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1. Summary 

The human immunodeficiency virus (HIV) 
epidemic has emerged as a formidable challenge 
to public health, development and human rights. 
At the end of 2006, there were an estimated 
39.5 million people living with HIV (PLHIV), 
globally. More than 95% of the new infections in 
2006 were in low and middle income countries. 
Among the WHO regions, Sub-Saharan Africa is 
the most affected followed by South-East Asia. 
Although the overall adult HIV prevalence 
in South-East Asia is still low (0.7%), the total 
number of people affected is huge—an estimated 
7.2 million PLHIV by the end of 2006.

The scale of the epidemic varies immensely 
across the South-East Asia Region—India with 
the highest number of PLHIV (5.2 million), 
while Maldives with less than 100. Injecting 
drug use and commercial sex are the two 
drivers of the epidemic in this Region. In most 
countries, HIV started among injecting drug 
users and perpetuated through sexual networks. 
In general, HIV has remained uncontrolled in 
populations with high-risk behaviours, such 
as men who have sex with men, injecting drug 
users and sex workers. In countries with long-
standing epidemics, such as Thailand, HIV has 
spread to the lower-risk general population; 
43% of estimated new infections in 2005 were 
among women infected through their husbands 
or partners. 

Thailand is the only country in the Region that 
has successfully reversed the HIV epidemic. 
There are early indications of decrease in HIV 
prevalence in Myanmar and southern states of 
India. However, rapidly growing epidemics are 
being witnessed in Indonesia and Nepal and 
several low burden countries remain highly 
vulnerable to the spread of HIV. Successful 

interventions at the national and sub-national 
levels include the 100% condom use programme 
in Myanmar and Thailand; empowerment of 
sex workers in Sonagachi in West Bengal, India; 
scaling up of services for sex workers in southern 
India; and scaling up of antiretroviral treatment 
services in India and Thailand. 

Despite these important achievements, the 
overall coverage of prevention and treatment 
services in the Region is still too low to make 
an epidemiological impact—less than one in 
ten infected persons know their HIV status; 
95% pregnant women are not receiving a 
comprehensive package of prevention of 
mother-to-child transmission services; 80% 
of persons with advanced HIV infection do 
not receive antiretroviral treatment; and less 
than 5% of injecting drug users have access 
to a comprehensive package of prevention 
interventions. 

The widespread stigma and discriminatory 
national laws hinder marginalized populations 
from accessing HIV prevention and treatment 
services. In addition, weak health infrastructure, 
limited human resources, lack of access to 
diagnostics and drugs, and unpredictable 
funding hamper the expansion of prevention, 
treatment and care services. 

To combat the HIV epidemic and reach the goal 
of universal access by 2010, there is an urgent 
need to accelerate the scale-up of HIV testing, 
prevention, care and treatment services and 
ensure robust strategic information to monitor 
and guide the national response to the HIV 
epidemic. Improved health systems, sustained 
finances and increased capacities of human 
resources are critical for a successful response.
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1 UNAIDS/WHO. AIDS epidemic update, December 2006. 

2.1 Scale of the epidemic

Ever since the first reports of acquired 
immunodeficiency syndrome (AIDS) in 1981 
in the United States, human immunodeficiency 
virus (HIV) infection has reached pandemic 
proportions, resulting in more than 65 million 
infections and 25 million deaths worldwide. The 
global HIV epidemic has emerged as a formidable 
challenge to public health, development and 
human rights. In countries most severely 
affected by HIV, it has eroded improvements in 
life expectancy. At the end of 2006, an estimated 
39.5 million (34.1 million–47.1 million) people 
were living with HIV (Figure 2.1);1 the highest 
burden was in Sub-Saharan Africa. In 2006, an 
estimated 4.3 million (3.6 million–6.6 million) 
people became newly infected with HIV. More 
than 95% of these new infections were in low 
and middle income countries. Each day 11 000 

persons become newly infected with the virus; of 
these, half are women and 40% are young people 
(15–24 years old). Of the estimated 37 million 
adults living with HIV worldwide, nearly 18 
million are women. 

At the end of 2006, an estimated 2.3 million 
children under 15 years were living with HIV. 
The increasing number of child deaths due to 
AIDS threatens to reverse many of the recent 
gains of child survival programmes. Moreover, 
the socio-economic impact of HIV/AIDS on 
children is profound. When their parents fall 
sick and die of AIDS, children undergo a long 
trail of painful experiences such as: economic 
hardship; withdrawal from school; lack of 
love, a�ention and affection; distress, stigma, 
discrimination and isolation, and; malnutrition 
and illness. Cumulatively, there are 16 million 
children orphaned worldwide due to AIDS.

2. Global HIV Epidemic

Figure 2.1. Estimated Number of People Living with HIV/AIDS, Worldwide, 2006 

Total number of people living with HIV in the world: 39.5 (34.1 – 47.1) million

North America
1.4 million

[880 000 - 2.2 million]

Western & Central Europe
740 000

[580 000 - 970 000]

Easterm Europe & Central Asia
1.7 million

[1.2 - 2.6 million]

Latin America
17 million

[1.3  - 2.5 million]

Caribbean
250 000

[190 000 - 320 000]

East Asia
750 000

[460 000 - 1.2 million]

South & South-East Asia
7.8 million

[5.2 - 12.0 million]

Oceania
81 000

[50 000 - 170 000]

Sub-Saharan Africa
24.7 million

[21.8 - 27.7 million]

Middle East & North Africa
460 000

[270 000 - 760 000]

The global epidemic 
continues to grow

Source: UNAIDS 2006
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2.2 Regional Variations

Sub-Saharan Africa continues to bear the brunt 
of the global epidemic. Two-thirds (63%) of all 
adults and children with HIV globally live in 
sub-Saharan Africa. The epicenter of the HIV 
epidemic is southern Africa accounting for 
one-third of people living with HIV (PLHIV), 
globally. In southern Africa, HIV epidemics 
in Swaziland, South Africa and Mozambique 
continue to grow. In Swaziland, an estimated 
one in three (33%) adults was living with HIV in 
2005—the most intense epidemic in the world. 
Zimbabwe is the only country in southern Africa 
where the epidemic has decreased over the past 
five years. Other countries in the rest of Africa 
where the epidemic appears to be decreasing are 
Kenya, Tanzania and Rwanda in East Africa and 
Burkina Faso, Cote d’Ivoire and Ghana in West 
Africa. 

South-East Asia with an estimated 7.2 million 
PLHIV has the second highest burden of HIV 
in the world following sub-Saharan Africa. The 
epidemic in South-East Asia is covered in greater 
detail in the next chapter. Latin America’s HIV 
epidemic has remained essentially stable with 
Brazil, in particular, providing proof that a dual 
emphasis on prevention and treatment can 
keep the HIV epidemic under control. The HIV 
epidemic in the Eastern Europe and Central 
Asia Region, though relatively young, continues 
to grow—most strikingly in Ukraine which 
has the highest HIV prevalence in the whole 
of Europe. In North America, racial and ethnic 
minorities continue to be disproportionately 
affected by the HIV epidemic. In the Oceania 
Region, three-quarters of the infected persons 
live in Papua New Guinea where 1.8% of the 
adults are infected and the epidemic is serious 
and growing. In the Middle East and North 
Africa Region, Sudan has the largest epidemic. 

In the Caribbean Region, HIV prevalence has 
either remained stable or is decreasing with 
two-thirds of the affected people living in 
Dominican Republic and Haiti. 

2.3 Modes of Transmission

The predominance of high-risk behaviours (such 
as, injecting drug use, unprotected paid sex and 
sex between men) is especially evident in the 
HIV epidemics of Asia, Eastern Europe and 
Latin America. In Eastern Europe and Central 
Asia for example, two in three or 67% of the 
prevalent HIV infections in 2005 were due to the 
use of non-sterile injecting drug use equipment. 
In Latin America, one in four (26%) infections in 
2005 was among men who have sex with men 
(MSM). Paid sex and injecting drug use are 
driving the epidemic in South and South-East 
Asia; excluding India, almost one in two (49%) 
HIV infections in 2005 were among sex workers 
and their clients, 22% were among injecting drug 
users (IDUs) and 5% among MSM. Though the 
sub-Saharan African epidemic occurred mainly 
through heterosexual transmission, there has 
been recent emergence of injecting drug use as a 
potential factor in the HIV epidemics of several 
countries, notably those of Kenya, Nigeria, South 
Africa and Tanzania. Unprotected sex between 
men remains the main risk factor for HIV 
transmission in Western and Central Europe as 
well as USA and Canada. 

In the past two years, the number of PLHIV 
increased in every region in the world. The most 
striking increases have occurred in East Asia, as 
well as Eastern Europe and Central Asia regions. 
In many areas of the world, new HIV infections 
are heavily concentrated among young people 
(15–24 years old). Therefore, the future course of 
this global epidemic hinges on the behaviours of 
young people. 
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3.  HIV Epidemic in  
South-East Asia

3.1 Scale and Diversity of the Epidemic

The overall adult HIV prevalence in South and 
South-East Asia (0.7%) regions is relatively 
much lower than that in sub-Saharan Africa 
(5.9%). However, due to the large population 
in these regions, even a low HIV prevalence 
means that a large number of people are 
infected. At the end of 2006, an estimated 7.2 
million (4.7 million–11 million) people were 
living with HIV in South-East Asia Region 
(Figure 3.1), which included 0.77 million  
(0.47 million–2.1 million) new infections in 2006. 
Approximately, 550 000 people died of AIDS 
during 2006. The majority of the HIV burden 
in the Region is concentrated in five countries, 
namely India, Indonesia, Myanmar, Nepal and 
Thailand. Long standing HIV epidemics have 
resulted in a huge burden of people living 
with HIV and AIDS who need prevention, care 
and treatment services. Figure 3.2 and Table 

3.1 present the HIV prevalence and estimated 
number of PLHIV in each country in the South-
East Asia Region, respectively.

The first few HIV/AIDS cases in the Region 
were reported among homosexual men in 
Thailand in 1984. Since then, the HIV epidemic 
in South-East Asia has grown massively and is 
still evolving. Currently, South-East Asia faces 
multiple and diverse epidemics occurring in 
different population groups and in different 
geographical areas at varying rates—India 
with the highest number of PLHIV in the world 
and DPR Korea from where an HIV infection 
case has not yet been reported. There are 
examples of successful reversal of the epidemic 
in Thailand and indications of decreasing HIV 
prevalence in Myanmar and Tamil Nadu State 
of India (Figure 3.3), as well as rapidly growing 
epidemics in Indonesia (Figure 3.4) and Nepal 
(Figure 3.5). 

Figure 3.1 Estimated Number of People Living with HIV/AIDS, by WHO Region, 2006

Source: UNAIDS 2006
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Table 3.1 HIV/AIDS Burden in South-East Asian Countries, December 2005

Country Adult HIV 
prevalence (%)

Estimated number of people 
living with HIV

Bangladesh  <0.1 7 500

Bhutan  <0.1 <500

DPR Korea  n/a n/a

Indonesia  0.2 193 000*

India 0.9 5 200 000**

Maldives  <0.1 <100

Myanmar 1.3 339 000**

Nepal  0.5 70 000

Thailand 1.4 541 000

Sri Lanka <0.1 5 000

Timor-Leste <0.1 <100

*data for 2006
**among persons aged 15–49 years

Source: Country reports, National AIDS Programmes, Ministries of Health.

Figure 3.2  HIV Prevalence Among Adults in South-East Asia, 2005

Five countries account 
for the majority of HIV 
burden in the Region

Disclaimer: The boundaries shown on the map do not imply official endorsement or acceptance by the World Health Organization
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HIV on the decline in 
Thailand, Myanmar and Tamil 

Nadu State in India

Figure 3.3 HIV Prevalence Among Antenatal A�endees in Selected Countries of 
South-East Asia, 1991–2005
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3.2 Predominant Modes of 
Transmission 

Unsafe sex and injecting drug use are the main 
drivers of the epidemic in South-East Asia 
(Figure 3.6). Of the reported AIDS cases, sexual 
transmission accounts for 86% in India, 82% in 
Thailand, 76% in Nepal and 67% in Myanmar. 
In Indonesia, the epidemic began among IDUs, 
and spread through the sexual networks of 
IDUs to sex workers and their clients, and 
then to the general population. A limitation of 
assessing modes of transmission from reported 
AIDS cases is that it reflects HIV transmission 
pa�erns of several years ago. 

Thailand’s epidemic has been changing over 
the years. In the early phase of the epidemic, 
injecting drug use and commercial sex work 
contributed to the largest proportion of new 
infections (Figure 3.7). The situation has 
changed since then. In 2005, the low risk 

heterosexual population accounted for 43% 
of all new infections although the incidence 
rate in this population was low (0.03 per 
100 population per year).2 The MSM group 
also accounted for a large proportion of new 
infections (21%) while sex workers and clients 
as well as partners of clients of sex workers 
accounted for a further 18% of new infections. 
IDUs and their partners contributed to a total 
of 7% of new infections but the incidence rate 
among IDUs was estimated to be high at 2.6 
per 100 population per year. 

3.3 Vulnerable Population Groups

Sex workers
The majority of HIV infections in the South-
East Asia Region are due to unsafe sex between 
female sex workers and their clients. More 
than 20 years a�er the start of the epidemic 
in South-East Asia, HIV infection rates among 
female sex workers remained very high and are 

2  Gouws E, White PJ, Stover J, Brown T. Short term estimates of adult HIV incidence by mode of transmission: Kenya and Thailand as 
examples. Sexually Transmi�ed Infections 2006; 82:iii5l–iii55.

Heterosexual Injecting drug use Unsafe blood Perinatal Others/unkown

Figure 3.6 Modes of HIV Transmission Among Reported AIDS Cases 
(cumulative) in Selected South-East Asian Countries, 2005
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still increasing (Figure 3.8). HIV surveillance 
conducted among sex workers at 84 sites in 
India, in 2005, showed a prevalence of above 10% 
in 30 sentinel sites and above 25% in six sites. 
Maharashtra state in India has the highest rates 
of HIV among sex workers, ranging from 11% to 
50%, across 12 surveillance sites. In Mumbai, the 
commercial capital of Maharashtra and India, 
HIV prevalence among sex workers remained 
consistently high (40–50%) in the past five 

years. In Myanmar, although HIV prevalence is 
showing a decreasing trend in some population 
groups, it remains high among sex workers—
one-third to half of the sex workers in Yangon 
and Mandalay are infected. Several areas in 
Indonesia are showing an increasing trend in 
HIV infection among sex workers. In Sorong 
District in Papua Province of Indonesia, HIV 
prevalence among direct sex workers increased 
from 0.5% in 1998 to 23% in 2005. 

Figure 3.8 HIV Prevalence Among Female Sex Workers in Selected Countries, 
South-East Asia, 1995–2005
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Figure 3.7 Percentage of New HIV Infections by Mode of Transmission, Thailand, 1998–2010
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Injecting drug users
IDUs kick-started and gave momentum to the 
HIV epidemic in many countries in South-East 
Asia. In Kathmandu, Nepal, HIV among IDUs 
increased sharply from less than 5% in the early 
1990s to 40% in 1999, and 68% in 2003 (Figure 
3.9). A similar pa�ern was noted in Jakarta, 
Indonesia—in 1999, 16% of the IDUs were infected 
and by 2001 nearly half of IDUs were infected 
with HIV. In Dhaka, Bangladesh, HIV steadily 
increased from nil to 5% over five years. The 
early IDU epidemics in India were in the north-
eastern states where up to 70% of the IDUs were 
infected. Recently, increasing HIV infection rates 
are being observed among IDUs in other urban 
areas, namely, Delhi, Mumbai and Chennai.  
Despite an overall successful reversal of the HIV 
epidemic in Thailand, HIV prevalence among 
IDUs has remained consistently high over the 
past 15 years, ranging between 30% and 50%.

Men who have sex with men
More than 20 years a�er Thailand’s first AIDS 
case was reported in a young homosexual man in 
1984, MSM remain at a high risk for HIV infection 
in South-East Asia (Figure 3.10). In India, HIV 

prevalence among MSM ranged from 1% to 
40% across the 18 targeted intervention sites. 
In Bangkok, the overall HIV prevalence among 
MSM increased from 17.3% (95% confidence 
interval [CI] = 15.1–19.7%) in 2003 to 28.3% (95% 
CI = 23.9–33.0%) in 2005.3 A multivariate analysis 
of subjects residing in Bangkok and Chiang Mai 
revealed that older age, drug use, and refusal 
to disclose a previous HIV test result were 
significantly and independently associated with 
HIV infection. Notably, the majority of the HIV-
positive MSM did not know their HIV status or 
had never been tested for HIV—of the 340 men 
who tested HIV-positive in the 2005 Thailand 
MSM survey, 274 (80.6%) reported that they 
were HIV-negative or that they had never been 
tested for HIV infection. 

Prisoners
The prevalence of HIV in prisons is usually 
higher than in the surrounding communities. 
Risky behaviours (such as injecting drug use, 
unprotected male-to-male sexual activity) that 
occur in prisons compound the risk of spreading 
HIV in prisons. Surveillance data from 2005 
showed a wide variation between Indonesian 

Figure 3.9 HIV Prevalence Among Injecting Drug Users in Selected 
South-East Asian Countries, 1991–2005 HIV continues to remain 

high or is sharply 
increasing among 

injecting drug users
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3 MMWR. HIV Prevalence Among Populations of Men Who Have Sex with Men. Thailand, 2003 and 2005, 2006: 55(31);844–848.
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provinces, with HIV prevalence among prisoners 
ranging from 3% in Lampung Province to 36% 
in Banten Province. This is much higher than the 
national adult HIV prevalence in Indonesia (0.2%). 
No national data exist for Thailand, but in 2003, 
a quarter of the 689 inmates surveyed in Klong 
Prem Prison, Bangkok, were HIV-infected.4

Migrants
Migrants and their spouses are at a high risk of 
HIV infection. Employment related seasonal 
and short-term migration of Nepali youth and 
adult men to cities of Nepal, India and other 
countries is emerging as a major inducing factor 
of the HIV epidemic. In a survey conducted 
in 2001 in Doti District in west Nepal, 10%  
(10/97) of Nepali migrant returnees from 
Mumbai, India were found to be infected with 
HIV.5 

Youth
Young people aged 15–24 years are not only the 
most threatened—globally accounting for 40% 
of new HIV infections—but also potentially 

the most likely group to influence the future 
course of the epidemic. An estimated 2 million 
youth aged 15–24 years live in the South-East 
Asia Region. Early sexual debut and risky 
sexual behaviours are contributing to HIV 
transmission among the youth in this Region. 
Data from the 2004 Behavioural Surveillance 
Survey of Thailand indicated that the average 
age of sexual activity for both boys and girls 
was 13 years. In 2002, although 88% male youth 
in Merauke, Indonesia were aware of the use 
of condoms for HIV prevention, only 15%  
used a condom at the last commercial sex 
encounter. 

Women
Although HIV prevalence among women is 
lower than among men in the Region, women 
are increasingly being infected. In Thailand, 
with the epidemic having matured and the 
pa�erns of HIV transmission changed, the 
proportion of women among reported AIDS 
cases has increased from 15% in 1990 to 38% in 
2005 (Figure 3.11). 

4  Thaisri H., et al. HIV infection and risk factors among Bangkok prisoners, Thailand: a prospective cohort study. BMC Infectious Diseases 
2003; 3:25.

5  Poudel KC, Okumura J, Sherchand JB, Jimba M, Murakami I, Wakai S. Mumbai disease in far western Nepal: HIV infection and syphilis 
among male migrant-returnees and non-migrants. Tropical Medicine & International Health 2003; 8:933–939. 

Figure 3.10 HIV Prevalence Among Men Who Have Sex With Men in Selected 
South-East Asian Countries, 2003–2005
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3.4 Country-Specific HIV Situation

India, the world’s second-most populous 
country, has multiple and diverse HIV 
epidemics. In five of the 35 states/union 
territories of the country, the median adult 
HIV prevalence is >1%; these states are Andhra 
Pradesh, Karnataka, Maharashtra, Manipur and 
Nagaland. Commercial sex is the major driver 

of the epidemic in most parts of the country. In 
addition, in the north-eastern states, injecting 
drug use is a prominent mode of transmission. 
Overall, while HIV prevalence rates have begun 
to decrease in some of the southern states, it is 
increasing in the north-eastern states (Figure 
3.12). While long-standing epidemics in many 
states of India remain uncontrolled, new ones 
continue to emerge in areas that until now had 

Figure 3.11 Female-to-Male Ratio Among Reported AIDS Cases in Selected 
South-East Asian Countries, 1992–2005

Figure 3.12 Median HIV Prevalence Among Antenatal Clinic A�endees, 
States of India, 1998–2005
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No data available

Number of people tested < 3000

HIV prevalence at ANC sites < 1.0

HIV prevalence at ANC sites 1.0-1.5

HIV prevalence at ANC sites 1.5-2.0

HIV prevalence at ANC sites 2.0-2.5

HIV prevalence at ANC sites 2.5-3.0

HIV prevalence at ANC sites >=3

Figure 3.13 HIV Prevalence Among Antenatal Clinic A� endees, 
Districts of India, 2005

Southern and north-eastern states 
are most affected in India

Source: NACO’s sentinel surveillance data: ANC sites (2005) © 2006 MapmyIndia.com

low HIV prevalence. For example, in New Delhi, 
HIV among IDUs increased markedly from 
7% in 2002 to 23% in 2005. Recently, high HIV 
transmission among MSM is being increasingly 
recognized in the country; however, there is 
an urgent need to improve data collection 

and documentation of the HIV epidemic in 
this group. As seen in Figure 3.13, there are 
three major foci for HIV transmission in India: 
(1) northern Karnataka–Maharashtra corridor; 
(2) coastal Andhra Pradesh; and (3) north-
eastern states. 
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In areas with long-standing epidemics in 
high-risk groups, HIV has now penetrated the 
low-risk general population. In Maharashtra, 
where HIV prevalence among sex workers has 
remained as high as up to 50% for several years; 
18 of 30 districts in Maharashtra and 16 of 25 
districts in Karnataka have HIV prevalence of 
1% or above among antenatal clinic a�endees at 
government health centres. The HIV epidemic of 
Manipur that was once a concentrated epidemic 
among IDUs, is now considered a generalized 
epidemic—in 2005, 7 of 10 antenatal clinic 
sentinel surveillance sites in Manipur recorded 
an HIV prevalence of 1% or above indicating the 
spread of infection from high-risk to low-risk 
populations. Analysis of surveillance data by 
place of residence indicates that HIV has been 
spreading to the rural areas. In 2005, the national 
aggregate HIV prevalence among rural antenatal 
clinic a�endees (0.9%) was equal to that of the 
urban antenatal clinic a�endees (0.9%); further, 
several states recorded a higher HIV prevalence 
among rural sentinel surveillance sites than 
urban sites. In 2005, of the estimated 5.2 million 
HIV-infected adults in India, 3.05 million or 
nearly 60% were residing in rural areas. 

Thailand is among the few countries in the 
world to have turned around a rapidly escalating 

generalized HIV epidemic. The number of 
estimated new HIV infections decreased from 
140 000 per year in 1991 to 17 000 in 2005. The 
first AIDS case in Thailand was reported in a 
homosexual man in 1984. Initially concentrated 
in IDUs, the disease spread among female 
sex workers and their clients and among 
MSM. Subsequently, there was a widespread 
heterosexual transmission within the general 
population followed by spread to children 
born to HIV-infected mothers. Over time, HIV 
prevalence decreased in most of the population 
groups, including sex workers, pregnant women 
and military recruits. However, HIV prevalence 
has remained high in IDUs and appears to be 
increasing again in MSM (Figure 3.14). Having 
spread beyond vulnerable groups to the general 
population, the epidemic threatens to gain 
momentum among young people. 

Myanmar has the third highest HIV burden 
in the Region with 339 000 adults living with 
HIV in 2005, i.e. 1.3% of the adult population 
is HIV-infected. As in other Asian countries, 
HIV is highest among groups practicing high-
risk behaviours; these include sex workers, 
IDUs and MSM. Among IDUs, the median 
HIV prevalence in six sentinel sites in 2005 
was 43.2% (range 18–62%). Among commercial 

Figure 3.14 HIV Prevalence Among Selected High-Risk Groups, 
Thailand, 1989–2005
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sex workers in Yangon and Mandalay, HIV 
prevalence was 29.6% and 34.3%, respectively 
in 2005. Among sexually transmi�ed infection 
(STI) centre a�endees and men who serve as a 
proxy for clients of sex workers, median HIV 
prevalence was 4.1%. In 2005, HIV prevalence 
among pregnant women ranged from nil to 7% 
(mean=1.3% and median=0.75). Analyses of HIV 
trends from sentinel surveillance data indicate 
that the epidemic may have peaked in 2000 and 
decreased therea�er (Figure 3.15). 

Indonesia has the fastest growing epidemics 
in the Region (Figure 3.16), although the 
aggregate national HIV prevalence is still very 
low; with 48% of drug users in Jakarta and up 
to 23% of sex workers in Papua being infected. 
What began as mainly an IDU epidemic in 
Jakarta, West Java and Bali, has now spread 
from IDUs to their non-injecting sex partners, 
including sex workers. As in other parts of the 
Region, there is much variation in the HIV 
burden by geographical area. The reported 
AIDS cases per 100 000 population in the 
Papua Province is 20 times higher than that of 
the national average of two cases per 100 000 
population. From 1998 to 2005, HIV prevalence 

among commercial sex workers increased 
from approximately 1% to 23% in Sorong. 
The high rates of STIs among commercial sex 
workers in Papua also influenced transmission 
of HIV. In surveys of pregnant women in 
parts of Papua Province, HIV prevalence of 
above 1% indicated the spread of HIV to the 
general population. The majority of the new 
HIV infections in Indonesia, however, are 
still occurring among IDUs, underscoring the 
importance of prevention in this group. 

Nepal reported its first cases of AIDS in 1988. It 
is considered to have a concentrated epidemic in 
populations with high-risk behaviours (Figure 
3.17) with IDUs having the highest rates of HIV 
infection. HIV prevalence among male IDUs in 
Kathmandu valley increased from 2% in 1991 to 
68% in 2002 and remained high at 51% in 2005. 
Besides Kathmandu, three eastern Terai districts 
and seven mid-to-far western Terai districts 
also have high HIV prevalence among IDUs, 
ranging from 12% to 32%. In some networks 
of female sex workers in Kathmandu valley, 
HIV prevalence increased from less than 1% in 
the mid-1990s to 16% in 2001. A survey among 
MSM in 2004 showed that about 4% MSM and 

Figure 3.15 HIV Prevalence Among Antenatal Clinic A�endees and Military Recruits, 
Myanmar, 1992–2005
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5% male sex workers were infected with HIV. 
Labour migrants make up 46% of the total known 
HIV/AIDS infections followed by clients of sex 
workers (19%). Moreover, an estimated 18% of 
HIV infections are expected to be in rural low-
risk women underscoring the need to expand 
care and treatment services to rural areas. 

The majority of the HIV burden in the Region is in 
India, Indonesia, Myanmar, Nepal and Thailand. 
In the remaining countries, HIV has remained 
at low levels with a prevalence rate below 0.1% 
in the general population and below 5% among 
high-risk groups. In Bangladesh, there is recent 
evidence of increasing HIV prevalence among 

Figure 3.17 HIV Prevalence Among Populations with High-Risk Behaviours,  
Nepal, 2001–2005
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Figure 3.16 HIV Prevalence Among Populations with High-Risk Behaviours,  
Indonesia, 1995–2005
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Countries with low level 
HIV epidemic, but high 

vulnerability

Table 3.2 HIV Prevalence Among Selected Population Groups in Low HIV 
Burden Countries in South-East Asia

Bangladesh Sri Lanka Bhutan Timor-Leste Maldives

General population <0.1% <0.1% <0.1% <0.1% <0.1%

Female sex workers 0-1.7% 
(2005)

0-1% 
(2004)

0 3%  
(2003)

NA

Men who have sex 
with men

0-0.8% 
(2005)

NA NA 0.9%  
(2003)

NA

Injecting drug users  4.9% 
(2005)

NA NA NA NA

Male clients NA 0.9% 
(2005)

0.5% 
(2004)

NA NA

Figure 3.18 HIV Prevalence Among Injecting Drug Users, Bangladesh, 1999–2005
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IDUs (Figure 3.18). In Sri Lanka, the main risk 
groups are sex workers and their clients and 
MSM. Maldives already has a massive epidemic 
of drug users among the youth and could have an 
explosive HIV epidemic among IDUs in the future 
if adequate measures are not taken urgently. In 
Bhutan, STIs are high among certain population 
groups and early indications of the spread of 
HIV among IDUs. Table 3.2 presents the HIV 
prevalence among various population groups in 
low HIV burden countries in the Region. 

3.5 Burden of Sexually Transmi�ed 
Infections

STIs and HIV are inter-related because of 
behavioural, epidemiological and host factors. 
STIs increase susceptibility to HIV and also 

increase the risk of transmi�ing HIV. STI 
surveillance data can be used as an early warning 
of the emergence of HIV and also an evaluation 
tool for HIV prevention programmes. 

Globally, over 340 million new cases of curable 
STI, i.e. syphilis, gonorrhoea, chlamydia and 
trichomoniasis, occur every year in men and 
women aged 15–49 years, with the largest 
proportion, 151 million (44%), in the South and 
South-East Asia regions.

Although STI rates are generally high in the 
South-East Asia Region, pa�erns are variable. 
Some countries have a very high prevalence 
of curable STIs while others have low rates 
which are more typical of developed countries. 
The highest STI infection rates in the Region 
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6 GFTAM prop. P.23. 2001 New Era study.

continue to be seen among sex workers (Figure 
3.19) and other population groups with high-risk 
behaviours. In Nepal, prevalence of STIs was 
19.4% among migrants and 11% in their wives.6 
In Bangladesh, although STIs had decreased 
among sex workers over the years, it appears to 
be increasing among MSM. 

3.6 TB/HIV

The South-East Asia Region carries the highest 
burden of tuberculosis (TB) and the second 

highest burden of HIV in the world. TB is the 
most common opportunistic infection among 
HIV-infected cases and a leading cause of 
death among AIDS patients. The proportion of 
TB patients infected with HIV varies between 
countries within the Region and between 
districts within each country (Figure 3.20). In 
2004, the country-level HIV prevalence among 
TB patients was estimated at 8.5% in Thailand, 
7.1% in Myanmar, 5.2% in India, 3.2% in Nepal 
and 0.9% in Indonesia. 

Figure 3.20 HIV Prevalence Among Tuberculosis Patients, India and Myanmar, 2005
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Figure 3.19 Prevalence of Sexually Transmi�ed Infections Among Sex Workers, by 
Sentinel Site, Indonesia, 2005
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3.7 Risk Behaviours

In countries across the Region, although 
most people are aware of HIV, its modes of 
transmission and methods of prevention, they 
continue to engage in risk behaviours. This 
has resulted in a constant increase in new HIV 
infections in many countries of the Region. 
According to Behavioural Surveillance Surveys 
in Myanmar, although 91% of the population 
had heard about HIV/AIDS, effective knowledge 
and understanding about HIV was low with 
only one-third of the respondents correctly 
naming the methods of HIV prevention. 
Moreover, the majority of the population had 
misconceptions and wrong beliefs about HIV 
transmission. Across the surveillance sites, only 
16–38% of the respondents correctly rejected 
the three most common misconceptions about 
HIV transmission. In Indonesia, 84% of the male 
clients were aware of HIV; and 60% knew that 
condoms could prevent HIV, though 70% did 
not use condoms (Figure 3.21). While, a large 
proportion of men in South-East Asia buy sex, 
consistent use of condoms in commercial sex 
remains low. Results of the 2003 Behavioural 
Surveillance Survey in Bangladesh showed 

that while 61% truck drivers and 50% rickshaw 
pullers reported buying sex, a mere 13% truck 
drivers and 4% rickshaw pullers reported 
consistent condom use with sex workers in the 
past year. Risk behaviours among MSM are also 
generally high and a high proportion of MSM 
also reported sex with women. In a survey of 
6661 MSM in Andhra Pradesh, on average each 
had six different male sex partners in the past 
four weeks.7 In last three sex encounters with 
men, 56% did not use condom at least once. A 
total of 2785 (42%) MSM were currently married 
to women and 3354 (50%) had vaginal/anal sex 
with women in the past three months but of 
these 84% did not use a condom consistently. 

Overlapping risk factors
The majority of men and women in Asia do 
not engage in behaviours that carry a high 
risk for HIV transmission. But those who do, 
very o�en engage in more than one risky 
practice. The major risk behaviours for HIV 
in the Region—the buying and selling of sex, 
injecting drug use and male–male sex—are not 
mutually exclusive. Sex and drugs is a classic 
and lethal combination. Because sex workers 
usually have multiple partners, the most 

Figure 3.21 Knowledge and Practice About Condom Use Among 
Commercial Sex Workers and Clients, Indonesia, 2002–2003
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7  Dandona L, Dandona R, Guitierrez JP, Kumar GA, McPherson S, Bertozzi SM, and the ASCI FPP Study Team. Sex behaviour of men who 
have sex with men and risk of HIV in Andhra Pradesh, India. AIDS 2005; 19:611–619.
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dangerous combination of risk behaviours (in 
epidemiological terms) is found among sex 
workers who inject drugs. In Manipur, India 
which has a well-established IDU-driven HIV 
epidemic, 30% of female sex workers reported 
injecting drugs, according to 2001 national 
Behavioural Surveillance Survey. 

In addition to high-risk needle sharing 
behaviours, drug users also risk transmi�ing 
and contracting HIV through high-risk sexual 
activities. A 2003 study in Jakarta found that 
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Figure 3.22 Risk Behaviours Among Injecting Drug Users in Three Cities of Indonesia, 2003

Dangerous combination—needle sharing 
and unprotected commercial sex

8 Pisani E, Dadun, Sucahya PK, Kamil O, Jazan S. Risk for HIV among Indonesian injecting drug users. AIDS 2003; 34:403–406.

majority of the IDUs were sexually active; 40% 
reported buying commercial sex in the past 
year and 88% of them reported seldom or never 
using condoms with sex workers. In Surabaya, 
nearly 70% IDUs reported unprotected sex with 
commercial sex workers in the past year. 

In a survey of 650 male IDUs in three cities of 
Indonesia, a high proportion of IDUs shared 
needles and also had unprotected sex with sex 
workers increasing the risk of acquiring as well 
as spreading HIV infection (Figure 3.22).8 
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4. Progress Made/Achievements

4.1 HIV Prevention

4.1.1 Control of sexually transmi�ed infections
There have been notable achievements in 
decreasing STIs in the South-East Asia Region. In 
Thailand, the incidence of STIs decreased rapidly 
following nationwide implementation of the 
100% Condom Use Programme. Subsequently, 
HIV prevalence decreased among both high-risk 
population groups and the general population. 
India and Myanmar have begun to report a 
decrease in STIs since they began the scale-up 
of STI interventions among sex workers and 
migrants. Similarly, in Sri Lanka, data from 
sentinel STI clinics showed a steady decrease 
in infectious syphilis despite increase in clinic 
a�endance (Figure 4.1).
  
Available evidence from countries of the South-
East Asia Region suggests that STIs can be 
controlled using a combination of approaches. 
These include scaling-up clinical services for the 
management of STIs, promoting 100% condom 

use in commercial networks, and the involvement 
of targeted populations in the implementation of 
the programme. 

Scaling up clinical STI services
A combination of STI control interventions 
have been put in place and are being scaled up 
in several countries of the Region. The India 
AIDS Initiative (Avahan), funded by the Bill 
& Melinda Gates Foundation, is scaling up 
interventions with sex workers and other high-
risk population groups in India’s southern and 
north-eastern states which have the highest 
HIV burden (Figure 4.2). In less than two 
years, clinics with community outreach for sex 
workers were established in over 350 se�ings 
covering 77 districts. The project pioneered 
the mapping and estimation of the scale of 
commercial sex work in India. This resulted 
in the identification of more than 240 000 
sex workers, 85% of whom were contacted 
through peer outreach and 69% from STI clinic 
a�endance at least once. 

Figure 4.1  Incidence of Sexually Transmi�ed Infections, Sri Lanka, 1989–2004 
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Promotion of 100% condom use
To decrease the transmission of HIV among 
commercial sex networks, it is imperative to 
achieve high rates of condom use among clients 
of sex workers. When condom usage rates among 
clients of sex workers reach >80%, transmission 
of STIs and HIV decreases markedly. The 100% 

Condom Use Programme in Thailand, which was 
successfully scaled up in the early 1990s, enabled 
sex workers to access STI care and negotiate with 
clients to use condoms. Figure 4.3 depicts the 
impact of the 100% Condom Use Programme. 
A�er implementation of the programme, rates 
of curable STIs in Thailand decreased by 95%. 

Fig 4.2 Scale-up of Clinical Services and Outreach for Sex Workers Under the Avahan 
Project, India, December 2004–June 2006
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Fig 4.3 Impact of Implementation of 100% Condom Use 
Programme on the Incidence of Sexually Transmi�ed 
Infections (STIs) and AIDS, Thailand, 1985–2003

Consistent decrease in  
sexually transmitted infections and AIDS  
cases with increasing rate of condom use

STIs AIDSCondom use

19
85

19
86

19
87

19
88

19
89

19
90

19
91

19
92

19
93

19
84

19
95

19
96

19
97

19
98

19
99

20
00

20
01

20
02

20
03

450
400
350
300
250
200
150
100
50
0

100

80

60

40

20

0

N
um

be
r o

f S
TI

 c
as

es
 (0

00
)

C
on

do
m

 u
se

 (%
)



22 HIV/AIDS in the South-East Asia Region WHO - SEARO 2007

In Myanmar, the 100% Condom Use Programme 
a�empts to reach sex workers and their clients 
through STI clinics and peer-outreach services. 
Over a five-year time frame, the programme was 
scaled-up to cover 154 of 325 townships in the 
country. 

Empowerment of targeted populations
It is important to engage sex workers in outreach 
and other activities to build a sense of common 
norms and behaviours. In Sonagachi, one of the 
oldest and largest “red light” areas of Kolkata, 
India, empowerment of sex workers has made a 
difference. Interventions in Sonagachi included 
training sex workers to build their self esteem, 
involvement of peer educators, formation of a 
sex workers’ union, and introduction of credit 
and savings schemes to make them self reliant. 
The Sonagachi project was effective in improving 
treatment-seeking behaviours and lowering the 
prevalence of STIs among sex workers. Savings 
and credit schemes have reportedly reduced 
the dependency on sex work. The success of the 
Sonagachi model is indicated by the significant 
decrease in the prevalence of active syphilis 
among sex workers, from 4.8% in 1992 to 1.2% 
in 2003.9

4.1.2 Prevention of mother-to-child 
transmission 
Pregnant women infected with HIV are likely to 
transmit HIV to their infants during pregnancy, 
birth, or while breast feeding. Without 
interventions, 20–45% of infants born to HIV-
infected women may become infected. To reach 
the ultimate goal of eliminating HIV infection 
in infants and young children, a standard 
package of services are required. These include 
HIV primary prevention services, prevention of 
unintended pregnancies among HIV-infected 

women, antiretroviral drugs for prevention of 
mother-to-child transmission (PMTCT), safer 
delivery practices, infant feeding counseling 
and support, sexual and reproductive health 
services for HIV-infected women and linkages 
with ongoing care and support services. PMTCT 
is now a standard of care in most developed 
countries and has resulted in nearly eliminating 
HIV among children in these countries. In 
contrast, limited progress has been made in this 
regard in resource-limited countries.

The coverage of PMTCT programmes in the 
South-East Asia Region is very low; overall, 
less than 5% of pregnant women are offered 
HIV counseling and testing of an estimated 
67 million births annually. Thailand is the 
only country in the Region to have achieved 
a high coverage of PMTCT services, leading 
to a decrease in the number of paediatric 
AIDS cases (Figure 4.4). In 2005, of the 639 363 
women who delivered in the public sector, 98% 
received HIV counseling and testing; of 5143 
women found positive, 4824 (93.8%) received 
antiretroviral preventive therapy.10 

In India and Myanmar, the PMTCT programme 
includes HIV testing and counseling, 
administration of a single-dose of nevirapine to 
the mother and the baby, safe delivery practices 
as well as infant feeding and counseling. By the 
end of 2006, PMTCT services were being offered 
at 2,433 health facilities in India. Every district 
in the six high-HIV burden states and >90% 
districts in the low-HIV burden states have 
at least one PMTCT centre. In Myanmar, the 
PMTCT programme began in 2000 and currently 
covers 89 of 325 townships. Bangladesh, Bhutan, 
Indonesia, Nepal and Sri Lanka have started 
PMTCT programmes on a smaller scale. 

9  Gangopadhyay D, et al. Evaluation of sexually transmi�ed diseases/human immunodeficiency virus intervention programmes for sex 
workers in Calcu�a, India. Sexually Transmi�ed Diseases 2005; 32:680–684.

10 Ministry of Public Health, Thailand. Bureau of Health Promotion. Department of Health.
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4.1.3 Harm reduction 
There are an estimated 3.3 million IDUs in South 
and South-East Asia.11 Majority of the harm 
reduction programmes in these regions have had 
limited impact because they were implemented 
on a small scale. As of 2005, the estimated 
coverage of harm reduction programmes in 
selected countries in Asia was a mere 3%.12

Since 1998 Care, Bangladesh, a non-
governmental organization (NGO), began 
harm reduction programmes including needle/
syringe exchange, condom distribution, abscess 
management and advocacy. By the end of 
2004, the needle/syringe exchange programme 
covered 3900 IDUs in 19 districts of Bangladesh. 
However, this programme had li�le impact 
at the national level, as HIV seroprevalence 
continued to increase among IDUs from 1.4% in 
1999 to 4.0% in 2002 to 4.9% in 2005. Similarly, 
in Manipur, India the coverage of the needle/
syringe programme and the retention of IDUs 
on a bupernorphine substitution programme 
are very low to make any impact on the 
transmission of HIV. 

Indonesia has made some progress in harm 
reduction activities. A total of 57 community 
health centres (30 in Jakarta, 12 in West Java, 5 
in South Sulawesi, and 10 in Bali) are running 
a needle/syringe programme. Previously only 
two hospital-based clinics and one prison-based 
methadone maintenance treatment (MMT) 
clinic were present in Bali and Jakarta. In 2006, 
nine more MMT clinics were established in two 
additional provinces in East Java, West Java, 
Jakarta, and Bali. By December 2006, 1546 IDUs 
were enrolled for MMT. 

In Myanmar various elements of the harm 
reduction programme were implemented in 
small projects mainly by NGOs. In March 2006, 
the Ministry of Health, Myanmar started a 
pilot programme of substitution maintenance 
treatment with methadone in four townships 
(Yangon, Lashio, Mytikyina and Mandalay). 
Currently, harm reduction interventions are 
being carried out in 20 of the 325 townships in 
Myanmar. However, these initiatives need to be 
expanded to have an impact on decreasing new 
HIV transmission among IDUs.

11  Aceĳas C, Stimson GV, Hickman M, Rhodes T. Global overview of injecting drug use and HIV infection among injecting drug users. AIDS 
2004; 18:2295–2303.

12  Coverage of selected services for HIV/AIDS prevention, care and treatment in low- and middle- income countries in 2005. Constella 
Futures July 2006.

Figure 4.4 Reported AIDS Cases Among Children (aged 0–4 years), Thailand, 1994–2004
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In Nepal, harm reduction has remained the 
mainstay of the national programme for IDUs. 
However, the coverage of the programme is 
very low. The composite programme reach 
index for IDUs is only about 8.6%, indicating 
that the programme is not reaching the larger 
population of IDUs sca�ered throughout the 
country. According to an NGO working on harm 
reduction in Kathmandu valley, approximately 
2000 (<30%) of the 6500 IDUs made use of the 
needle/syringe exchange programme.13

In Thailand, the number of HIV-infected IDUs 
remains high and the government acknowledges 
the high prevalence of HIV among IDUs. 
However, needle/syringe programmes are not 
generally supported in Thailand. One NGO is 
operating the needle/syringe programme for 
Akha people in northern Thailand and a number 
of other clinics are willing to provide needles and 
syringes to their patients. It was only in 2001 that 
the Ministry of Public Health advocated for the 
reform of the Narcotic Regulation to allow the 
extension of methadone treatment from the 45 
days detoxification to 1–2 years of maintenance. 
Currently, Bangkok has 20 methadone clinics 
operating in 65 health centres. Of these, 16 
clinics operate under the Department of Health, 
two under the Thaksin hospital and two under 

the Drug Abuse Prevention and Treatment 
Division. 

IDUs can benefit from antiretroviral treatment, 
as other populations, subject to special a�ention 
being given to managing drug dependence and 
treatment adherence. Antiretroviral treatment 
coverage for IDUs is moderate in Indonesia but 
still very low in India and Myanmar. 

4.1.4 Prevention of HIV in health care se�ings 
including blood safety and post-exposure 
prophylaxis for accidental occupational exposure

Safe blood supply
Based on 2004 data, the 2950 blood banks in the 
South-East Asia Region collected 9.3 million units 
of blood annually, of a total estimated requirement 
of 15 million units. Around 61% of the total blood 
is collected from voluntary non-remunerated 
blood donors. Two-thirds of the population 
of South-East Asia resides in India where 6 
million units of blood are collected, 50 percent 
of this collection is from voluntary blood donors. 
Bangladesh is the only country in this Region that 
still permits professional blood donors. With the 
improvement in blood safety interventions in the 
Region, there has been a steady decrease in HIV 
in screened blood units. (Figure 4.5)

13  Nepal University Access Report, 2006.

Fig 4.5 Percentage of Blood Units Screened Testing Positive for HIV, Andhra 
Pradesh State, India, Myanmar and Thailand, 1989–2005
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Only three countries in the Region have a national 
blood policy and eight countries have nationally 
coordinated blood transfusion services. In 
Myanmar, almost all blood banks are part of 
hospital-based clinical laboratories. Red Cross 
societies manage national blood transfusion 
services in Indonesia, Nepal, Sri Lanka and 
Thailand. Blood transfusion services lack 
adequate resources to update their technology. 
Moreover, they need to increase their reach to 
enhance their donor base. 

While screening for HIV and hepatitis B 
virus (HBV) is almost universal in South-East 
Asia, hepatitis C virus (HCV) screening has 
been initiated in several countries (Table 4.1). 
Screening for infectious markers is of utmost 

importance in this Region because of the large 
number of carriers of hepatitis B and hepatitis 
C. There are an estimated, 85 million hepatitis 
B carriers and 25 million hepatitis C carriers in 
this Region. 

Quality is being perceived increasingly as an 
integral component of blood transfusion services. 
More than 150 blood bank professionals were 
trained as quality managers during 2001–2004 
under the Quality Management Project of WHO. 
The National Blood Centre in Thailand has been 
designated as a WHO Collaborating Centre for 
blood transfusion services. It also serves as a 
regional quality centre and provides continuous 
technical support to all countries in all ma�ers 
pertaining to blood quality.14

Table 4.1 Status of Blood Transfusion Services in South-East Asia Region, 2004

Country 
(Number 
of blood 
banks)

Bangladesh
(98)

Bhutan
(29)

DPR 
Korea

(12)

India
(1854)

Indonesia
(157)

Maldives
(21)

Myanmar
(363)

Nepal
(55)

Sri 
Lanka

(64)

Thai-
land
(159)

Timor-
Leste

(3)

Number of 
blood units 
collected 
per year

160 000 6000 100 000 6 
million

1 198 000 6200 180 000 74 000 170 000 1.4 
million

1400

% voluntary 
donors

27 30 100 50 77 20 57 90 60 94.45 5

% 
replacement 
donors 

56 70 0 50 23 80 43 10 40 5.36 95

% paid 
donors

18 0 0 0 0 0 0 0 0 0 0

% used 
as whole 
blood 

90 45 80 80 28 30 90 90 5 20 100

% screened 
for HIV

100 100 100 100 100 100 100 100 100 100 NA

% screened 
for HBV

100 100 100 100 100 100 85 100 100 100 NA

% screened 
for HCV

100 100 100 100 60 100 30 100 40 100 NA

Prevalence 
of HIV in 
donors (%)

0.002 0 NA 0.50 0.092 0 0.6 0.4 0.0002 0.16 NA

Prevalence 
of HBV in 
donors (%)

1.48 1.6 NA 1.4 2.0 0.8 7.0 1.2 0.03 1.51 NA

Prevalence 
of HCV in 
donors (%)

0.14 0.15 NA 0.4 0.08 0.001 2.5 0.57 NA 0.32 NA

14  Strengthening of nationally-coordinated blood transfusion services in South-East Asia (WHO Regional Office for South-East Asia, SEA-
HLM-381, 2004).
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HIV prevention and post-exposure prophylaxis 
Infection control has received considerable 
a�ention during recent years. The majority of 
large hospitals in the Region have developed 
infection control teams. The members of the 
infection control teams train other hospital staff, 
supervise supplies and coordinate needle-stick 
injury management. Clean needles, syringes, 
gloves and sharp containers are available in 
most tertiary-level facilities. However, only a 
few countries, such as Bhutan, Maldives and 
Thailand, have consistently provided these 
commodities at all levels of the health care 
system. 

Several countries, such as Bhutan, India, 
Myanmar and Thailand, have introduced 
antiretroviral post-exposure prophylaxis for 
accidental occupational exposure. 

4.2  HIV Testing and Counseling 

HIV testing and counseling is an essential 
service for both prevention and treatment. 
Early detection of HIV status allows the health 
system to provide appropriate information, care, 

support and treatment to the individual; this not 
only improves the quality of life and longevity 
of the individual but also decreases further 
spread of infection from this individual to his/
her partner(s). HIV testing and counseling is also 
an entry point for preventing mother-to-child 
transmission of HIV. Due to the HIV-associated 
stigma and limited access to HIV testing and 
counseling services, population coverage of HIV 
testing and counseling services remains very 
low in South-East Asia; only an estimated 0.1% 
of the adult population received testing and 
counseling in 2005.15

India has made considerable progress since it 
started scaling-up voluntary counseling and 
testing (VCT) services in the late 1990s. The 
number of VCT centres rapidly expanded from 
79 in 1998 to more than 3000 by end 2006. Every 
district in the country has at least one VCT 
centre. Between 2002 and 2005, of the more than 
3.02 million persons tested for HIV, 392 000 
(13.0%) were positive. Since 2002, the proportion 
of clients tested for HIV who had received pre-
test and post-test counseling has increased 
significantly (Figure 4.6).16 

15 Future’s report, 2006
16  Khera A, Mehrotra S, Mahanty B. National voluntary counseling and testing (VCT) programme in India: scaling-up quality VCT services. 

XVI International AIDS Conference. Toronto Canada. 13–18 August 2006. Abstract THPE0337. 

Figure 4.6 Number of Beneficiaries of the National Voluntary Counseling and 
Testing Programme, India, 2002–2005
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In Thailand, the first VCT service was  established 
as early as 1991 in Chiangmai Province, 
followed by the opening of an anonymous 
clinic by the Thai Red Cross in Bangkok. 
Subsequently, the Ministry of Public Health 
promoted the development of VCT clinics 
in public hospitals throughout the country. 
HIV/AIDS VCT services are now available in 
approximately 1000 hospitals and clinics across 
the country. These services are delivered in 
specific HIV counseling units, or integrated 
with the outpatient department or the general 
health counseling unit. All antenatal care units 
also offer VCT. TB patients are increasingly 
being offered HIV testing and counseling as 
part of the national TB programme policies. 

In Indonesia, Global Fund to fight AIDS, 
Tuberculosis and Malaria (GFATM)-supported 
VCT clinics served 78 682 persons during 
2005–2006 at 146 clinics in 19 of 33 Provinces; of 
these, 7562 (9.6%) persons were HIV-positive. In 
Myanmar, by the end of 2005, 73 of 325 townships 

were providing VCT services (including testing 
for PMTCT programme) through 122 service 
delivery points, either directly through AIDS/
STI teams or in collaboration with NGOs 
providing services. Through these centres more 
than 200 000 clients received pre-test counseling; 
157 000 were tested and received post-test 
counseling during 2005. 

4.3 Treatment, Care and Support

4.3.1 Antiretroviral treatment
Remarkable progress has been made in the 
Region on scaling up HIV antiretroviral treatment 
since November 2003 when the WHO “3 by 5” 
initiative was launched. Over three years, the 
number of people started on treatment increased 
from 18 000 to 178 000; almost a ten-fold increase 
(Table 4.2). However, there are wide variations 
in coverage rates among countries and overall 
still less than 20% of those who need treatment 
have access to it.

Table 4.2 Number of Persons Ever Started on Antiretroviral Treatment in  
South-East Asia, 2003–2006

Country Reported number of people ever started on ART 

December 03 December 04 December 05 December 06

Bangladesh  5 n/a n/a

Bhutan  5 6 13

DPR Korea n/a n/a n/a n/a

India 0 3 500 23 700 55 473

Indonesia 1 350 2 500 3 300 6 042

Maldives  -  1  1

Myanmar 1 200 1 500 3 700 5 000

Nepal 75 75 210 473

Sri Lanka 25 25 44 66

Thailand 15 307 52 997 88 261 111 429

Timor Leste n/a n/a n/a n/a

Note: These figures refer to treatment in the public sector.
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The Royal Thai Government (RTG) reached 
the national treatment target of delivering 
antiretroviral treatment to all those in need 
by the end of 2006. Thailand’s antiretroviral 
treatment programme was initiated in 1992 
but rapid scaling-up of the programme began 
only in 2002. By the end of 2006, 111 429 were  
ever started on treatment; of these, 88 467 are 
currently on treatment. The dropout rate of 
21% included deaths and defaulters (Figure 
4.7). The majority of the patients are being 
treated with GPO-VIR, a locally produced 
fixed dose combination of nevirapine/
stavudine/lamivudine, manufactured by the 
Government Pharmaceutical Organization. 
The rapid expansion of antiretroviral treatment 
coverage was possible through strong political 
commitment and harnessing of the full potential 
of a strong public health system in Thailand. 
The antiretroviral treatment programme 
follows a comprehensive system for care, 
support and treatment involving PLHIV as well 
as engaging the community in the planning 
and implementation of services. In all the 204 
continuum of care centres (CCC), PLHIV groups 
are active partners in the HIV care network and 
work closely with the hospitals. In the CCC 
network 25 633 (including 2000 children) are 
receiving care and 20 000 PLHIV on antiretroviral 
treatment (including 1400 children) are being 
followed up by peer supporters.

The India scale-up demonstrated that it is feasible 
to scale-up antiretroviral treatment programmes 
effectively in a resource limited se�ing. With 
full political and administrative commitment, 
the Government of India launched the free 
antiretroviral treatment programme in April 
2004 in eight antiretroviral treatment centres; by 
December 2006, antiretroviral treatment delivery 
was scaled up to 101 public sector health facilities 
in 28 of 35 states in the country. Currently, only 
first-line antiretrovirals are being used in the 
national programme. In all 55 473 patients (62% 
male, 32% female, 6% children) have been placed 
on the government’s free antiretroviral treatment 
programme;  and approximately 10 000 patients 
are receiving free antiretrovirals from non-
governmental centres. In addition, a large and 
unknown number of patients are being treated 
in the private sector. Operational research is 
planned to be�er understand the quantity and 
quality of antiretroviral treatment in the private 
sector. India’s national programme has been 
highly effective so far and analysis of treatment 
outcomes of a cohort of patients in the initial 
period of the programme showed high survival 
rates (Figure 4.8). 

Since the start of the antiretroviral treatment 
programme three years ago, 13 551 patients 
have accessed HIV care in Indonesia; and of the 
8951 who were eligible, 6877 were started on 

Figure 4.7 Successful Scale-up of Antiretroviral Treatment (ART) Programme in Thailand
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antiretroviral treatment. By the end of 2006, 3905 
(57%) were alive and still on treatment, 786 (11%) 
had been lost to treatment and 1508 (22%) had 
died. Of those on treatment, 3238 (83%) were on 
the original first-line treatment and 667 received 
substitute first-line treatment. 

4.3.2 TB/HIV 
With the large number of HIV-infected persons 
and high rates of TB transmission and latent 
TB infection, the HIV epidemic could cause a 
substantial impact on TB control in the Region. 
The impact of HIV infection on TB control has 
been already noted in Thailand and Myanmar, 
where case fatality rates among TB patients in 
many areas have been increasing. However, in 
only few countries in the South-East Asia Region, 
national AIDS programmes and national TB 
control programmes have the capacity to each 
offer a wide range of interventions addressing 
TB/HIV. 

So far, India and Thailand have systematically 
introduced the full range of above-mentioned 
interventions to decrease the burden of HIV and 
TB as well as to decrease HIV-associated morbidity 
and mortality. Bangladesh, Indonesia, Myanmar 
and Nepal have initiated first steps towards 
implementing interventions for establishing 
national TB/HIV working groups, conducting 

Fig 4.8  Treatment Outcomes of Patients at Six, Twelve and Twenty-four Months A�er 
Start of Antiretroviral Treatment, India, 2004–2006
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them at high risk for HIV to their provider, and 
a history of present or past STI, and/or signs and 
symptoms suggestive of other opportunistic 
infections, are offered referral for VCT. HIV status 
is not shared with the referring provider or TB 
programme to preserve confidentiality. However, 
TB patients are encouraged to voluntarily share 
their HIV status with the treating physician.

TB/HIV collaboration is rapidly growing in 
India. From January to June 2006, of the 29 491 
patients selectively referred to VCT centres, 
4842 (17%) were diagnosed as HIV-infected. 
Over the same time period, of the 25 799 patients 
referred from VCT centres as TB suspects, 6200 
(33%) were diagnosed as TB cases. The number 
of persons referred as TB suspects from VCT 
centres to the TB programme increased by 250% 
compared to the same six-month period in 2005 
(Figure 4.9).

TB/HIV training has been integrated into the 
national roll-out of free antiretroviral treatment. 
The routine referral of TB patients for HIV 
counseling and testing is being currently 
evaluated in two districts in South India. In 
addition to routine reporting, expanded sentinel 
surveillance for HIV infection among TB patients 
using unlinked anonymous testing is also 
ongoing in 15 districts. 

Indonesia: Considerable preparatory work has 
been done in Indonesia on TB/HIV interventions. 

The position of a national TB/HIV coordinator 
has been secured with Global Fund support. 
Situation analysis has been conducted in at least 
four provinces with the highest HIV prevalence. 
District level TB/HIV collaborative activities 
have been piloted at two sites in Jakarta. NGOs 
are increasingly being involved in TB/HIV 
training and provision of supportive services for 
co-infected persons. Expanded surveillance for 
HIV infection among TB patients is planned for 
2006–2007. 

Myanmar: In 2004, a national level TB and HIV 
coordinating commi�ee was established. Since 
then TB/HIV training of both TB and HIV/
AIDS programme staff in high HIV-prevalence 
townships has been conducted. In 2005, pilot 
collaborative prevention and control activities 
for TB and HIV/AIDS were established in two 
townships in high HIV prevalence areas. This 
included routine referral of TB patients for HIV 
counseling and testing, and provision of available 
preventive services. An expanded integrated 
HIV project for TB/HIV patients was established 
in five townships in Mandalay. In this project, 
TB patients diagnosed with HIV infection 
were routinely referred to the general hospital 
for complete HIV care and treatment services, 
including antiretroviral treatment. Data from 
these TB/HIV pilot projects have not yet been 
reported. Sentinel surveillance for HIV infection 
in TB patients in 30 townships is planned using 
unlinked anonymous testing. Current plans to 

Fig 4.9 Referrals from Voluntary Counseling and Testing Centres to the 
National TB Programme in Comparable Periods, India, 2005–2006
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expand TB/HIV coordination have been limited 
by health system constraints and by resource 
mobilization from donors. 

Thailand: In 2001, the Thailand Ministry of 
Public Health established a national TB/HIV 
coordinating body, and since 2004 has established 
and implemented a clear national strategy on TB/
HIV. The national strategy states that HIV/AIDS 
programmes should include TB counseling, 
screening and linkage to TB treatment services. 
Furthermore, the national strategy also states 
that efforts should be made to diagnose and 
treat latent TB infection among HIV infected 
persons. Routine referral of TB patients for HIV 
counseling and testing has been the national policy 
in Thailand since 2005. Antiretroviral treatment is 
available nationwide. Large numbers of NGOs are 
involved in providing care and support services 
to HIV infected persons. Recently, an evaluation 
of the performance of TB/HIV joint activities was 
conducted. An eight-month cohort of 1539 newly 
registered TB cases from 2003 was compared to 
an eight-month cohort of 5849 from 2005. The 
number of TB patients with HIV test results, CD4 
measurements, and antiretroviral treatment 
prescriptions increased from 501, 101 and 39 in 
2003 to 3417, 384 and 206 in 2005, respectively. 
From 2003 to 2005, the proportion of eligible 
patients receiving these interventions increased 
from 33% to 58% (p < 0.01), 50% to 57% (p = 
0.35) and 19% to 31% (p = 0.02), respectively 
for each intervention. In 2003, 13% of tested 
patients were HIV-infected compared with 
11.5% in 2005. The success of this activity led 
Thailand’s Ministry of Public Health to adopt 
a national TB/HIV action plan that requires all 
TB patients to receive HIV counseling, >75% of 
HIV-infected persons to receive TB screening, 
and all TB patients with HIV to have access to 
antiretroviral treatment. The programme has 
since been expanded to more than 60 provinces 
in Thailand. These findings have, under 
programmatic conditions with some additional 

inputs, demonstrated the feasibility of key TB/
HIV interventions recommended by WHO. 

Bangladesh: Although the overall prevalence 
of HIV infection is very low, HIV surveillance 
among high-risk groups has reported pockets of 
rapidly increasing HIV prevalence. The National 
Tuberculosis Programme of Bangladesh is 
engaged in many partnerships with NGOs 
who are becoming increasingly involved in 
implementing TB/HIV collaborative activities. A 
survey of HIV infection among TB patients has 
been recently completed by the International 
Centre for Diarrheal Diseases Research, 
Bangladesh. A national TB/HIV coordinating 
body has been established, and TB/HIV 
guidelines are in preparation. 

4.3.3 Intellectual property rights and access to 
medicines
Access to medicines depends on several factors, 
notably rational selection and use of drugs, 
adequate and sustainable financing, affordable 
prices and reliable supply systems. Price is 
an important factor especially in developing 
countries, where typically 50–95% of drugs are 
paid by the patients themselves,17 and thus has 
direct implications for access to medicines.

Medicine prices in turn depend on several factors, 
including intellectual property rights. Other 
factors include distribution costs, mark-ups and 
taxes. Yet since the Trade-Related Aspects of 
Intellectual Property Rights (TRIPS) Agreement 
entered into force, intellectual property rights 
and especially patents have created considerable 
worries in developing countries about access 
to antiretrovirals and other medicines. This is 
because for many developing countries, patents 
for pharmaceuticals are a new phenomenon. 
Even many countries that already used to 
grant patents for pharmaceuticals have had 
to revise their laws and standards to meet the 
requirements of TRIPS. 

17 Global Comparative Pharmaceutical Expenditures. Health Economics and Drugs Series No. 3. Geneva: World Health Organization. 
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However, the TRIPS Agreement only applies to 
countries that are members of the World Trade 
Organization (WTO). Moreover, least-developed 
countries that are WTO members have the right 
to postpone the implementation of patents for 
pharmaceuticals until 2016. By doing so, they 
would ensure that patents cannot prevent the 
production or importation of more affordable, 
generic versions of medicines. Table 4.4 provides 
an overview of the countries in the South-East 
Asia Region with regard to WTO membership 
and least-developed country status. 

WTO Member Countries 
Developing countries (India, Indonesia, Sri Lanka 
and Thailand)
These countries have to implement TRIPS. They 
all have patent laws in place and grant patents for 
pharmaceuticals. These laws contain some of the 
flexibilities that can be used to safeguard access 
to medicines though they do not incorporate all 
safeguard mechanisms to the maximum extent 
possible/allowed. Moreover, most developing 
countries have limited experience in actually 
making use of these safeguards. Indonesia, 
however, has issued a “Government use 
license” (or a compulsory license for public non-
commercial use) for two antiretroviral medicines 

Table 4.4 Overview of Countries of South-East Asia Region with Regard to World Trade 
Organization Membership

 WTO member Least developed 
country

Patent law Pharmaceutical 
patents

Bangladesh yes yes yes, but revising it yes
Bhutan acceding yes yes, but revising it none
DPR Korea no no yes few/none
India yes no yes yes
Indonesia yes no yes yes
Maldives yes yes in process no
Myanmar yes yes in process no
Nepal yes yes yes, but revising it few/none 
Sri Lanka yes no yes yes
Thailand yes no yes yes
Timor-Leste no yes no no

(lamivudine and nevirapine) in October 2004. 
Thailand did the same for efavirenz (November 
2006) and for lopinavir/ritonavir (January 2007). 

India amended its Patents Act in 2005 to comply 
with TRIPS. The amendment introduced 
product patents for pharmaceuticals. Before 
2005, India did not grant such protection; 
therefore generic versions of medicines that 
were patented elsewhere in the world could be 
produced in India. The Amendment provides 
that the production of generic medicines which 
were already in the market in India before 
2005 can continue, subject to the payment of 
royalties. Thus, there has been no backsliding in 
access to affordable medicines in the short term. 
But the production and marketing of generic 
versions of new medicines will be delayed; in 
view of India’s important role as a supplier of 
medicines, this will have implications for the 
entire Region. 

Least-developed countries (Bangladesh, Maldives, 
Myanmar and Nepal)
Bangladesh has a patent law in place, but is 
revising it to make it TRIPS compliant. It has 
granted a number of pharmaceutical patents 
already (under the current law). However, 
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because it is a least-developed country, WTO 
rules do not require Bangladesh to implement 
patents in the pharmaceutical sector yet (nor 
does it have to provide for data protection). 
However, to make use of this right, Bangladesh 
would have to amend or suspend its patent law.

Nepal joined the WTO recently (in 2004) and 
is amending its previous patent law to ensure 
compliance with the TRIPS Agreement. Maldives 
and Myanmar are in the process of preparing their 
first patent law. They have not yet been granted 
any patents, but can expect to receive patent 
applications once their respective patent laws 
enter into force. Because of their least-developed 
country status, these countries may postpone the 
granting of pharmaceutical patents until 2016. 

Countries acceding to the WTO (Bhutan) 
Bhutan is currently negotiating to become a 
WTO member and in the process of amending 
its patent law to ensure it is TRIPS compliant. 
As a least-developed country, Bhutan is 
not be obliged to implement patents in the 
pharmaceutical sector or data protection, 
unless otherwise agreed during the accession 
negotiations. Bhutan should be vigilant that no 
“TRIPS-plus” provisions are agreed to during 
the accession negotiations (as has happened 
during the recent accession of some other 
countries). 

Non-WTO Member Countries (DPR Korea and 
Timor-Leste)
While not being a WTO member, DPR Korea is a 
member of some other international agreements 
on intellectual property, including the Paris 
Convention for the Protection of Industrial 
Property and the Patent Cooperation Treaty. 
DPR Korea has a law on inventions; however, it 
does not appear to have granted a large number 
of pharmaceutical patents.

Timor-Leste has no international obligations to 
enact a patent law, and does not appear to have 
one in place. 

Thus, while presently, pharmaceutical patents 
are not a major issue in several countries in 
the Region, this situation is likely to change as 
most countries are in the process of preparing 
or revising their legislation. Thus, they will be 
faced with patents on medicines in the future. 
Meanwhile, the majority of countries in the 
Region that have significant pharmaceutical 
production capacity already have a patent 
regime in place. 

4.4 Strategic Information

National AIDS Programmes need credible 
information to guide the response to the 
HIV epidemic. Strategic information is the 
information and knowledge to influence policy 
making, programme development and action. 
Strategic information is required for advocacy 
and resource mobilization, targeting resources 
to vulnerable population groups and high 
transmission geographical areas, measuring 
progress against planned programme objectives, 
measuring the impact of interventions and for 
being accountable to the donors, policy makers 
and the civil society. 

Key components of strategic information for the 
Regional Office for South-East Asia include the 
following priority interventions: 
 Second generation surveillance including 

surveillance of HIV/AIDS, STIs and risk 
behaviours

 HIV drug resistance surveillance 
 Monitoring and evaluation 
 Operational research

4.4.1 Second generation HIV/AIDS, STI 
surveillance and behavioural surveillance
Data generated through systematic collection 
of behavioural and serological information, 
including STI surveillance, is the basis for 
estimating the burden of HIV/AIDS in a country 
and track the impact of the national response 
to HIV/AIDS. For much of the early part of the 
epidemic, HIV surveillance consisted mainly 



34 HIV/AIDS in the South-East Asia Region WHO - SEARO 2007

of case reporting and, in some areas, unlinked 
anonymous sero-surveys. Second generation 
HIV surveillance builds upon existing systems by 
comparing and interpreting information together 
from different behavioural and biological data 
sources to provide a comprehensive picture of 
the epidemic. The status of implementation of 
second generation surveillance systems in the 
Region is given in Table 4.5.

Major regional surveillance activities during 
2005–2006 included: adaptation of global second 
generation HIV surveillance guidelines to suit 
national HIV epidemics; regional consultation on 
definitions for HIV and advanced HIV infection 
cases; capacity building at the regional/national 
level by preparation of training modules on 
second generation surveillance; improved HIV 
estimations in several countries using international 
methods; and compilation of epidemiology fact 
sheets—producing and contributing to online 
global database and reports. 

4.4.2 HIV drug resistance surveillance and 
monitoring
HIV drug resistance is the ability of HIV to 
enter human cells and multiply in the presence 
of antiretroviral drugs. HIV drug resistance 
(HIVDR) will inevitably emerge as seen with 
scale-up of antiretroviral treatment programmes 
and because HIV treatment must be lifelong, 
and there is no cure, as seen in countries where 
antiretroviral treatment is already widely 
available. 

Although antiretroviral treatment has been 
available in the private sector for nearly a decade 
in some countries, the public sector scaling up 
of antiretroviral treatment programmes began 
in 2004. The largest scale-up of the antiretroviral 
treatment programme in the Region is in four 
high-burden countries, namely: India, Indonesia, 
Myanmar and Thailand. In these countries, it 
is a priority to implement all elements of HIV 
drug resistance prevention, as listed below, 

Table 4.5 Status of Implementation of Second Generation Surveillance in the South-East Asia 
Region, 2006

Country HIV/AIDS case 
reporting

HIV sentinel-
surveillance

STI
surveillance

Behavioural 
surveillance

HIV incidence 
surveillance

Bangladesh Under- 
reporting

√ Weak √ NA

Bhutan √ √ Weak Planned NA
India Under- 

reporting
√ Weak √ Planned

Indonesia Under- 
reporting

Patchy Weak √ Planned

Maldives √ √ Weak Planned NA

Myanmar Under- 
reporting

√ Weak Planned Planned

Nepal Under- 
reporting

 Patchy Weak √ NA

Sri Lanka Under- 
reporting

√ Weak Planned NA

Thailand √ √ √ √ √
Timor-Leste Planned Planned Planned Planned NA
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including design and implementation of studies 
for surveillance and monitoring of HIV drug 
resistance. 

While HIV drug resistance cannot be avoided, 
it can be contained. The recommended elements 
for a national HIV drug resistance prevention 
programmes should include: 
 Standard prescribing practices of 

antiretroviral treatment regimens
 Quality assurance for drugs
 Adequate and continuous drug supplies
 Standard treatment records and cohort 

monitoring generating early warning 
indicators

 Support for and monitoring of treatment 
adherence

 Prevention programs to reduce HIV 
transmission from persons on treatment

 Surveillance of transmi�ed drug resistance 
at sentinel sites

 Monitoring emergence of drug resistance 
among patients on treatment in sentinel 
clinics

With assistance of WHO Headquarters, Geneva, 
the Regional Office for South-East Asia has 
played a leadership role in catalyzing the start-up 
and implementation of HIVDR activities in the 
Region. Over the past year, WHO Regional Office 
for South-East Asia in conjunction with WHO 
Headquarters has been assisting Member States 
in planning for HIV drug resistance studies by 
conducting or facilitating the following activities: 
 Technical briefing of National AIDS 

Programme staff in India, Indonesia and 
Myanmar 

 National consultation on HIV drug resistance 
protocols in India 

 Establishment of national HIV drug resistance 
commi�ees in India and Indonesia

 Laboratory assessments in India and 
Indonesia 

 Inter-country capacity building workshop on 
HIV drug resistance prevention, surveillance 
and monitoring

 Technical assistance to countries (India 
and Indonesia) for preparation of national 
protocols on HIV drug resistance surveillance 
and monitoring

 Training in laboratory methods including 
genotyping

 Training in HIVDR database

With these efforts, HIV drug resistance national 
working groups have been established in India 
and Indonesia. In India, the National AIDS 
Control Organization has approved a protocol 
to implement threshold and monitoring surveys 
in two sites each. In Indonesia, threshold survey 
has begun in IDUs in Jakarta and specumens 
are being tested. 

4.4.3 Monitoring and evaluation 
Comprehensive monitoring and evaluation of 
modalities to address the epidemic, and tracking 
the impact of activities implemented by National 
AIDS Programmes is imperative for a country to 
understand, mitigate and control its HIV/AIDS 
epidemic. Monitoring and evaluation are o�en 
cited as weak elements of the health sector that 
need strengthening. Some essential elements of 
a functioning monitoring and evaluation system 
include monitoring and evaluation plans and 
guidelines related to the health sector; data 
collection tools, such as registers, cards, and 
other forms; a system for reporting relevant 
data; equipment necessary to store and manage 
data; capacity to analyse data and evaluate the 
health sector response to HIV/AIDS; as well 
as appropriate human resources and capacity 
strengthening. 

Major regional activities during 2005–2006 
included: developing recording and reporting 
tools as well training materials for antiretroviral 
treatment; developing recording and reporting 
tools for VCT; advocating for and facilitating 
harmonization of national and international 
indicators; helping countries in developing 
national guidelines and training related to 
monitoring and evaluation; reporting on national/
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regional antiretroviral treatment progress. At the 
national level, there has been a concerted effort 
to strengthen the monitoring and evaluation 
systems by harmonizing information needs of 
various partners, improving the collection of data, 
upgradation of hardware and so�ware for data 
processing and use and dissemination of data. 

4.4.4 Operational research
Operational research comprises the use 
of analytical techniques to define optimal 
processes of delivery, to achieve be�er 
outcomes through evidence-based approaches, 
and to provide more cost-effective care. 
Operational research needs to be firmly rooted 
in multi-disciplinary approaches and build 
on ownership by local partners, especially 
national control programmes who ensure its 
sustainability and integrate its results into 
policies and programs.

Limited progress has been made in this area 
due to competing priorities. Moreover, there is 
a lack of harmonization of research activities 
among independent researchers and academia 
and national programmes. The Regional Office 
for South-East Asia has promoted operational 
research in antiretroviral treatment by convening 
a meeting to discuss priority research agenda for 
antiretroviral treatment. Research priorities thus 
developed through consultative meetings were 
widely distributed. 

4.5 Programme Management

4.5.1 National strategic planning 
To implement effective strategies in HIV/AIDS 
prevention, care and treatment, governments 
need to draw up a national HIV/AIDS strategic 
plan, including the health-sector response. 
The strategic planning and policy dialogue 
should be carried out with full participation of 
all stakeholders, including PLHIV and other 
vulnerable populations. The strategic plan 
serves as a guide to government ministries and 
agencies and all partners involved in leadership, 
roles and responsibilities, principles, goals and 

targets, priorities, programme interventions to 
be put in place, mechanism for accountability, 
monitoring and evaluation, as well as resourcing 
and budgeting. Most of the Member Countries in 
the Region have developed a mid-term strategic 
plan on HIV/AIDS (Table 4.6). However, some 
of these need to be revised or re-developed. In 
2006, WHO assisted in developing/revising a 
strategic plan for Bhutan, Maldives, Myanmar 
and Timor-Leste. 

Operational plans to guide the implementation 
of strategic plans were also developed. In 2006, 
WHO assisted many countries including Bhutan, 
India, Myanmar and Timor-Leste in developing 
these operational plans. 

4.5.2 Programme review
A programme review is conducted to 
systematically assess relevance and adequacy 
of programme implementation. Since the early 
1990s, WHO Regional Office for South-East Asia 
has conducted many reviews of the National 
AIDS Programmes, in collaboration with several 
national governments. 

In 2005–2006, external programme reviews 
were conducted in Thailand, Myanmar and Sri 
Lanka. The purpose of an external programme 
review is to estimate the burden of HIV/
AIDS (necessary for some countries), to assess 
the adequacy of policies and procedures for 
prevention, care and treatment, and to provide 
recommendations to improve organizational, 
technical and administrative measures. Such a 
review helps in improving the effectiveness of 
the national programme, raising awareness about 
the HIV/AIDS situation for increasing political 
commitment, promoting partnerships with NGOs, 
private sector and international organizations 
including donors, and increasing the skills of 
national staff participating in the review. 

4.5.3 Human resources 
Health ministries and other divisions of the health 
sector need to ensure that sufficient numbers of 
qualified and skilled health-sector personnel are 
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Table 4.6 Status of Implementation of Strategic Planning and Review Activities in the South-East 
Asia Region, 2005 

Country External AIDS Programme Review 
conducted with assistance of WHO 

Existing National 
Strategic Plan (NSP)

Operational Plan

Bangladesh There is a need for a participatory 
review and update of National 
AIDS Policy to ensure its 
comprehensiveness and inclusiveness 
to guide the response to HIV/AIDS 

NSP 2004–2010 
developed

A consolidated and 
budgeted Operational 
Plan 2006–2010 is 
intended

Bhutan Review of some areas of works: 
strategic information, VCT and care 

NSP 2007–2011 
developed

A consolidated and 
budgeted Operational 
Plan 2007–2011 is 
intended

DPR Korea -

India - NACP III, 2006–2011 
developed

Indonesia External programme review is 
planned in February 2007

Maldives NSP is being developed -
Myanmar External programme review was 

conducted in 2006
NSP 2006–2010 Operational Plan 2007–

2009
Nepal - NSP 2002–2006

Sri Lanka External review of national response 
was conducted in 2006

NSP to be revised To be developed

Thailand External programme review was 
conducted in 2005

2007–2011 2007–2011

Timor-Leste - 2006–2010 2006–2010

available for the effective delivery of prevention, 
care and treatment services of HIV/AIDS. The 
global initiatives to greatly expand access to 
antiretroviral treatment in resource limited 
se�ings add complexity to the provision of care 
and prevention. This development emphasizes 
the need for training and support of health-
sector personnel. 

In all Member Countries, WHO is supporting 
the national programme to improve and 
expand training of health personnel in HIV/
AIDS prevention, care and treatment and in 
strengthening of health infrastructure related to 
HIV/AIDS services including STI management, 
reproductive health, adolescent health, HIV 
among children, nutrition, blood safety, VCT, 

harm reduction, clinical management of 
AIDS, access to AIDS medicines and reagents, 
surveillance, research. 

Training is not just about technical skills in 
delivering services; training in leadership, 
management and strategic planning is also 
needed to enhance the ability of the health 
sector to respond to changing circumstances and 
ensure effective management of the programme. 
WHO Regional Office for South-East Asia, 
therefore, has developed training modules for 
AIDS programme management that will be used 
for the training of AIDS programme mangers 
and senior staff at national and sub-national 
levels. Regional and national training courses 
are planned to be conducted in 2007–2008.
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4.5.4 Financial resources
To ensure the sustainability of financing for 
HIV/AIDS it is important to integrate HIV/AIDS 
into the national budget review and processes 
for resource mobilization and allocation. Given 
the many other priorities for the limited national 
resources, external support will continue to be 
required to intensify and accelerate responses to 
HIV/AIDS.

In the Region, significant partners engaged in 
supporting HIV/AIDS responses include the 
World Bank, the Asian Development Bank, UK 
Department for International Development 
(DFID), the Canadian International Development 
Agency (CIDA), the Swedish International 
Development Cooperation Agency (SIDA), 
the Australian Agency for International 
Development (AusAID) and US Agency for 
International Development (USAID). 

The Global Fund is an important funding 
source for effective implementation of HIV/
AIDS programmes. Member Countries in the 
Region were successful in mobilizing a total of 
US$ 863 million from the Global Fund for HIV/

AIDS programmes from Round 1 to Round 6 
proposals (Figure 4.10). Since the start of this 
funding, WHO has been playing an active role 
in providing technical support to proposal 
development and the implementation of Global 
Fund programmes in all Member Countries. 

The National AIDS Control Organization 
of India is taking the lead in mobilizing 
resources (2006–2011) through National AIDS 
Control Program (NACP) Phase III planning. 
Planning was a multi-stakeholder process 
where the principles of “Three Ones” were 
followed. The plan comprises new resources 
from the World Bank through International 
Development Assistance (IDA) credit, 
commi�ed resources through the DFID and 
USAID as well as support from other bi-
lateral and multilateral agencies of the United 
Nations and private foundations including the 
Bill & Melinda Gates Foundation and Clinton 
Foundation. The joint budget has increased 
from US$ 84 million for NACP I (1992–1998), to  
US$ 458 million for NACP-II (1999–March 
2006), and to US$ 1500 million (projected) for 
NACP-III (April 2006–March 2011). 

Sri Lanka Thailand
Indonesia

Fig. 4.10 Resources Mobilized From the Global Fund, Round 1–6 

US$ 863 million were mobilized 
from the Global Fund
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5. Key Constraints 

5.1 Adverse Social Milieu and 
Widespread Stigma

HIV disproportionately affects the poorer and 
marginalized sections of society. Poverty, lack of 
awareness and low status of women are some of 
the known social barriers that perpetuate HIV/
AIDS. Moreover, widespread HIV-associated 
stigma prevails, even in health care se�ings. 
Stigma and discrimination around HIV/AIDS 
is a significant factor that further impedes 
involvement and empowerment of PLHIV and 
those affected.

5.2 Lack of Enabling Environment 

Many unfavourable laws, policies, and cultural 
and social norms that increase the vulnerability 
of particular groups to HIV infection still 
exist. A large proportion of drug users are 
periodically incarcerated as most countries have 
laws criminalizing drug possession, use and 
trafficking. Sex workers are commonly harassed 
by the police. Warias are highly discriminated and 
stigmatized resulting in their high vulnerability. 
Lack of a supportive legal framework is the main 
reason for low access to preventive and treatment 
services by the vulnerable populations.  

5.3 Low Service Coverage

Although effective prevention, care and 
treatment interventions exist and are known to 
work, these interventions have rarely been taken 
to scale or achieved the kind of coverage that is 
needed to make an impact on the epidemic. Less 
than 1 in 10 HIV-infected persons know their 
status and only one in 20 AIDS patients receive 
treatment. The coverage of PMTCT services is 
less than 5%. Persistent low condom use among 
sex workers affecting the STI control program 

is a major challenge. Unless HIV interventions 
are brought to scale, there will be li�le impact on 
halting or reversing the epidemic. 

5.4 Still High Prices of Drugs and 
Diagnostics 

The prices of first- and second-line drugs 
continue to be unaffordable to the governments. 
Although the price of first-line treatment has 
dropped by 37–53% in the past two years, large 
variations in prices exist between regions and 
between countries within regions. Second-line 
treatment prices remain high and will present 
a significant challenge for universal access as 
people currently on first-line treatment progress 
on to these treatments. The prices of laboratory 
diagnostics and supplies will also need to be 
reduced, to reduce the financial burden as more 
people access HIV/AIDS treatment and care.

5.5. Limited Human Resources

In most countries, there is a shortage of skilled 
staff. Not only is the number of health care 
workers insufficient, but they lack the necessary 
training to provide HIV/AIDS prevention, 
treatment and care services. Furthermore, in 
most countries, HIV/AIDS human resource 
development plans are not integrated into the 
national human resource development plan.

5.6 Gaps in Information

While surveillance systems have expanded 
over the years, vulnerable populations are still 
under-represented in the surveillance systems. 
Information on the size of high-risk groups is not 
adequate in most countries. Thus, it is difficult 
to plan and target interventions and calculate 
coverage and outcome indicators among hard-
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to-reach populations. Other information gaps 
include lack of information on HIV incidence 
and under-reporting of AIDS cases and deaths. 
STI surveillance is almost non-existent. Even 
the available data are not fully analysed. In 
general, limited staff and resources are allocated 
to surveillance and programme monitoring 
and the available staff have limited training on 
surveillance, monitoring and evaluation and 
research. 

5.7 Organizational Constraints

Decentralization of HIV/AIDS programming, 
resource allocation and management beyond 
the main urban centres is limited in most of the 
Member States, except Thailand. Moreover, the 
existing infrastructure, mainly within the health 
sector, is not being fully exploited for HIV/AIDS 
services. There is no clearly defined mechanism 
for effective coordination among different 
partners working in the field of HIV/AIDS 
resulting in duplication and overlap of some 
interventions and initiatives. Also, there are no 
clear and specific policies/guidelines to ensure 
more appropriate and effective institutional 
and organizational arrangements necessary 

for a scaled up multisectoral response to HIV/
AIDS. There is a need for more comprehensive 
guidelines/tools and skills to guide effective 
mainstreaming and harmonization of HIV/AIDS 
into other development frameworks and sectors. 
Most importantly, there is continued poor 
coordination and collaboration between key 
partners, including donors, technical support 
agencies, national programmes and civil society.

5.8 Lack of Sustained Finances and 
Financial Accounting

Current financing to implement regional and 
national AIDS plans is inadequate and available 
funding is o�en unpredictable and of short 
duration. Sustainable financing strategies are 
essential to enable countries to develop and 
implement long term responses. 

Moreover, most countries do not maintain 
national AIDS accounts. Currently it is extremely 
difficult to calculate the level of resources 
deployed for AIDS, or perform any cost–benefit 
analysis. The sources and uses of funds are poorly 
understood, which has a bearing on appropriate 
allocation and effective and efficient spending. 
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6. Role of WHO

WHO closely works with and supports Member 
States through a team of public health professionals 
at the national, regional and global levels. All high 
HIV burden countries have at least one dedicated 
staff for the HIV programme. In addition, the 
multidisciplinary team in the HIV unit at the 
Regional Office for South-East Asia provides 
back-up support to countries in the following 
technical areas: HIV prevention for vulnerable 
populations; HIV testing and counseling, care, 
treatment and access to medicines; strategic 
information; as well as programme management 
including national strategic planning and review. 
Selected examples of WHO’s role in the past two 
years are summarized below:

Advocacy and resource mobilization: Through 
effective advocacy, WHO Regional Office 
for South-East Asia has been instrumental in 
expanding access to antiretroviral treatment 
resulting in a ten-fold increase in the number of 
patients started on treatment in the public sector 
in the past three years. WHO is also enhancing 
and intensifying resource mobilization 
through regional and country initiatives that 
include development of systematic and long-
term relations with partners; mobilizing 
resources based on priorities and work plans; 
strengthening advocacy and communications 
to ensure a consistent corporate image and 
messages to enable be�er resource mobilization. 
Extensive technical support has been provided 
in the preparation of funding proposals which 
has helped in mobilizing US$ 863 million for 
HIV prevention, control and treatment from the 
Global Fund alone. 

Strategic planning and programme review: 
WHO has been supporting National AIDS 
Programmes to conduct in-depth programme 
reviews by engaging multiple external agencies. 
National AIDS Programme reviews have been 

completed in Bhutan, Maldives, Myanmar, 
Thailand, Sri Lanka and Indonesia. These 
programme reviews have formed the basis for 
developing national strategic plans in these 
countries. 

Normative guidance: Through consultations with 
regional experts, WHO has prepared guidelines 
for the management of HIV infection and 
antiretroviral treatment for adults and children 
and management of common health problems of 
drug users. Technical support was provided for the 
development of opioids substitution guidelines 
in Myanmar, which will be adapted in other 
countries. Also, regional and global guidelines 
have been adapted for use in each country. 
Second generation surveillance guidelines were 
adapted for use in Maldives and Myanmar and 
antiretroviral drug resistance protocols were 
developed in India and Indonesia. 

Capacity building: Modular training tools 
were developed and inter-country and national 
training workshops were conducted on integrated 
HIV/AIDS, STI and behavioural surveillance, 
antiretroviral recording and reporting, AIDS 
programme management, VCT, TB/HIV as well 
as HIV prevention, care and treatment for IDUs. 

Operational support: WHO has assisted in the 
procurement of diagnostics, particularly HIV, 
CD4 and genotyping kits. This has provided vital 
operational support for conducting surveillance 
and patient care in Indonesia, Maldives, 
Myanmar and Nepal. 

Information exchange: The Regional Office 
continues to organize annual meetings of 
National AIDS Programme managers and other 
key stakeholders, which has resulted in building 
rapport and trust, as well as networking and 
exchange of inter-country experiences. 
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7. Future Directions 

WHO will continue to support its Member 
States by focusing on the goal of universal 
access to HIV prevention, treatment and care by 
2010 and to halt and reverse the HIV epidemic 
by 2015. WHO supports the response to HIV 
and AIDS through advocacy, facilitating the 
development of internationally agreed global 
norms and standards, promoting research into 
new methods and technologies for responding 
to HIV/AIDS, developing and disseminating 
evidence-based scientific technical tools and 
guidelines, and providing extensive technical 
assistance to countries. 

More specifically, WHO will support:

 Accelerating  the  scale-up of HIV 
prevention, care and treatment by
 Providing visible and effective leadership 

to promote a comprehensive approach 
to HIV/AIDS management that includes 
prevention care and treatment.

 Collaborating with key regional/national 
partners in scaling-up prevention, 
treatment and care of HIV/AIDS. 

 Assisting in the adaptation and use 
of appropriate normative tools and 
guidance on prevention and treatment 
scale-up and coordinating national and 
international scale-up efforts.

 Providing advice and technical support 
to health ministries to develop enabling 
legislation and regulatory environments.

 Promoting condom use programmes 
targeting sex workers along with outreach 
services, and strengthening STI services.

 Supporting the adaptation of harm 
reduction tools in particular on opioid 
substitution in health care se�ings. 

 Developing operational guidelines 
and technical support on testing and 

counseling including strengthening entry 
points for treatment and care.

 Strengthening programmes on prevention 
of mother-to-child transmission of HIV/
AIDS.

 Providing guidance and technical 
support to prevent HIV transmission 
through unsafe blood supplies and in 
clinical se�ings (including universal 
precautions, injection safety and post-
exposure prophylaxis). 

 Strengthening strategic information to 
improve response to the HIV epidemic by
 Adapting global/regional normative 

guidance in preparing country-specific 
technical guidelines and operational 
plans on surveillance and monitoring 
and evaluation. 

 Providing technical assistance to 
countries in undertaking HIV, STI and risk 
behavior surveillance, HIV estimations 
and projections, and HIV drug resistance 
surveillance and monitoring. 

 Developing national capacity in 
strategic information areas through 
development of appropriate training 
manuals and conducting inter-country 
and country-level training workshops 
and strengthening regional and national 
institutions and networks, including 
laboratory networks.

 Continuing to collaborate with main 
regional/national partners to harmonize 
guidance towards a “one national 
monitoring and evaluation system” and 
supporting countries to select national 
indicators and targets consistent with the 
goal of universal access. 

 Identifying national research priorities 
and developing tools and generic 
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protocols for operational research, 
increasing documentation and 
dissemination of best practices on 
prevention and treatment scale-up; 
and generating an evidence base for 
programmes and policies. 

 Developing and updating national and 
regional HIV strategic information 
database and performing national and 
regional analyses to produce regional 
reports on the HIV/AIDS epidemic. 

 Facilitating the sharing of information 
between countries through meetings of 
programme managers and other forums. 

 Providing policy advice on operational 
research programmes as well as scientific 
guidance on research protocols.

 Strengthening health systems by
 Strengthening national and sub-national 

AIDS programme management skills 
and assisting countries in planning, 
implementing, monitoring and 
evaluating their national HIV response. 

 Assisting governments in national 
strategic planning for a health sector 
response (one of WHO’s core function in 
countries). 

 Supporting country efforts to enhance 
access to antiretrovirals by providing 
global information on patents, trade 
agreements and regulatory status as well 
as guidance and technical support on 
selection, procurement and supply chain 
management for HIV medicines and 
diagnostics.

 Assisting countries in building the 
capacity of health care workers, PLHIV 
and affected communities to provide 
high quality prevention, HIV counseling 
and testing as well as care and treatment 
services in particular at peripheral levels 
of the health system and developing 

HIV-related training materials for health 
service providers.

 Providing policy advice and 
implementation support to governments 
and other stakeholders on integrated 
approaches for HIV/AIDS and related 
services including development of 
integrated health systems that link HIV/
AIDS care and prevention services with 
other health service programmes, such 
as TB, reproductive health, including 
maternal and child health and sexually 
transmi�ed infections.

 Creating demonstration models of HIV/
AIDS service delivery for vulnerable and 
marginalized populations.

 Providing technical support on integrated 
management of adult and adolescent 
illnesses (IMAI). 

 Providing policy advice and technical 
support to countries on health workforce 
planning, training, compensation and 
retention measures in conjunction with 
other departments.

 Establishing and supporting 
implementation of national plans for 
strengthening clinical and laboratory 
services including development of 
quality management systems. 

 Assisting in the development of national 
HIV accounts based on national health 
accounts.

 Promoting increased involvement of 
affected communities and other partners, 
including HIV-positive women’s groups, 
in antiretroviral treatment preparedness 
and literacy programmes.

 Engaging in advocacy for resource 
mobilization at regional forums. 
Providing technical support to mobilize, 
effectively use, track and monitor external 
resources, including through GFATM, 
World Bank and other sources. 
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