STIMULANTS (ATS) ABUSE: AN OVERVIEW 
M. Gouya, Director-General, Centre for Disease Control, Ministry of Health 
and Medical Education, Islamic Republic of Iran  

Amfetamine-type stimulants (ATS) are classed as stimulant drugs, although the 
distinction between stimulant and depressive drugs is difficult as both types may have 
similar effects in turn. Amfetamines, methamfetamines, methcathinone and ecstasy 
group substances are all considered as belonging to this group. 

Amfetamine was first synthesized in 1887 and became commercially available 
in 1932. It is used to treat narcolepsy and attention deficit hyperactivity disorder. In 
World War II it was provided to American soldiers to fight fatigue and enhance 
performance. In the 1950s and 1960s it was widely used for treatment of depression, 
to increase energy and for diet medication. Amfetamine became a schedule II drug 
under the United States Controlled Substances Act in 1971. 
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ATS abuse has been stabilized during the past few years, but the problem has 
been worsening in south and south-east Asia as well as in the Eastern Mediterranean 
Region. Despite increasing numbers of seizures in these regions, a sufficient 
information base has not been developed (especially the relationship between ATS use 
and HIV infection). 

These drugs are most commonly used orally, intranasally (snorting), by 
inhalation (smoking) or intravenously. They work by affecting the reward system (in 
the limbic area in the brain) that is responsible for hunger, thirst, sexual pleasure, 
memory and other activities. ATS reduce dopamine transporters; dopamine is the main 
neurotransmitter in the limbic system. Continued use leads to changes in the brain, 
some of which are irreversible after long-term use. 

The relationship between ATS use and HIV is a very important public health 
problem for the near future, and research is needed into it.   

Discussion 

ATS abuse is a hidden problem, the awareness of which must be increased. 
Harm reduction approaches are different from those for opiate-related drugs as there is 
no safe substitute such as methadone. Some ATS drugs such as appetite suppressants 
can be bought over the counter. There is known to be a link between ATS use and HIV 
prevalence; sex workers often abuse ATS. Clean needles programmes are one harm 
reduction strategy addressing both ATS abuse and HIV transmission among injecting-
drug users. An epidemiologist familiar with the issue should be a member of ARAG. 

8. INTEGRATION OF HIV/AIDS PROGRAMMES 
Ahmad Mohit, Professor of Psychiatry and Chairperson, Department of Social 
Determinants of Health, High Institute of Public Health, Tehran University of 
Medical Sciences, Islamic Republic of Iran  

HIV infection and AIDS can be fatal and although it has certain treatments, it is 
incurable. Therefore it causes strong fear and anxiety, attracts many resources and 
challenges governments, societies and communities in different ways. Like all fatal 
conditions, HIV/AIDS creates many myths and becomes the cause of many pseudo-
scientific explanations and solutions. Demand for a solution therefore puts the 
responsible organizations (governmental, nongovernmental and international) to the 
test and may cause pressure to act, with competition for resources, diversion and 
waste of resources of all kinds, opening doors for corruption. 

A condition like HIV/AIDS is by nature multifactoral. This means that it has 
different, perhaps equally important causes. It is affected by multiple conditions and 
its course can be determined by multiple elements. Such factors can be biological, 
psychological, sociological, historical, custom-bound, cultural and even dependent on 
national mythology. For instance, these are examples of social issues related to 
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HIV/AIDS: class and poverty, gender, demographic changes, migration (external and 
internal), issues of nouveau-pauvre and social stigma. 

There are many stakeholders. Inside the health sector there are the minister of 
health and other ministers involved in provision of health services and medical 
education; all deputy ministers and those programme directors that are directly 
involved; and programme directors with indirect involvement such as social 
determinants, health promotion and education, maternal and child health, dental 
health, mental health and substance abuse. Outside the health sector there are other 
governmental authorities: the cabinet of ministers; parliament; the judiciary, police 
and law enforcement; the ministries of education, labour, social welfare and foreign 
affairs and the immigration authority. Nongovernmental organizations involved 
include religious institutions, youth organizations, women’s organizations and sports 
authorities. 

In spite of all these facts almost all HIV/AIDS programmes remain vertical. 
They attract a relatively large amount of resources—in some countries the amount of 
these resources exceed the resources of the whole health sector. The professionals 
dealing with HIV/AIDS tend to form an elite group in the ministries. Such groups 
tend to become isolated, develop self-fulfilling prophecies, concentrate on one or a 
few aspects of the disease and attract other programmes to develop proposals with the 
sole aim of acquiring some of the HIV/AIDS resources. As such, these programmes 
encourage hidden corruption even in programme development. 

Integration means: 

• believing in the fact that an issue as complex as HIV/AIDS cannot be fully 
understood by one discipline 

• looking at issues not in isolation but as open systems or parts of such systems 
• developing HIV programmes as integrated parts of a health system 
• directing main resources towards system building. 

So, health programmes need to reach out to other programmes and sectors in 
order to expand their scope and for system-building, which is a strategic solution and 
not a tactical remedy. This will provide the best benefit to people living with AIDS 
and expand the benefits to other health needs of vulnerable groups. If we are 
successful, the commitment and momentum of all health programmes, including those 
directly affecting our goals will be broadened, as will the space for destructive 
competition and jealousy; and therefore the possibility of corruption will decrease. 

Discussion 

HIV infection is a distinctive social condition as both the health sector and the 
rest of society are involved in its control and treatment; it is difficult to integrate 
effectively. The problem is relatively small in the Eastern Mediterranean Region, but 
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this means that few first-line health care providers have experience of it. It is not 
obvious whether HIV programmes should fall under the aegis of the health sector or 
whether the health issue should fall under a wider authority such as social welfare; in 
this case wider social issues can undercut the work of the health sector. 
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HIV treatment and care programme 
and service delivery in EMR countries, 
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HIV testing and counselling policies 
and practices in the Region, where are 
we? 
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Briefing on the 18th National AIDS programme managers’ meeting 

14:00–14:20 Briefing on NAP managers’ meeting  Dr H. Ziady, WHO/EMRO 
14:20–15:00 Discussion  
15:00 Closing session  
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