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At its forty-ninth session in September 1998, the Regional Committee adopted

resolution WPR/RC49.R3 requesting the Regional Director to continue to report annually on

the situation of sexually transmitted infections, HIV infections and AIDS in the Region.

Although it remains a serious public health problem, the HIV epidemic is not

expanding rapidly in any country of the Region, except Cambodia.  In several countries, the

number of HIV infections appears to be stabilizing or even declining.  However, considering

the high incidence and prevalence of sexually transmitted infections (STIs) in the Region,

there is the potential for increased HIV transmission in many countries.  It is therefore

essential that HIV prevention measures are continued and strengthened.  Member States are

urged to intensify implementation of STI and HIV/AIDS prevention, care and control

activities, particularly among persons at high risk of infection, and to continue to work with

WHO on the surveillance, prevention and control of STIs and HIV.

Antiretroviral agents have proved to be effective in reducing morbidity and mortality

related to HIV infection and AIDS, and in reducing vertical HIV transmission.  Antiretroviral

agents have also been used for post-exposure prophylaxis against HIV.

This document presents an overview of actions taken and progress made since the

forty-ninth session of the Regional Committee, for the information and discussion of the

Committee at its fiftieth session.
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1.  INTRODUCTION

This report focuses on sexually transmitted infection1 (STI) and HIV/AIDS prevention and

control activities undertaken by WHO in the second half of 1998 and the first half of 1999.  It includes

a description of the epidemiological situation in the Region and an update on WHO activities.  The

Annex contains a report on antiretroviral agents as requested by the Regional Committee at its forty-

ninth session.

2.  EPIDEMIOLOGICAL SITUATION

2.1 AIDS and HIV

A cumulative total  of 17 596 cases of AIDS had been reported in the Region by the end of

1998.  WHO estimates that the cumulative total of AIDS cases in the Region was 70 000 by the end of

1998, of which 18 000 were new cases in 1998.  WHO projects that, by 2000, there will be 40 000 new

AIDS cases per year in the Region.

A cumulative total of 94 167 HIV infections had been reported in the Region by the end of

1998.  Of these, 37% were attributed to sexual transmission (33% through heterosexual sex and 4%

through homosexual or bisexual sex); 40% to injecting drug use; 0.1% to infected blood or blood

products; and 1.7% to transmission from mother to child. In 21% of cases, the mode of transmission

was not stated or was unknown. Over the years, an increasing trend of heterosexual transmission has

been observed.

Reported and estimated HIV infections and AIDS cases for selected countries are shown in

Table 1.

                                                  
1  The term “sexually transmitted diseases” (STDs) is increasingly being replaced by “sexually transmitted infections”

(STIs).  The term disease is regarded as inappropriate for asymptomatic infections which are a major problem in the
management of STDs, especially in women.



Table 1.  HIV and AIDS reported cases and estimations for selected countries, mid-1998

Country/area Cumulative
total reported
AIDS cases

Cumulative
total reported
HIV infections

Estimated HIV
prevalence
(age 15-49)

Estimated HIV
prevalence rate,

% (age 15-49)

Estimated
AIDS

incidence

Status of epidemic
and main mode of

transmission

  Australia 7 766 18 948 10 800 0.11 500 Declining;  mostly
homosexual

  Cambodia 1 379 14 670 180 000 3.70 6 000 Expanding;  heterosexual

  China 301 10 676 400 000 <0.10 6 000 Expanding;  mostly IDU

  Hong Kong, China 349 1 066 3 400 <0.10 178 Stable

  Japan 1 897 5 388 7 300 <0.10 300 Stable

  Lao People's
  Democratic Republic

91 288 1 200 <0.10 80 Stable

  Malaysia 1 804 26 549 45 000 0.35 1 250 Stable;  mostly IDU

  New Zealand 656 1 285 1 200 <0.10 35 Declining;  mostly
homosexual

  Papua New Guinea 417 1 213 4 400 0.19 420 Expanding;  heterosexual

  Philippines 343 1 099 29 000 <0.10 650 Slow expansion;
heterosexual

  Republic of Korea 115 811 3 400 <0.10 160 Stable

  Singapore 419 831 3 800 0.18 138 Stable

  Viet Nam 1 819 10 118 80 000 0.20 2 650 Expanding;  IDU,
heterosexual transmission
beginning

  Tota 17 356 92 942 769 500 18 361
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WHO has continued to work with Member States to update estimations of HIV prevalence and

annual AIDS incidence, in order to provide a more realistic assessment of the epidemic. It is estimated

that there were more than 700 000 HIV-infected persons in the Region by the end of 1998.  By the end

of 2000, it is projected that the number of HIV-infected persons in the Region will exceed 1 million.
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The total number of newly reported HIV infections is increasing every year.  However, the

Region continues to experience a moderate HIV epidemic in comparison with other parts of the world

and the rate of HIV transmission is not increasing as rapidly as previously expected.  Four

patterns of HIV transmission are apparent.

−  established and increasing HIV epidemics, predominantly among heterosexuals, in

Cambodia and Papua New Guinea;

−  established HIV epidemics predominantly among injecting drug users (IDUs) in China,

Malaysia and Viet Nam;

−  low levels of HIV transmission in Japan, the Philippines, the Republic of Korea, and Pacific

island countries;  and

−  declining HIV epidemics in Australia and New Zealand.

2.2 Sexually transmitted infections

Based on prevalence surveys and other research, WHO estimates that  more than 35 million

new cases of curable STIs (gonococcal, chlamydial, syphilitic and trichomonial infections) occur in the

Region annually. Chlamydial infections have reached epidemic levels, with more than 30 million new

cases occurring in the Region every year.  STI infection rates among the sexually active population

generally vary from 2% to 5%, and from 20% to 40% among commercial sex workers.  These data

emphasize the need to target commercial sex workers and their clients as priority groups for STI

prevention and treatment.

Epidemiological surveillance has continued to discover increasing gonococcal antibiotic

resistance all over the Region.  There is therefore a need to adapt treatment, often by using more costly

drug regimens.

3.  ACTIVITIES IN THE REGION

During the past year,  WHO provided a wide range of technical support at regional and country

levels.  It continued to support the development of STI and HIV/AIDS epidemiological surveillance and

the development of STI programmes (including STI treatment, education and programme management)

as well as policy-making and strategic planning.
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STI, HIV and AIDS epidemiological data were collected and analysed on a regular basis.

WHO worked with Cambodia, China, Malaysia, the Philippines, and Viet Nam to improve HIV

surveillance activities, data analysis and estimations and projections. Guidelines for HIV and AIDS

surveillance were revised, while guidelines for STI surveillance were developed and targets for regional

surveillance were agreed on.  A regional meeting on epidemiology surveillance was organized.

The monitoring of gonococcal sensitivity in the Region was extended.  WHO finalized a

standard protocol for STI prevalence surveys and is supporting the implementation of such surveys in

China, Malaysia, Samoa and Vanuatu. Training courses in STI programme management were held in

China, Mongolia, the Philippines and  Viet Nam.  Similar courses are planned for the Lao People’s

Democratic Republic and Papua New Guinea. A comprehensive project to strengthen STI services in

Pacific island countries and territories began in early 1999.

The integrated computerized database for STIs, HIV and AIDS at the Regional Office is

regularly updated.  It is now available through the Regional Office website.  Two issues of the WPRO

STD/HIV/AIDS Surveillance Report, were published and distributed widely. A regional STI, HIV and

AIDS surveillance report was prepared in collaboration with Member States for the 5th International

Congress on AIDS in Asia and the Pacific to be held in Malaysia in October 1999.

Technical guidelines and support materials were developed and distributed. These included:

Technical guidelines for the implementation of 100% condom use in the sex industry; Laboratory

tests for the detection of reproductive tract infection;  The role of public policy in STI prevention and

control: a guide to laws, regulation and technical guidelines; Reports of epidemiology consensus

workshops in Cambodia,  Malaysia and Vietnam. Funds were provided for the translation and local

production of STI materials in Cambodia, China, Mongolia, the Lao People’s Democratic Republic and

Viet Nam.  STI policy guidelines for Cambodia were developed.

WHO worked with Member States to provide effective STI education, counselling and case

management services to sex workers and their clients. These efforts included establishing pilot STI

education and service projects; developing national guidelines; promoting effective STI counselling; and

developing educational materials.  A regional workshop on these topics was held in 1998. Seven study

tours with participants from six countries were undertaken in the Philippines to examine governmental

and nongovernmental STI services for sex workers.  The “100% condom use” programme, which

promotes the use of condoms among sex workers and their clients, was piloted in two provinces in

Cambodia and will be extended nationwide.  There are plans to introduce similar programmes in other
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countries. Condom promotion in STI clinics is being implemented in Papua New Guinea, while condom

promotion among young people is ongoing in Mongolia and Papua New Guinea.

In order to expand STI education and to improve access to STI services in China and

Viet Nam, community and district-based interventions with sex work establishments, private doctors

and pharmacists are being implemented.  These interventions aim to encourage people to seek medical

treatment for STI infections. The Regional Office is also supporting a project in China to promote

“HIV and STIs as an entry point for health-promotion in schools”.

WHO worked with Cambodia to improve the treatment of STIs within maternal and child

health (MCH) and family planning (FP) services and the military health services;  to introduce the

“100% condom use” programme;  to improve and strengthen the capacity for STI and HIV/AIDS

programme management;  to develop AIDS care protocols;  to develop a national strategy for AIDS

care;  and to pilot-test a model for home-based care for people with AIDS.  A project on care and

support for people living with HIV and AIDS is ongoing in the Lao People’s Democratic Republic.

Observation visits on AIDS care in Thailand were organized for participants from Cambodia, Papua

New Guinea and Viet Nam.

The Regional Office worked with governmental and nongovernmental organizations in the

Philippines to improve and expand national STI health services.  Activities included: developing models

of integrated STI services and education for female sex workers;  holding workshops on innovative

approaches to providing STI services;  validating STI syndromic management algorithms;  evaluating

the risk assessment scoring system in the diagnosis of STI/reproductive tract infections among

asymptomatic female sex workers;  conducting projects to integrate STI services into MCH/FP services

through local government units; and establishing local revolving drug funds to improve accessibility

and affordability of STI drugs.

Close collaboration has been maintained with UNAIDS and other partners involved in STI and

HIV/AIDS prevention and control activities at country and regional levels.
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ANNEX

UPDATE ON USE OF  ANTIRETROVIRAL AGENTS

IN THE TREATMENT OF HIV/AIDS

1. Use of antiretroviral agents for asymptomatic and symptomatic HIV infections

Current antiretroviral agents for HIV/AIDS are divided into two major classes of drugs:

(1)  reverse transcriptase inhibitors (RTIs),  and (2)  protease inhibitors (PIs).  RTIs are further divided

into nucleoside (NRTI), non-nucleoside (NNRTI) and nucleotide subclasses.  These agents target

enzymes involved in viral reproduction.

Table A1.  Common antiretroviral agents used for HIV/AIDS treatment

Reverse transcriptase inhibitors (RTIs) Average cost of treatment per year
in the USA (US$)

Nucleoside (NRTI)

Didanosine (ddI)
Lamivudine (3TC)
Stavudine (d4T)
Zalcitabine (ddC)
Zidovudine (AZT)
Abacavir (1592U89) *

2424
2868
3108
2520
3360
3540

Non nucleosides (NNRTI)

Delavirdine
Nevirapine
Efavirenz *

2676
3060
4668

Nucleotides

Adefovir dipivoxil N/A

Protease inhibitor (PIs)

Indinavir
Saquinavir
Amprenavir *
Nelfinavir
Ritonavir

5220
6840
6000
7344
6756

* New drugs approved in the past year.

Source:  The 1999 HIV drug guide (published by Positive Aware Network), January/February 1999.

The goal of antiretroviral therapy (regimens composed of a combination of three, four, and

sometimes more antiretroviral agents) has expanded from delaying the progression of HIV-related

diseases to indefinitely suppressing HIV to undetectable levels and preventing HIV-related diseases.
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Dramatic and unprecedented reductions in disease progression, morbidity, mortality and vertical HIV

transmission (from mother to child) have been confirmed  in countries that can afford the cost of the

new antiretroviral regimens (see Table A1).  These regimens appear to result in initial response rates of

60%-90% in persons who are new to the treatment.  However, the full potential of combination therapy

has yet to be realized.  Although about 100 drug combinations could potentially exist, only a limited

number of possible combinations have been fully tested.  There is an urgent need to further define

treatment standards in many countries.

To prevent the emergence of resistance, the therapy should drive HIV replication below levels

of detection.  The emergence of  resistance would limit the success of  future antiretroviral therapy.

However, clinical decisions on the use of antiretroviral therapy are often still based on the therapeutic

history of the patients.  Efforts need to be made to develop broader approaches to patient management

which also aim to reduce the emergence of HIV resistance to antiretroviral therapy.  Compliance with

the treatment is still a major issue because of frequent side effects and treatment constraints (high cost,

large number of  pills to be taken per day, tight timing of pill intake).

The present antiretroviral therapy regimens are expected to be lifelong, and will probably not

eradicate HIV in the individual. However, it is expected that the future introduction of less costly,

simpler and better tolerated drug regimes will result in an increase in the proportion of patients who

succeed in achieving or sustaining viral suppression through these therapies.

The lack of access to antiretroviral therapy outside the industrialized nations remains a major

issue.  However, the recent results of short-term therapy to decrease mother-to-child HIV transmission

indicate that there may be scope to increase the use of antiretroviral agents even in developing

countries.

2. Use of antiretroviral agents  in the reduction of mother-to-child HIV transmission

Family planning advice should be given to reproductive-age females who are at risk of

becoming pregnant during HIV therapy.  The use of protease inhibitors should be avoided during early

pregnancy because of possible teratogenic effects.

Without treatment, the vertical  transmission rate from HIV-positive pregnant women to their

newborn babies is on average 25%.  Two regimens have already been shown to reduce vertical

transmission:
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(1) zidovudine (AZT) given to HIV-infected pregnant women from 26 weeks of gestation and to

their newborn babies for six weeks after birth reduces the perinatal transmission rate by at least two-

thirds among women who do not breast-feed;  and

(2) a short course of twice-daily oral AZT given from 36 weeks of gestation until delivery reduces

the perinatal transmission rate by half among women who do not breast-feed.

A recent study has shown significant reductions in mother-to-child HIV transmission using a

regimen consisting of a single dose of Nevirapine (NVP) to the mother, and a single dose to the infant

within 72 hours after birth.  The cost of this treatment is about US$ 4 per infant, compared with about

US$ 50 for other regimens.  Although caution is needed in interpreting these results, they do indicate

that NVP treatment may be a practical way of reducing mother-to-child transmission, and that it may

be suitable for developing countries.  However, programmes seeking to use NVP treatment would still

need to undertake large-scale counselling and testing of pregnant women for HIV, and to provide

follow-up counselling, support, and breast-milk substitutes.

In addition, it has recently been shown that when an HIV-positive mother begins an

antiretroviral regimen at the time of delivery (using a combination of oral zidovudine and lamivudine),

and she and her newborn babies follow a postpartum regimen for just one week, the chances of the

baby becoming infected are reduced significantly.  The perinatal transmission rate drops to 10%, a

reduction of almost two-thirds among women who do not breast-feed.  Such a regimen may help to

reduce mother-to-child transmission in countries with limited resources, although the lack of HIV

testing, counselling and follow-up care and support in some settings may limit its application.

3. Use of antiretroviral agents after exposure to body fluids of HIV-infected persons

During the past year, no further developments have been observed with post-exposure

prophylaxis (PEP) against HIV.  The efficacy and ethical considerations of PEP are still widely

debated.  PEP is available in a few countries for specific circumstances, e.g.  for health workers who

may have been exposed to HIV through needle stick injuries or for rape victims.  PEP often uses two

nucleoside drugs and a protease inhibitor (in countries where drugs are available) taken within 72 hours

of exposure (ideally it should be administered one to two hours following probable exposure).  It is

usually administered for four to six weeks, if tolerated.
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4. Newsletter on  antiretroviral therapy

In June 1999, WHO launched a biannual newsletter to provide physicians using antiretroviral

therapy in the Region with a brief, up-to-date summary of the latest developments.  Subjects to be

covered include:  new agents, treatment strategies, toxicities and their management, drugs in

development, journal reviews, access to therapy (including cost issues) and references for additional

reading.


