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Kyrgyzstan was the first country in Central Asia to begin methadone maintenance programmes in 2002. Ukraine
initiated OST with buprenorphine in 2004; Moldova and Georgia did so with methadone in 2004 and 2005
respectively. Substitution therapy is more widely available in Central and South-East Europe, including Croatia, the
Czech Republic and the Former Yugoslav Republic of Macedonia, but even here coverage rates are below 15%.
Slovenia, where an estimated 49% of IDUs (or 39% of problem drug-users) receive OST, is a notable exception in
this region.

Ten countries or territories in South and South-East Asia and three in East Asia and the Pacific each had at least one
dedicated needle and syringe exchange programme in 2005: Bangladesh, Cambodia, China, India, Indonesia, the Islamic
Republic of Iran, Malaysia, Myanmar, Nepal, Pakistan, and Viet Nam.?' Opiod substitution therapy was legal in China, India,
Indonesia, the Islamic Republic of Iran, Malaysia, Myanmar, Nepal, Singapore, and Thailand. In China the number of
methadone maintenance treatment clinics increased from 128 to 320 between 2005 and 2006, and there was an increase
from 130 to 392 in the number of needle and syringe exchange programme sites for IDUs over the same period.

Box 10. Interventions for injecting drug users in Myanmar and the Islamic Republic of Iran

Whereas Myanmar had virtually no services three years ago, there are now 14 drop-in centres for IDUs in the
country, four of them having opened in 2005. These centres, run by national and international nongovernmental
organizations with more than 100 outreach workers and 60 injecting drug use peer educators, reached 12 658
drug users in 2005.°° Significant progress has been made in the distribution of needles and syringes: 1 161 929
needles were distributed free of charge in 2005, more than twice as many as in the preceding year (545 000).
The reported return rate was 80% of the needles distributed. Some of the findings of ad hoc studies in Lashio
(North Shan State) suggest that programmes have already achieved an important impact in reducing risk
behaviour: the reported sharing of injecting equipment fell from 44% to 23% between 2003 and 2005. In 2006
a methadone substitution programme was started in four areas with high prevalences of injecting drug use.
Currently more than 190 patients have been enrolled and are followed in the methadone programme.

The Islamic Republic of Iran provides a good example of the scale-up of HIV prevention, treatment and care
in prisons. There are some 137 000 IDUs in Iran.”® HIV infection levels among IDUs are high: almost one in
four IDUs participating in a recent study in Tehran was HIV-positive, and a history of using non-sterile injecting
equipment in prison was the main factor responsible for infection.®* In 2001 the triangular clinics concept was
introduced to provide comprehensive and easily accessible HIV prevention, care and treatment services to
vulnerable population groups, with a focus on IDUs. At the end of 2006 there were 55 triangular clinics in
prisons, covering 33% of all prisons with such services, in addition to another 34 clinics in after-care centres.
By January 2007 the triangular clinics were providing methadone maintenance therapy to 55% of prisoners
in need and it is expected that they will cover 80%—99% within a year. The clinics also provide needle and
syringe exchange and clean razors to prisoners, and a few are providing antiretroviral therapy. Information
about HIV prevention for prison staff, prisoners and their families is regularly provided.

Little is known about needle and syringe exchange and OST in the Middle East, North Africa and sub-Saharan
Africa. Evidence was found in December 2005 of the provision of OST in Israel and South Africa. In Latin America
and the Caribbean, information on the existence of needle and syringe exchange has been found in Argentina,
Brazil, Puerto Rico, and Uruguay. There is a methadone maintenance therapy programme in Mexico.

90 Donoghoe MC. 2006. Op. cit.

91 UNODC. 2006. Op. cit.

92 Response to HIV and AIDS in Myanmar, Progress Report 2005. Myanmar: Ministry of Health, National AIDS Programme; 2005.

93 Gheiratmand R, et al. Uncertainty on the number of HIV/AIDS patients: our experience in Iran. Sexually transmitted infections 2006;81:279-82.

94 Zamani S, et al. High prevalence of HIV infection associated with incarceration among community-based injecting drug users in Tehran, Iran. Journal of AIDS
2006;42(3):342-6.
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2.5 The control of sexually transmitted infections to prevent HIV transmission

Evidence accumulated over the past two decades points to a strong association between sexually transmitted
infections (STIs), particularly those characterized by genital ulcers, i.e. genital ulcer diseases (GUDs), and increased
risk for the sexual transmission of HIV.°> Many efficacious approaches to the prevention and control of STIs have
been implemented in order to prevent the morbidity of STIs and possibly to decrease HIV incidence. The prevalence
of certain major STls (e.g. chancroid, syphilis and gonorrhoea) has fallen in many parts of the world. Simultaneously,
however, there appears to have been an absolute increase in the incidence of herpes simplex virus type 2 (HSV-2)
infection, and it has become the predominant cause of GUDs. Genital herpes has been associated with a twofold
to threefold increased risk of HIV acquisition and with up to a fivefold increase of HIV transmission per sexual act,

and may account for 40%—60% of new HIV infections in populations where there are high prevalences of HSV-
2.96 97,98, 99, 100

Despite the recognized influence of STls in increasing HIV transmission, there has been uncertainty as to whether
STl control leads to decreased HIV incidence. In July 2006 a meeting of experts in Geneva outlined the conditions
under which STl treatment and other STI control interventions had an impact on HIV transmission at the individual
and population levels, and the programmatic implications for STI and HIV programmes at the country level."

Experience in various settings has demonstrated the impact that strengthened STI services can have on rates of
STls, especially among populations at increased risk of acquiring these infections, including HIV. In Botswana, for
example, the prevalences of gonorrhoea, syphilis and chlamydia among family planning clients in 1993, before
intensified treatment interventions for STls were introduced, were 6.9%, 18.0 % and 19.6% respectively.'®? In 2002,
following enhanced national treatment interventions for STls, but possibly influenced by other factors, the
corresponding prevalences were 2.6%, 1.5%, and 12.3%. In Cotonou, Benin, before STl interventions in 1993, the
prevalences of HIV, gonorrhoea, syphilis and chlamydia among sex workers were 53%, 43%, 9% and 8% respectively;
by 2005, following the implementation of continuous interventions for STls, HIV prevalence was 33%, the syphilis
rate was below 1%, and the prevalence rates of gonorrhoea and chlamydia were 2.8% and 3.4% respectively (Fig.
17)‘103
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Fig. 17.

Time trends in prevalences of gonorrhoea, chlamydia, syphilis among female sex
workers in Cotonou, Benin, 1993-2005
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Fig. 18. Percentages of men reporting symptoms of STls in the last 12 months who sought

care at a service provider with personnel trained in STI care, 2002-2005
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In the Lao People’s Democratic Republic, where services for sex workers were poor or non-existent, the prevalences at
baseline for gonorrhea or chlamydia or both were 42.7% in Oudomxai, 39.9% in Khammouane and 22.7% in Savannakhet.
Following an intensive three-month intervention, the prevalences had fallen to 12.3%, 21.9% and 17.0% respectively.'**

104 O'Farrell N, Oula R, Morison L, Van CT. Periodic presumptive treatment for cervical infections in service women in three border provinces of Laos. Sex
Transm Dis 2006; 33(9):558-564.
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Genital herpes can also be treated. Current WHO treatment guidelines discuss conditions under which treatment
should be available,’®™ and a WHO consultation in 2006 recommended that HIV-positive people be particularly
targeted for education so that they can detect this mostly asymptomatic infection and, if necessary, access
treatment and suppressive therapy.'*® Research recently published shows that treatment of HSV-2 infection in HIV-
infected individuals also lowers the plasma HIV RNA level to an amount that is likely to have a significant beneficial
impact on the course of HIV infection.'%”

The problem of genital herpes reflects the challenge of increasing the proportion of people who can recognize STI
infections and seek services for care. It is probable that the majority of men and women with almost every STl are
asymptomatic.'®® Furthermore, even if symptoms exist, findings from DHS surveys indicated that the proportions of
men with suspected STls who sought care from trained personnel varied between countries from about 10% to
70%, with a median of about 50% (Fig. 18). Thus only a small proportion of men with an STI obtained professional
services. Women, more often asymptomatic than men, also have little knowledge of STI symptoms. In countries
surveyed, less than half of ever-married women could name even one STl symptom in either a woman or a man.'®®
The proportion of women who receive care for STls is therefore likely to be even lower than that of men.

STI prevention and care services contribute to the achievement of universal access to HIV prevention, care and
treatment by promoting the correct and consistent use of condoms, behavioural change, the empowerment of
vulnerable populations, and, of course, the management of STls. In addition to the scaling up of STl services it is
necessary to improve screening and education for symptom recognition. Reliable STI prevalence data and HIV
prevalence data, together with behavioural data that might explain trends in either, i.e. second-generation HIV
surveillance, will be needed to optimize STI control and HIV prevention efforts in different settings.

2.6 Surveillance of the HIV/AIDS epidemic

HIV surveillance has been the cornerstone of country, regional and global estimates of HIV. The data obtained by
HIV surveillance systems have provided key information for advocacy and policy decisions, including the targeting
of prevention interventions and the provision of realistic estimates of care and treatment needs. The approaches to
HIV/AIDS surveillance have evolved considerably since 1981, when the first AIDS cases were reported. In 2000,
UNAIDS and WHO launched the HIV second-generation surveillance methodology for the improvement of HIV
surveillance. This strategy promotes the adaptation of information systems to the epidemic characteristics of
specific countries and links different sources of information, including data on sexual behaviour and HIV prevalence.
Most countries have adopted this approach, although quality and trends have varied over time in different places.

An evaluation of the frequency and timeliness of data collection, the appropriateness of the systems used and the
consistency of sites in 132 low- and middle-income countries provided useful insights into the quality of HIV
surveillance systems:''? 44 countries had fully implemented surveillance systems, 42 had partially implemented
them and 46 had performing systems that were poor relative to the recommendations made by the UNAIDS/WHO
Working Group on Global HIV/AIDS and STI Surveillance. This represents a slight increase in the quality of
surveillance systems globally over the last few years.

Concerns about the representativeness of surveillance sites and accuracy of national HIV estimates derived from
antenatal clinic surveillance have led to an increased demand for population-based surveys that collect data on the
prevalence and distribution of HIV in whole populations. New testing technologies, e.g. rapid tests and dried blood
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spot sampling, have also contributed to the trend in several countries to include HIV testing in national population-
based surveys.""" Over the last five years, over 20 national population surveys have been carried out, most of them
in sub- Saharan Africa. Further results are expected for at least another ten national surveys in 2007.

Large-scale population-based surveys and sentinel surveillance both have weaknesses. For example, population-
based surveys can provide useful information on HIV prevalence levels and distribution, but, because these surveys
are typically conducted only every five years, they cannot predict trends in the same way as sentinel surveillance.
National population surveys are most useful in generalized epidemics. They tend to underestimate HIV prevalence
in countries or areas where most HIV transmission is concentrated in population groups with high-risk behaviours
and where these groups are unlikely to be captured in the household-based sampling approach of population-
based surveys."” Combining different sources of data yields more accurate estimates of HIV prevalence, and this
approach is used by WHO and UNAIDS to regularly update HIV country estimates.

Additional refinements in data collection, analysis and reporting can further improve the assessment of the status
and trends of the AIDS epidemic in countries and regions.

2.7 Progress in setting targets for universal access

In the political declaration made at the High-Level Meeting of the UN General Assembly in June 2006, countries
committed themselves to developing ambitious targets for universal access, while acknowledging that country-level
targets had to reflect local realities. Supporting countries to implement this commitment has been a major focus of
international efforts led by UNAIDS. This has included the development and dissemination of operational guidance."

By the end of 2006, 90 countries had provided target data on the outcome indicators proposed in the UNAIDS
guidance paper. Eighty-one of these countries had set treatment targets and 84 had set outcome targets for at least
one prevention intervention. Many countries are aiming to double or triple their treatment coverage by 2010 relative
to the late 2005 baseline. Summaries are available of the country targets that have been set."* Certain regional
commitments have also been made in recent years and, in some cases, regional targets have been set.'®

Although countries committed themselves to set targets by the end of 2006, many targets are still awaiting formal
endorsement by national authorities, while other low-prevalence countries have only just begun the target-setting
process. In addition, the need to align and integrate target-setting with national planning processes means that a
number of countries will continue this process during 2007, when ongoing support will be provided by UNAIDS,
WHO and other international partners for:

e completing the target setting-process, including consensus-building for joint action;
e updating national plans in line with universal access targets;
* providing support for resource mobilization and programme implementation; and

* developing one national monitoring and evaluation system in order to allow the monitoring of progress towards
universal access.

UNAIDS will publish an updated report on the process of target-setting in mid-2007.
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