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Executive summary 

The Twenty-third meeting of National AIDS Programme Managers of the 

South-East Asia Region (SEAR) was held in New Delhi, India, during  

01–04 July 2014. In addition to participation from 11 Member States of the 

World Health Organization (WHO) South-East Asia Region, representatives 

from the Joint United Nations Programme on HIV/AIDS (UNAIDS), United 

Nations Children’s Fund (UNICEF), WHO Collaborating Centres, also 

attended. The meeting had four objectives:  

(1) to review existing sexually-transmitted infections (STI)/HIV 

prevention, care and treatment programmes at country level for 

highlighting achievements, and identifying challenges and areas 

needing further attention;  

(2) to share technical updates and new initiatives in the area of 

STI/HIV prevention, care and treatment;  

(3) to discuss existing and emerging issues, challenges and 

opportunities, including HIV beyond 2015; and  

(4) to identify the way forward. 

Participants discussed themes of common interest and exchanged 

information and country experiences on HIV testing and counselling (HTC), 

elimination of mother-to-child transmission (eMTCT) of HIV and congenital 

syphilis (CS), strategic use of antiretrovirals (ARV), monitoring of HIV drug 

resistance (HIV-DR), strengthening of STI services for key populations, and 

HIV co-morbidities. They shared information on the new direction of The 

Global Fund to Fight AIDS, Tuberculosis and Malaria (GFATM) and its 

future resource mobilization strategy, as well as emerging challenges and 

opportunities in the context of HIV beyond 2015.  

Participants also identified future plans of action for follow up during 

2014 to reach national, regional and global HIV goals, within the context of 

their respective countries. Furthermore, Member States of SEAR committed 

to updating national HIV strategies in line with the updated 

recommendations; scaling up HIV testing and treatment; focusing on 

implementation research; strengthening monitoring and evaluation (M&E) 

in general with a particular focus on HIV-DR monitoring; 

updating/reviewing their STI and hepatitis strategies and STI services; and 

improving access to hepatitis B and C treatment. 
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1. Introduction 

An estimated 3.4 million people are living with HIV/AIDS in the World 

Health Organization (WHO) South-East Asia Region (SEAR). Of these, about 

1.7 million are eligible for treatment. Nearly 1 million with advanced HIV 

infection were receiving antiretroviral treatment (ART) in 2013. However, 

they represented only 55% of those in need of treatment, according to the 

WHO 2010 revised guidelines, which recommend starting ART at a CD4 

count of less than 350 cells/mm
3

. Tuberculosis (TB), together with hepatitis 

B and C, continues to be a major factor for mortality and morbidity among 

persons infected with HIV, and people coinfected with these diseases are 

recommended to initiate ART, irrespective of CD4 count. The WHO 

guidelines were updated in 2013 and the criterion for treatment initiation 

was revised to a CD4 count less than 500 cells/mm
3

. All pregnant HIV-

positive women and children under 5 years were recommended to start 

ART irrespective of CD4 count, in addition to those coinfected with TB and 

those with active hepatitis. Despite progress made in terms of interventions 

geared towards HIV prevention and access to ART in Member States, 

significant challenges remain.  

The estimated number of new infections has declined over a period of 

11 years (2001–2012) by 34% in adults aged 15–49 years – from 350 000 

to 230 000, and by 32% in children aged 0–14 years – from 28 000 to 

19 000.  

While the HIV epidemic is declining, HIV continues to affect certain 

key populations who are at a higher risk for acquiring HIV, such as sex 

workers, men who have sex with men (MSM) and transgender persons 

(TG). There is evidence of continuing high transmission rates among these 

key populations at higher risk of acquiring HIV and people who inject drugs 

(PWID).  

In view of the above, the WHO Regional Office for South-East Asia 

organized a meeting of national AIDS programme managers of Member 

States in July 2014 in New Delhi, India. The purpose of the meeting was to 



Report of the twenty-third meeting of national AIDS programme managers 

2 

review existing STI/HIV prevention, care and treatment programmes, share 

technical updates and new initiatives, discuss existing and emerging issues, 

and challenges and opportunities in the context of HIV beyond 2015. (See 

Annex 1 for the meeting agenda.) 

The meeting was attended by a total of 100 participants representing 

national HIV programmes from Member States of SEAR, Joint United 

Nations Programme on HIV/AIDS (UNAIDS), United Nations Children’s 

Fund (UNICEF), GFATM, partner agencies, experts and WHO. The 

technical deliberations of the four-day meeting included plenary sessions, 

round table discussions and working groups. (See Annex 2 for the 

participant list.)  

2. Opening remarks 

Dr Poonam Khetrapal Singh, Regional Director, WHO SEAR, shared her 

vision on the health and development agenda for the Region and based it 

on the following four strategic cornerstones: 

(1) addressing the persisting and emerging epidemiological and 

demographic challenges, with a focus on and prioritization of 

comprehensive programmes and service delivery models, 

enabling universal access to ART to those in need;  

(2) advancing universal health coverage, setting up mechanisms for 

an early warning system on HIV-DR, and strengthening health 

and information systems for a sustainable response;  

(3) strengthening risk management with a key thrust on HTC to 

ensure that all citizens are aware of their HIV status and thus 

prevent further transmission, and ensure eliminating mother-to-

child transmission (eMTCT) of HIV; and 

(4) articulating a strong regional voice in the global health agenda.  

She further expressed her conviction that by working together, an 

HIV-free generation and AIDS-free world will no longer be a dream.  
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3. Objectives 

This biennial meeting provides a platform for Member States and WHO to 

share and exchange information, hold discussions with key development 

partners on collaborative HIV programmes, promote horizontal learning, 

and provide opportunities for intercountry and intraregional collaboration. 

It also provides a forum for:  

 reviewing progress made in STI/HIV prevention, care and 

treatment programmes at the country level;  

 promoting better understanding and closer partnerships among 

multiple stakeholders;  

 identifying and discussing key constraints; and  

 formulating possible strategies for replicating success.  

4. Setting the stage 

4.1 Positioning the global AIDS response for the future 

Mr Pradeep Kakkattil, Deputy Regional Director, UNAIDS Regional Support 

Team for Asia and the Pacific, pointed out that though unprecedented 

progress had been made in controlling AIDS, the epidemic was far from 

over. Any complacency would lead to resurgence. The required focus on 

AIDS was at risk of getting diluted, since the post-2015 agenda was 

broader, more complex and more crowded than the Millennium 

Development Goals (MDGs).  

Three critical messages on ending the AIDS epidemic by 2030 were as 

follows: (i) strongly positioning AIDS in the post-2015 agenda for continued 

visibility and support, depending on the progress made towards achieving 

the 2015 targets; (ii) changing the current business model to achieve the 

much-needed impact; and (iii) defining the post-2015 AIDS agenda in clear 

terms.  

Though new HIV infections have declined by 26% since 2001 in the 

Asia and Pacific Region, this figure has been stagnant since 2008. Coverage 
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remained low; condom-use levels did not increase; testing levels were 

suboptimal; and no clear way forward was identified pertaining to MSM 

programmes – to name a few of the many challenges. Treatment initiation, 

uptake and adherence clearly needed rethinking. 

International financing of the AIDS response has levelled off in recent 

years; one third of the epidemic in Asia was in 25 cities and among key 

populations (yet AIDS was treated as a homogenous epidemic), and 

investments were misplaced and not targeted at the root of the epidemic. 

The new definition (post-2015) has to clearly aim at “Getting to zero”: 

 90% reduction in new adult HIV infections, including among key 

populations, and 0% new infections among children; 

 90% reduction in stigma and discrimination faced by people 

living with HIV (PLHIV) and key populations; and 

 90% reduction in AIDS-related deaths. 

4.2 Update on the global health sector response to HIV 

Dr Mazuwa Andrew Banda, Technical Officer, Strategic Information and 

Planning, WHO Headquarters, said that the aim of the Global Health 

Sector Strategy on HIV/AIDS 2011–2015 was to achieve the following 

targets: 

 Target 1: 50% reduction in the incidence of new HIV infections  

 Target 2: 90% elimination of new HIV infections in children  

 Target 3: 25% reduction in HIV-related mortality  

 Target 4: 50% reduction in TB-related mortality in PLHIV.  

Reaching PLHIV with ART was crucial in achieving these targets. HIV 

testing was the critical first step to link them to treatment and care, and 

ultimately reduce mortality and onward transmission. However, many did 

not know their HIV status, started ART too late, took suboptimal regimens, 

were lost to follow up, and did not have access to a comprehensive 

package of care services. 
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In 2012, 57% of PLHIV in low- and middle-income countries (LMIC) 

eligible for ART were not on ART. In SEAR, an estimated 33% were on ART 

at the end of 2013, based on the revised definition of coverage, which 

includes all PLHIV in the denominator rather than only those eligible. The 

coverage gap between adults and children who had access to ART had 

increased. Structural and social barriers, including stigma, discrimination, 

and punitive laws and policies continued to hinder access to testing for key 

populations. Even when diagnosed, many people did not enter care. 

Retention in treatment of those who entered ART over a longer period of 

time proved to be difficult. 

Implementation of the 2013 consolidated guidelines on the use of 

ART for treating and preventing HIV (WHO) would ensure: 

 earlier, simpler and better ART;  

 better monitoring, using viral load testing as the preferred 

approach to the response to ART; 

 expanded HTC;  

 greater focus on key populations; and 

 enhanced service quality along the continuum of care. 

Though scale-up of access to ART in Asia was impressive, regional 

averages masked differences between and within countries. Major access 

gaps led to 260 000 HIV-related deaths in 2012 alone. With the tools in 

hand, extended strategic resource allocation and a relentless focus, a 40% 

reduction in mortality and significant reduction in new infections could be 

achieved by 2025.  

In conclusion, it was stressed that political leaders need to ensure that 

HIV remained on the global agenda as a critical public health priority 

during the post-2015 era. Increasing domestic investments in funding the 

HIV response, alongside Asia's advancing technological development and 

increasing economic strength, would allow the Region to leverage its 

resources and expertise in taking a historic step forward to achieving zero 

HIV-related deaths by 2030. 
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5. Situation analysis and response 

5.1 Overview of the HIV epidemic and response in Asia  

 and the Pacific  

Dr Vladanka Andreeva, Strategic Intervention Adviser, Regional Support 

Team for Asia and the Pacific, UNAIDS, Bangkok, Thailand, noted that in 

2012, sevenfold more people in the Asia–Pacific Region were receiving 

ART than in 2005. The pace of scale-up was improving but lagging behind 

global averages. An overall decline of 26% in the rate of transmission of HIV 

in the Asia–Pacific Region since 2001 and an 18% decline in AIDS-related 

deaths since 2005 were highlighted. This trend has remained stagnant since 

2008.  

Despite this decrease, there were 350 000 new cases of HIV infection 

and 250 000 deaths due to HIV/AIDS. This would lead to a shortfall of 

175 000 cases in achieving the 2015 MDG target for reduction in new HIV 

infections. 

Though early initiation of treatment was important, less than half of 

the key populations knew their HIV status. Despite the fact that national 

prevalence in countries was not alarmingly high, pockets of high prevalence 

existed within countries. 

Legal and political challenges and stigma continued to impede the 

HIV response. As a region, Asia and the Pacific was meeting international 

commitment to increase domestic funding to make up for the levelling off 

in international financing.  

Getting to zero new infections would require:  

 strengthened political leadership and national ownership;  

 focus on key populations, key geographical areas, and effective 

coverage in scaling up;  

 diversification of delivery modalities for HIV testing services, 

such as community-based testing;  

 maximization of treatment benefits;  
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 community involvement and leadership; and,  

 smart investments for maximum impact.  

To address key challenges in getting to zero, recommendations were 

adopted during the Leadership Forum at the International Congress on 

AIDS in Asia and the Pacific. 

5.2 Overview of implementation of the 2013 WHO treatment  

guidelines 

Dr Razia Pendse, Scientist, HIV Prevention, World Health Organization, 

Regional Office for South-East Asia, summarized the key recommendations 

in the 2013 ART Guidelines and highlighted changes from the 2010 

Guidelines, especially with regard to “when” and “what” to start treatment 

with in the target population of HIV-positive adults, HIV-positive pregnant 

women, PLHIV coinfected with TB and hepatitis B (HBV), and HIV-positive 

children below five years of age. She also highlighted the main principles 

and rationale behind the new guidelines – simplification, harmonization, 

effective monitoring, and innovation in service delivery for improving 

access to testing and treatment for HIV. 

She also presented the key activities by Member States regarding the 

adoption of the 2013 Guidelines, policy options for ART in SEAR and 

highlighted plans for implementation science research. She emphasized 

that full implementation of the 2013 Guidelines could lower the number of 

new infections by an additional 36% and AIDS deaths by an additional 

39%.  

5.3 Country experiences in adopting and implementing the 2013 

 WHO consolidated ARV guidelines  

Bhutan 

Mr Lekey Khandu, Programme Officer, Department of Public Health, 

Ministry of Health, Bhutan, said that the national treatment guideline was 

under revision to accommodate the WHO 2013 recommendations and 

was scheduled for implementation in 2015.  
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Case detection had improved with the increased uptake of HTC 

services and aggressive awareness programmes. The total number of cases 

detected since 1993 was 346. Urban centres and border towns were hot 

spots.  

The national programme was focusing interventions on vulnerable and 

key populations, improving access to HTC, conducting structured routine 

surveillance, ensuring sustained contact tracing mechanisms, creating 

enabling environments through high-level advocacy workshops and 

sensitization programmes, strengthening laboratory capacity, and revising 

the STI guidelines to combat HIV in Bhutan. 

Indonesia 

Dr Siti Nadia Tarmizi, Head of Sub-Directorate AIDS and STI, Ministry of 

Health, Indonesia, informed that in 2012, 591 000 PLHIV were estimated 

to be living in Indonesia, of which approximately 39 000 were receiving 

ART. ART had been effective in reducing morbidity and mortality and 

preventing new infections. There was a need to further strengthen the HIV 

care pathway (testing–enrolment–retention), as well as the quality of 

structural interventions for the prevention of sexual transmission.  

Indonesia’s new, ambitious policy to introduce strategic use of ARV 

(SUFA) was initiated to encourage PLHIV to begin treatment at the earliest. 

Eligibility to ART was expanded to include serodiscordant couples, pregnant 

women and key affected groups, regardless of their CD4 count.  

SUFA implementation had begun. Under proper supervision, ART 

could be provided at the primary health care level, thus enabling a 

decentralized approach to the provision of HIV services.  

However, dissemination and adoption of the 2013 WHO ARV 

Guidelines posed a challenge in a decentralized system. Substantial 

investment was required by local authorities to provide adequate testing 

and treatment facilities. 
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Thailand 

Dr Sumet Ongwandee, Director, Bureau of AIDS, TB and STIsDepartment 

of Disease Control, Ministry of Public Health, Thailand, informed that 66% 

of new HIV infections were concentrated in 33 provinces. Of the 38 883 

estimated new infections during 2012–2016, 64% were among key 

populations. 

Thailand’s National AIDS Strategy 2014–2016 had a two-pronged 

approach: (1) “innovations and change” and (2) “optimization and 

consolidation” aimed at attaining the “Three zeros” – zero new infections, 

zero AIDS-related deaths and zero discrimination. Thailand could thus 

achieve the targets of the United Nations General Assembly High-level 

Meeting on AIDS in 2011, and move towards being the first country in 

South-East Asia to end AIDS by 2030.  

The key outcomes expected from the national strategy were as 

follows: 

(1) coverage of 90% of key affected populations in geographically 

focused areas;  

(2) provision of optimal prevention services for target populations 

and incentives for behaviour change; 

(3) provision of quality ART services – early treatment and retention 

in the HIV care continuum; and 

(4) normalization of HIV (i.e. treating AIDS like any other disease).  

The policy of treatment at any CD4 count was adopted after some 

consideration, in particular, after assessing the readiness of health-care 

facilities to ensure equal benefits for all PLHIV; addressing barriers to access 

for HTC; the need for strengthening systems to ensure retention in care and 

treatment; and provision of access to prevention of mother-to-child 

transmission (PMTCT) and ART services for migrants. National plans for roll-

out were currently in progress.  



Report of the twenty-third meeting of national AIDS programme managers 

10 

5.4 Sexually transmitted infections management – challenges 

 and opportunities  

Dr Amaya Maw-Naing, Regional Adviser HIV/AIDS, World Health 

Organization, Regional Office for South-East Asia, informed that of the 499 

million cases of curable STI reported in 2008, 79 million incidents were 

reported in South-East Asia (chlamydia, gonorrhoea, syphilis and 

trichomoniasis). Acute and treatable STI were markers of high-risk 

behaviour.  

In 2012, eight of the 11 Member States reported active syphilis among 

female sex workers (FSW), MSM and antenatal clinic (ANC) attendees. The 

trend of syphilis seropositivity among ANC attendees declined dramatically 

from 1991 to 2012
1[a]

 due to an intense focus on screening of pregnant 

mothers during their first ANC visit. 

The key issues regarding STI in South-East Asia were: a large sexually 

active population, high population mobility, changing epidemiology of STI, 

inadequate coverage of preventive interventions, weak surveillance, poor 

treatment-seeking behaviour, poor infrastructure of STI clinics, lack of 

laboratory support for diagnosis, poor availability of tests, lack of interest in 

and funding for STI, and lack of collaboration between partners. 

5.5 Country experiences in STI programme review  

 and management  

Myanmar 

Dr Myint Shwe, Deputy Director (AIDS/STD), Department of Health, 

Myanmar, said that the national strategic plan for HIV/AIDS and the 

national response were organized along three strategic priorities:  

 prevention of HIV transmission through unsafe behaviour among 

sexual contacts and PWID, which includes early and effective 

treatment of STIs;  

 provision of a comprehensive continuum of care for PLHIV; and  

 mitigation of the impact of HIV on PLHIV and their families.  

                                                           
1[a] Global AIDS Response Progress Reporting (GARPR) 2013 
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In addition, there are cross-cutting areas such as health systems 

strengthening, reducing stigma and discrimination, and strategic information 

and research.  

Nationwide, laboratory testing and reporting capacity is suboptimal. 

However, regular STI data are collected from sex workers, MSM, PWID, 

clients and regular partners of sex workers, pregnant mothers and others. 

Between 2007 and 2013, HIV prevalence among FSW and MSM dropped 

by 50–75%. The majority of people with STI symptoms sought help from 

private chemists and private sector medical facilities that do not report their 

data to the national programme.  

The antibiotic sensitivity pattern of N. gonorrhoeae in the STI 

prevalence survey in 2011 showed 100% sensitivity to ceftriaxone, 

spectinomycin and cefixime, and 100% resistance to ciprofloxacin.  

The national STI management guidelines, being updated currently, 

focused on the syndromic approach to treatment of STI, treatment of 

specific STI, syphilis and HIV screening, and STI management among key 

populations. 

Sri Lanka 

Dr SAH Liyanage, Director, National STD/AIDS Control Programme, 

Ministry of Health, Sri Lanka, said that in his country, approximately two 

new HIV cases were reported per week. An upward trend was apparent in 

the number of HIV cases reported from 1987 to 2013. STI, with the 

exception of syphilis, also showed an upward trend in both sexes from 

2008 to 2013. 

STI/HIV service delivery was multisectoral in Sri Lanka. Approximately 

40 STI clinics, some with ART facilities, were spread across the country. 

Guidelines for the management of STI were widely accessible.  

The STI surveillance system collated information from the National 

AIDS/STD Control Programme, Family Health Bureau and National Blood 

Transfusion Service. Annual reports and quarterly HIV surveillance updates 

were accessible on www.aidscontrol.gov.lk.  

http://www.aidscontrol.gov.lk/
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The HIV National Strategic Plan (2014–2017) was based on the three 

ONES: 

 ONE agreed HIV/AIDS action framework 

 ONE national AIDS coordinating authority 

 ONE agreed country-level monitoring and evaluation system. 

Timor-Leste 

As reported by the National HIV/AIDS and STI Control Programme, 

Ministry of Health, Timor-Leste, syphilis, HIV infection, hepatitis B and 

chlamydia were prevalent in all the high-risk groups, including among 

uniformed personnel.  

Timor-Leste’s National HIV/AIDS Plan (2012–2016) aimed to break 

the chain of STI transmission; reduce the risk of HIV infection by improving 

accessibility and availability, acceptability, effectiveness and utilization of 

STI management; and prevent the development of complications and 

sequelae of STI.  

A major feature of the national response was the scale-up of voluntary 

HIV testing among pregnant women, STI patients, key populations, and 

PLHIV coinfected with TB. In addition, routine STI screening was followed 

by confirmation tests at all major hospitals, and improved overall quality of 

clinical delivery, including contact/partner tracing. 

5.6 Key issues, experiences and lessons learnt in countries in 

adopting and implementing the 2013 revised ARV treatment 

guidelines  

The 2013 WHO ARV Guidelines were discussed with regard to key 

facilitating factors and hurdles in implementation at country level, roll-out 

status, policy initiatives, innovative service delivery mechanisms through 

partnerships/collaboration, and major needs for scaling up HIV testing and 

treatment.  

Key facilitating factors for the successful implementation of the 2013 

ARV Guidelines were evidence-based, cost–effective national guidelines 

supported by strong political will; simplified and harmonized service 
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delivery, and programme interventions that were easy to understand and 

acceptable to all; quality technical support from development partners; 

rapid scale-up of ART; strong community engagement; and availability of 

infrastructure with health facilities and networks at all levels. 

Some of the major hurdles/bottlenecks for adoption, implementation 

and scale-up were identified as: lack of political will; limited resources 

(human, funds, facilities) combined with a high workload of the health and 

laboratory facilities; the mind-set of health workers on HIV; laws and 

religious barriers; operational and service delivery challenges, including 

stock management; dissemination and adoption of the guidelines in a 

decentralized system; foreign aid dependency; drug toxicities and resistant 

cases; misperceptions among key populations about the benefits of testing; 

and early treatment and adherence to drugs for those without symptoms. 

For successful implementation of the Guidelines, it is essential to have 

multi-stakeholder partnerships and collaboration across programmes. In 

addition, universities need to be engaged in implementation research to 

address the contextual factors such as service delivery options for key 

populations, engagement of communities and PLHIV networks. 

Rapid scale-up would primarily depend on commitment by 

implementers to address improvement in the quality of infrastructure 

(rehabilitation centres for PWID; availability of ART) and operational 

activities (procurement processes, human resources, reaching out to key 

populations); health systems strengthening (e.g. patient monitoring – from 

testing to treatment, patient retention); sustainable financing (funding to 

support programmes, communities and awareness raising); expansion of 

HIV testing (community-based); and adequate training across all levels of 

health-care facilities. 

6. Strengthening services for key populations  

6.1 Introduction to the new WHO consolidated guidelines on 

HIV prevention, diagnosis, treatment and care for key 

populations  

Dr Oscar Barreneche, Medical Officer (HIV/AIDS), World Health 

Organization, Indonesia, underlined three key messages: 
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 ending AIDS was impossible without increasing access to, and 

uptake and coverage of, effective and acceptable services for key 

populations; 

 health sector and community partnerships were essential for this; 

and  

 even in legally constrained settings, public health and medical 

ethics required that respectful, quality HIV services be provided 

for key populations. 

The critical enablers identified were: reviewing laws and policies; 

addressing stigma and discrimination; empowering communities; and 

preventing/redressing violence against key populations. 

Health sector interventions would encompass HIV prevention, HTC, 

sexual and reproductive health, HIV treatment and care, HIV treatment 

within harm reduction interventions, and prevention and management of 

coinfections and comorbidities. 

6.2 Scaling up HIV testing and counselling (HTC) with a focus on 

key populations – options at country level  

Dr Nicole Simone Seguy, Technical Officer HIV/AIDS, World Health 

Organization, India, said that in Asia, the scope and reach of HTC had 

expanded, with more people accessing HTC services, more facilities 

providing HTC, and an increase in rapid and community-based testing. 

However, approximately 50% of PLHIV were unaware of their HIV status, 

as coverage and uptake was low among men, adolescents, young people 

and key populations worldwide. Many PLHIV started care and treatment 

too late. To achieve the “90–90–90” target (of 90% people knowing their 

status, 90% of those in need receiving ART and of those initiated, 90% 

having suppressed viral loads), HTC scale-up must use a mix of strategic 

approaches. Stigma and discrimination, lack of infrastructure and policy 

restrictions were some of the barriers to HTC. Pregnant women accessing 

HTC in ANC settings ranged from 0.4% in Indonesia to 99% in Thailand. 

Most people living in stable relationships were unaware of their partner’s 

HIV status.  
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Diverse models of HTC services were available to increase access to 

HIV diagnosis, including testing services in health-care facilities, 

freestanding sites and a wide range of community-based approaches. These 

were described in the WHO 2012 Strategic HIV Testing and Counselling 

Framework, which included a strategic mix of HTC approaches – provider-

initiated testing and counselling in clinical settings, retesting guidelines, 

couples/partners’ HTC, community-based strategies for key populations and 

adolescents, and emerging approaches such as self-testing.  

Universal HTC might seem a far cry yet, but this is how it was needed 

to be done. (See Figure 1.) 

Figure 1: Universal HTC 

 

Source: WHO Strategic Service Delivery Framework, 2012 

WHO’s recommended testing strategies for diagnosis in low- and 

high-prevalence areas (i.e. below 5% and above 5%) were described in 



Report of the twenty-third meeting of national AIDS programme managers 

16 

detail. The only mandatory testing that WHO and UNAIDS supported were 

screening for HIV and other bloodborne infections of all blood destined for 

transfusion or for the manufacture of blood products, and screening of 

donors prior to all procedures involving transfer of bodily fluids or body 

parts such as artificial insemination, corneal grafts and organ transplants.  

All HTC scale-up should include the "5 Cs": Consent, Confidentiality, 

Counselling, Correct test results, and Connection/Linkage to prevention, 

care and treatment. 

Outreach testing (i.e. within communities in concentrated epidemics), 

while convenient and acceptable, needed policies that allowed 

community-based testing and linkage to care for those identified positive. 

HIV self-testing could be the answer to scaling up access to HTC, as it was 

cost–effective, highly acceptable and accurate. The consequences of false-

positive results could be serious – both at an individual and public health 

level – with implications for safety and fear of violence. HTC quality 

concerns also centred on busy testing sites (with short opening hours, high 

client throughput and few, overworked staff with many tasks); poor training 

and supervision; low proficiency and inability or disinterest to follow 

standards; stock-outs of reagents/consumables and poor-quality tests. 

The test for triage was discussed as a single rapid diagnostic test in a 

community-based setting which, on showing HIV-positive results for a 

client, could be coupled with confirmatory testing in a national referral 

HTC clinic, where linkage to services could be provided, if required. 

The way forward clearly required a strategic focus on efforts to 

increase access to and coverage of HTC, consideration of new HTC 

approaches, overcoming policy and regulatory issues, and promoting critical 

enablers within an enabling environment.  

6.3 HIV coinfections  

Addressing and strengthening TB/HIV collaboration in South-East Asia  

Dr Rim Kwang IL, Medical Officer (TB), World Health Organization, 

Regional Office for South-East Asia, New Delhi, India, said that SEAR bore 

39.5% (4.8 million cases) of the global TB burden and 15% of the global 
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TB/HIV burden. A 50% decline in estimated TB prevalence, incidence and 

mortality rates in the Region was noted between 1990 and 2012.  

There was a clear need to strengthen TB/HIV collaborative activities 

through enhanced coordination between the TB and HIV programmes, the 

implementation of which would be enabled by the WHO Regional Office 

for South-East Asia through technical support, advocacy, information 

dissemination and organization of joint meetings in the Region. The 2012 

WHO Policy on Collaborative TB/HIV activities focused on three main 

aspects: 

(1) establishment and strengthening of the mechanisms for 

delivering integrated TB and HIV services; 

(2) reduction of the burden of TB in PLHIV and initiation of early 

ARV (the Three I’s for HIV/TB); and 

(3) reduction of the burden of HIV in patients with presumptive and 

diagnosed TB. 

Progress in addressing TB/HIV had been achieved through 

comprehensive packages of HIV/TB services made available to about one 

billion people in the Region, primarily due to the expansion of HIV 

services, intensified case-finding through integrated HTC, and care centres 

and infection control measures included in the national plans of nine of the 

11 Member States. Isoniazid prevention therapy was not adopted as a 

policy in most countries.  

Challenges in addressing TB/HIV centred around a slow uptake of 

evidence-based global policies; dysfunctional coordination and linkage 

between the two programmes; insufficient planning and resources; limited 

availability of trained and skilled personnel; logistical and administrative 

issues leading to a service delivery mismatch; lack of systems for cross-

referral, monitoring and evaluation; and the involvement of 

nongovernmental organizations (NGOs) and the private sector, which 

posed further challenges. 

TB/HIV coinfection: Bangladesh perspective 

Dr Md Anisur Rahman, Deputy Programme Manager, National AIDS/STD 

Programme, Ministry of Health & Family Welfare, Dhaka, Bangladesh, said 
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that his country ranked sixth
 

globally among the 22 high TB burden 

countries, and third only to India and Indonesia in SEAR in disease burden; 

the proportion of TB patients coinfected with HIV was 0.16%. The 

estimated number of TB/HIV-coinfected cases was 240 in 2012. 

HIV prevalence among the general population in Bangladesh was 

<0.1% with an estimated 8000 PLHIV, as per the Global AIDS Report, 

2013. However, there was a high risk of HIV acquisition among key 

populations, migrant workers and adolescents. The punitive laws increased 

the risk. Fifty percent of TB patients had HIV coinfection. Of the notified 

TB/HIV-coinfected patients in 2012, 100% were on co-trimoxazole 

prophylaxis. Isoniazid prevention therapy had not been adopted as a 

policy. 

The goal of the TB/HIV Strategy of Bangladesh was to reduce TB/HIV-

associated morbidity and mortality through intensive collaboration between 

the national AIDS and TB programmes. While there was an integrated 

referral system established between directly observed treatment, short-

course and HTC, based on two strong national programmes of TB and HIV 

prevention and control, there was room for improving resource 

management, intersectoral collaboration, coordination, funding, 

surveillance, stigma and discrimination, continuum of care, screening and 

training.  

Health systems strengthening would enable joint resource 

mobilization and planning, capacity-building, effective referral and 

communication mechanisms, and enhanced community involvement. 

Viral hepatitis in SEAR  

Dr Vason Pinyowiwat, Technical Officer, Public Health, WHO Regional 

Office for South-East Asia, New Delhi, India, said that the prevalence, 

morbidity and mortality from hepatitis B and C were very high and 

included cirrhosis and liver cancer. In SEAR, there were an estimated 100 

million people positive for hepatitis B surface antigen (5.6%) and 29.1 

million (1.62%) carriers of the hepatitis C virus (HCV).  

The prevalence of HBV was on the decline in all countries in the 

Region, except Indonesia. This logically correlated with an increase in HBV 
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immunization. The number of children immunized with hepatitis B vaccine 

increased to over 20 million in 2010, totalling 99 million since 2003. More 

than 50% of global hepatitis E deaths occurred in the Region. 

Regarding blood safety in SEAR, 100% of blood was screened for HIV. 

High rates of screening blood for HBV and HCV infection had resulted in 

the prevention of further infections. 

The goal of the regional strategy for prevention and control of 

hepatitis in SEAR (2011–2015) was the implementation of policies, 

programmes and interventions to interrupt transmission and reduce the 

incidence and socioeconomic consequences of viral hepatitis in the Region. 

A work plan for 2014–2015 had been developed with the objective of 

forming an adequate statutory and regulatory environment for the 

prevention and control of viral hepatitis and establishing an effective viral 

hepatitis surveillance system with improved capacity for complete and 

accurate disease reporting. A subset of activities had been identified.  

Improving access to hepatitis C treatment 

Dr Dipendra Raman Singh, Director, National Centre for AIDS & STD 

Control, Ministry of Health & Population, Kathmandu, Nepal, said that 

there are over 90 000 drug users in Nepal, of which 56.6% are injectors. A 

2011 study by the United Nations Development Programme (UNDP) 

estimated that among PLHIV, rates of hepatitis B and C infection were the 

highest among key populations, especially PWID. The prevalence of 

hepatitis C among PLHIV was 19%, and that of hepatitis B was 4%. Male 

PWID had the highest prevalence of HBV (83%) and HCV (95%).  

Evidence-informed approaches for the prevention, control and 

management of HIV/HBV and HIV/HCV coinfections among vulnerable 

and key populations would be addressed in the next national strategy for 

HIV and STI prevention and control, based on the guidance provided by 

WHO. 

Hepatitis B and C in Indonesia 

Dr Indri Oktaria Sukmaputri, Focal Point of CST of Sub-Directorate AIDS 

and STI, Jakarta, Indonesia, said that her country had one of the highest 
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rates of viral hepatitis in SEAR, with an estimated 28 million people living 

with HBV and/or HCV, and only one in five aware of their infection. The 

basic health survey in 2007 revealed that the prevalence of hepatitis B 

averaged 9.4% across all age groups (1 to 60+ years). 

Liver disease, including hepatitis, was the second leading cause of 

death among the general population in Indonesia. Anecdotal programme 

data of 2007 from two community organizations indicated that 

HIV/HCV/HBV coinfection rates among PWID continued to soar, while 

rates of HIV infection among PWID were decreasing steadily.  

Incarceration had been recognized as an independent risk factor for 

high HCV transmission. In many countries, HCV was more widespread in 

prisons than in the general population. Significant proportions of the 

incarcerated populations injected drugs. While no data were available on 

HCV rates among prisoners, injecting drug use, high HIV prevalence and 

unsafe injecting practices had been widely documented in Indonesian 

prisons. 

Political commitment towards prevention and management of 

HBV/HCV was strong in Indonesia. A blood donor screening programme 

(1992) and integration of HBV vaccination were added to the national 

vaccination programme (1997), as early measures to control the virus. 

Areas that required further strengthening included programme 

surveillance, advocacy and dissemination of information, resource 

mobilization, partnerships with communities, and access to affordable HCV 

treatment and services. 

Hepatitis B and C treatment guidelines 

Dr Philippa Easterbrook, Scientist, Treatment and Care, WHO Headquarters, 

Geneva, presented the four axes of the Global Hepatitis Framework: 

(1) partnerships, resource mobilization and communication 

(2) data for policy and action 

(3) prevention of virus transmission 

(4) screening, care and treatment. 



Prevention, care and treatment of AIDS 

21 

Figure 2: Current status of HBV and HCV 

5

Current status: HBV and HCV

Intervention Status

HBV vaccine Global coverage of childhood immunization 

estimated at 79%. Birth dose coverage much lower

Safe blood Improved coverage of screening, but blood not 

universally screened in 39 countries

Infection control 

practices

Significant risk in selected countries due to overuse of 

injections and reuse of syringes

Harm reduction Insufficient coverage of services

Safer sex practices Linked to HIV prevention

Prenatal

interventions

Insufficient coverage of HBV birth dose

Role of antivirals to prevent mother-to-child 

transmission?

Treatment Very low coverage

 

Source: Slide from Presentation of P. Easterbrook 

HIV, HBV and HCV had some similarities. There were shared initial 

barriers to increasing treatment access, such as: limited data on the 

epidemiological situation; high stigma and discrimination; lack of political 

and financial commitment; complexity of drug regimens; high pill burden; 

side-effects that complicate adherence; complexity of screening; treatment 

and follow-up monitoring; high cost of drugs and tests; patents on 

approved drugs and those in the pipeline; highly specialized vertical 

services; and limited patient and community engagement.  

Lessons learnt from the HIV movement proved that much could be 

attained in a public health setting. These included advocacy, activism, 

political and financial commitment from multiple stakeholders, simplified 

guidance and easy-to-follow drug regimens, monitoring and surveillance, 

partnerships and affordably priced drugs. 

HCV infections were a significant cause of morbidity and mortality. 

Globally, 185 million people had a history of HCV, of whom 130–150 
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million persons lived with chronic HCV infection, resulting in 350 000–

500 000 annual deaths. There was now a rapidly changing therapeutic 

environment. However, there were large geographical differences in 

standards of care, with low levels of treatment coverage.  

The WHO hepatitis C treatment guidelines, launched in April 2014, 

provided recommendations across the continuum of care (screening, care, 

treatment). The guidelines were aimed at health policy-makers in LMIC and 

based on a public health approach, with recommendations for all approved 

hepatitis C drugs. A sustained virological response (cure rate) was now 

possible with newer, short-course, all oral, highly effective regimens.  

Dr Easterbrook highlighted recommendations for screening, care and 

treatment within their relevant contexts. The backdrop against which the 

recommendations for screening were made was a lack of national testing 

policies, lack of confirmatory testing for those who tested serologically 

positive, symptomatic testing when liver failure symptoms became apparent 

with most people being unaware of their HCV status.  

She also elaborated on WHO’s hepatitis B management guidelines, 

WHO’s role in improving access to hepatitis therapy, diagnostic products 

currently in the WHO pre-qualification process and the inclusion of 

pegylated interferon in the 2013 WHO Essential Medicines List. However, 

many challenges lie ahead to address the gaps in prevention, care and 

treatment of persons with hepatitis.  

7. Systems strengthening 

7.1 HIV and health systems: an overview  

Dr Sunil Senanayake, Regional Adviser, Health Systems Management and 

Patient Safety, WHO Regional Office for South-East Asia, New Delhi, India, 

highlighted the six building blocks of the health systems framework, which 

strove to achieve four distinct outcomes – improved health level and 

equity, responsiveness, social and financial risk protection, and improved 

efficiency. He emphasized the need to ensure health systems strengthening 

for the scaling up of disease-related programmes that resonated with the 

concept of universal health coverage embedded in the primary health-care 

approach. 



Prevention, care and treatment of AIDS 

23 

In SEAR, focus was required on various aspects of the six building 

blocks: 

 ensuring the availability, accessibility, affordability and 

acceptability of good health services;  

 addressing the shortage of human resources for health, skill mix, 

distribution and migration issues to create a well-performing 

workforce;  

 working towards a well-functioning health information system, 

while tackling complexities associated with decentralization of 

data and poor registration practices;  

 optimizing issues related to medical products, vaccines and 

technologies through the use of a standardized Essential 

Medicines List to curb the irrational use of medicines; addressing 

weaknesses in drug supply and grossly under-resourced drug 

regulatory systems, while working towards better 

implementation of national drug policies;  

 working towards good health financing by increasing the 

extremely low percentage of gross domestic product spent on 

health by the governments of Member States in the Region, 

leading to high out-of-pocket expenditure; and  

 focusing on leadership and governance to secure quality 

assurance for health products and services across decentralized 

health systems in Member States. 

7.2 Service delivery approaches for scaling up HIV testing  

 and treatment  

Dr Petchsri Sirinirund, Temporary Adviser, WHO Regional Office for South-

East Asia, New Delhi, India, shared the presentation on a consultative basis 

with participants in order to receive their inputs. The principles explored 

were twofold: (i) how to maximize the benefits of ART in order to reduce 

AIDS-related deaths and new HIV infections, and (ii) how to translate the 

global guidelines into actions appropriate to the situation and contexts of 

countries in the Region.  
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The Thailand example was used to share the possible models of 

service delivery for expanding access to HIV testing and treatment. It is 

critical to understand the national and local context, and plan models of 

service delivery that address the contextual factors rather than copying from 

what has worked elsewhere. It is also important to understand feasibility 

and rate of scale-up possible, given the resources at hand, both human and 

financial. National and perhaps subnational target setting, depending on the 

size of the epidemic, would help monitor the response systematically.  

7.3 Strengthening supply chain management for HIV drugs  

 and diagnostics  

Dr U Dinesh Kumar, Professor, Indian Institute of Management, Bangalore, 

India, opined that successful implementation of supply chain management 

systems, in the context of national HIV prevention and control programmes, 

should focus on demand forecasts for various commodities, key 

performance indicators (KPI) for measuring the effectiveness of the 

respective supply chain, and checklists for the effective management of HIV 

programmes.  

A review revealed that an interrupted supply of ARV, and stock-outs 

of laboratory supplies and test kits put the patient at risk of developing drug 

resistance, treatment failure, loss of quality-adjusted life years and untimely 

death. An adherence of over 95% was required to reach maximum viral 

suppression. 

A successful supply chain management strategy would be based on 

three pillars: prevention of HIV infections; increase in access to care; and 

reduction in HIV-related health disparity.  

The way forward for Member States would be to identify key 

challenges, develop KPI for measuring performance of the supply chain 

management system and checklists. Capturing and analysing data would be 

a key challenge. It was recommended that intelligence systems for 

capturing, analysing and reporting HIV-related data be created, and the 

data used for forecasting and planning uninterrupted supply chains. KPI 

used to measure the impact of improved supply chain management. 
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7.4 Addressing HIV among adolescents  

Dr Razia Pendse informed that in 2012, globally there were about 2.1 

million adolescents living with HIV. From 2005 to 2012, AIDS-related 

deaths among adolescents living with HIV increased by 50%, while globally 

AIDS-related deaths fell by 30%.  

WHO developed adolescent HTC guidelines in 2013, which focused 

on key recommendations, service delivery considerations and tailored 

approaches to adolescents. These guidelines also highlighted issues such as 

reviewing policies regarding the adolescent age of consent and the 

prioritization of adolescents in the HIV research agenda.  

In 2012, about one third (780 000) of all new infections occurred 

among young people aged 15–24 years (range 70 000–960 000). An 

estimated 300 000 (range 250 000–390 000) of these new infections 

occurred among adolescents aged 15–19 years. Yet, more than 90% of HIV 

resources were targeted towards “low-risk” youth. AIDS-related deaths 

among adolescents between the ages of 10 and 19 years increased by 50% 

between 2005 and 2012, rising from 71 000 to 110 000.  

Brain development, perception of risk, development of sexual 

identity, homelessness, mental health, education, drugs and alcohol, and 

self-stigma were some of the issues and barriers faced by adolescents. The 

interpretation of laws by law enforcement agencies and health providers 

actually resulted in less protection and more health harm. Adolescents 

experienced high rates of physical and sexual abuse from law enforcement 

agencies. Social norms about adolescent sex, homosexuality and 

commercial sex were challenges faced by adolescents as well as 

implementers. The result was a significant contribution by adolescents and 

young people from key populations to new HIV infections, increased 

vulnerability to STI and HIV, and poor access and uptake of services. They 

were clearly categorized as a “harder-to-reach” segment of the population 

with complex needs. 

The main messages were as follows.  

 Young people in key populations were doubly disadvantaged 

and urgently needed effective and acceptable services tailored to 

them. 
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 Health sector and community partnerships were essential.  

 Even in legally constrained settings, public health and medical 

ethics required that respectful and quality HIV services be 

provided to young key populations. 

7.5 Elimination of mother-to-child transmission of HIV  

 and syphilis  

Dr Razia Pendse said that the Framework for the Elimination of New 

Paediatric HIV Infections and Congenital Syphilis in the Asia–Pacific Region 

in 2011–2015 recognized the unique regional epidemic and outlines 

cohesive actions under the six strategic building blocks, simultaneous 

progress across which would help achieve programmatic targets. The South-

East Asia regional overview showed that in 2012, about 9 million pregnant 

women received HIV testing. The coverage of ANC attendees undergoing 

syphilis testing had increased in countries of the Region.  

Women attending ANC at least once (out of the estimated number of 

pregnant women) ranged from 65% to 98% across Member States in the 

Region. Those who received HIV testing (out of those who attended ANC at 

least once) varied from 1–100%. Regarding ARV for HIV-positive pregnant 

women and early infant diagnosis (EID) for exposed infants, the percentage 

of HIV-positive pregnant women who received ARV (out of the estimated 

number of pregnant women) ranged from 1–94%, and the percentage of 

HIV-exposed infants receiving EID at two months of birth (out of the 

estimated number of HIV-positive pregnant women) was between 2% and 

77%.  

Dr Pendse shared the evolution of the WHO PMTCT ARV 

recommendations, highlighting the move towards more effective ARV 

drugs, extending coverage throughout the mother-to-child transmission 

(MTCT) risk period, and ART for the mother’s health, as well as 

recommendations on Option B and B+. She also highlighted 

implementation issues such as the need for adequate planning for changes 

in guidelines; expansion and integration of ART into PMTCT sites; 

strengthening the supply chain for ARV (to avoid stock-outs); consideration 

of task-shifting for ART initiation; adherence, retention, follow up; all 

maternal, newborn and child health sites becoming ART sites and access to 
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ART monitoring in other programmes such as maternal and child health 

and TB.  

An overview of the global guidance on “Criteria and processes for 

validation: elimination of mother-to-child transmission of HIV and syphilis” 

was presented. Criteria proposed for the minimum eMTCT impact targets 

were: for HIV – <50 new paediatric infections per 100 000 live births and 

a transmission rate of either <5% in breastfeeding populations or <2% in 

non-breastfeeding populations; for syphilis – <50 cases of congenital 

syphilis per 100 000 live births.  

7.6 Country experiences of prevention of mother-to-child 

 transmission (PMTCT) of HIV 

Maldives 

Mr Abdul Hameed, Senior Public Health Programme Officer, Health 

Protection Agency, Ministry of Health, Malé, Maldives, presented the 

situation in his country. As of December 2013, 19 locals and 303 

expatriates were infected with HIV, of whom seven survivors were on ART. 

Although Maldives had a low prevalence of HIV, it was at high risk of an 

increase in prevalence due to an increase in injecting drug use, 

transactional sex, male-to-male sex among MSM, low condom use, multiple 

sexual partners, and overlap of key population groups with the general 

population. In addition, there were information and behaviour gaps in the 

perception of risk among the young population. 

The National Strategic Plan on HIV/AIDS 2014–2018 primarily 

focused on prevention in key, vulnerable populations including youth, 

migrants, seafarers, resort workers as well as the general population; 

treatment, care and support for PLHIV; provision of strategic information; 

and an enabling environment.  

In the existing system, every HIV-positive result was reported to the 

national programme for follow-up, counselling and confirmation. All 

pregnant mothers attending ANC were offered an HIV test. National blood 

services ensured safe blood and blood products. CD4 testing was available 
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in the country, and viral load testing was done by sending samples to 

regional reference laboratories.  

Dr Ali Nazeem, Consultant in Medicine, Indira Gandhi Memorial 

Hospital, Malé, Maldives, shared a case study of a 34-week pregnant 

woman who tested positive for HIV after receiving a blood transfusion. She 

was given post-test counselling and started on ART the same day 

(TDF/FTC/EFV). She was further counselled on delivery and infant-feeding 

options of replacement feeding as per the national standards. The baby was 

started on a triple ARV regimen with AZT/3TC/NVP one hour after birth. A 

support plan was developed and coordinated by the National AIDS 

Programme. The baby was continuously followed up and monitored. About 

a year later, the baby was HIV-free. 

India 

Dr Ashok Kumar, Deputy Director General, Department of AIDS Control, 

National AIDS Control Organization, New Delhi, India, presented figures 

on the demographics, health-care infrastructure, and HIV testing and 

treatment facilities in India. The estimated number of pregnancies was 29 

million per annum. 

There was a declining trend in the estimated adult HIV prevalence 

(0.33% to 0.27%) and the number of PLHIV (2.25 million to 2.09 million) 

in India over the period 2007–2011 in the high-prevalence states of the 

south and northeast, but a rising trend in the low HIV-prevalence states of 

central and north India. The challenge that remained was to identify HIV-

positive pregnant women, especially in low-prevalence states, who 

contributed to 57% of the HIV burden in India. 

The number of pregnant women tested for HIV increased from 1.3 

million in 2005–2006 to 9.7 million in 2013–2014. The trend in HIV 

positivity among pregnant women showed a fivefold decline between 2005 

and 2014. HIV prevalence was 0.42% on average among pregnant women 

in India.  

The strategy adopted by the National AIDS Control Organization was 

supported by the guidelines for using multidrug ARV regimens for the 

prevention of parent-to-child transmission (PPTCT). The PPTCT services 
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launched in 2001 had evolved over the years to their current status of a 

nationwide launch of “lifelong ART for all HIV-infected pregnant and 

breastfeeding mothers, irrespective of WHO clinical staging and CD4 

count” (option B+).  

Dr Kumar outlined integration of PPTCT and maternal and child 

health services and key interventions to address PPTCT challenges in high-

focus districts. A detailed overview of PPTCT implementation in two Indian 

states was further elaborated upon. 

7.7 HIV and syphilis in the context of quality of care for mothers 

 and children 

Dr Martin Weber, Regional Adviser, Maternal and Reproductive Health, 

WHO Regional Office for South-East Asia, New Delhi, India, said that the 

coverage of key interventions across the continuum of care (pre-pregnancy, 

pregnancy, birth, postnatal, infancy and childhood) was progressive across 

all Member States at varying levels. As the countdown to 2015 drew closer, 

it was time to move towards measuring effective coverage rates.  

A global review of the key interventions related to reproductive, 

maternal, newborn and child health identified essential, effective, 

evidence-based interventions, commodities and guidelines to be 

implemented across all levels (community, primary and referral) of the 

continuum of care.  

Quality was considered to be maintained if there was adherence to 

standards, where standards need to be defined, agreed upon, 

communicated, monitored and enforced. A definition of minimum 

standards based on the "Plan Do Study Act” model in order to improve the 

quality of care in hospitals was presented.  

Dr Weber summarized that ANC visits presented the core opportunity 

for delivering interventions such as HTC, initiation of PMTCT, syphilis 

testing and treatment, and other interventions, e.g. for malaria and TB. 

Quality of care with defined standards was crucial, and stock-outs of test 

kits and supplies were inexcusable. Monitoring of performance and linkages 

to quality improvement initiatives such as accreditation and certification 

were essential to improve and maintain quality. 
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7.8 HIV and children – towards an AIDS-free generation 

Dr Wing-Sie Cheng, Regional Adviser, HIV and AIDS, UNICEF East Asia 

and Pacific Regional Office, Bangkok, Thailand, noted that the Asia–Pacific 

Region accounted for about 7% of global new HIV infections in children. A 

40% drop in new infections among children was registered in LMIC 

between 2001 and 2011.  

Universal coverage of interventions for PPTCT of HIV was 1% in South 

Asia and 43% in East Asia and the Pacific – well below the 62% average for 

LMIC worldwide. Coverage of EID was a mere 2% in South Asia and 30% 

in East Asia and the Pacific, in comparison to the 39% average of all LMIC. 

EID of HIV varied widely across the region; there was a long turnaround 

time for test results, causing delayed ART initiation and a high rate of loss to 

follow up. Progress on testing and counselling for HIV and syphilis was 

uneven across the Region. Coverage of ART for children lagged behind that 

of adults (53% in East Asia and the Pacific and 39% in South Asia).  

Adolescents were the only group where the number of AIDS-related 

deaths was growing. On average, 20% of the population in the region 

comprised adolescents. No country in the Region had age-disaggregated 

information. Hence, HIV treatment coverage among adolescents could not 

be determined. 

To combat and prevent HIV among adolescents, a holistic child rights-

based approach with a cascade of social welfare, juvenile justice and public 

health services was required. Ending AIDS among boys and girls who were 

sexually exploited was an issue with multiple dimensions. In the Asia–

Pacific Region, less than 40% of young sex workers, 33% of the MSM 

surveyed and 25% of PWID knew their HIV status. 

Procedural clarity must be maintained between the social welfare, law 

enforcement, juvenile justice and health sectors. A case management/social 

work approach was resource-intensive but necessary to address HIV 

vulnerability and risk.  

AIDS would not end without responding to adolescents at higher risk. 

A blanket response of rescue, forced detention and rehabilitation does not 

help. Access to HIV/STI testing, counselling, treatment and care; support 
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services against exploitation, abuse and HIV/STI risks; alternatives to 

prostitution offered to children wanting a different life, e.g. education, 

vocational training, etc. will be of utmost importance. Structural/social 

protection as a long-term measure must be put in place. Short-term 

measures such as linking to alternative development and survival options 

and community-based alternative care could be introduced.  

Stigma index studies conducted in 2011 in nine countries in Asia–

Pacific showed that PLHIV (below 25 years of age) had been prevented 

from attending school, denied access outright or faced discriminatory 

attitudes from teachers as a result of stigma and discrimination. Ending 

AIDS would thus require attention to adolescents and children.  

8.  HIV drug resistance (HIV-DR) and strategic 

information  

8.1 HIV drug resistance (HIV-DR) monitoring and surveillance   

Dr Po-Lin Chan, Consultant, WHO Regional Office for South-East Asia, 

New Delhi, India, said that approximately 2 million people in the Region 

needed ART. ART coverage was about 50%, primarily due to treatment 

increase in India and Thailand. HIV-DR remained a challenge, with several 

factors contributing to it. The HIV care cascade was “leaky” across all 

Member States, underlining the challenge of ensuring coverage and quality 

of care over a long period of time. 

The WHO HIV Drug Resistance Surveillance and Monitoring Strategy 

2012 consisted of several approaches, which informed public health action 

on ART programmes and policies. There were two WHO-designated 

national HIV-DR laboratories each in India and Thailand and three regional 

HIV-DR laboratories each in Australia and China. Five high-burden 

Member States that accounted for 99% of infections had implemented 

expanded site monitoring for early warning indicators (EWI) since 2005. 

Thailand had put in place combined EWI and quality improvement 

indicators, piloted as HIVQUAL-T in 12 hospitals in 2002. India, Indonesia 

and Thailand had been conducting national HIV-DR threshold surveys 

(transmitted HIV-DR) since 2005. 
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The surveys in India and Indonesia detected an HIV-DR rate of 8–9%, 

while the possible HIV-DR rate was between 16% and 26%. The South-East 

Asia Region Strategic Plan for HIV-DR Monitoring and Surveillance 2015–

2019 would include a situation and gap analysis, development of country 

five-year HIV-DR plans with implementation timelines, and their resource 

and funding needs. 

8.2 HIV drug resistance (HIV-DR) surveillance: implications for 

low- and middle-income countries (LMIC)  

Dr Silvia Bertagnolio, Medical Officer-Drug Resistance HIV, WHO 

Headquarters, Geneva, explained that broadly, there were three categories 

of HIV-DR – acquired, transmitted and unknown (acquired or transmitted). 

Surveillance for HIV-DR (and conditions favouring its emergence) was key 

to preserving the effectiveness of ART. Protecting the efficacy of the limited 

therapeutic options was essential for the sustainability of HIV programmes.  

Of the 9.7 million people receiving ART in LMIC, 95% were on first-

line therapy (US$ 120 per annum) and 5% on second-line therapy 

(US$ 330 per annum). Options beyond second-line treatment are costly, 

currently at US$ 2000 per annum.  

HIV-DR, if not properly controlled, could reduce the durability (or 

even eliminate the effectiveness) of the current first-line regimen, resulting 

in patients having to switch to the more expensive second- or third-line 

regimens. Results from HIV-DR surveillance told us how well a treatment 

programme was performing in suppressing the viral load and in minimizing 

the emergence and onward transmission of drug-resistant strains. They were 

a good measure of whether programmes were using appropriate regimens 

and could lead to better treatment guidelines, both at the global and 

country levels.  

In 2004, WHO developed a strategy with three prime components to 

assess the emergence and transmission of HIV-DR:  

 TDR: surveillance of transmitted DR in recently infected 

populations;  

 ADR: surveillance of acquired drug resistance in populations 

receiving ART; and  
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 EWI: monitoring of early warning indicators, which assess factors 

associated with drug resistance emergence at treatment sites.  

The WHO HIV-DR Global Report (2012) stated that higher levels of 

ART coverage were associated with increased prevalence of transmitted DR 

to non-nucleoside reverse transcriptase inhibitors (NNRTI). Nevertheless, 

the overall estimated effect on HIV-DR of increase in treatment coverage 

remained modest. 

Of over 5000 surveys of HIV-DR (any drug) done worldwide, an 

average of 6.8% of the global population showed HIV-DR at the pre-

treatment stage. No conclusive results could be drawn for SEAR for lack of 

adequate data.  

About 76% of patients initiating therapy achieved viral load 

suppression on a standard first-line regimen at 12 months; while 72% of 

people failing ART at 12 months had HIV-DR. Twenty-eight per cent had 

no HIV-DR, despite failing a first-line ART regimen. This meant that they 

had unnecessarily been switched to second-line regimens in the absence of 

good adherence. Approximately 18% were lost to follow up or stopped 

therapy. 

The revised HIV-DR strategy included five elements.  

(1) EWI should be established to assess factors associated with 

virological failure and emergence of HIV-DR (quality of care) at 

the clinical level, allowing for corrective action, e.g. drug supply 

continuity. 

(2) Pre-treatment HIV-DR to generate a cross-sectional, nationally 

representative estimate of HIV-DR prevalence and determine 

whether currently recommended first-line ARV regimens were 

still effective for the majority of the population initiating ART. 

(3) Acquired HIV-DR prevalence of viral load suppression, 

resistance and retention for two types of patients (a) on ART for 

12 (±3) months, or (b) on ART for >48 months were assessed in 

adults and children separately.  

(4) For selection of a first-line paediatric regimen for HIV-DR in 

infants <18 months, the goal was to assess the prevalence of 

nucleoside reverse transcriptase inhibitor (NRTI) and NNRTI 
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resistance separately among HIV-infected children with/without 

an unknown history of exposure to ARV for PMTCT. 

Interestingly, 30% of those without any previous exposure had 

resistance. The data strongly supported a change in the WHO 

guidelines, recommending that all children <2 years should start 

with a protease inhibitor-based regimen, regardless of PMTCT 

exposure.  

(5) To assess the national prevalence of transmitted DR in ARV-

naïve populations likely to have been recently infected, trends 

over time could be ascertained. Transmitted DR was especially 

relevant in settings where high pre-treatment HIV-DR was 

observed. 

As access to ARV increased, ART was started earlier, both as treatment 

and prevention, and the eligibility criteria for ART changed to include 

asymptomatic people. Transmitted DR was expected to increase. HIV-DR 

surveillance should be integrated within the national HIV strategic plan. 

Routine implementation of HIV-DR surveillance was important, as it was 

critical to inform programme performance and policy, easy to implement 

and good value for money.  

So far, there were very limited HIV-DR surveillance data from SEAR, 

which was urgently needed as input for the 2015 ART guidelines and the 

new HIV-DR global report in 2015.  

8.3 Consolidated guide on strategic information for the HIV 

health sector response: overview and context  

Dr Mazuwa Andrew Banda, Technical Officer (Strategic Information and 

Planning), WHO Headquarters, Geneva, noted that the objective of 

consolidating all the information published by WHO on various aspects of 

programmes on HIV was to bring critical information together in one 

location, ensure cohesiveness between programme areas, make 

connections along the result chain, link content (what to) with system issues 

(how to), and prioritize and harmonize with partners and users.  

The consolidated monitoring and evaluation guidelines drew on the 

recommendations from the Monitoring and Evaluation Reference Group. 

These were to:  
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 focus on biomedical prevention, HIV care and treatment; limit 

discussion pertaining to broader health system and epidemic 

themes to aspects of direct relevance to HIV;  

 use a cascade/continuum of services as a guiding framework, 

address specific information gaps identified along the cascade 

where critical;  

 maintain existing indicators, limit new indicators to filling critical 

gaps, and follow the Monitoring and Evaluation Reference 

Group guidance on indicators;  

 aim at reducing rather than increasing the number of indicators 

and focus on national-level monitoring; and  

 harmonize with the PEPFAR M&E framework, GFAM toolkit and 

UNAIDS GARPR; and  

 reduce the burden of reporting at the country level.  

8.4 Strategic information and access to drugs and diagnostics – 

AIDS zero portal  

Dr Petchsri Sirinirund, Temporary Adviser, WHO Regional Office for South-

East Asia, New Delhi, India, informed that Thailand’s next-generation 

strategic information data tool had been developed to support policy-

makers and programme managers. It was a platform that facilitated easy 

and real-time access to priority key and strategic information, highlighted 

key programme gaps for improvement, and brought to the fore 

geographical prioritization that would accelerate progress towards the 2013 

United Nations General Assembly high-level goals. It was an automation of 

information flow from existing databases (HIV, TB, key populations, youth, 

STI, etc.), compiled into select key indicators and resulted in nationally 

relevant key indicators, with a subset for policy-makers.  

Data use at all levels (national, provincial and service-provider levels) 

was best depicted by the following pyramid. (See Figure 3) 
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Figure 3: Data use in Thailand at all levels 

 

Source: Slide from presentation by P Sirinirund 

8.5 Achieving universal access and moving towards elimination 

of new HIV infections in Cambodia 

Dr Masami Fujita, Medical Officer, HIV/TB Team Leader, WHO Country 

Office for Cambodia, Phnom Penh, said that Cambodia’s health indicators 

were rapidly improving, but there was a long way to go. Cambodia is 

catching up after many years of internal conflict. The country has numerous 

NGOs, but government health systems and infrastructure were very fragile. 

There are approximately 1000 health centres and 70–80 district-level rural 

referral hospitals.  

Cambodia’s 1.0 national HIV programme focused on prevention 

among direct sex workers and home-based care. Home-based care fostered 

extensive networks of peer support groups. HIV, behavioural and STI trends 

among brothel-based sex workers in Phnom Penh showed that with a rapid 

increase of condom use among sex workers, a reduction in STI and HIV 

could be observed.  

Cambodia’s 2.0 national HIV programme focused on rapid expansion 

of voluntary counselling and testing in all districts and a quarter of the 
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health centres. ART sites were established in 70% of the districts. Cambodia 

did not only expand services, but also systematically linked with the 

community and created demand.  

“Friends Support Friends” in Khmer held monthly meetings at ART 

clinics involving PLHIV, families, NGOs, health workers, hospital 

management teams, religious leaders and local authorities. It was backed by 

the regular local continuum of care coordination meetings at operational 

district level. This forum provided opportunities  

 to engage local authorities and hospital management;  

 to establish PLHIV-friendly services by reducing stigma and 

discrimination among health workers;  

 to develop linkages between the community and health 

facilities; and  

 to promote initiatives of PLHIV as care providers, as peer 

supporters and as activists. 

Cambodia’s 3.0 National HIV Programme with its “Virtual Elimination 

of New HIV Infections by 2020” framework consisted of three domains of 

work: prevention and links to health services for key populations, eMTCT 

and ART as prevention. Cambodia had recently established a 

“multidisciplinary rapid response team”.  

Integrated active case management to maximize retention, and linking 

prevention and care for key populations required a robust information 

system to support tracking of individuals across different service delivery 

points. Cambodia was now considering an m-Registry.  

8.6 Access to medicines for HIV/AIDS and hepatitis: the 

intellectual property rights context  

Dr Manisha Shridhar, Regional Adviser, Intellectual Property Rights, and 

Trade and Health, WHO Regional Office for South-East Asia, New Delhi, 

India, said that intellectual property rights, in particular patents, had been at 

the centre of the debate on access to affordable medicines for HIV/AIDS. 

The Trade-Related Aspects of Intellectual Property Rights (TRIPS) 

Agreement of the World Trade Organization (WTO) was, to date, the most 
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comprehensive multilateral agreement on intellectual property, which 

required nations to protect pharmaceutical and drug patents. Those nations 

that did not support the rules risked trade sanctions by WTO. The advent of 

the TRIPS Agreement led to the harmonization of patent laws across the 

globe. 

The HIV/AIDS epidemic in South Africa led to the development of 

Para 6 of the Doha Declaration, which emphasized the importance of using 

TRIPS flexibilities for public health purposes, alongside developing a new 

mechanism for the supply of affordable medicines. The mechanism in Para 

6 took a long time to implement in the case of Rwanda. As a result, 

compulsory licensing became the favoured option for securing affordable 

ARV by developing countries.  

Compulsory licensing and government use without the authorization 

of the patent holder were allowed under TRIPS, but were made subject to 

conditions aimed at protecting the legitimate interests of the rights holder. 

Compulsory licenses were granted under certain conditions such as “for 

public non-commercial use”, “to correct anti-competitive practices”, “for 

the demand of domestic market”, “national emergency” and “extreme 

urgency”.  

Generic competition had driven down the price of HIV/AIDS 

treatments from more than US$ 10 000 to less than US$ 99 per patient per 

year. India had been a supplier of low-cost quality generic medicines and 

was able to reduce monthly medicine costs from US$ 395 to US$ 20.  

The goal of achieving access to affordable medicines for HIV/AIDS 

contributed to exploring hitherto unknown mechanisms for securing the 

public health needs of all populations. The new mechanisms arose from 

community and civil society advocacy and activism. A similar potential now 

existed for access to affordable medicines for other communicable and 

noncommunicable diseases such as hepatitis C and cancer.  

As intellectual property rights, including patents, were territorial in 

their application, a number of countries such as India defined a higher 

threshold of patentability in their patent law, so as to secure access to 

affordable generics. This might be done through local production or 

obtaining low-cost generics from supplier countries.  
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Active government, community and civil society partnership was 

promoted through new research collaborations such as Drugs for Neglected 

Diseases Initiative. This also resulted in the WHO response of setting up the 

Commission on Intellectual Property Rights, Innovation and Public Health 

to examine these issues and the resultant global strategy and plan of action. 

The WHO prequalification programme also played a major role in 

facilitating regulatory approval of medicines in developing countries and 

increasing access.  

9. Implementation science research 

9.1 Implementation science: learning while doing – experience 

of the Thai Red Cross AIDS Research Centre  

Professor Praphan Phanuphak, Director, Thai Red Cross AIDS Research 

Centre, Bangkok, Thailand, opined that implementation research was the 

study of methods that were needed or challenges that were faced when 

generalizing research findings into health-care policy and practice in the 

real world. It investigated major bottlenecks (e.g. social, behavioural, 

economic, management) that impeded effective implementation. It tested 

new approaches to improving health programming and determined a 

causal relationship between the intervention and its impact. 

Professor Praphan shared his personal view on implementation 

research. He also discussed using anal pap smear screening and STI services 

as entry points for HIV testing for MSM. Demand creation could be fuelled 

by websites such as adamslove.org, which were both educative and 

entertaining, where information on HIV/human papillomavirus/STI could be 

attained by MSM from the security of their homes. Supply creation would 

entail training and setting up services at health-care centres across the 

country. 

Thailand launched a “Test and Treat Study” for MSM/TG to primarily 

study the uptake of regular HIV testing and ART regardless of CD4 count. 

The overall ART initiation rate was 98% in a study conducted in February 

2014. Integration of post-exposure prophylaxis and pre-exposure 

prophylaxis was also introduced into these models. The success of this 

http://en.wikipedia.org/wiki/Methodology
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study was attributed to leadership, support, focusing on innovations that 

benefited the country and not the institution, and transparency and mutual 

respect among the multiple stakeholders/partners. 

In general, Asia had less HIV and implementation science research 

than sub-Saharan Africa, although scientific capability and infrastructure for 

research were as good as or better than in Africa. It just lacked international 

interest and priority. Professor Praphan suggested that Asian nations 

collaborate and help each other.  

9.2 Implementation science research – India  

Dr R.S. Paranjape, Director, National AIDS Research Institute, Pune, 

Maharashtra, India, a WHO Collaborating Centre for HIV Diagnosis, 

informed that in India, ART as prevention was successful in the study sites 

for the HPTN 052 trial. There was a 96% reduction in the sexual 

transmission of HIV-1 in serodiscordant couples and a 41% reduction in 

HIV clinical events. Early ART prevented HIV transmission over short 

periods, but longer survival attenuated this effect; the main driver of life-

years saved was a clinical benefit for treated patients. Early ART remained 

highly cost–effective over a lifetime under most modelled assumptions in 

India and South Africa.  

The effects of early initiation of ART on clinical outcomes of HIV-1 

infection included a delay in time to AIDS events, tuberculosis, and WHO 

stage 2 and 3 events; reduced the incidence of these events, and led to a 

rapid rise in CD4 cell counts to near-normal levels. 

The WHO Guidelines on the use of antiretroviral drugs for treating 

and preventing HIV infection (2013) also highlighted how implementation 

research can be used via a multicomponent intervention method. The 

proposed feasibility study on test and treat among serodiscordant couples 

being done at the National AIDS Research Institute will study the feasibility, 

acceptability and sustainability of early treatment among serodiscordant 

couples.  
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9.3 Indonesia: implementation research of HIV – current 

progress and future  

Dr Rudi Wisaksana, Head of HIV Working Group, Tuberculosis and HIV 

Center, University of Padjajaran, Indonesia, noted that Indonesia was one 

of the countries with the fastest growing rates of HIV in Asia. Although the 

national prevalence was 0.22%, there were concentrated epidemics among 

key population groups (PWID 39.5%; MSM 13%; FSW and TG about 7%) 

and certain geographical areas such as Java, Bali and Papua. Therefore, 

Indonesia needed implementation research, which was a scientific inquiry 

into real-world settings with various uncontrolled components, including 

social, economic and political influencing factors.  

Community involvement was of crucial importance for not only 

patients, but also for the entire service delivery process, as was proven by 

integrated management for prevention, care and treatment for HIV among 

PWID in West Java.  

The feasibility study on “test and treat” among PWID had the primary 

objective of assessing the impact of community intervention on virological 

suppression after one year of treatment. The study was planned in three 

cities (Bandung, Yogyakarta and Denpasar) and would include methadone 

maintenance treatment clinics, prisons, rehabilitation centres and 

community clinics. The study was expected to recruit 200 MSM and 200 

FSW every year for three years. In the first year, there would be no 

intervention, but formal research would be undertaken to develop 

community interventions to be implemented in the second and third years. 

The proportion of virologically suppressed subjects will be compared 

between years 1, 2 and 3.  

9.4 HIV: until and beyond 2015 

Dr N. Kumarasamy, Chief Medical Officer, YRG CARE Medical Centre, 

Chief – Chennai Antiviral Research and Treatment, Tamilnadu, India, noted 

that between 2005 and 2013, ART scale-up in India had been enormous 

(e.g. 25 to 408 ART centres; from approximately 7000 to 700 000 patients 

on first-line treatment). Globally, it should be possible to put 15 million 

people on ART by 2015. Approximately 3 million deaths could be averted 

by 2025 by switching from the 2010 WHO Guidelines to the 2013 WHO 
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ART Guidelines, which primarily promoted the initiation of ART irrespective 

of CD4 count or clinical stage in symptomatic persons and those with 

comorbid conditions (serodiscordant couples, pregnant women, those with 

TB, key populations), and at a CD4 count lower than or equal to 500 

cells/mm
3

 for asymptomatic cases. Early initiation of ART saved not only 

lives, but also proved to be cost–effective over a period of five years. An 

estimated 32 million people were eligible for ART in LMIC. 

Annual screening among high-risk populations and in high-prevalence 

districts, as well as voluntary HIV screening among the national population 

every five years, offered substantial clinical benefits and had proven to be 

cost–effective. 

Available data showed that patients with immunological failure with 

standard WHO criteria had severe mutations, which could jeopardize 

future second-line NRTI options and newer drugs. Thus, there was an 

urgent need for viral load monitoring to prevent HIV-DR. In addition, 

community involvement and the development of local strategies to 

promote adherence and retention of those on ART would benefit society to 

a large extent in terms of better and cost-effective treatment outcomes.  

There seemed to be a shift in the causes of death among PLHIV. 

AIDS-related deaths had dropped to new lows in comparison to the mid-

1980s, while non-AIDS diseases (diabetes, cardiovascular disease, etc.) 

were clearly on the rise as causes of mortality. Integration of HIV care and 

treatment in health service delivery would entail establishing HIV testing 

services with TB, sexual and reproductive health, noncommunicable 

disease and PMTCT programmes, as well as primary health care. 

HIV might be positioned within the post-2015 development agenda 

with a vision of “ending the AIDS epidemic”. The post-2015 development 

agenda seemed to attribute a smaller share to health than was the case till 

now, with sustainable well-being for all being the primary goal.  

Dr Kumarasamy concluded that the global progress on scale-up of 

ART had been extraordinary. There had been a distinct decrease in 

morbidity and mortality, as well as incidence of HIV as a result.  

Thus, ARV for treatment and prevention were a powerful tool towards 

ending the HIV epidemic. Sustainability of ARV would require forward-
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looking policies, more effective and innovative approaches coupled with 

further necessary investments. Issues needing further attention would 

include ensuring health systems capacity for scale-up and sustainability.  

9.5 Targets for the post-2015 era 

Dr Vladanka Andreeva said that the 2011 United Nations General 

Assembly Political Declaration on HIV/AIDS specified 10 targets and 

elimination commitments, with a focus on achieving universal access to HIV 

prevention, treatment, care and support by 2015, and zero new infections, 

discrimination and death due to HIV/AIDS by 2030. She summed up the 

ambitious global targets for intensified efforts to end AIDS by 2030, further 

detailing treatment targets and the expected impact.  

A multistakeholder meeting held in 2014 in Thailand called “No one 

left behind” focused on the consensus needed for ambitious targets for the 

post-2015 era, and the validation of inputs for global resource needs.  

The regional dialogue outlined a positive response to the global targets 

as an accountability framework for intensified efforts to end AIDS by 2030. 

It also articulated the need for scaling up HIV testing, geographical 

prioritization, focus on key populations, innovation in service delivery and 

increased funding as key to improving access to services and reaching the 

coverage milestones in 2020 and 2030.  

10. Country plans, resource mobilization and 

partnerships 

10.1 Overview of country plans until and beyond 2015 

Member States of SEAR committed to finalizing their individual HIV country 

strategies by 2014–2018; updating their national strategic plans and 

prioritizing reviews, forming advisory groups, conducting epidemiological 

analyses and estimating the size of key populations.  
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Furthermore, the focus will be on the following: 

 scaling up HIV testing and treatment among key populations, 

adolescents, children, pregnant women and the general 

population; 

 implementation research;  

 strengthening monitoring and evaluation pertaining to testing 

and treatment; HIV-DR monitoring and pharmacovigilance; and 

 updating/reviewing their STI and hepatitis strategies and STI 

services, and improving access to hepatitis B and C treatment.  

10.2 The GFAM: concept note preparation – lessons learnt  

 thus far 

Ms Gail Steckley, Senior Fund Portfolio Manager, High Impact Asia 

Department, The Global Fund to Fight AIDS, Tuberculosis and Malaria, 

Geneva, shared the details of concept note development for accessing 

resources through the new funding model. She also shared the lessons 

learnt from implementation of the new funding model in the past year, and 

how the prioritization and focus of the concept notes had evolved.  

With ceilings on funds provided in advance to countries, it was very 

important that countries prioritize and focus on the best mix of 

interventions that would impact the local epidemic and give the best return 

on investment. It was also critical to have robust national strategies, as the 

concept notes had to be matched to the strategic goals and implementation 

plans to show complementarity in the use of GFAM, domestic and other 

partner resources.  

11. Closing session 

In the concluding session, participants agreed to the following priorities for 

scale-up of HIV testing and treatment in Member States of the Region: 

 focus on key populations and prioritize geographical areas with a 

higher incidence to identify more newly infected persons and 

have a better yield for HIV testing and linkage to care; 
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 strengthen community engagement and develop partnerships 

with communities for expanding HIV testing, especially for key 

and vulnerable populations, and in areas with poor or difficult 

access to health services; in particular, . community-based HIV 

testing and community-based follow-up for improving 

adherence and retention in care; 

 use innovative service delivery models for improving and 

expanding access to HIV services through task-sharing/delegation 

and decentralization; 

 fully implement the recommendations of the 2013 ARV 

Guidelines, including improved and affordable access to ARV 

through the use of TRIPS flexibilities, expanding viral load testing 

and HIV-DR surveillance; 

 improve data collection, management and use by upgrading 

routine monitoring systems, making better use of data for 

decision-making and linking/integrating monitoring systems; and 

 conduct continued advocacy for political commitment and 

adequate resource allocation beyond 2015.  

For a more efficient and effective response beyond 2015, it is 

important not only to look at HIV outcomes alone but also to focus on non-

HIV outcomes such as noncommunicable diseases and coinfections, 

especially TB and hepatitis. 
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