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The Regional Committee for the Western Pacific, at its forty-third 

session in 1992, requested a comprehensive report on the regional AIDS 

programme. The purpose is to inform persons involved in any aspect of the 

global AIDS initiative and other interested parties about the extent of the 

HIV problem in the Western Pacific Region, the response that has been 

made thus far, and the efforts still required to accomplish the goals of the 

programme. 

The Regional Committee is requested to review this report. After a 

thorough discussion, it is hoped that the Regional Committee will wish to 

assess the progress that has been achieved so far and recommend directions 

to be pursued. 

In addition to its use as a Regional Committee document, this report 

is also intended for a wider audience as a catalyst for action. 
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1. INTRODUCTION 

As we enter the second decade of the global AIDS pandemic, it is important that we assess 

the current state of the epidemic in the Western Pacific Region as well as our response and our 

future direction. Although the AIDS and HIV figures in many parts of this Region are fortunately 

still relatively low, they are gradually increasing in many countries . We know from the lessons 

learnt in other parts of the world that the potential exists for rapid spread of the virus. High 

prevalence of other sexually transmitted diseases, unprotected sex with multiple partners, injecting 

drug use and increased international travel may all contribute to the spread of HIV unless vigorous 

preventive measures are taken. We must look at all factors that could contribute to the spread of 

HIV within our societies - this takes a special kind of courage and openness. 

Much has already been done to reduce the impact of HIV in our Region. National AIDS 

programmes are under way in all countries, laboratory facilities to test for the HIV antibody are 

established, health education is in place and sexually transmitted disease control programmes are 

being upgraded. However, there is much that remains to be done. As the AIDS epidemic in our 

Region is in its early stages, the opportunity exists to limit the spread and the damage of HIV 

infection substantially. We must prepare for the future in order to avoid the consequences of 

complacency and inaction, our greatest enemies in the fight against AIDS. 

Dr S.T. Han 
Regional Director 
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The Western Pacific Region of the World Health Organization consists of 35 countries and 

areas, with a total estimated population in 1992 of 1535 million; seven countries account for 

96% of this total. The Region has highly industrialized developed countries, newly 

industrializing countries or areas, developing countries or areas, and some that count among the 

· least developed of developing countries. The regional population is expected to grow to 

1700 million by the year 2000. The average national population growth rate was 2.0% per annum 

for the period 1985-1990. 
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2. THE EPIDEMIOLOGY OF HIV INFECTION AND AIDS IN 

THE WESTERN PACIFIC REGION 

2.1 Global trends 

A cumulative total of 611 589 AIDS cases had been reported in the world as a whole up to 

the end of 1992. WHO estimates that the actual figure was nearer 2.5 million cases. Out of the 

reported cases, the vast majority have been from the Americas and Africa, with Asia and the Pacific 

accounting for less than 1% of the total. Table 1 shows these reported figures. 

Table 1. Cwnulative AIDS cases reported to WHO by continent and year 

Year of report 

Area 1986* 1987 1988 1989 1990 1991 1992 

Africa 4 347 18 290 43 374 78 945 119 709 170 975 211 032 

Americas 45 648 79 138 122 006 172 324 227 726 285 397 313 083 

Europe 5 878 13 995 24 639 38 588 54 848 71 354 80 810 

Oceania 451 863 1 449 2 108 2 845 3 616 4 082 

Asia 131 260 416 687 1 103 1 519 2 582 

Total 57 445 112 546 191 884 292 552 406 231 532 861 611589 

*Years up to, and including 1986. 

WHO estimates indicate that up to the end of December 1992, more than 13 million people 

had been infected by HIV, with the majority of the new infections over the past year occurring in 

Africa and Asia. By the year 2000, 30-40 million HIV infections are predicted in the world as a 

whole, with 90% of them expected to occur in developing countries. 

2.2. The Western Pacific Region 

2.2.1 Current status of the HN epidemic 

Available evidence suggests that the HIV epidemic in the Western Pacific Region is at a 

relatively early stage, compared with other parts of the world. Few countries in the Region had 
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reported significant numbers of AIDS cases or HIV diagnoses prior to 1987. Since then, the 

epidemic has gradually spread to many countries throughout the Region. Eight of the 35 countries 

and areas (predominantly the smaller Pacific island nations) are yet to report any case of AIDS or 

HIV infection. 

As of 1 June 1993, 5058 cases of AIDS had been reported from countries in the Region 

(Table 2). This table shows rates of AIDS per 100 000 population. Over 90% of AIDS cases have 

been reported from three countries: Australia, Japan and New Zealand (Figure 1). Of reported 

AIDS cases, the vast majority were men (95 . 8%) and less than l% of reported AIDS cases were 

children under 15 years of age. 

A cumulative total of 28 673 HIV infections had been reported in the Western Pacific 

Region as of 1 June 1993 (Table 2). Reported rates of HIV infection vary from 96 per 100 000 

population in Australia and 59 per 100 000 in French Polynesia, to fewer than 5 per 100 000 

reported in Hong Kong and 0.1 per 100 000 in China. Eighty per cent of infections in the Region 

have occurred in men, 7% in women; the proportion of HIV infections among children remains 

small, at less than 1% of the total. 

New HIV infections in Australia have remained relatively constant in the past three years. 

In Japan and Malaysia, however, they have been increasing (Figure 2) . 

The distribution of transmission categories for AIDS cases and HIV infections is shown in 

Figure 3. Seventy-nine per cent of AIDS cases in the Region have been acquired through 

homosexual/bisexual contact. Injecting drug use and heterosexual transmission were responsible for 

2% and 6% of AIDS cases, respectively . The decreased proportion of HIV infection among the 

homosexual/bisexual category and the increased proportion among the heterosexual and injecting 

drug user categories should be noted . This indicates the more recent importance of the latter two 

risk categories in the transmission of HIV. 

Reported cases of HIV infection or AIDS do not show the real prevalence of these 

conditions in any given population. For example, many who are infected with HIV are detected 

through screening procedures such as one would have prior to donating blood. Blood donors, 

however, only represent a small fraction of the population. It can be assumed that there are others 

who are infected but do not belong to the blood donor population. 
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Table 2. Cumulative HIV diagnoses and AIDS cases by country, sex and rate per 100 000 population, 
Western Pacific Region (available data cumulative to 1 June 1993) 

AIDS AIDS AIDS 
Country/area Males Females TOTAL rate• deaths Males 

American Samoa 0 0 0 0.00 0 0 
Australia 3 581 116 3 697 21.23 2 404 13 708 
Brunei Darussalam 2 0 2 0.74 1 2 
Cambodia 0 0 0 0.00 0 65 
China 11 0 11 0.00 9 0 
Cook Islands 0 0 0 0.00 0 0 
Fiji 3 2 5 0.66 5 11 
French Polynesia 25 5 30 14.59 21 89 
Guam 10 0 14 10.92 8 44 
Hong Kong 60 1 63 1.05 40 284 
Japan 527 16 543 0.44 208 2 177 
Kiribati 0 0 0 0.00 0 2 
Lao PDR 1 0 I 0.02 1 7 
Macao 3 1 4 0.83 2 6 
Malaysia 74 9 83 0.46 51 5 339 
Mariana Islands, N 4 0 4 8.69 4 7 
Marshall Islands 1 I 2 4.09 2 I 
Micronesia, FS 2 0 2 1.87 1 2 
Nauru 0 0 0 0.00 0 0 
New Caledonia 19 3 22 12.89 11 57 
New Zealand 338 10 360 10.40 262 764 
Niue 0 0 0 0.00 0 0 
Palau 0 0 0 0.00 0 0 
Papua New Guinea 29 18 47 1.20 28 69 
Philippines 62 30 92 0.14 64 197 
Republic of Korea 10 3 13 0.03 11 233 
Samoa 1 0 1 0.61 1 1 
Singapore 57 1 58 2.09 41 166 
Solomon Islands 0 0 0 0.00 0 0 
Tokelau 0 0 0 0.00 0 0 
Tonga 4 0 4 3.89 2 5 
Tuvalu 0 0 0 0.00 0 0 
Vanuatu 0 0 0 0.00 0 0 
VietNam 0 0 0 0.00 0 95 
Wallis and Futuna 0 0 0 0.00 0 0 

TOTALS 4 824 216 5 058 3 177 23 331 

* Rate per 100 000 population [Source: Western Pacific Region Data Bank on 
Socioeconomic and Health Indicators (WHO/WPR/HIN/Rev/Dec 1992)]. 

** HIV totals include AIDS cases. 

mv•• 
Females Unknown TOTAL 

0 0 0 
700 2 380 16 788 

0 4 6 
29 0 94 
0 932 932 

0 0 0 
5 0 16 

31 1 121 
6 0 50 

14 1 299 
492 62 2 731 

0 0 2 
IS 4 26 
4 0 10 

203 0 5 542 
0 0 7 
1 3 5 

0 0 2 
0 0 0 

14 2 73 

43 14 821 
0 0 0 
0 0 0 

61 2 132 
186 0 383 

28 0 261 
0 0 1 

12 0 178 

0 0 0 
0 0 0 

1 0 6 
0 0 0 
0 0 0 

16 75 186 
0 1 1 

1 861 3 481 28 673 

HIV 
rate* 

0.00 
96.39 
2.21 
1.10 
0.08 
0.00 
2.12 

58.87 
39.02 
4.98 
2.19 
2.82 
0.59 
2.07 

30.84 
15.20 
10.22 

1.87 
0.00 

42.78 
23.71 
0.00 
0.00 
3.38 
0.60 
0.60 
0.61 
6.42 
0.00 
0.00 
5.83 
0.00 
0.00 
0.27 
0.00 
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Figure 1. Annual reported incidence of AIDS, Western Pacific Region 

1985-1992 
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Figure 2. mv infection by year of diagnosis, Western Pacific Region 
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Figure 3. Distribution of transmission categories of reported AIDS cases and IDV infections, 

Western Pacific Region (unknown excluded) 
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In order to plan, develop and implement programmes, a representation of the actual 

magnitude of HIV infection is necessary. Some countries have made estimates. These are often 

based on the number of reported cases, observed HIV prevalence rates, and the assumed size of the 

the populations at risk. Countries like Australia estimate an HIV prevalence of 20 000 to 25 000, 

which is quite close to their reported figure . Others, like the Philippines, estimate the number of 

HIV-infected persons at 35 000 as against a reported number of 383 HIV infections . 

The majority of the countries in the Western Pacific Region have few reported cases, which 

makes reliable national and regional estimates difficult. Keeping these provisos in mind, WHO 

estimates that between 50 000 and 100 000 people are already infected in the Region. 

2.2.2 HNIA/DS transmission in countries of the Western Pacific Region 

The HIV epidemic in the Western Pacific Region has been characterized by wide variations 

between countries in the predominant modes of transmission, reflecting their great social, cultural 

and economic diversity and the measures taken to control the spread of the virus. 
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Figure 4 shows that homosexual transmission remains an important mode of transmission in 

many countries, including Australia, French Polynesia, Hong Kong and New Zealand. In Australia, 

however, the number of homosexual men diagnosed with HIV is gradually declining (Figure Sa). 

Another important feature of the Australian epidemic has been the low proportion of HIV 

infections among injecting drug users, which may explain why Australia has not seen an epidemic 

among heterosexuals. 
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Similar patterns of transmission have been observed in New Zealand, where homosexual 

transmission accounts for nearly 60% of all infections. In French Polynesia, however, heterosexual 

transmission is assuming a more significant role. This accounts for 31 % of all HIV infections. 

Hong Kong reported over 40% of HIV infections acquired through homosexual/bisexual 

transmission and 25% through heterosexual transmission. 
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Although the HIV epidemic in Japan wa3 initially confined to people who had received 

blood products or blood transfusions prior to their screening for HIV, over the last few years 

heterosexual transmission has been increasing (Figure 5b). If cases of HIV infection 

among haemophiliacs and blood transfusion recipients are excluded, the results would show that 

nearly 50% of HIV infections and 29% of AIDS cases in Japan were acquired as a result of 

heterosexual contact. 

Heterosexual transmission of HIV is predominant in many Western Pacific countries 

(Figure 6). In the Philippines, over 50% of reported infections have been acquired by this mode of 

transmission. The male to female ratio is 1: 1. A majority of the HIV -infected females 

are commercial sex workers. 

In the Republic of Korea, seven out of ten AIDS cases and 70% of HIV diagnoses have 

resulted from heterosexual contact. Most of the infections have occurred among men, and many 

were acquired outside the Republic of Korea. 

In Papua New Guinea, almost half of 47 reported AIDS cases were acquired heterosexually, 

and of HIV infections where exposure was known, over two-thirds were heterosexually transmitted. 

In a few countries the role of injecting drug use in the transmission of HIV is becoming 

increasingly prominent. In Malaysia, 81% of the reported HIV infections were attributed 

to injecting drug use. This number has increased dramatically since 1989 (Figure 5c). China has 

also reported a significant number of HIV -infected injecting drug users, accounting for 73% of all 

HIV transmission. However, overall, the rate of HIV diagnoses per 100 000 population in China is 

one of the lowest in the Western Pacific Region, at less than 1 per 100 000. 

There has been little HIV infection diagnosed in Pacific island countries to date. Fiji has 

reported only 16 HIV infections, over 60% of which were transmitted through heterosexual contact. 

In New Caledonia and French Polynesia, however, transmission through sexual contact between 

men still accounts for over 30% of HIV infections. 

Recent spread of HIV has occurred in Cambodia and Viet Nam, both of which detected a 

significant number of HIV infections for the first time in 1992 and 1993 . Although no AIDS cases 

have yet been reported from Cambodia, over 100 people have been diagnosed with HIV infection, 

including 25 commercial sex workers, 33 male blood donors, and 36 sexually transmitted disease 

(STD) patients. Viet Nam has reported nearly 200 HIV infections since 1991 and although 75 were 

foreigners, infections detected in 1992 and 1993 have been predominantly among 

Vietnamese injecting drug users. 
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Figure 5. Reported number of InV infections by transmission category and year of diagnosis 
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Figure 6. Heterosexual transmission of IDV, expressed as a percentage, 

selected countries and areas, Western Pacific Region 

(cumulative to 1 June 1993) 
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2.2.3 HN testing in the Western Pacific Region 

80 

Monitoring HIV infection in high-risk groups such as commercial sex workers, people with 

sexually transmitted diseases, injecting drug users and homosexual or bisexual men, is an essential 

part of HIV surveillance programmes. However, the results have to be very carefully interpreted, as 

the survey methods differ. Unlinked anonymous testing is the method recommended for 

seroprevalence surveys and sentinel surveillance. In practice, voluntary confidential testing, 

compulsory testing of blood donors, and in some cases, mandatory testing are also used. As the test 

methods are not always specified and selection bias cannot be excluded, the results reported should 

be taken as suggestive of the situation in the areas surveyed. 

Commercial sex workers 

Rapid spread of HIV among commercial sex workers has occurred recently in countries 

close to the Western Pacific Region. HIV infection was first documented among Asian female 

commercial sex workers in Thailand in 1987. In 1989, the first Thai national serosurvey detected a 
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prevalence rate of 44% among commercial sex workers in Chiang Mai. HIV prevalence in female 

corrunercial sex workers has also risen rapidly in India and has been estimated at between 30% and 

50 % in Bombay. 

The information available from the Western Pacific Region suggests that spread of HIV 

among commercial sex workers has not yet occurred to the same extent as in Thailand and India, 

even though sex industries catering to both local and foreign clients are well established in many 

countries. 

The highest prevalence of HIV among commercial sex workers to date has been found in 

Cambodia (see Table 3). In one area, Toul Kork, 18 of 127 women (13.2%) tested were 

HIV-infected. There has been a gradual increase in HIV prevalence among sex workers in 

Malaysia, from 0% in 1988 to 1.3% in 1991. In the mid-1980s, the prevalence of HIV among sex 

workers tested in the Philippines was between 1% and 2.5% . Recent surveys, however, in Baguio 

and Cebu in the Philippines found no infection among more than 800 commercial sex workers 

tested, although testing bias could not be excluded. Overall, tests performed on over 12 000 

commercial sex workers in the Philippines found only 8 to be HIV-infected . 

In the Republic of Korea, 411 125 tests performed between 1985 and 1991 revealed only 11 

positive cases. No infection has been documented recently among commercial sex workers 

in Australia, Japan or Singapore. 

Injecting drug users 

The problem of HIV transmission through injecting drug use is escalating in Malaysia, 

where prevalence among injecting drug users has risen from 0.1% in 1988 to 6.9% in 1992. 

In early 1993, 92 out of 1061 or 8. 7% of injecting drug users were found to be infected in 

VietNam, mostly in Ho Chi Minh city. In China, injecting drug users infected with HIV 

were concentrated in Yunnan province. Recent data, however, have indicated infection in other 

provinces as well. 

Surveys in Hong Kong, Japan, the Philippines and Singapore have not shown infection 

among injecting drug users tested. In Australia, prevalence of HIV among injecting drug users 

remains at less than 5% . This may be attributable to the extensive efforts made to educate and 

protect injecting drug users in Australia, particularly with needle and syringe exchange programmes. 

Table 3 provides a summary of these data. 
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Table 3. Selected IDV prevalence studies from countries and areas 

Western Pacific Region 

TIME NO. NO. % 
PERIOD TESTED POSITIVE POSITIVE 

Commercial sex workers 
Australia* Jan-Sept 1992 I 039 
Cambodia Jan-June 1992 207 
Japan ** 1987-1991 I 672 
Malaysia 1991 667 
Philippines 1992 12 590 
Republic of Korea *** 1985-1991 411 125 
Singapore Jan-July 1992 2 740 

Injecting drog users 
Australia 1991* 96 

Jan-Sept 1992 * 727 
China (Yunnan province) 1991 I 167 
Hong Kong 1992 76 
Malaysia 1988 697 

1989 4 317 
1990 9 094 
1991 5 123 

Philippines (Baguio & Cebu) 1992 120 
Singapore Jan-June 1992 212 
VietNam 1989-1992 2 008 

Feb-Mar 1993 I 061 

Homosexual/bisexual men 
Australia 1984-1988 I 537 

Jan-Sept. 1992* I 440 
Japan 1988 2 011 
Philippines (Baguio & Cebu) 1992 495 
Singapore Jan-June 1992 Ill 

STD patients 
Australia**** Jan-Mar 1992 2 250 
Cambodia 1992 72 
Hong Kong 1991 2 662 

1992 2 565 
Papua New Guinea 1992 I 722 
Philippines (Baguio & Cebu) 1992 266 

Blood donors 
Australia 1989-1990 I 968 894 
Cambodia 1991 3 965 

Jan-Jun 1992 I 724 
Japan 1992 2 179 069 
Malaysia 1990 193 059 
Singapore J an-J un 1992 26 579 

* Voluntary confidential testing in sexually transmitted disease clinics. 

** Japanese commercial sex workers. 

*** Positives diagnosed prior to 1988. 

**** P . . h al I at1ents reportmg eterosexu contact on y. 

0 0 
19 9.2 
0 0 
9 1.3 
8 0.064 

II 0.0027 
0 0 

3 3.2 
3 0.4 

146 12.5 
0 0 
I 0.14 

114 2.6 
459 5.0 
352 6.9 

0 0 
0 0 
4 0.2 

92 8.7 

466 30.3 
29 2.0 
40 2.0 
0 0 
4 3.6 

0 0 
3 4.2 
2 0.08 
0 0 
3 0.17 
0 0 

20 0.001 
3 0.076 

13 0.75 
7 0.0003 

28 0.015 
0 0 

These studies are just a few of the approximately 280 entries in GPA/WPRO's database on HIV 
seroprevalence in the Western Pacific Region. References are available on request. 
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Surveys conducted among men who have sex with other men show a range of prevalence 

from a localized high of30.3% in Sydney, Australia, to 0% in the Philippines (see Table 3). Japan 

and Singapore show a prevalence of 2% and 3. 6%, respectively. Although the situation has 

stabilized in countries like Australia and New Zealand, there is still a lack of data on this 

transmission category in such countries as Cambodia, China, the Lao People's Democratic Republic, 

Malaysia, the Republic of Korea and Viet Nam. 

Blood donors 

Blood transfusion and use of blood products for haemophiliacs account for 0.9% and 8% 

respectively of HIV transmission in the Western Pacific Region. The majority of these cases have 

been reported by Australia and Japan and represent transmission prior to the introduction 

of screening of the blood supply in 1985. 

Screening of blood donors for HIV provides an opportunity to obtain seroprevalence data 

which are a useful indicator of prevalence in the general population. However, such data may be 

biased by exclusion of high-risk groups from donating, poor access to voluntary testing and 

recruitment patterns of blood donors. In Table 3, available data on screening of blood donors from 

selected countries and areas are shown. The highest prevalence of HIV infection is in Cambodia, 

where it rose from 0.076% in 1991 to 0.75% in 1992. 

Antenatal testing 

Surveys performed to date among pregnant women have found virtually no HIV infection. 

This may be the reason for the less than 60 reported HIV infections and 19 AIDS cases 

transmitted from mother to child within the Region. 

People with sexually transmitted diseases 

Systematic surveillance in this risk category have been carried out in Fiji, Hong Kong, 

Papua New Guinea and Singapore. These and other studies (see Table 3) show low levels of 

infection. In Cambodia, however, a recent study found 4.2% of 72 patients were infected. For the 

remaining countries, lack of data is a result of insufficient surveillance in this category. 
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2.2.4 Potentia/for HJV to spread in the Western Pacific Region 

The HIV epidemic in the Western Pacific Region is in its early stages. There are several 

factors which could accelerate its spread. These factors include the high prevalence of sexually 

transmitted diseases, unprotected sexual contact with multiple partners, well-established sex 

industries and in several countries, increasing injecting drug use. As trade and tourism increase in 

countries surrounding the Region where prevalence of HIV infections is already rising rapidly, the 

potential for spread to the Region also increases. 

The "Golden Triangle" and neighbouring areas have been the focus for the drug trade in 

Asia. Along the drug transportation routes, drugs can be used to pay for their transportation. This 

promotes a situation of drug production, drug use and, more recently, HIV infection. The proximity 

of some Western Pacific Region countries to the "Golden Triangle" increases the potential for 

spread. 

Even though reports of current levels of infection are low, there is potential for HIV to 

spread in the Region owing to the presence of the many risk factors which facilitate transmission of 

the virus. These factors will vary in importance in the different countries. An essential part of HIV 

surveillance and prevention programmes is to single out the risk factors for spread and to implement 

locally appropriate preventive strategies. 

3. THE EPIDEMIOLOGY OF SEXUALLY TRANSMITTED DISEASES 

Sexually transmitted diseases are an increasingly significant public health problem in the 

Western Pacific Region. They facilitate transmission of HIV and also have serious consequences for 

reproductive health, particularly for women. 

Reporting rates of sexually transmitted diseases vary between countries. As with reporting 

of other communicable diseases, there is likely to be an underestimate of the true situation. 

Gonorrhoea and syphilis are reported by the majority of countries in the Region. However, other 

sexually transmitted diseases such as non-specific urethritis, anogenital warts and genital herpes are 

not reported to WHO and are in general more common. 

In the Philippines, gonorrhoea and syphilis accounted for 24.1% of 72 550 reported sexually 

transmitted diseases in 1991, the majority of cases being due to non-gonoccocal urethritis (68.9%). 
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Rates of gonorrhoea and syphilis have increased only marginally while rates of other sexually 

transmitted diseases in the Philippines have increased considerably since 1987. 

In Fiji, a recent study of pregnant women found 22% were infected with chlamydia, and in 

Papua New Guinea, over 40% of reported cases of sexually transmitted diseases in 1991 were due to 

diseases other than syphilis and gonorrhoea. 

Available data show that trends in reported cases of gonorrhoea have declined in some 

countries since 1987 but have remained at high levels in others (Figure 7). Reported rates 

(per 100 000 population) for cases of gonorrhoea in 1991 varied from less than six in Cambodia and 

China, to over 500 in Papua New Guinea (Figure 8). The extent of underreporting in countries 

which have low rates of reported cases is unknown. 
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Figure 8. Reported rates of gonorrhoea in 1991, selected countries and areas 
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Treatment of gonorrhoea is a growing problem. Incidence of penicillinase-producing 

Neisseria gonorrhoeae (PPNG) is increasing. Studies have shown that nearly 17% of strains are 

resistant to penicillin in some Australian cities, 43% in Singapore and 60% in Malaysia. 

Overall rates of reported syphilis are lower than rates for gonorrhoea and appear to be stable 

or gradually declining in Western Pacific countries (see Figure 9). Estimated rates of syphilis in the 

Western Pacific Region in 1991 varied from about 20 per 100 000 in French Polynesia to over 100 

in Papua New Guinea. In Papua New Guinea, many of the diagnoses are not laboratory-confirmed. 

However, underreporting also occurs . 
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Figure 9. Trends in rates of syphilis, selected countries and areas 

Western Pacific Region, 1985-1991 
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4. TUBERCULOSIS AND HIV IN THE WESTERN PACIFIC REGION 

Tuberculosis has emerged as one of the more common manifestations of HIV infection in 

Africa and has been increasing in prevalence all over the world. There is clear evidence that HIV 

infection activates tuberculosis in people with previously inactive tuberculosis, by weakening their 

natural defences. In addition, epidemiological evidence also suggests that tuberculosis speeds the 

progression of AIDS in those infected with HIV . 

There is, to date, no clear evidence of the impact of HIV on tuberculosis and vice versa in 

the Western Pacific Region. This may be due to the majority of HIV infections having come from 

three countries, Australia, Japan and New Zealand, where the prevalence of tuberculosis is low. 

Countries with high prevalence of tuberculosis may face an escalating problem if HIV prevalence 

becomes high. Tuberculosis incidence rates per 100 000 population in 1992 of 278 for 

the Philippines, 260 for Tuvalu, 177 for Kiribati and 156 for the Republic of Korea may put these 

countries at dual risk for tuberculosis and HIV infection. Recent information suggests that 

Cambodia may be added to the list. 

Effective prevention and control of HIV, therefore, has additional value in controlling a 

deteriorating tuberculosis situation. The cost-effectiveness of a vigorous prevention and control 

programme against HIV is all the more obvious in view of the resources that will be necessary to 

manage tuberculosis at a later stage. 
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5. THE RESPONSE TO AIDS IN THE WESTERN PACIFIC REGION 

5.1 Establishment of the regional AIDS programme 

In September 1985, after over 132 cases of AIDS had been reported in the Region, WHO 

established two essential strategies, surveillance and education. Through the first, the scope of the 

disease was assessed and tracked, and through the second, the public was made aware of the 

existence of the virus. The Member States of the Region, at the thirty-sixth session of the Regional 

Committee in 1985, adopted a resolution1 which formalized these policies. The resolution also 

requested WHO to collaborate in the development of laboratory capabilities to detect HIV infection 

in Member States and to support the establishment of a network of information, research, and 

resources to prevent and control HIV infection. 

The following year, training courses were held on the laboratory diagnosis of HIV. Test 

kits were also provided. Collaborating centres were established in 1987 in Fairfield Hospital, 

Victoria, Australia, and the Institute of Virus Research, Kyoto, Japan . In the same year, WHO 

headquarters in Geneva, Switzerland, set up its Special Programme on AIDS which was 

then renamed the Global Programme on AIDS (GPA) in January 1988. 

The number of reported AIDS cases in the Western Pacific Region increased four-fold 

between September 1985 and September 1987. As a result, the Regional Committee resolvecJ2 that a 

regional programme for the prevention and control of AIDS should be urgently developed. The 

intent was to integrate the new programme with the countries' health systems and, in particular, with 

activities to control other viral diseases. The establishment and strengthening of comprehensive 

immediate and long-term national policies and programmes on AIDS was made a high priority. 

The GPA unit was established in Manila and national AIDS programmes were developed in 

Member States. All countries and areas in the Region now have functioning AIDS prevention and 

control programmes. 

In 1990, the Regional Committee adopted a resolution3 to incorporate the programme on 

sexually transmitted diseases into the AIDS programme. Member States were urged to do likewise 

at national level . 

1Resolution WPR/RC36 .R2 . 

2Resolution WPR/RC38 .R5 . 

3Resolution WPR/RC4l.R7 . 
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One of the first priorities of the AIDS progranune was to increase governments' awareness 

of AIDS and HIV. Orientation of political, religious and community leaders and the mass media 

was also carried out. An initial step was the formulation of national AIDS plans. WHO 

collaborated with 21 countries in developing short-term plans and 19 countries 

in developing medium-term plans (Table 4) . The remainder have developed their own 

national programmes in line with global AIDS strategies . 

Effective management is crucial to successful implementation of national AIDS programmes. 

All countries have now established national AIDS conunittees to oversee the management of national 

progranunes. Separate AIDS units to monitor daily operations, however, are not yet in place in all 

countries. There has been a clear but gradual tendency to expand the AIDS conunittees to include 

more sectors of society and representatives from nongovernmental organizations (NGOs) . 

WHO technical support provided in this area has resulted in a transfer of skills to national 

counterparts. These have resulted in improved abilities to undertake planning, implementing and 

monitoring activities . An added benefit has been their impact on other related fields . For example, 

the multisectoral approach has been found to be useful in other programmes such as 

nonconununicable diseases. 

5.3 Health promotion 

The spread of HIV is primarily determined by individual forms of behaviour. These vary 

from culture to culture and from country to country. Types of behaviour that put people at risk in 

certain regions may not be as common in others. For example, having multiple and varied sex 

partners is acknowledged to occur in almost all cultures and countries. However, the extent to 

which this is practised in this Region may be of less significance compared with other regions, 

owing to the importance placed here upon religion, culture and social values . 

The health promotion strategies developed to prevent the spread of HIV have been designed 

to target types of risk behaviour, taking into consideration the social , religious and cultural 

influences inherent in each area or locality . WH 0 has provided technical collaboration initially in 

exploring the existing patterns of risk behaviour and how their risk potential can best be reduced. 

Specific methodologies and protocols were developed and tested and when found effective and 

appropriate, implemented. 
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Table 4. National AIDS prevention and control, as of 1 June 1993 

Fonnulation of short-tenn (STP) and medium-tenn plans (MTP I and II) 

Western Pacific Region 

Technical STP MTPI 
Com~;~re-
hens1ve MTPII Country /area 

visits formulated formulated progr~mme formulated 
rev.ew 

American Samoa X 0 0 

Australia X 

Brunei Darussalam X X 

Cambodia X X X 

China X X X 0 0 

Cook Islands X X X 

Fiji X X X 0 0 

French Polynesia X X 

Guam X X X 

Hong Kong X 

Japan X 

Kiribati X X X X X 

Lao People's Democratic 
Republic X X X 0 0 

Macao X 

Malaysia X X 

Mariana Islands, Northern X X 

Marshall Islands X X X 0 

Micronesia, 
Federated States of X X X 

Nauru 
New Caledonia X X 

New Zealand X 

Niue 
Palau X X X 

Papua New Guinea X X X X 

Philippines X X 0 0 

Republic of Korea X X 

Samoa X X X 0 0 

Singapore X X 

Solomon Islands X X X 

Tokelau 0 

Tonga X X X 0 0 

Tuvalu X 

Vanuatu X X X 0 0 

VietNam X X X 0 0 

Wallis and Futuna 

TOTAL COMPLETED 31 21 19 2 1 

x Completed 

o = Planned in 1993 
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Communication through mass media, observance of World AIDS Days and dissemination of 

information materials are the three main approaches to reach the general public. In these efforts, 

WHO has worked with government and nongovernmental agencies to maximize the effects of the 

specific activities. Although no claim can be made that one particular approach or activity has been 

responsible for these results, surveys have indicated a high level of awareness in many countries. 

Studies done in the past four years have indicated that in a majority of the countries, over 90% of 

the general population have heard of AIDS. Further, sexual intercourse as a mode of transmission 

of HIV was correctly identified by 94% of those surveyed in Malaysia and Singapore, 89% in Viet 

Nam, 86% in the Lao People's Democratic Republic, 83% in the Philippines and 58% in Fiji. 

Encouraging as the results may be, misconceptions, however, also exist. Among the general 

public, shaking hands or touching an infected person was wrongly reported as a means of 

transmitting HIV by 21% in Fiji, 25% in the Lao People's Democratic Republic, 12.4% in 

Malaysia, 21.7% in the Philippines and 9.5% in Singapore. Mosquitos were wrongly believed to 

spread HIV by 43% in Fiji, 56% in the Lao People's Democratic Republic, 15% in Malaysia, 32% 

in Singapore and 50% in Viet Nam. Similarly, HIV transmission by sharing food or utensils with 

an infected person was thought possible by 38.6% of respondents in Fiji, 7% in Malaysia and 35% 

in VietNam. 

WHO has been instrumental in supporting skills development among national health 

educators. This is to enable them to deal with a lack of awareness where it exists and to correct 

misconceptions where they are prevalent. A successful effort in this area is shown, for example, by 

a follow-up survey in Viet Nam to evaluate the effectiveness of educational campaigns. In a 

two-year period, the misconception about transmission of HIV by mosquitos was reduced from 50% 

to3.5%. 

5.3.2 Commercial sex workers 

The potential for spread of HIV through commercial sex activity in this Region is well 

recognized. A major problem is migration. Commercial sex workers move from areas of high HIV 

prevalence to those with little or no HIV infection and also migrate within the Region. Prevention 

strategies have taken this factor into consideration. An exchange of materials in different languages 

from different countries has been supported. For example, materials in Thai, Vietnamese and 

Bahasa-Malaysia have been sent for use in Australia, Macao and New Zealand. 
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Outreach education programmes have been employed in Australia, New Zealand and the 

Philippines and more recently in Cambodia and Macao. A special aspect of this approach is the use 

of peers to determine needs, find ways of meeting them and to act as catalysts for behaviour change. 

The cooperation of NGOs has been especially useful in this respect. 

A new focus of the regional programme is to provide accessible and acceptable STD services 

to commercial sex workers in an atmosphere of trust, compassion and confidentiality. This project 

is currently being pilot-tested in Cambodia. If proved successful and cost-effective, it will be 

recommended and supported for adoption in other countries. 

5.3 .3 Injecting drug users 

Strategies introduced in Australia and New Zealand have been successful in limiting the 

spread of HIV among injecting drug users . These consist of needle and syringe exchange 

programmes and outreach, and preparation of educational materials by users themselves. In some 

countries, such as China and Viet Nam, the focus has been on . rehabilitation programmes for 

injecting drug users. There is a constant exchange of policies and ideas among China, Hong Kong 

and Macao, which has enabled them to learn from each other about new or successful efforts to deal 

with this risk population. 

Another approach is seen in Malaysia, where injecting drug use is of primary concern. 

School AIDS education programmes introduced at the secondary level include considerable material 

on injecting drug use. The goal is to discourage entry of vulnerable youth into the drug population. 

A similar campaign is also planned in the Lao People's Democratic Republic and the Philippines. 

WHO has been especially instrumental in the training of nationals to train peer educators for 

outreach purposes in the Lao People's Democratic Republic and VietNam. 

5.3.4 Men who have sex with other men 

In countries like Australia and New Zealand, where men having sex with other men is the 

major risk factor for HIV transmission, education and prevention programmes have already made a 

measurable impact. These programmes rely to a large extent on the collaboration between 

government and nongovernmental agencies . In addition, they have served as models of prevention 

not only in the Region but also for industrialized countries as well. 

Similar approaches, again using peer intervention, are being applied in Hong Kong, 

Malaysia, the Philippines and Singapore. Several NGOs have been established as service 
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organizations to coordinate and facilitate these activities in their countries. WHO has supported 

these organizations through the national AIDS programme. 

Culturally appropriate outreach activities are also being carried out in South Pacific 

countries such as Cook Islands, French Polynesia, Samoa and Tonga for men socially adopting 

women's lifestyles. WHO support has been effected through technical consultations, provision of 

materials and training . 

5.3.5 Youth 

A school AIDS education project in collaboration with UNESCO was undertaken in 

1989-1991, working with Pacific island countries to establish school AIDS education programmes, 

through the development of teaching materials and the training of teachers . To stimulate AIDS 

education in Asian schools, a consultative seminar was organized by WHO and UNESCO in 1990. 

These initial joint initiatives have resulted in the introduction of an STD and AIDS element into the 

curricula of all secondary schools of South Pacific countries . To a limited extent, this has also been 

done in other countries of the Western Pacific Region. 

Programmes with WHO support aimed at youth not attending school have been started by 

the Red Cross, by various religious groups and theatre and musical groups. Assessment by national 

programme managers has revealed an increased awareness of HIV and AIDS among this vulnerable 

population group. Peer education is also used successfully. 

5.3.6 Special populations 

The comprehensive national plans have made provision for special populations that may be 

exposed to increased risk of HIV infection. Persons employed in the military, police, merchant 

marines and tourist industry have been targeted for specific interventions. In addition, other 

population groups such as travellers, migrant workers and prisoners have also merited attention. 

5.4 Training of health workers 

An initial response to the HIV epidemic in the Region has been the training of health care 

workers. One of the strategies used was to make use of knowledge gained by countries in the 

Region that had earlier experience with HIV and AIDS . Fellowships on clinical management, 

laboratory technology and counselling conducted in Australia and New Zealand were undertaken by 

medical, nursing and laboratory personnel of Member States. On their return, trainees have become 

trainers and focal points in their respective specialties in their countries. National guidelines and 
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protocols for HIV testing and clinical management have been developed and implemented in Fiji, 

French Polynesia, Guam, the Federated States of Micronesia, New Caledonia, Palau and Samoa. 

They are also in the process of development and implementation for many of the other countries in 

the Region. 

The development of materials to encourage countries to integrate AIDS education into 

existing health care workers' curricula has been a major focus. The HIV/AIDS Reference Library 

for Nurses and other health care workers was designed, pilot-tested extensively, and translated into 

a number of languages. This continues to interest an ever-increasing audience. The Library will 

now become an official WHO publication. 

Health promotion and counselling have been found to be some of the skills which need 

enhancing among health professionals. A counselling training manual has been developed and pilot

tested in Cambodia, Fiji, Solomon Islands and Vanuatu. It is now being modified to strengthen the 

supportive aspects of counselling. 

A syllabus for a training course in the care and management of sexually transmitted diseases 

was developed for a pilot project held in Fiji. The manual is also being developed into a Western 

Pacific Regional Office publication. Copies have been used as reference material for national 

courses in Cambodia, the Federated States of Micronesia and the Philippines. 

Even though the number of AIDS cases is relatively low, technical support for programmes 

for health care workers on the continuum of care have been provided. Efforts are to be augmented 

in this area. 

5.5 Social and behavioural studies 

Studies to assess the existing levels of knowledge, attitudes, beliefs and practices (KABP) 

related to AIDS are an important preliminary step to developing appropriate and targeted programme 

activities and educational materials. They also serve as baseline data against which change brought 

about by programme activities can be measured. A particular constraint has been how to deal with 

sensitive issues such as sexual attitudes and practices. Tradition in many countries precludes any 

discussion on these subjects. 

The results of some of the studies are shown in Table 5. The results cannot be compared 

because of the different methods and sampling techniques used. However, they suggest that multiple 

sex partnership does occur, the age of first sexual intercourse is relatively early in some countries 

and that condom use is practiced only sporadically. A second wave of studies is to be performed 
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this year in Cook Islands, Fiji, Kiribati, the Philippines, Tonga and Viet Nam, to assess the impact 

of prevention programmes. 

Table 5. Reported sexual behaviour in selected countries and areas, Western Pacific Region 

Country/area and sampled population 
(date of survey) 

Fiji (1989) 

Individuals with various high risk 
behaviours, including the general public (N = 888) 

Guam (1989) 

Individuals with high risk behaviour (N = 105) 

Lao People's Democratic Republic (1992) 

Individuals with high risk behaviour, including high school 
and college students and blood donors (N = 356) 

Malaysia (1992) 

General public aged 25-62 years, including youth aged 
16-24 years (N = 2270) 

Papua New Guinea (1991) 

Adults aged 18-60 years (N = 896) 

Philippines (1991) 

Adults aged 15-59 years from randomly selected households 
of Metro Manila (N = 1617) 

Singapore (1989) 

Adults 15-49 years (N = 2115) 

Viet Nam (1990) 

Adults from randomly selected households of Hanoi, 
Ho Chi Minh City, Danang and Hai Phong, including 
individuals with high risk behaviour (N = 4597) 

Reported 
age of 
first sexual 
intercourse 

14-16 years 
by 23.2% 

13-16 years 
by 23.3% 

18 years 
(mean) 

15-19 years 
by 40.7% 

23 years 
(mean) 

Percentage 
reporting sex 
partner other 
than spouse 

33.0 

27.5 

12.0 

20.4 

61.9 

9.6 

Percentage 
reported 
ever use 
condom 

75.4 

25.0 

42.8 

29.1 

11.1 

39.6 

25.0 
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5.6 Laboratory capability 

A major component of GPA's collaboration with Member States has been to strengthen 

national laboratories with equipment and training of staff in tests for HIV, syphilis and hepatitis B. 

All countries and areas in the Region are now able to test for HIV. The majority of countries are 

now testing their entire blood supply (Table 6). To increase the quality of HIV testing, a quality 

control system for national reference laboratories has been set up in collaboration with the National 

Reference Laboratory at Fairfield Hospital, Melbourne, Australia, which also provides 

supplementary and confirmatory testing for countries where such testing is unavailable. 

5. 7 Collaboration with other agencies 

WHO continues to work closely with other United Nations bodies, particularly UNDP, 

within the framework of the WHO/UNDP Alliance to Combat AIDS. At country level there is close 

cooperation with United Nations agencies and nongovernmental organizations. An international 

conference on AIDS in Asia and the Pacific was held in New Delhi, India, in November 1992. A 

successful school AIDS education project in the South Pacific, in cooperation with UNESCO, was 

implemented from 1989 to 1991. STD/ AIDS information centres were established in Bangkok, 

Thailand in collaboration with UNESCO and in Noumea, New Caledonia, in collaboration with the 

Australian International Development Assistance Bureau (AIDAB), the South Pacific Commission 

(SPC) and USAID. Several national programmes have projects funded by donors such as AIDAB 

and US AID in which WHO is the executing agency. 

Recognizing the valuable contribution of nongovernmental organizations in the HIV and 

AIDS activities, governments have been encouraged to cooperate with them. A substantial portion 

of WHO contributions to national programmes has been earmarked for support of NGOs. In 

addition, WHO has facilitated intercountry meetings between NGOs and governments to maximize 

collaborative efforts and to complement each other's work. 

5.8 Funding national AIDS programmes 

For the period 1988-1993, a total of 28 countries and areas in the Western Pacific Region 

have received financial contributions from WHO to their national AIDS programme amounting to 

US$ 22 million. Allocation of funds to country programmes for national activities has steadily 

increased over the last six years while funds for regional activities have decreased (Figure 10). This 

reflects the increased responsibilities individual countries have assumed for their own programmes. 



Table 6. Blood screening survey, 1991 * 
Western Pacific Region 

Number of 
Country /area transfusions 

American Samoa 541 
Australia . " 
Brunei Darussalam 3 168 
Cambodia ". 
China ". 
Cook Islands 128 
Fiji 3 065 
French Polynesia 4 700 
Guam ". 
Hong Kong 181 756 
Japan ". 
Kiribati 585 
Lao People's Democratic Republic 3 263 
Macao ". 
Malaysia 157 671 
Mariana Islands, Northern 574 
Marshall Islands 309 
Micronesia, Federated States of 445 
Nauru ". 

New Caledonia 6 223 
New Zealand ". 
Niue 10 
Palau ". 

Papua New Guinea 21 000 
Philippines 340 000 
Republic of Korea 1 608 000 
Samoa 1 077 
Solomon Islands ". 
Singapore 55 276 
Tokelau ". 
Tonga 1 523 
Tuvalu 16 
Vanuatu 1 500 
VietNam 14 575 
Wallis and Futuna ". 

Data not available 

WPR/RC44/5 
page 29 

% screened for 
mv 

34 

". 
100 

". 

". 
100 
100 
100 
100 
100 

". 
100 
49 

". 
100 
100 
100 
100 

". 
100 

". 

". 
100 
97 
50 

100 
100 

". 
100 

". 

". 
100 
80 

100 

". 

* The figures are from a survey of all national AIDS programmes conducted by GPA in 1992. 
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Figure 10. Global Programme on AIDS financial contributions 
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The Global Programme on AIDS is primarily funded from extrabudgetary sources through 

the voluntary contribution to the GPA Trust Fund from Australia, Belgium, Canada, Denmark, 

Finland, France, Germany, Italy, Japan, Kuwait, Netherlands, New Zealand, Norway, Sweden, 

Switzerland, Russia, the United Kingdom and the United States of America. The four main areas 

of financial contribution to national programmes have been in health education, laboratory support, 

surveillance and programme management (Figure 11). 

Additional bilateral funding and multilateral funding through WHO for specific projects has 

been made available in the Region primarily from AIDAB, Swedish International Development 

Agency (SIDA), and USAID. Other international donor agencies, United Nations agencies and 

nongovernmental organizations have contributed bilateral support to many of the developing 

countries in the Region. Individual governments in the Region have been increasing their support to 

national AIDS programmes by means of new allocations to AIDS and reallocation of existing 

resources and services. 
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Figure 11. Global Programme on AIDS contribution to the countries of the 

Western Pacific Region by programme area 

1992 

Health education 38% - -Programme management 22% 

'-Laboratory support 19% 

6. CONCLUSION 

Any forecasts of the future magnitude of HIV infection in the Western Pacific Region are 

bound to include wide margins. This is because there are many determinants of tqe infection, and 

their significance for the Region has not been thoroughly assessed. Present estimates suggest a two 

to four-fold increase in the prevalence of HIV infection for the Western Pacific Region by the year 

2000. This would mean that between 100 000 to 400 000 persons would be infected. However, 

many factors unique to the Region may affect these figures. 

Among the factors that may lead to a lower prevalence of HIV infection are the high level of 

literacy in most countries in the Region, the fact that large numbers of people have access to radio 

and television, the wide circulation of newspapers, magazines and books, the well-developed health 

infrastructure, especially in respect of maternal and child health and family planning, and the 

relatively low prevalence of ulcerative sexually transmitted diseases. 

However, other factors, such as proximity to areas of high prevalence of HIV infection and 

injecting drug use, large-scale migration, and complacency may have the opposite effect in some 

countries. 
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The response to the HIV epidemic in the Western Pacific Region has resulted in many 

important achievements. These achievements have occured through the concerted actions of 

national governments in partnership with WHO, international agencies and local and 

community-based organizations. A productive multisectoral approach, seldom seen as a response to 

health issues, has been initiated and continues to reap benefits. 

Programme management skills have been strengthened. National staff have been introduced 

to new technologies in surveillance and social and behavioural studies. Epidemiological data have 

been standardized and made more responsive to the monitoring and evaluation needs of the 

programme. 

Health promotion has been a major focus of attention in the Region. The building blocks for 

successful health education and disease prevention programmes have been put in place so that they 

can support activities directed at general and specific population groups. The effects have 

permeated beyond the health sector and are already detectable as social development benefits. 

Stressing behavioural change towards more responsible lifestyles undoubtedly leads to improved 

social conditions. 

The mechanisms necessary to provide a safe blood supply have been introduced. These need 

to be maintained and further expanded. 

The recognition of sexually transmitted diseases as a significant co-factor in the spread of 

HIV has lead to their resurgence as a major health issue requiring as much attention as HIV itself. 

This has promoted the integration of both these health concerns to maximize efficient use 

of resources. This process, established as a priority for the Region, is being implemented to varying 

degrees in Member States. 

Response for the future should draw on lessons already learnt. Policies in prevention, 

control and care need to follow a public health rationale balancing the needs of society with 

concerns for the individual. Approaches proved to be successful elsewhere need to be examined, 

adapted to the different social and cultural conditions, and when found applicable, properly 

supported for implementation. 

Epidemiological data have indicated the major factors which facilitate HIV transmission: 

commercial sex activity, injecting drug use and high rates of sexually transmitted diseases. In 

addressing each of these factors, comprehensive and complementary approaches are required. For 

example, in dealing with commercial sex activity, providing health promotion and education 

materials is not enough. Other actions such as peer outreach, condom promotion, provision of 

adequate health services especially for sexually transmitted diseases, involvement of commercial sex 
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workers in policy decisions affecting them, support in obtaining alternative livelihoods, and legal 

provisions based on public health policy are all necessary. Addressing the other two facilitating 

factors requires no less a commitment. 

The World AIDS Day theme for 1993 is very apt: It is "time to act". Partnerships, having 

been forged, need to be sustained. Our goal must be to protect all those not yet infected with the 

knowledge and the will to avoid risk activities, to ameliorate conditions, and to improve social 

attitudes towards those who are already HIV -positive. 

Achievements should not lead to complacency. Much more is required. The most powerful 

force we can mobilize to combat this deadly pandemic is our united stance and determination to 

implement the necessary measures to protect ourselves and our peoples from the spread of HIV. 




