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1. INTRODUCTION 

The WHO Regional Office convened the twentieth intercountry meeting of national 
AIDS programme (NAP) managers in Beirut, Lebanon, from 26 to 29 September 2011. The 
meeting was dedicated to discussing the main challenges to achieving the objectives and 
targets of the Regional Strategy for Health Sector Response to HIV/AIDS 2011–2015 
endorsed by the Regional Committee during its 57th session. 

This was followed by a skills-building workshop for NAP managers and interested 
partner agencies on the use of scientific methodologies for estimating the size of most-at-risk 
populations and to share experiences in this field. 

The specific objectives of the meeting were to: 

 Identify priorities and concrete actions for Member States in order to improve their 
knowledge of the HIV epidemic to guide a more effective national response; 

 Identify the most suitable and efficient strategic approaches and priority actions for 
Member States, civil society and UN agencies towards achieving the regional objectives 
and targets related to access to HIV prevention services for people at risk of HIV 
infection and HIV transmission, and access to HIV care and treatment services for 
people living with HIV;  

 Agree on recommendations to Member States, WHO and partner agencies for strategic 
and focused investment towards achieving the targets of the Regional Health Sector 
Strategy for HIV; 

 Build capacity of NAP managers on the use of scientific methodologies for estimating 
the sizes of most-at-risk populations and to share experiences in this field. 

The meeting was an opportunity for representatives from Member States, civil society, 
people living with HIV, UN agencies and other partners to agree on priority actions to be 
taken by Member States and UN agencies towards achieving the regional targets. The meeting 
programme and list of participants are attached as Annexes 1 and 2, respectively. 

Dr Hussein A. Gezairy, WHO Regional Director for the Eastern Mediterranean 
welcomed the delegates in his speech and reminded the participants that according to the 
recent UNAIDS/WHO estimates the HIV epidemic in the Eastern Mediterranean Region 
continued to expand. In 2009, an estimated 75 000 people in the Region became infected with 
HIV and the total number of people living with HIV in the Region was estimated to be 
460 000. An increasing number of countries were reporting concentrations of the HIV 
epidemic in populations most-at-risk.  

He emphasized the urgent need to critically examine whether HIV prevention, treatment 
and care services were really accessible to the most affected and vulnerable. This was 
particularly important as stigmatizing attitudes and discriminating regulations and practices 
against people living with HIV and key populations at increased risk, even among health 
professionals in the Region, were still challenging service delivery. 
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Dr Gezairy reminded participants that regional health ministers had endorsed in 2010 
the regional strategy for health sector response to HIV/AIDS 2011–2015, which aimed at 
achieving targets including region-wide coverage of 50% of the estimated number of people 
living with HIV in need with antiretroviral therapy by 2015. The regional strategy promoted 
approaches for accelerating access for the people at increased risk of HIV, who often belong 
to marginalized and stigmatized populations with the aim of reaching at least 20% of them 
with prevention interventions. He urged participants to use the meeting as an opportunity to 
identify and agree on priority actions to be taken by Member States and UN agencies towards 
achieving the regional targets. 

Dr Hamidreza Setayesh, Regional Programme Adviser, Regional Support Team for the 
Middle East and North Africa, UNAIDS delivered a message from Ms Hind Khatib-Othman, 
Director, UNAIDS Regional Support Team for the Middle East and North Africa. In her 
message, she highlighted the fact that the current year had witnessed the continued impact of 
the global financial crisis where major donors such as the Global Fund were facing major 
challenges in the replenishment of resources. This threatened the achievements made so far, 
but with the right approach this situation could be catalysed to accelerate country ownership 
of the response and partnerships between the developing countries. This could move all 
Member States and partners to doing things better, with maximum value for money. 

She noted that UNAIDS had endorsed a new division of labour in which the UNAIDS 
family worked together to support country response. The Secretariat according to this new 
division of labour was the lead in “leadership and advocacy, coordination and partnership, and 
mutual accountability”; and each of the 10 UNAIDS cosponsoring agencies led a technical 
theme. This was in line with all commitments made in the different venues and forums, 
including the ministers of health endorsement of the regional strategy for health sector 
response to HIV/AIDS 2011–2015. 

Dr Mostafa El Nakib, national AIDS programme manager in Lebanon, delivered a 
message from H.E Mr Ali Hassan Khalil, Minister of Public Health, Lebanon. In his message 
the Minister highlighted Lebanon’s achievement in providing treatment and care for Lebanese 
and non-Lebanese PLHIV according to the national treatment and care guidelines adapted 
from WHO guidelines. Good progress had been achieved on harm reduction among injecting 
drug users by implementing the opioid substitution programme. He also noted that the 
national AIDS programme was finalizing the national HIV strategic plan, which gave special 
emphasis to groups at highest risk of HIV infection and to ensuring universal access to 
prevention, care, treatment and support. 

2. IMPLEMENTATION OF THE REGIONAL STRATEGY FOR HEALTH 
SECTOR RESPONSE TO HIV 2011–2015 
Dr H. Khattabi, WHO Regional Office for the Eastern Mediterranean 

The regional strategy for health sector response to HIV/AIDS 2011–2015 was 
developed in consultation with national AIDS programme managers, regional HIV/AIDS 
experts and civil society and PLHIV representatives in 2010. It was endorsed by the Regional 
Committee for the Eastern Mediterranean during its 57th Session in 2010.  
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The strategy has five components: 1) strengthen health information systems for HIV; 2) 
foster political support, broad participation, coordination and adequate sustained financing; 3) 
provide quality HIV prevention, care and treatment and enhance utilization; 4) strengthen the 
capacity of health systems for effective integration; and 5) promote an enabling policy 
environment. It aims at achieving targets including enrolment of at least 80% of known 
PLHIV in HIV care and region-wide coverage of at least 50% of the estimated number of 
people living with HIV in need with anti-retroviral therapy by 2015. It also promotes 
strategies for accelerating access for the people at increased risk of HIV, who often belong to 
marginalized and stigmatized populations with the aim of reaching at least 20% of them with 
prevention interventions. 

3. GROUP WORK: PRIORITY ACTIONS TO BE TAKEN TO IMPLEMENT THE 
REGIONAL STRATEGY  

Country representatives, civil society, people living with HIV and UN agencies were 
divided into groups to identify priority actions towards reaching regional targets. 

3.1 Knowing the epidemic to guide a more effective response 

Local epidemic information in countries is improving and points to increasing infections 
in people with high-risk behaviour and their partners. Several countries conducted surveys on 
HIV prevalence and risk behaviours among most-at-risk populations. However the majority of 
countries still do not have estimates of the sizes of these populations and are therefore not in a 
position to set targets and plan for effective coverage with prevention and treatment 
programmes. Also monitoring of programme implementation and effectiveness is still weak in 
several countries in the region. 

Participants noted that countries in the Region do have different HIV epidemic 
situations, different political, economic and social contexts and different levels of response. 
Nevertheless there are many common challenges. These include: 

 Lack of confidence in the reliability of data, given the weaknesses of surveillance, 
monitoring and evaluation systems; 

 Limited information on whether and how most-at-risk populations access HIV 
prevention, testing and counselling and HIV treatment due to stigma and discrimination 
hindering access to these groups, and limited capacity in providing services targeting 
these groups; 

 Limited use of data for evidence-based programming; 
 Need for integration of HIV surveillance and HIV programme monitoring into existing 

health information systems. 

Participants identified and discussed the following main opportunities to overcome 
these challenges: 

 Growing experience with integrated bio-behavioural surveys in several countries in the 
Region; 
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 Existing capacity within academic institutions in conducting epidemiological, social and 
behavioural research among vulnerable and marginalized populations. National AIDS 
programmes should involve these institutions regularly in HIV surveys; 

 Existing regional knowledge hub for HIV/sexually transmitted infections (STI) 
surveillance; 

 Existing regional experts resource group for HIV/STI surveillance; 
 Close UN agency collaboration in support of countries. 

All participants agreed that countries should improve knowledge of their epidemic and 
generate reliable information on the distribution and trends of HIV infection and risk 
behaviours in the population and the coverage of prevention, care and treatment interventions. 

3.2 Access to HIV prevention services for people at risk of HIV infection and HIV 
transmission 

In some countries where specific strategies that address the needs of HIV prevention, 
treatment and care among men who have sex with men, sex workers and injecting drug users 
(IDU) were incorporated in the national strategic plans, there had been a clear trend showing 
the ability to introduce and scale-up services targeting key populations at increased risk of 
HIV. 

Less than 50% of the countries of the region report having services for key populations 
at risk. Such services include condom distribution, HIV testing and counselling and STI 
treatment. However, low coverage remains of great concern. In some countries, weak 
monitoring systems may contribute to underestimation of coverage. 

The main challenge mentioned by most of the participants is the difficulty in accessing 
the men who have sex with men and sex worker groups. Still cultural barriers prevail in the 
society of these countries as well as a lack of technical capacity to develop and implement 
specific strategies to scale-up efficient and effective HIV intervention among these groups. 

It has been noted that there are opportunities for improving the situation. Firstly, the 
endorsement by the ministers of health of the regional health sector strategy is a sign of 
commitment to its targets and strategic priorities. Secondly, there are some successful 
examples in the region that can be expanded and duplicated, both within their respective 
countries and outside. Sharing these country experiences will help countries to learn what 
works best with respect to a similar social context and epidemiological situation. Thirdly, the 
formation of regional civil society networks also provides an opportunity to strengthen and 
involve the civil society in HIV prevention, treatment and care services. 

It is has been agreed that it is crucial to invest now in implementing cost-effective 
service delivery approaches and scale-up strategies for prevention and treatment services for 
most-at-risk populations. Nongovernmental organization involvement should be pursued since 
it facilitates reaching out to these groups and building mutual trust. Country representatives 
are committed to work on identifying and implementing approaches and strategies to provide 
these groups with prevention treatment and care services. 
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3.3 Scaling up HIV testing and counselling 

With the low prevalence of HIV in the East Mediterranean region countries, including in 
generalized epidemics, identifying people living with HIV poses a challenge for identifying 
the best strategic approaches to introducing and scaling-up HIV testing and counselling 
services in our region. Strategically, targeting testing and counselling services to key 
populations at increased risk of HIV and in the relevant health care services like antenatal care 
(ANC), tuberculosis and STI services is best suited for increasing access to HIV prevention, 
treatment and care. 

Universal access reporting data shows that the proportion of HIV tests conducted among 
most-at-risk populations and/or through provider-initiated testing in certain health care 
settings remains minimal as compared to HIV tests performed on low risk populations for 
various reasons. 

The main issues identified by the participants are the following: 

 Existing voluntary HIV testing and counselling services (VCT) are largely under-
utilized; 

 Mobile VCT units are often reaching only the low risk (general) population and not 
those at increased risk; 

 Some targeted services for key populations at increased risk of HIV have been 
established but these services do not necessarily offer HIV testing and counselling. For 
example in one country high numbers of IDU receive needle exchange services but less 
than 10% of them are reached with HIV testing and counselling services; 

 Proper use of rapid HIV tests by nongovernmental organizations and in the private 
sector is of concern to the NAPs resulting in reluctance to permit the use of rapid tests at 
such settings; 

 Stigma and discrimination related to sex work, sex between men and injecting drug use 
and opposition by religious leaders and communities to special efforts needed to reach 
those groups with services. 

Various relevant country experiences and solutions were shared, and these included 
strategies that could be replicated in other settings such as: 

 Developing a communication strategy to identify the means of information 
dissemination and service promotion. 

 Developing service promotion and “demand creation plans” to encourage target groups 
to use the existing testing and counselling services and linking them to outreach 
programmes. 

 Linking (fixed and mobile) HIV testing and counselling services to outreach activities 
targeting most-at-risk populations. 

 Introducing provider-initiated testing and counselling in settings such as STI clinics, 
prisons and tuberculosis clinics in a phased manner, starting with settings with the 
highest expected case detection rates and the best capacity to accommodate such 
services. Enhancing uptake of provider-initiated testing and counselling through an opt-
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out approach while ensuring that patients are informed that the HIV test is part of the 
care package offered and that they have the option to decline. 

 Involving specialized nongovernmental organizations, for example in prison settings. 
 Formalizing the collaboration between Ministries of Health and nongovernmental 

organizations as service providers through formal agreements and/or contractual 
arrangements including clear terms of reference. 

 Using “client/patient navigators”, that is, assigning clients to particular care providers or 
volunteers during and/or after testing and counselling, who would thereafter shepherd 
them to subsequent services such as positive prevention, treatment and care. 

 Some countries used integrated biological and behavioural surveys as opportunities to 
understand the needs of populations at increased risks and gained experience on how to 
reach them and how to conduct preparatory advocacy with key stakeholders such as 
religious leaders. Furthermore, fixed venues used for the studies can be subsequently 
developed into drop-in centres, and the members of the most-at-risk populations 
selected as “seeds” can be activated as peer educators during the subsequent 
interventions, after the surveys are completed; 

 Experiences of effective advocacy with religious leaders and law enforcement partners 
were shared from Sudan and Somalia, where critical advocacy overcame opposition, 
and formative assessments and integrated biological and behavioural surveillance 
studies were executed. 

 Other innovations shared included one currently under trial in Saudi Arabia where 
through an nongovernmental organization, members of most-at-risk populations were 
involved in referring their peers to services including HIV testing and counselling. 

All countries agreed to review and revise their national HIV testing and counselling 
policies and strategies as necessary to increase access to and utilization of HIV testing and 
counselling as an entry point to HIV prevention and care. 

3.4 Access to HIV care and treatment services for people living with HIV 

Availability of, access to and quality of health-sector interventions vary considerably 
between countries in the Region. Access to treatment has improved steadily; several countries 
doubled the number of PLHIV receiving ART. However, the Region continues to demonstrate 
the lowest coverage of all regions in key HIV health sector interventions. Current approaches 
to increasing the coverage of HIV testing and prevention services for people at risk of HIV 
and the coverage of treatment for people living with HIV are often not effective enough. 
However, examples of strategies and service-delivery models that succeed in reaching those 
in need are emerging in the Region. 

Participants emphasized issues related to stigma and discrimination among health 
providers in the East Mediterranean Region. They confirmed that in many countries in the 
Region doctors refuse to perform surgery, dental care or obstetric services to PLHIV. 

This session focused the discussions on strategies that particularly improve referral and 
linkages to HIV treatment and care services and that retain PLHIV in care and treatment. 
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Improving referral and linkages to HIV treatment and care services 

It was emphasized by participants that the lack of some technologies such as the 
availability and accessibility of cell (CD4) counting technology is a major factor limiting 
access to treatment in some countries. Hence PLHIV are eligible yet cannot access treatment 
in the Region because of the lack of such technology. This problem mainly affects low-
income countries that bear the largest HIV burden. 

Participants highlighted that few countries have systems for active referral of PLHIV 
between HIV prevention, testing and counselling and HIV care and treatment. In the majority 
of settings patients are provided with referral forms and advised to report with this form to a 
certain service. There is no follow up on whether patients actually enrol in the service they 
have been referred to. 

In Morocco PLHIV and nongovernmental organizations play a vital role in linkages 
between prevention and treatment services and are closely involved as treatment supporters. It 
has been stressed that nongovernmental organizations are a vital partner and Ministries of 
Health should be strongly advised to engage in these partnerships to enhance the success of 
their programmes. 

Retention in care and treatment 

Strengthening patient monitoring recording and reporting is key to improving quality of 
services. It was noted that an effective adherence monitoring programme is reliant on a good 
patient monitoring system, and this is important to retain patients in care and treatment. 

Various approaches are being used by countries including the introduction of automated 
electronic systems that flag missed appointments, and hence identify lost PLHIV for follow 
up. Automated systems also have the additional advantage of linking and aggregating facility 
databases to the central level. Electronic systems could link services at clinics with the 
laboratory and pharmacy, which would prevent ‘double-dipping’ (duplication) and ensure 
confidentiality as the particulars of patient’s data are only accessible to the ART clinician. 

Some participants however suggested that electronic systems do not necessarily 
improve the quality of patient records. Electronic systems are based on good paper-based 
systems, they rely on entry of primary data and complete hard-copy patient records. Somalia 
is an example of a country with limited resources and a very good paper-based recording 
system. The programme in Somalia has managed to improve record keeping through regular 
supervision and feedback to service providers and monthly analysis of data. The involvement 
of service providers in the interpretation of the results made service providers aware of 
indicators that pointed at strengths and weaknesses in service provision and made them 
understand the importance of good record keeping. 

In Sudan, the NAP has introduced the home-care programme, based on community 
social workers and PLHIV groups as treatment supporters to follow up with patients in their 
homes and communities. PLHIV peer groups attached to ART/HIV care clinics conduct 
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outreach activities for communities to follow up PLHIV who have missed appointments or 
who are experiencing problems of attending regular clinic days. Adherence counselling tools 
were developed to enable them to provide patient education. 

Participants reported employing several other mechanisms to keep PLHIV enrolled in 
care, including health insurance schemes or incentives-based systems, such as providing food 
and income generating activities to PLHIV. The nongovernmental organization representative 
pointed out that treatment literacy is the key to treatment success and better outcomes. ART 
programmes that ensure thorough patient education and counselling empower the patient to 
attend regular clinic visits. Finally, provision of simplified drug regimens (fixed dose 
combinations) and of medicines with fewer side effects also increases retention. 

A PLHIV participating in the meeting addressed a message (see Annex 3) to the NAP 
managers and to Ministers of Health. He strongly recommended involving nongovernmental 
organizations in HIV care and treatment to improve the quality of HIV care and treatment and 
the quality of life among PLHIV. 

4. CONCLUSIONS 

The 20th intercountry meeting of national AIDS programme managers was a good 
opportunity for national AIDS programme managers, PLHIV, United Nations agencies, 
nongovernmental organizations and WHO staff to identify challenges and opportunities as 
well as prioritize interventions to achieve regional targets. Clearly, the contribution of each 
country to the achievement of the targets of the regional strategy for health sector response to 
HIV will be as a result of disease burden, national commitment and strengths of the national 
response. 

Where some of the regional strategic priorities and interventions have already been 
established, countries should move without delay towards mobilizing resources and building 
the technical and managerial capacity to implement other priority interventions. 

5. RECOMMENDATIONS  

To Member States 

1. Focus in 2012–2013 on increasing access and utilization of prevention, care and 
treatment services for populations that are most-at-risk, namely men who have sex with 
men, sex workers and injecting drug users. 

With regard to the HIV epidemic, most countries in the Region have moved from the 
low to the concentrated epidemic level in the past years. In order to enable national AIDS 
programmes to plan for the most efficient investment in halting the further expansion of the 
HIV epidemic, the following actions are recommended for Member States. 

2. Estimate the sizes of key populations at increased risk of HIV (all countries by 2013). 



WHO-EM/STD/144/E 
Page 9 

 

3. Include periodic (at least every 3 years) biological and behavioural surveys among 
populations at increased risk of HIV as integral components of national disease 
surveillance systems and avail the required resources. 

4. Build capacity and involve national research/academic institutions in surveys among 
these populations as implementing partners of the Ministry of Health. 

Increasing the uptake of HIV testing and counselling services by people that are most 
likely to be HIV infected (i.e. people with current or past high risk behaviours) is a major 
challenge. The reasons for low utilization of existing HIV testing and counselling services 
have not yet been explored sufficiently in all countries. It is recommended that Member 
States:  

5. Assess the situation and develop and implement plans for a systematic scale-up of HIV 
testing and counselling in services targeting populations at increased risk and vulnerable 
groups as well as in relevant health care settings (ANC, STI, tuberculosis). 

Provision of effective HIV prevention, care and treatment services to populations at 
increased risk (men who have sex with men, sex workers and their clients, injecting drug 
users) has remained a major challenge in the cultural context of the Region. However, HIV 
epidemics will not be halted if known effective HIV prevention interventions will not reach 
these populations. In this respect meeting participants recommended that Member States 
undertake the following actions. 

6. Develop locally adapted models for service delivery to most-at-risk populations, making 
use of existing experiences in the Region, such as those shared in the NAP managers’ 
meeting. 

7. Develop strategies to systematically scale up service delivery to most-at-risk populations 
involving all relevant stakeholders by the end of 2012. 

8. Develop strategies for the involvement of civil society organizations and community 
members in reaching out to most-at-risk populations, invest in building their capacity 
and make use of regional civil society networks. 

9. Use the relationships with local leaders and the rapport established with most-at-risk 
populations during surveillance and other research activities to establish service 
delivery. 

The regional coverage of the estimated number of PLHIV in need of ART is as low as 
10% and the lowest globally. Participants discussed priority issues to be addressed and agreed 
on the following recommendations to Member States. 

10. Identify the routes of stigma in health care settings and beyond and address them to 
maximize utilization of prevention, treatment and care services. 

11. Improve knowledge of health care providers on the identification of HIV related signs 
and symptoms in order not to delay diagnosis and treatment initiation. 

12. Improve linkages between diagnostic and treatment facilities through structured referral 
systems and involvement of PLHIV support groups. 

13. Strengthen patient monitoring systems. 
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14. Explore causes for low retention in care and take measures to address them. 

To WHO and UN partner agencies 

15. Facilitate exchange of experience with successful approaches, in particular in relation to 
HIV testing and counselling reaching most-at-risk populations, involvement of civil 
society and patient monitoring. 

16. Facilitate exchange of specific technical know-how (e.g. use of dry blood spots, CD4 
count). 

17. Develop a regional training module on stigma reduction in health care settings that can 
thereafter be adapted to national contexts. 

18. Advocate at regional and sub-regional levels with regards to religious and political 
leaders to support the response to HIV. 

19. Maintain the annual national AIDS programme managers meetings to foster strategic 
thinking and update on new technical developments. 

20. Support countries in resource mobilization through the Global Fund as well as other 
national, regional and international sources. 
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Annex 1 

PROGRAMME 

Monday 26 September 2011  

Session 1. Opening session 

08:00–09:00 
09:00–10:00 

Registration 
Opening session 
Address by Dr Hussein A. Gezairy, Regional Director, 
WHO/EMRO 
Address by Mrs H. Khatib, Director, Regional Support 
Team, Middle East and North Africa, UNAIDS 
Address by H.E. Mr Ali Hassan Khalil, Minister of Public 
Health, Lebanon 
Objectives and expected outcomes 
Review of agenda 

 
Moderated by: Dr J. Mahjour, 
EMRO 
 
 
 
 
 
Dr G. Riedner, EMRO 
 

Session 2. Implementation of the regional strategy for the health sector response to HIV 2011–2015 

10:30–10:45 Introduction of participants   

10:45–11:15 Presentation of the regional strategy for the health sector 
response to HIV 2011–2015 

Dr H. Khattabi, EMRO 

11:15–11:30 Introduction to working group sessions Mr J. Hoppenbrouwer 

11:30–13:00 Working group I: Identify priorities to invest in knowing 
the epidemic to guide a more effective response 

Dr G. Riedner, EMRO 

14:00–15:00 Group work presentations and discussion  

15:00–16:45 Working group II: Identify priority actions to be taken by 
Member states, civil society and UN agencies towards 
achieving the objectives and targets related to access to 
HIV prevention services for people at risk of HIV 
infection and HIV transmission 

Ms J. Hermez, EMRO 

17:15–18:15 Group work presentations and discussion  
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Tuesday 27 September 2011 

09:00–11:00 Working group III: Identify priority actions to be taken 
towards scaling up HIV testing and counselling 

Ms J. Hermez, EMRO 

11:30–12:30 Group work presentations and discussion  

12:30–15:30 Working group IV: Identify priority actions to be taken 
towards achieving the objectives and targets related to 
access to HIV care and treatment services for people 
living with HIV 

Dr A. Chetty, EMRO 

16:00–17:00 Group work presentations and discussion   

Wednesday 28 September 2011 

09:00–09:30 Consolidation of the priority actions to be taken for the 
implementation of the regional strategy for the health 
sector response to HIV 2011–2015 

Mr J. Hoppenbrouwer 

09:30–10:00  Discussion  

10:00–10:30 Summary of main recommendations Dr G. Riedner, EMRO 

Session 3. Population size estimation (PSE) methodologies 

11:00–12:00 Introduction: the importance of PSE in HIV surveillance, 
and classification of techniques  

Dr A. Haghdoost 

12:00–12:30 The importance of definitions in PSE Dr I. Bozicevic 

13:30–14:30 Direct methods: survey, census and enumeration Dr A. Haghdoost 

14:30–15:30  Exercise 1 All participants 

Thursday 29 September 2011 

09:00–09:45 Capture–recapture Dr I. Bozicevic 

9:45–10:30 Multiplier Dr A.Haghdoost 

11:00–12:15  Exercises 2 and 3 All participants 

12:15–13:00 Network scale-up  Dr A. Haghdoost 

14:00–14:45 Mapping Dr I. Bozicevic 

14:45–15:30 Implementation, its challenges and ethical considerations  Dr A. Haghdoost, Dr I. 
Bozicevic 

Session 4. Conclusions, recommendations and closure 

16:00–16:30 Discussion and conclusions regarding suitability of 
methodologies for application in the Region 

Dr A. Haghdoost 

16:30 Recommendations for action of national AIDS 
programmes and partner agencies  

Dr G. Riedner, EMRO 

17:00 Closing session Dr J. Mahjour, EMRO 
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Annex 2 

LIST OF PARTICIPANTS 

AFGHANISTAN 
Dr Feda Mohammad Paikan 
National AIDS Control Programme Manager 
Ministry of Public Health 
Kabul 
 
 
BAHRAIN 
Dr Manal Al-Alawi 
Consultant Family Physician 
Maternal and Child Health 
Ministry of Health 
Manama 
 
 
DJIBOUTI 
Dr Ibrahim Mohamed Ibrahim 
Director National AIDS Programme Manager 
Ministry of Health 
Djibouti 
 
 
EGYPT 
Dr Ihab Abdelrahman 
National AIDS Programme Manager 
Ministry of Health and Population 
Cairo 
 
 
ISLAMIC REPUBLIC OF IRAN 
Dr Abbas Sedaghat 
National AIDS Programme Manager 
Ministry of Health and Medical Education 
Teheran 
 
 
IRAQ 
Dr Wisam Shakir Salman 
Director 
Focal Point of HIV/AIDS & STI Programme 
Baghdad 
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JORDAN 
Dr Assad Rahhal 
National AIDS Programme 
Ministry of Health 
Amman 
 
 
KUWAIT 
Dr Hind Al Shoumer 
Head 
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Annex 3 

MESSAGE FROM A PERSON LIVING WITH HIV ON THE QUALITY OF THE 
MANAGEMENT OF PEOPLE LIVING WITH HIV 

My message is addressed to managers of national AIDS control programmes and 
Ministers of Health. 

I take the opportunity of my participation in the 20th meeting of managers of national 
AIDS control programmes to clarify and express my views on the involvement of 
nongovernmental organizations in the management of HIV infections. 

One should understand that, if nongovernmental organizations ask to be present at the 
care centres for the management of HIV infections, it is neither to control nor to check the 
work of the Ministry of Health. It is rather to collaborate and help the national AIDS control 
programmes in raising the quality of the management of people living with HIV and therefore 
in improving the lives of these people. We all know that a physician may not necessarily have 
enough time to advise and assist each patient due to the workload at the care centre. Hence, 
nongovernmental organizations can play a crucial role as treatment mediators. Social workers 
and treatment mediators can do a great job with people living with HIV (if they are given 
appropriate training) by providing them with the necessary and sufficient information on their 
treatment protocol, as well as with the psychological support they need, etc. At that time, the 
doctor can focus on consultation and on the biological and medical follow-up of patients. 

Maybe you will consider this impossible, but I know that it is feasible. I can mention the 
example of Morocco, where each referral centre for the management of HIV infections has a 
treatment mediator who belongs to a nongovernmental organization (for instance the ALCS – 
Moroccan AIDS Control Association). The national AIDS control programme and 
nongovernmental organizations successfully work together to improve the quality of the 
management of people living with HIV. 

This is what I would call “full partnership”. 

Please, put all logistical, political and relational barriers aside and just think about the 
quality of the management of people living with HIV, who sometimes travel hundreds of 
miles to reach the hospital. 

TARIK SLAWI (pseudonym) 
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