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Ladies and Gentlemen, Dear Colleagues, 
 

It gives me great pleasure to welcome you to this regional consultation towards 

improving HIV/AIDS and STD surveillance in the countries of the Eastern Mediterranean 

Region. First of all, I would like to extend my sincere thanks to H.E. Dr Karam Karam, the 

Minister of Public Health of Lebanon, for hosting our activities. I would also like to thank 

UNAIDS, Family Health International and our colleagues from WHO headquarters for their 

contribution, and all of you who kindly responded to our invitation.  

 

I am particularly pleased to see this consultation taking place at a moment that we 

believe is a turning point in the course the HIV epidemic in many countries of this Region. 

As you well know, the Eastern Mediterranean Region of WHO has the lowest percentage of 

the estimated AIDS and HIV case load worldwide. Nevertheless, I would like to warn against 

the danger of taking the available figures at face value and as the basis for complacency and 

denial of the existing problem.  
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What the available data show is that countries of the Region are not affected to the 

same degree by the emerging AIDS epidemic. While in some countries the number of new 

AIDS cases has remained relatively stable over the years, the epidemic seems to have already 

taken a dangerous turn in a several others, such as in Djibouti, Sudan, Somalia and most 

probably the Republic of Yemen. In other countries, patterns of HIV risk have emerged 

among specific population groups involved in drug use, sex with multiple partners, and in 

mobile and migratory situations. Furthermore, isolated outbreaks of HIV infection have been 

registered in several countries. These include the cases of dialyzed patients in Egypt, children 

in the Libyan Arab Jamahiriya, where recently more than 370 paediatric HIV infections were 

discovered, and drug injectors in the Islamic Republic of Iran, especially those in prisons. A 

considerable number of the cases recently registered represent an endogenous transmission of 

HIV, and rising infection rates among some affected population groups such as blood donors 

and pregnant women mean that the virus is becoming increasingly present in the communities 

as a whole.  

 

Unfortunately, the window of opportunities for curbing the epidemic in this Region is 

narrowing. Throughout the Region, changing social norms among younger generations 

increase the concerns about the future course of the epidemic. Clearly, no country is immune 

and HIV is spreading in the Region. Without serious attempts to generate reliable data, many 

difficulties remain ahead in assessing the situation and in advising on effective strategic 

action.     

 

In surveillance, we are not starting from zero. Some forms of HIV/AIDS and STD 

surveillance activities exist in most of the countries. AIDS and recently HIV case reporting, 

HIV sentinel surveillance, STD etiologic and syndromic case reporting as well as HIV 

surveys of certain groups were introduced early at the start of the global epidemic. However, 

in all countries without exception, national surveillance of HIV/AIDS and STD still suffers 

from incompleteness and inconsistency, and operates in isolation from the national 

surveillance systems for other diseases. Examples of sound and effective use of various 

surveillance techniques are rare. The scope, quality and details of the surveillance data vary 

widely within and between countries, making it difficult to ascertain the magnitude of the 

problem and understand the infection patterns, who the risk groups are and why they continue 

to be infected. Determinants of the epidemic, including behavioural aspects, are seldom 
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studied or addressed. The screening of certain groups who are not necessarily considered 

groups at high risk of infection, such as foreign workers, remains the largest HIV testing 

activity in many places. Finally, it is not clear how surveillance data is utilized for purposes 

of programme planning, monitoring and evaluation.  

 

Dear Colleagues, 

If we are to implement better preventive action and care strategies, we must first 

acknowledge that surveillance is an integral part of these efforts and one of the most efficient 

and powerful tools for combating AIDS as well as other communicable diseases. We need to 

take into account the diversity in situations and identify the peculiar characteristics of the 

epidemic in different societies and population subgroups. Therefore, we need to have 

surveillance systems that are targeted, flexible, user friendly, and responsive to the 

requirements imposed by the unfolding of the epidemic, preventive efforts and advances in 

HIV/AIDS treatment.   

  

We need to strengthen not only the existing systems themselves but also their 

explanatory power and make better use of the information they generate. Surveillance should 

have the ability both to define trends in the incidence of HIV and also to assess the impact of 

the epidemic on the health care system and the community as a whole. Due to the nature of 

HIV infection, we know that the impact of the epidemic is not immediate and will show itself 

after infection levels begin to rise. Therefore, estimations and projections of infection levels 

are extremely important in raising awareness and are crucial for mobilizing public opinion, 

politicians, other community leaders and decision-makers. Estimations are the key for 

informed effective planning and judicious use of the limited resources.  

 

Dear Colleagues, 

Let us keep in mind as you progress in your discussions that the ultimate aim of this 

gathering is to help keep the infection rate at the lowest possible level in countries of this 

Region. The challenge in our Region is to find adapted approaches that will allow us to better 

understand how the epidemic is affecting communities, but that are also in line with the local 

social and religious norms and realities. We count on your deliberations to find ways to track 

more accurately and appropriately HIV infections and related behaviours using all possible 
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venues and resources. It is time to challenge the current vertical practices in HIV/AIDS and 

STD surveillance if we are to establish strong, efficient and sustainable surveillance systems. 

An integrated multi-disease approach to national surveillance systems can be the answer, and 

the streamlining of national disease surveillance activities needs to be studied more closely.   

 

Distinguished colleagues, 

I wish you all success in your work for the days ahead and look forward to receiving 

the outcome of your deliberations for better guidance in combating this deadly disease. 

 

 

 

 

 


