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I. Status At A Glance 
 
 

A. Stakeholder consultation and participation in report preparation  
 
Malaysia initiated the process of consultation in preparation of the 2010 UNGASS Country 
Progress Report in early November 2009. It was a matter of priority and concern for both the 
Government and civil society partners that this report would be able to capture as much of the 
opinions and viewpoints of not only that of the Government but most importantly those of the 
many civil society stakeholders in the response to HIV in Malaysia.  
 
The process of developing the 2008 document was again utilised by the Ministry of Health in its 
coordination of this report but further improved upon in this round of reporting. In particular, civil 
society actors took the critical lead in ensuring that as much data and narrative information 
concerning the progress over the past two years was included.  
 
A series of workshops and working sessions were convened with government and civil society 
stakeholders to obtain data for Parts A and B of the National Composite Policy Index (NCPI) 
questionnaire as well as for the narrative component of the report.  
 
An orientation and preparatory briefing on the UNGASS process was organised by the Ministry 
of Health on 19 November 2009 for both Government and civil society stakeholders. The 
intention was to ensure that all partners understood the process and was also able to participate 
as much as possible in providing input and information to the development of the report. The 
meeting was also intended to discuss and agree via consensus the broad areas which would be 
included in this round of reporting and provide the guidance for the consultations which would 
happen independently amongst the different sectors.  
 
The first consultative meeting to discuss the NCPI and narrative component of the report was 
held on 22 December 2009 and was attended by civil society stakeholders who included 
representatives of various communities of most-at-risk populations, People Living With HIV, 
advocacy groups, community based organisations as well as a number of various multilateral 
organisations. The Malaysian AIDS Council (MAC), the lead coordinating HIV non-governmental 
organisation in the country with 43 NGOs working on HIV and AIDS related issues as its partner 
organisation, tasked itself to ensuring the coordination of the civil society responses to Part B of 
the NCPI Questionnaire. As a result of the earlier briefing conducted in November, Part B was 
able to be presented to the participants as a draft completed with inputs from the different 
partner organisations of MAC. It was further improved upon through the deliberations of this 
workshop.  
 
The discussions which followed also included content for the different parts of the narrative 
section. As in the previous 2008 process, resource persons from the Ministry of Health were 
made available on hand during the civil society consultation workshop to ensure that information 
concerning available policies and practices would be available for reference if necessary. These 
resource persons were advised and reminded to not influence the outcome of the discussions 
among the civil society stakeholders. 
 
The second consultative meeting involved Government stakeholders from the different 
Ministries and agencies. These included representatives from the Ministry of Health, Ministry of 
Women, Family and Community Development, National Anti Drug Agency, Department of 
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Islamic Development and Royal Malaysian Police. Part A of the NCPI and the narrative content 
were discussed with participants of this workshop with AIDS officers from the different states as 
well as the AIDS/STD Section of the Ministry of Health taking the lead in the deliberations. The 
questionnaire was completed through joint discussions with all those in attendance.  
 
A key issue highlighted in the previous report was the lack of participation by other Government 
partners other than the Ministry of Health, in the preparation of the document. However, it has 
been a noticeable improvement that in this report, the participation of other Ministries and 
agencies has been frank, vigorous and energetic which reflects a more engaged, diversified and 
multi-ministerial role on the part of the Government in responding to the epidemic over the past 
two years.  
 
On 26 January 2010, a workshop was convened with Government and civil society stakeholders 
to share with participants the results of the joint deliberations from both meetings. The narrative  
framework was shared and further improved upon. During this meeting, specific examples of 
good practices were identified and agreed together to be included and highlighted in the report. 
The challenges and remedial actions were also determined in the same manner. 
 
The draft 2010 Country Progress Report was presented during a national UNGASS consensus 
workshop which was convened on 18 March 2010 to verify and vet the completed inputs. 
Participants to this workshop included key Government and civil society stakeholders as well as 
those coming from multilateral agencies and international NGOs such as the UN. A number of 
academicians and community resource persons working on specific concerns related to 
injecting drug users, sex work and transgender issues were also present to provide input to 
throughout the consultation process.  
 
The approach utilising information sharing, inclusivity and consensus building for the 
development of the UNGASS country progress report has improved since the last process. The 
sources of data to report on the UNGASS indicators were also determined and collected from all 
sectors involved in HIV programmes as part of the HIV response. Much of the research data 
contained within this document originated from the efforts and work of civil society and 
community based organisations, working in partnership with Government agencies and 
academic institutions. Though data quality remains a continuing challenge, and is reflected 
appropriately in this report, it is not an exaggeration to describe the inputs from these 
stakeholders have been critical in improving the understanding and response to the epidemic in 
the past 2 years. The content of the narrative section was also consolidated through desk 
review and interviews.  
 
Completing the National Funding Matrix remains a challenge. However, improved information 
flow from both Government and non-government stakeholders have resulted in a better picture 
of the availability of financial resources supporting the national response. The understanding 
and share of private sector financial contributions have also improved tremendously and is 
reflected appropriately in this report.  As such, the financial breakdown for the national AIDS 
response for 2008 and 2009 is able to be approximated and reported accordingly in this report. 
 
The UNGASS Country Progress Report was developed and prepared by the AIDS/STD Section 
of the Disease Control Division, Ministry of Health. Technical support in the formulation and 
preparation of the consultation process, consolidation of inputs and finalising of the report was 
provided by the United Nations Theme Group on HIV and AIDS. 
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B. Status of the epidemic  
 
The first three cases of HIV in Malaysia were detected in 1986. As of December 2009, after 
more than 20 years into the HIV epidemic in Malaysia, the country has recorded a total of 87710 
persons with HIV. An estimated 105 439 people are currently living with HIV.1In addition to that, 
a total of 13394 AIDS related deaths have been reported as of 2009. 
 
The annual number of reported new HIV cases has been on a steady decline from a peak of 
almost 7 000 in 2002. The total number of new HIV cases has been fluctuating from 1996 to 
2001, climbing again in 2002 and gradually descending until 2009. By December 2009, 3080 
new cases were reported for that year. Currently, there are 9 new reported cases of HIV each 
day, where 2 are female while 7 are male. 6 persons acquired HIV through injecting drugs while 
3 others were infected sexually. 
 
The number of people reported to have developed AIDS, which at 1 842 cases was the highest 
in 2006, is also on the decrease, reporting only 741 new cases in 2009. The notification rate of 
HIV also continues to experience a decrease from 23.4 cases per 100,000 in 2005 to 10.8 
cases in 2009. In 2007, it was recorded the highest number of HIV/AIDS related deaths since 
1986 with 1,374 persons and in 2009 the HIV/AIDS related death was 805.2 
 

Table 1: Overview of the Malaysian HIV Epidemic  

Cumulative number of reported HIV infections since 1986 87 710 

Cumulative number of reported HIV/AIDS related deaths since 1986 13 394 

Women reported with HIV as of Dec 2009 8 091 

Children under 13 with HIV as of Dec 2009 870 

New HIV infections detected in 2009 3 080 

HIV/AIDS related deaths in 2009 805 

Number of PLHIV accessing ART 9 962 

Estimated adult (aged 15-49 years) HIV prevalence  0.5% 

Source: Ministry of Health 2010 

 
Men represent the majority (90.8%) of cumulative HIV cases while women and girls account for 
less than 9.2% of this total.  35.9% of reported infections are amongst young people between 
the ages 13-29 years old.  Most reported infections occur among young heterosexual males of 
Malay ethnicity, between the ages of 20 – 39 who inject drugs. Children aged 13 years below 
consistently comprised 1.0% of cumulative total of HIV infections from 1986 to December 2009. 
 
Currently, cumulative reported cases of HIV transmission has been predominantly through 
injecting drug use (70.6 %), followed by heterosexual intercourse (16.9%) and homosexual or 
bisexual contact (2.0%).3,4 However, 2009 data indicates that 55.2% of new HIV cases for that 
year were attributed to injecting drugs and 32.0% through sexual transmission (heterosexual 
and homosexual/ bisexual). 
 

                                                 
1
 Ministry of Health and World Health Organisation (2009). National Consensus Workshop on Estimation and Projection of the 

Malaysian HIV Epidemic. Revised version  20
th
 March 2010. 

2
 Ministry of Health (2010). Statistics of HIV AIDS in Malaysia (1986 – 2009) 

3
 Ibid 

4
 Ibid 
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The HIV epidemic in Malaysia is mainly driven by injecting drug use and heterosexual 
transmission. Amongst men, the main mode of HIV transmission continues to be via injecting 
drug use where HIV prevalence is estimated to be 22.1%.5 On the other hand, the Ministry of 
Health reported that most HIV infections amongst women have occurred through heterosexual 
transmission (70%). Women and girls are increasingly getting infected with HIV, constituting 
around 18 percent of newly infected persons nationwide in 2009 compared to being barely 5 
percent ten years ago.6  

 
Examination of data from each state also reveals that there continues to be two main trends of 
HIV infection which are geographically distinct. The majority of states in Peninsular Malaysia 
have IDU driven epidemics but a number are increasingly having heterosexual transmissions 
either equally contributing or leading HIV infection. States such as Sabah and Sarawak, located 
in East Malaysia, have reported 97.7% and 83.6% of their HIV cases respectively being 
transmitted through this route in 2009.7 
 
The magnitude of sexually transmitted infections (STIs) in Malaysia is very much under-
represented. This is due to under-reporting and under diagnosis, asymptomatic manifestation of 
the disease as well as patients preferring to access the private healthcare facilities to treat STIs 
as opposed to seeking treatment at public hospitals and clinics. Some also prefer to self-treat 
through alternative medicine. Despite the existence of the Prevention and Control of Infectious 
Diseases Act of 1988 which requires reporting of incidences of syphilis, gonorrhoea, chancroid 
and HIV, most cases of STIs are not reported by private practitioners. 
 
As HIV prevalence continues to be less than 1% but ranging from 3% to 20% among most at 
risk populations such as sex workers and drug users, the World Health Organisation (WHO) 
currently classifies Malaysia as having a concentrated HIV epidemic.8, 9  
 
In the next few years, based on recent estimations and projections work, HIV in Malaysia is 
predicted to be increasingly spread through sexual modes of transmission while infections 
acquired through injecting drug use are expected to plateau. The number of reported cases 
attributed to MSM and heterosexual route of transmission is slowly increasing which is 
consistent with the HIV estimation and projections model developed for Malaysia. It is expected 
that this evolving picture of the HIV epidemic will present new and difficult challenges for HIV 
programming taking into consideration Malaysia’s cultural and religious context and sensitivities.   
 
 

C. Policy and programmatic response  
 
The Malaysian response continues to be guided by the National Strategic Plan on HIV/AIDS 
2006 – 2010. A new sense of urgency and national commitment in responding to the challenge 
of the sole unfulfilled sixth MDG resulted in the development and production of the 5 year 
National Strategic Plan on HIV/AIDS 2006-2010. This NSP, which was developed and drafted 
with the involvement of key civil society representatives in 2005 and 2006, incorporates a multi-

                                                 
5
 Malaysian AIDS Council (2010) Integrated Bio-Behavioural Surveillance (IBBS) survey with IDUs, SW, TG. Powerpoint 

presentation. Presented on 11 March 2010 
6
 Ministry of Health (2009). Op cit (see reference 2) 

7
 Ibid 

8
 Ibid 

9
 Economic Planning Unit and UNDP (2005). Achieving the Millennium Development Goals. Success and Challenges. The UN 

Country Team Malaysia and the Economic Planning Unit, Government of Malaysia 
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sectoral strategy covering issues from young people’s vulnerability to the delivery of healthcare 
services and antiretroviral treatment.  
 
This framework provides a common basis for coordination and guidance of the work of all 
Government and non-governmental partners involved in the national HIV response as well as 
emphasises an integrated and comprehensive approach addressing the needs of prevention, 
treatment, care and support.  
 
However, it is important to note that the NSP for this period has 3 main priorities. First and 
foremost, the document is aimed at securing commitment for the Harm Reduction Programme, 
specifically on the issue of needle exchange. It is the main HIV prevention programme and the 
focus of the NSP. As such, it is also the most funded. Secondly, the provision of subsidised 
ARV treatment for first line and second line regimes was deemed to be a central issue in light of 
the Government’s decision to make available both generic and patented drugs for PLHIV. 
Finally, the identification and recognition of specific most at risk populations (MARPs) such as 
female sex workers, men who have sex with men, transgender persons, refugees, migrants as 
being vulnerable to HIV enabled for programmes to be developed for these groups as well as 
have access to public funding available under the NSP allocation. 
 
Under this strategic plan, the Government provides an allocation of RM 500 million (USD 143 
million) for a period of 5 years. This translates to RM 100 million (approximately USD 28 million) 
yearly which goes towards the funding of Government and non-government HIV prevention, 
care and support programmes. The funding also provides for the provision of antiretroviral 
treatment for almost 10 000 people living with HIV.  
 
As stated in the previous report, under this strategic framework, the Cabinet Committee on 
HIV/AIDS (CCA) was established and chaired by the Deputy Prime Minister. At the end of 2008 
the Malaysian AIDS Council was offered a seat on this committee with voting rights as a full 
member. This would allow for the voice of civil society and the different communities 
represented by MAC to be effectively heard by members of the Cabinet. In 2009, the entire 
policy and decision making structure was revised and the CCA was restructured and known as 
the National Coordinating Committee on AIDS Intervention (NCCAI) chaired by the Minister of 
Health. Civil society is also represented on this committee. 
 
The increase in proportion of female HIV cases in Malaysia over the past five years has become 
an issue of utmost concern and a priority for the Government. As such, a Taskforce on Women, 
Girls and HIV/AIDS was set up in 2009, and is chaired by the Ministry of Women, Family and 
Community Development (MWFCD). The Taskforce is tasked to guide the actions of the 
Government in its response to addressing the behavioural and socioeconomic factors behind 
the sexual transmission of HIV. 
 
The harm reduction programme, comprising the Needle Syringe Exchange Programme (NSEP) 
and the Methadone Maintenance Therapy (MMT,) remains the cornerstone of the Malaysian 
Government’s HIV prevention strategy. Implemented in partnership with non-governmental 
organisations (NGOs), community based organisations (CBOs) and private health practitioners, 
it remains the better funded programme among all the HIV prevention activities. Though the 
programme continues to be below target levels, it has been able to scale up significantly with 
increased sites and clients as well as explore a number of key areas, namely the introduction of 
the MMT at National Anti Drug Agency service centres and incarcerated settings specifically 
prisons. 
 



2010 UNGASS Country Progress Report – Malaysia 

 

12 

The engagement with and involvement of religious leaders, especially Muslim religious leaders 
has increased significantly since the last report. As religious leaders in Malaysia can be very 
influential on the attitudes of their communities towards PLHIV and MARPs as well as on other 
populations such as policy makers and healthcare practitioners, a lot of advocacy and 
investment in programming was done to mobilise and harness the support of Islamic religious 
leaders for HIV prevention and the provision of care and support. Building on the successes of 
the “Islam and HIV/AIDS” project first initiated between 2001 to mid-2005 which was first 
reported in the 2008 report, Muslim religious leaders have since not only been actively involved 
in not only the implementation of HIV awareness programmes but also proactively established 
care and support facilities from financial and welfare assistance to shelters for Muslim PLHIV. 
The past 2 years in particular have seen the remarkable development of programmes which 
involve a number of religious departments engaging most-at-risk populations such as female 
sex workers and transgender persons through the availability of religious classes. 
 
In the period covered by this report, much progress has been made both in understanding the 
situation of most at risk populations (MARPs), particularly regarding vulnerability to HIV and 
STD infection and the need for specific essential services. Much improvement has been 
achieved in the reporting of UNGASS indicator data as a result of a number of surveys and 
research studies conducted in the past two years by a number of NGOs, such as the Malaysian 
AIDS Council, PT Foundation and Federation of Reproductive Health Associations Malaysia. 
Their work in conducting these studies and the subsequent findings have made it possible to 
report on behavioural indicators, previously unknown and often guessed at, which will be later 
used in influencing HIV programming with these specific populations.  
 
In the area of treatment, a significant achievement has been the availability and provision of first 
line ARV treatment at no cost for those who need it. The second line regime is also partially 
subsidised by the Government. A significant development in this area has been the availability 
of HIV treatment in incarcerated settings namely in specific prisons and drug rehabilitation 
centres. The availability of such treatment coupled with an almost nationwide coverage possible 
through government healthcare facilities has resulted in almost 10 000 persons currently under 
ARV treatment. This falls short of the 13,642 (based on CD4 less than 200) persons estimated 
to need treatment. Treatment literacy remains a constant challenge for public healthcare 
practitioners as well as community based organisations working in this issue. 2009 also saw the 
revision of the ARV treatment initiation threshold from the CD4 level of 200 to 350. This revision 
of treatment protocol has significantly increased the number of persons estimated to be needing 
treatment and could further widen the gap between those who are on treatment and those who 
are not. However, of major concern for both the Government and civil society actors on this 
issue, is the large financial burden such a revision will entail on public funds in addition to 
ensuring that more people are able to access and adhere to treatment. 
 
A glance at the list of partner organisations of the Malaysian AIDS Council indicates the large 
number of NGOs and CBOs working on HIV related issues with different communities in the 
field, ranging from sex workers, MSM to People Living with HIV. It has been an article of faith 
from the very beginning that the Government would handle the provision of ARV and the 
facilitation of essential healthcare for PLHIV as well as other communities. The NGOs are 
tasked with HIV prevention and awareness programmes, care and support activities for those 
infected and affected as well as complimenting the Government’s efforts by supporting access 
to HIV treatment. Over the past two decades, these areas have been the focus of the work of 
the NGOs in the area of HIV. 
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Involvement of key civil society stakeholders in national level policy and programme 
development continues to be dependent on issues of capacity and relevance. However, the 
situation has improved since the last report as civil society is now represented at a number of 
policy and decision making levels including the National Coordinating Committee on AIDS 
Intervention and the Country Coordinating Mechanism. In the former, civil society is represented 
by the Malaysian AIDS Council while in the later several representatives (e.g. sex workers, 
PLHIV and transgender) have been elected onto the CCM by their respective communities. The 
completion of the National Composite Policy Index (NCPI) which was coordinated by the 
Malaysian AIDS Council and whose results are attached to this report, as well as the Ministry of 
Health organised workshops to discuss the content of the UNGASS report has enabled greater 
involvement of civil society in the report-making process. This progress should be continued for 
all strategic process related to the National Strategic Plan to ensure better engagement 
between all parties. 
 
The importance of empowering and building capacity of civil society organisations became very 
clear with the participation of Malaysia in Round 9 of the Global Fund for AIDS, Tuberculosis 
and Malaria. A working group composed mainly of civil society representatives did most of the 
necessary advocacy to convince the Government as to the need to participate in the Global 
Fund process. This working group was the precursor to the formation of the Country 
Coordinating Mechanism. A country proposal for Round 9 was successfully developed and 
submitted to the Global Fund Secretariat. However, the proposal was not successful. 
 
Another area of much improvement has been the multi-sectoral dimension of the response. 
Though much of the leadership in responding to the epidemic continues to be shouldered by the 
Ministry of Health (it was given the mandate by the Government under the NSP) and the 
Malaysian AIDS Council, the level of engagement has risen tremendously over the past two 
years. Other ministries and government agencies (such as Ministry of Women, Family and 
Community Development, Department of Orang Asli (Indigenous People) Affairs and the 
Religious Department) have been roped into being involved in the response to HIV. Participation 
of the private sector in key HIV programmes has also seen a major increase ranging from the 
funding of a financial assistance scheme to providing support for research. 
 
The significantly increased availability of behavioural data amongst most-at-risk populations has 
also been due to the improved capacity of key NGOs, namely the Malaysian AIDS Council, PT 
Foundation and the Federation of Reproductive Health Associations Malaysia to conduct and 
coordinate the implementation of research. As a result, with funding utilised from both public, 
private and multilateral sources, a number of major critical studies were able to be carried out by 
these organisations which include the Integrated Bio-behavioural Surveillance (IBBS) study, the 
Venue Day Time Survey (VDTS) and the Estimates and Projections workshop, the results of 
which are all utilised in this report. 
 
An area which has seen significant change has been in the area of care and support services 
specifically the availability of shelters and drop-in centres. Community based organisations are 
currently working in partnership with the Ministry of Women, Family and Community 
Development to provide essential support services for PLHIV. 
 
Both government agencies and civil society organisations are currently experiencing 
tremendous pressure to show the results of the 5 year strategic plan on HIV and AIDS.  As a 
result, expectations have become significantly higher.  However, resource priorities of public 
funding continue to limit the coverage of HIV and AIDS related services, particularly those 
dealing with sexual transmission of HIV and their accessibility and affordability to the vulnerable 



2010 UNGASS Country Progress Report – Malaysia 

 

14 

populations.  Concern has been expressed as to whether many of the achievements made in 
the past few years are in fact financially sustainable due to the sole reliance on public funding. 
The vast majority of prevention programmes involving MARPs such as IDUs, men who have sex 
with men (MSM) and sex workers are conducted by CBOs and NGOs.  Reaching out to these 
populations remains a significant challenge for both the Government and NGO programmes. As 
a result of inconsistent levels of funding, NGOs are often forced to prioritise and restrict 
coverage of existing programmes. As a result, interventions are often forced to confine 
themselves to certain geographical locations. 
 
Legal challenges continue to exist in different contexts whereupon the harm reduction 
programmes co-exists with legislation which prohibits the possession of injecting drug 
equipment such as needles and syringes. Transgender persons continue to be prosecuted 
under civil law as well as religious laws for cross-dressing offences. Men who have sex with 
men continue to be under threat of criminal persecution for their sexual behaviour under existing 
laws. All of the abovementioned legal issues complicate existing interventions HIV programmes 
making it even harder to communicate and influence the targeted populations. 
 
Issues of stigma, discrimination, denial and ignorance continue to have an impact on every 
programme of the NSP. The fear of being discriminated against or harassed has contributed to 
PLHIV not able or wanting to access treatment, sex workers denied condoms, and 
transgendered persons being arrested by religious authorities.  
 
Additional challenges which continue to confront the national response include sustaining and 
scaling-up coverage of existing services, strengthening leadership and political will, maintaining 
current levels of financial commitment, developing efficient and transparent systems for 
allocation of financial resources and establishment of a national monitoring and evaluation 
framework. 
 
As a result of many of the progress and accomplishments made by Malaysia in the duration of 
this report as well as the leadership demonstrated both in the Government and non-
governmental organisations, it is possible to reverse the spread of HIV and achieve the sixth 
goal of the Millennium Development Goals within the next five years. However, it is necessary to 
ensure and maintain the levels of political support and financial resources needed to scale-up 
many of the existing HIV programmes.   
 
 

D. Overview of UNGASS Indicators 
 
The following table is an overview of Malaysia’s reporting on UNGASS indicators and 
summarising the progress made over the past two years through comparison with the data 
reported in the 2008 document. It is important to note that much of the improved reporting in the 
2010 report is due to data which has only become available in the past year due to the 
implementation of key Integrated Bio -Behavioural Surveillance studies and various surveys. As 
such, there will be marked differences between the two sets of data. 
 

Table 2: Overview of UNGASS Indicators 

Indicators 
Main Data 

Source (2010) 
Status: 2006-2007 Status: 2008-2009 Comments 

National Commitment and Action Indicators  
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Indicators 
Main Data 

Source (2010) 
Status: 2006-2007 Status: 2008-2009 Comments 

1. Domestic and 
international AIDS 
spending, by 
categories and 
financing sources 

AIDS Spending 
Report 
 
Malaysian AIDS 
Council 

RM 200 million out of a 
RM 500 million budget 
allocation has been 
earmarked for 2006 & 
2007. 

Total (2008):  
RM 86 632 000 
 
Domestic Public :  
RM 83 993 000 (96.95%) 
Domestic Private:  
RM 1 619 000 (1.87%) 
International: 
RM 1 020 000 (1.18%) 
 
Total (2009):  
RM 95 810 000 
 
Domestic Public :  
RM 92 661 000  (96.79%) 
Domestic Private:  
RM 1 629 000 (1.7%) 
International: 
RM 1 020 000 (1.59%) 
  

AIDS spending for 
Malaysia as far as 
possible based on 
available information 
and data. 
 

2. National Composite 
Policy Index (NCPI) 

National Composite 
Policy Index (NCPI) 
Workshops 
(government; 
NGOs; Multilateral 
and bilaterals)  

See attached NCPI data  See attached NCPI data 
(Annex 2) 

The NCPI Part A and 
Part B were completed 
through a series of 
consultation workshops 
involving stakeholders 
from government; 
NGOs and multilaterals. 
 

National Programmes Indicators 

3. Percentage of 
donated blood units 
screened for HIV in a 
quality assured 
manner 

 

National Blood 
Centre, KL 

100% of donated blood 
is screened for HIV 

100% of donated blood is 
screened for HIV 

All blood products are 
screened by the 
National Blood Centre. 
 

4. Percentage of adults 
and children with 
advanced HIV 
infection receiving 
antiretroviral therapy 

 

National HIV/AIDS 
Treatment Registry 
(NHATR) 

51% receiving ART out 
of 13080 persons. 

37.3% (9 962 of an 
estimated 26 722 needing 
treatment) 

Previous figures based 
on past treatment 
initiation protocol of 
CD4 count of 250 
cells/mm or less. This 
protocol has now been 
revised to 350. The 
current estimated figure 
of those needing 
treatment reflects this 
revision. 
 

5. Percentage of HIV-
positive pregnant 
women who receive 
antiretrovirals to 
reduce the risk of 
mother-to-child 
transmission 

 

PMTCT 
programme 
monitoring 

100% of 328 women 
received ART over the 
past two years. 

100% of 347 women 
received ART over the 
past two years. 

Pregnant women who 
undergo the PMTCT 
programme all receive 
ART 
 
 

6. Percentage of 
estimated HIV-
positive incident TB 
cases that received 

National HIV/AIDS 
Treatment Registry 
(NHATR) 

33.5% of HIV positive 
TB cases receive 
treatment for TB & HIV 

30% of HIV positive TB 
cases received treatment 
for TB & HIV.  

Compilation from 3 
states. 1301 TB-HIV 
cases out of which 390 
were treated with ARV 
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Indicators 
Main Data 

Source (2010) 
Status: 2006-2007 Status: 2008-2009 Comments 

treatment for TB and 
HIV 

 

and TB treatment 

7. Percentage of women 
and men aged 15-49 
who received an HIV 
test in the last 12 
months and who 
know the results 

 

HIV Programme 
Monitoring 

75% of 530 789 women 
and men aged 15-49 
received a HIV test in 
the past 12 months and 
know their results. 
 

98% of women and men 
aged 15-49 received a 
HIV test in the past 12 
months and know their 
results. 
 

Results from the 
Voluntary HIV 
Screening programme. 
17 349 out of 17 641 
persons in 2009 had a 
test and knew their 
results. 

8. Percentage of most-
at-risk populations 
that have received an 
HIV test in the last 12 
months and who 
know the results. 

 

IDU – IBBS (2009) 
SW – IBBS (2009) 
MSM – N/A 
 

100% of 21 497 IDUs 
and MSM are screened 
for HIV and are aware 
of their status. 

IDU   : 33.0% 
SW    : 19.96% 
MSM : N/A 
  

The improved 
availability of 
anonymous VCT 
services has resulted in 
increased number of 
persons accessing the 
facility but fewer 
returning for their 
results. 
 

9. Percentage of most-
at-risk populations 
reached with HIV 
prevention 
programmes 

 

IDU – IBBS (2009) 
SW – IBBS (2009) 
MSM – N/A 
 

 

Data not available IDU   : 7.46%  
SW    : 51.1% 
MSM :  N/A 

 

10. Percentage of 
orphans and 
vulnerable children 
whose households 
received free basic 
external support in 
caring for the child  

 

Data not available Data not available Data not available Indicator is not relevant 
for country. 

11. Percentage of 
schools that provided 
life skills-based HIV 
education within the 
last academic year  

UNICEF & Ministry 
of Education LSBE 
Pilot Project  

Data not available 0.2% Current life skills-based 
HIV education initiatives 
exist only at the pilot 
stage, which remain 
involving only 20 
schools. 
 
No relevant data exists 
beyond the pilot. 
 

Knowledge and Behaviour Indicators 

12. Current school 
attendance among 
orphans and among 
non-orphans aged 
10–14 

 

Data not available Data not available Data not available Indicator is not relevant 
for country. 

13. Percentage of young 
women and men 
aged 15–24 who both 
correctly identify ways 
of preventing the 
sexual transmission 

National Service 
Survey MOH 
(2008) 

Data not available 22.6% Survey conducted with 
6000 National Service 
trainees (aged 17 – 19 
years old)  
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Indicators 
Main Data 

Source (2010) 
Status: 2006-2007 Status: 2008-2009 Comments 

of HIV and who reject 
major misconceptions 
about HIV 
transmission 

 
14. Percentage of most-

at-risk populations 
who both correctly 
identify ways of 
preventing the sexual 
transmission of HIV 
and who reject major 
misconceptions about 
HIV transmission  

 

IDU – IBBS (2009) 
SW – IBBS (2009) 
MSM – N/A 
 
 

IDU : 98.4% (BSS 
2002) 
SW : 78.4% (BSS 2004) 
MSM : Not available 

IDU : 49.68%  
SW :  38.48% 
MSM : N/A 

Questions administered 
in IBBS were 
formulated utilising 
UNGASS standard of 5 
questions correctly 
answered.  
 
 

15. Percentage of young 
women and men who 
have had sexual 
intercourse before the 
age of 15 

 

Lee LK, Chen PCY, 
Lee KK, Kaur J 
(2006) 

Data not available 5.38% Premarital sexual 
intercourse among 
adolescents in 
Malaysia: a cross 
sectional Malaysian 
school survey. 
Singapore Medical 
Journal (2006) 
 

16. Percentage of adults 
aged 15–49 who 
have had sexual 
intercourse with more 
than one partner in 
the last 12 months 

 

Data not available Data not available Data not available No current studies 
currently available to 
capture this data. 

17. Percentage of adults 
aged 15–49 who had 
more than one sexual 
partner in the past 12 
months who report 
the use of a condom 
during their last 
intercourse 

 

Data not available Data not available Data not available No current studies 
currently available to 
capture this data. 

18. Percentage of female 
and male sex workers 
reporting the use of a 
condom with their 
most recent client 

 

IBBS 2009 35.4% of sex workers 
reported using a 
condom with their most 
recent client (BSS 
2004) 

SW : 61.34% - 

19. Percentage of men 
reporting the use of a 
condom the last time 
they had anal sex 
with a male partner  

 

MAC Programme 
Monitoring 2008 

Data not available 21% - 

20. Percentage of 
injecting drug users 
who report the use of 
a condom at last 
sexual intercourse 

 

IDU – IBBS (2009) 5.1% reported using a 
condom during last 
sexual intercourse (BSS 
2004) 

IDU : 27.8%  - 

21. Percentage of 
injecting drug users 

IDU – IBBS (2009) 27.6% reported using 
sterile injecting 

IDU : 83.49%  - 
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Indicators 
Main Data 

Source (2010) 
Status: 2006-2007 Status: 2008-2009 Comments 

who reported using 
sterile injecting 
equipment the last 
time they injected 

 

equipment the last time 
they injected (BSS 
2004) 

Impact Indicators 

22. Percentage of young 
women and men 
aged 15–24  who are 
HIV infected 

 

Programme 
Monitoring 
(National PMTCT 
Programme)  

0.1% of 298 367 
antenatal clinic 
attendees tested whose 
HIV results were 
positive for HIV. 
 

0.05% - 

23. Percentage of most-
at-risk populations 
who are HIV infected  

 

IDU –  IBBS 2009 
SW – IBBS 2009 
MSM – VDTS 2009 
 
 

SW   : No data available 
IDU   : 11.0% (sentinel 
surveillance) 
MSM : 7.1% (VCT site 
survey) 
 

IDU : 22.06% 
SW : 10.53% 
MSM : 3.87% 

- 

24. Percentage of adults 
and children with HIV 
known to be on 
treatment 12 months 
after initiation of 
antiretroviral therapy 

 

National ART 
Programme 
Monitoring 2009 

1058 patients began 
ART. 920 still alive after 
12 months of ART. 
(ART Programme 
Monitoring 2007) 

86.9% - 

25. Percentage of infants 
born to HIV-infected 
mothers who are 
infected 

 

PMTCT 
programme 
monitoring 2009 

Indicator was modelled 
by UNAIDS HQ 

2.67% - 
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II. Overview of the AIDS Epidemic 
 
NOTE: The epidemiology data on the HIV epidemic in Malaysia is available up to 

December 2009 at the time of report preparation.  
 
 

A. Epidemic overview 
 
After more than 20 years since the first cases in 1986, Malaysia is currently classified by the 
World Health Organisation (WHO) as having a concentrated HIV epidemic, which initially was 
driven mostly by the sharing of injecting drug equipment but is now increasingly experiencing a 
third of new infections being transmitted sexually.  
 
As of December 2009, 87 710 HIV cases have since been reported through the national HIV 
surveillance system. National adult HIV prevalence is currently at 0.5%. The HIV epidemic has 
been determined to be currently concentrated in 4 most-at-risk populations (with prevalence 
>5%) namely injecting drug users, female sex workers, MSM and transgender persons.10 
 

 
Source: Ministry of Health (2010)) 

 
The annual number of reported new HIV cases has been on a steady decline from a peak of 
almost 7 000 in 2002. The total number of new HIV cases has been fluctuating from 1996 to 
2001, climbing again in 2002 and gradually descending until 2009. An average of 3 931 new 
HIV cases have been reported for the past 5 years. By December 2009, 3080 new cases were 
reported for that year. Currently, there are 9 new reported cases of HIV each day, where 2 are 

                                                 
10

 Ministry of Health (2005). National Strategic Plan on HIV/AIDS 2006-2010, (October 2005) 
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female while 7 are male. For every 6 persons who acquired HIV through injecting drugs, 3 
others were infected sexually. 
 
The annual number of new reported HIV cases has been on a steady decrease from almost 
7,000 in 2002 to 3080 by December 2009. The number of people reported to have developed 
AIDS, which at 1 842 cases was the highest in 2006, is also on the decrease, reporting only 741 
new cases in 2009. The year 2009 recorded the lowest number of HIV/AIDS related deaths 
since 1999 with 805 deaths. 
 
It is estimated that by 2010, Malaysia will have some 105 471 people living with HIV, and annual 
deaths numbering almost 6 000 persons. In 2015, there will be an estimated 119 471 PLHIV 
and 7 551 AIDS-related deaths11.  

Figure 2:Total Reported HIV and AIDS Cases in Malaysia
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Source: Ministry of Health 2010 

 

The reported number of men newly infected continues to decrease in this reporting period. This 
figure is currently more than 50% lower than what was reported in 2005 (5383 in 2005 and 2527 
in 2009), a trend which is mirrored by the number of injecting drug users detected with HIV. As 
such, amongst men, the main mode of HIV transmission continues to be via injecting drug use 
where HIV prevalence is above 19%. Most reported infections occur among young heterosexual 
males of Malay ethnicity, between the ages of 20-39. 75% of the cumulative reported HIV cases 
were reported among injecting drug users. However, the Ministry of Health reported that most 
HIV infections amongst women have occurred through heterosexual transmission (70%).12 In 
2000, women and girls constituted 10% of new HIV cases. For the past 3 years, they now make 
up almost one fifth of newly infected persons nationwide.  
 
A conjecture first proposed in the 2008 report remains a possible description for the Malaysian 
epidemic: fewer men continue to get infected with HIV through injecting drug use while more 
women are increasingly contracting the disease through heterosexual intercourse. 

                                                 
11

 Ministry of Health and World Health Organisation (2009). Op. cit (see reference 1) 
12

 Ministry of Health (2010).Op cit (see reference 2) 
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Figure 3: HIV cases by risk factor (2000 - 2009)
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Source: Ministry of Health (2010) 

 
From the perspective of ethnicity, Malays, Chinese and Indians form the majority of people 
acquiring HIV. Most of them reside in Peninsular Malaysia. The majority of HIV cases comprise 
of Malay men aged 20-39 (78%) who have predominantly acquired HIV through injecting drug 
use.13 This appears to also be the case amongst those of Indian ethnicity. Chinese Malaysians 
continue to acquire HIV sexually both via heterosexual and homosexual transmission.  
 
However, it must be noted that the epidemic has spread to the Orang Asli (indigenous) 
population as well as those living in the East Malaysia states, Sabah and Sarawak. The 
differences in these populations with regards to vulnerability and risk require a better 
understanding to ensure that interventions are able to be properly designed to address relevant 
concerns and needs.  

Figure 4: Reported HIV Infections by Ethnicity (as of 2009)

Malay

71%

Foreigner

4%

No data

0%
Sarawakian

1%

Sabahan

1%

Indian

8%

Others in Peninsular

1%

Chinese

14%

 
Source: Ministry of Health (2010) 
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Figure 5: Reported new HIV infections in 2003, 2006 and 2009 by states
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Source: Ministry of Health, Malaysia (2009) 

 
Two different HIV scenarios emerge when the distribution of reported HIV cases is examined 
from a geographical perspective. Peninsular Malaysia’s epidemic is mainly via injecting drug 
use while East Malaysia (which comprises the states of Sabah and Sarawak) has more HIV 
resulting from heterosexual transmission. It was first indicated in the 2008 document that Sabah 
and Sarawak reported 76.1% and 87.8% of their HIV cases respectively being transmitted 
through this route in 2006. They now report 97.7% and 83.6% respectively in 2009.14 Both 
scenarios require specific responses and interventions which address the spread of HIV both 
through injecting drug use and sexual transmission.   

 
Screening for HIV 
 
HIV remains a notifiable disease under the Prevention and Control of Infectious Diseases Act of 
1988 (Act 342). Screening for HIV is conducted throughout the country via a number of national 
health programmes. Table 2 indicates the routine testing conducted on selected groups of the 
population and collected through a health information management system, forming the bulk of 
the HIV and AIDS data submitted to, compiled and reported by the Ministry of Health. As far as 
possible, the Ministry has tried to encourage the adoption of a voluntary, ethical and 
internationally acceptable approach to HIV screening such as the Provider Initiated Testing and 
Counselling (PITC).  
 
The HIV surveillance data compiled through the Government’s system originates predominantly 
from the public sector. Despite HIV being a notifiable disease under the current legislation, data 
obtained and submitted from the private healthcare system such as from private hospitals, 
clinics and screening laboratories is marginal as most detected cases in these facilities are not 
reported. However, in the case of hospitals and clinics, these individuals found to be with HIV 
are usually referred to the Government healthcare system for further treatment. 
 

                                                 
14

 Ibid 
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Table 3: Routine HIV Screening 

 
1. Women receiving antenatal care in government facilities 
2. Blood donors 
3. Drug rehabilitation centres (DRC) inmates 
4. Prison inmates classified as high risk (i.e. drug users, drug dealers and 

sex workers) 
5. Confirmed tuberculosis cases 
6. Sexually transmitted disease (STD) cases 
7. Patients with suspected clinical symptoms 
8. Traced contacts of confirmed persons with HIV 
9. Premarital couples 
10. Migrant workers 
11. Participants of harm reduction programme 
 

Source: Ministry of Health 2010 

 
The Anonymous HIV Voluntary Screening programme was first piloted in 2001 and later 
expanded nationwide in 2003. Screening is first carried out utilising a rapid test kit after which a 
reactive result is followed with a confirmation test. In 2009, 19 368 people accessed this facility 
to obtain their HIV status. 59% of those tested were male and 68.3% were between the ages of 
20 and 39. 74% were of Malay ethnicity. For those found to be with HIV, the main risk factor 
was found to be injecting drug use (67%), followed by sexual transmission (31%). Prevalence 
was found to be around 0.28%.15 
 
The premarital screening of Muslim couples programme began from a single state in 2001 and 
is now conducted nationwide in all states. In 2009, a total of 179 268 men and women were 
screened through this programme out of which 67 were confirmed to be with HIV.16 Prevalence 
was 0.04%.  
 
The Prevention of Mother to Child Transmission (PMTCT) programme implemented nationwide 
at government health clinics and hospitals, also incorporates HIV screening utilising an opt-out 
approach. With more than 70% of all pregnant mothers accessing the public healthcare 
facilities, for the period of 2007 – 2009, 98.1% (1 178 662 women) of them enrolled in the 
programme and were screened for HIV. 0.05% of them were found to be with HIV.17 
 
Detailed gender and age disaggregated data has recently become available as a result of a 
revision of the national HIV reporting system. This data has been included as much as possible 
in the reporting of UNGASS indicators. Analysis of this data is critical to ensure a better 
understanding of how men and women are vulnerable to HIV infection in Malaysia.  
 
 
 
 
 
 

                                                 
15

 Ministry of Health (2010). Op cit (see reference 2) 
16

 Ministry of Health (2010). Premarital HIV screening in 2009 
17

 Ministry of Health (2010). PMTCT HIV programme monitoring (as of December 2009) 
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Estimations and Projections 
 
National HIV estimation workshops were conducted in 2001, 2003 and 2004. The results of 
these exercises were mentioned in the 2008 report but were questionable at the time as they 
depended on limited sentinel and scarce amounts of behavioural surveillance data. 
 
The National Consensus Workshop on Estimation and Projection of the Malaysian HIV 
Epidemic was held in May 2009 and organised by the AIDS/STD Section of the Ministry of 
Health in partnership with the World Health Organisation. The results from this workshop, 
endorsed by both the Ministry of Health and civil society stakeholders, provide the most recent 
and reliable estimates for identified most-at-risk and vulnerable populations. These were later 
revised in 2010 to reflect the availability of new data from the IBBS studies, the MOH’s adoption 
of the revised WHO’s guidelines on treatment as well as Spectrum software upgrades. 
 

Figure 6 

  
 

Figure 7 

 
 

Source: National Consensus Workshop on Estimation and Projection of the Malaysian HIV Epidemic (2009) 
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According to the estimation model (refer Figure 6 and 8), the number of new HIV cases per 
annum is estimated to continue to experience a gradual increase between 2008 and 2015. The 
role of IDUs as an early driver of the Malaysian HIV epidemic is clearly demonstrated with the 
initial peak observed in the number of new HIV cases detected among IDUs before 1995. 
Beyond 1995, HIV among IDUs appears to have stabilised at 3,000 new infections per year.18 
On the other hand, the number of new cases amongst MSM (both venue based and non venue 
based) and clients of female sex workers appear to have increased significantly.  

Figure 8:  

 
Source: National Consensus Workshop on Estimation and Projection of the Malaysian HIV Epidemic (2009) 

 
The workshop was also able to provide estimates for ARV treatment and coverage as well as 
for the different MARPs which are reflected in the following section discussing the four identified 
groups.  
 
The results from the estimation and projections model indicate a number of key findings19: 
 

• Since 2008, the estimated number of new HIV infections among IDUs appears to be 
plateauing. 

• For every single male detected with HIV, there are three other male cases which go 
undetected. 

• The number of AIDS related deaths is expected to increase in the next 3-5 years, as 
disease progression delay catches up as a result of HIV infections from 10-15 years ago. 
Treatment coverage being at only 40% is also a factor in describing this trend.  The large 
number of AIDS related deaths reported in 2009 could be an early indication of these 
phenomenons.  

• The number of women living with HIV is higher than previously thought, but the proportion is 
stabilising which is consistent with the profile of a concentrated epidemic. For every 1 
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 Ministry of Health and World Health Organisation (2009). Op. cit (see reference 1) 
19
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female with HIV there are 3 new infections amongst males. This finding is consistent with 
the concern of women as intimate partners of IDUs, men who are clients of FSW and MSM. 

• A revised needs and coverage estimate based on the WHO recommended criteria of 
CD4<350 for initiation of treatment has been conducted. This revision is expected to result 
in a higher treatment need, and lower coverage based on existing targets. 

 
Table 4: Estimates of the Malaysian HIV Epidemic 

 2009 2010 2015 

• Total People Living With HIV 101,387 105,471 119,471 

Male 89,986  (88.8%) 93,316  (88.5%) 103,694  (86.8%) 

Female 11,401  (11.2%) 12,155  (11.5%) 15,778  (13.2%) 

• Total new infections/ year  10,352 10,375 10,410 

Male 9,102 9,122 8,799 

Female 1,250 1,253 1,612 

• Total AIDS related deaths/ year 5,767 6,019 7,551 

Male 5,250 5,439 6,754 

Female 517 560 797 

• Cumulative HIV cases 163,150 173,525 225,441 

 
Source: National Consensus Workshop on Estimation and Projection of the Malaysian HIV Epidemic (2009) 

 
The hidden nature of the HIV epidemic, despite a strong case notification system in the 
healthcare structure, necessitates the use of epidemic estimation and projection based on 
comprehensive and continuing second generation surveillance within at-risk populations.  
 
The notification rate as used within the context of the Malaysian epidemic is currently based on 
reported data which is under-represented as demonstrated by the estimations model. It is 
necessary to revise the use of this indicator and the epidemiological picture to reflect a current 
reality whereupon there has yet to be strong evidence that the epidemic is halted and reversed. 
At this point of time, the IDU epidemiological picture which indicates that the number of 
infections have plateaued is the nearest to achieving this. Infections among other MARPs which 
are acquiring HIV through sexual transmission are likely to continue to increase and yet are 
largely unreported. 
 
 

B. Most-at-risk Populations (MARPs) 
 
In 2002, it was decided that the existing HIV surveillance system, based on notification of newly 
diagnosed HIV infection and screening in sub-populations, did not adequately explain nor was 
the data obtained able to be utilised to predict the course of the epidemic.20 As such, the 
Ministry of Health decided to incorporate the use of behavioural surveillance studies into the 
existing system. It was strongly felt that monitoring HIV risk behaviour could play a vital role in 
determining the future direction in the spread of HIV within the different most-at-risk populations. 
Behavioural Surveillance Surveys was adapted for this purpose beginning in 2004 which was 
later followed by the use of Integrated Bio-Behavioural Surveillance (IBBS) studies. The IBBS 
latter surveys which were conducted in the Klang Valley by the Malaysian AIDS Council with 3 
target populations (injecting drug users, female sex workers and transgender persons) in 2009 
have been particularly instrumental in providing a better description as to the vulnerabilities and 
behaviour of most-risk populations. 

 

                                                 
20

 Ministry of Health & WHO Western Pacific Region (2006). Summary Findings of Behavioural Surveillance Surveys (BSS) in 
Malaysia. AIDS/STD Section. 
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Source: National Consensus Workshop on Estimation and Projection of the Malaysian HIV Epidemic (2009) 

 
As mentioned earlier, the outputs from these studies were later utilised in the National 
Consensus Workshop on Estimation and Projection of the Malaysian HIV Epidemic to produce a 
model of the local scenario (Figure 9). The estimated prevalence among the at-risk populations 
are as in the figure above. 
 
The results of these surveys are also intended to inform and support the planning, 
implementation and evaluation of HIV interventions for the different most-at-risk populations. 
However, it must be noted that despite the improved availability of behavioural studies and 
findings from programme monitoring, much of the current national response particularly the 
formulation of policies and the development of prevention, treatment, care and support 
programmes is still dependent on sentinel surveillance data.  

 
Injecting drug users (IDUs) 
 
Since the beginning of the epidemic in Malaysia, the rapid spread of the HIV has been attributed 
to the use and sharing of contaminated injecting drug equipment among people who inject 
drugs. The profile of injecting drug users in the country continues to be predominantly male, 
young, of Malay ethnicity and heterosexual. Women comprise a small proportion of drug users 
(2%). Existing studies show that female drug users remain a minority in this population.  
 
1 699 new cases of HIV amongst injecting drug users were detected in 2009, bringing a 
cumulative total of 61 947 persons from this population reported with HIV. As seen in Figure 10, 
reported HIV data from the Ministry of Health indicates a consistent decrease of new reported 
HIV cases among IDUs in the past seven years. The population of IDUs is estimated to be 
around 170 000 with a prevalence of 22.1%.21 
 

                                                 
21

 Malaysian AIDS Council (2010). Op. cit (see reference 5) 

Figure 9: 
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Source: Ministry of Health (2010) 

 
It was previously described in the 2008 report that there was a dearth of studies aimed at 
describing the behaviour of injectors. The IBBS survey conducted by the Malaysian AIDS 
Council with 630 IDUs in 2009, goes a fair distance in addressing this concern and was able to 
bring forth a number of key findings concerning this population.22 83.5% reported using sterile 
injecting equipment the last time they injected. Half of them were also sexually active in the past 
year. Despite the fact that 88.9% of respondents demonstrated knowledge of condoms to 
prevent HIV infection only 27.8% used condoms during their last sexual encounter. 
 
Programme monitoring conducted in 2009 of inmates in the 28 drug rehabilitation centres (DRC) 
found that there are currently 365 inmates with HIV. 349 are men and 16 female. HIV 
prevalence in this setting was found to be 7.9%.23 
 
Despite the IDU respondents in the IBBS survey being 97.8% men, it is possible for there to be 
many female cases of HIV yet unseen amongst injectors. Women and girls as injectors face 
tremendous social stigma, discrimination and shame. They may also depend on their male 
partner to obtain drugs as opposed to seeking it out themselves. Together with the risk of sexual 
violence, harassment, spousal abuse, and lower social status, this makes them less likely for 
them to seek information and to access healthcare services, increasing their risk and exposure 
to HIV infection. 24  As such they may also fall outside the coverage of studies such as the IBBS. 
 
Sex workers 
 
The yearly increases in the number of heterosexually transmitted HIV cases which currently 
accounts for almost a third of all new infections, is a strong indicator of a new trend linked to the 
sexual spread of HIV in the local context. Therefore an issue of concern which must be 
addressed is the effectiveness of current HIV prevention programmes in the context of sex 
work.   
 

                                                 
22

 Ibid 
23

 Ministry of Health (2010). Op cit (see reference 2) 
24

 Centre for Harm Reduction. Female drug use, sex work and the need for harm reduction. 
http://www.chr.asn.au/freestyler/gui/files/female_drug_use.pdf  
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The cumulative number of sex workers reported to have acquired HIV since the beginning of the 
epidemic was 563 or 0.6% of the 87 710 HIV cases seen thus far. In comparison to the large 
proportion of injecting drug users reported to be infected with HIV, the number of HIV cases 
reported among sex workers is quire small. However, this is taken as a gross underreporting of 
this population as sex workers will not necessarily identify themselves as such and may also not 
come forward for treatment. Current studies also only involve female and transgender sex 
workers. As it is, the situation with male sex workers is currently largely unknown as they are 
often hard to identify. As such, they are left out of existing outreach and intervention 
programmes. 
 
Similar to the situation in other countries, there are venue-based and non-venue based sex 
work. The former often takes place in locations such as hotels, streets, massage parlours, 
karaoke bar, brothel or even a home. Non-venue based refers to the offering of services through 
a medium such as mobile phone and Internet.  
 
A Behavioural Surveillance Survey conducted with sex workers in 2003 indicated that HIV 
prevalence amongst those selling sex was above 5%.25 A size estimation study of sex workers 
in Malaysia estimated the population of sex workers in Malaysia to be 60 000 whereupon 63.2% 
were found to be local sex workers while 36.8% were foreign.26 They are estimated to have the 
second highest HIV prevalence rate at 10.5%.27 
 
The IBBS conducted with sex workers in 2009 indicated that 10.5% of respondents were 
infected with HIV, 60.6% reported the use of a condom with their most recent client while 38.6% 
correctly identified ways to prevent sexual transmission of HIV. However, alarmingly 5.6% of 
survey respondents reported injecting drugs in the past year and a fifth of them had sexual 
partners who injected drugs. Almost 20% of female respondents of a BSS conducted by the 
Ministry of Health amongst sex workers in 2004 also reported using drugs in one form or 
another.28 16% of those using drugs indicated that they had injected. Besides the 2009 IBBS 
conducted with injectors and sex workers which asked questions concerning injecting drug use 
and sex work, no specific comprehensive study has yet been conducted to gauge the scale and 
degree of interaction between sex workers and injecting drug use, as well as drug users being 
involved in paid sex as clients or service providers. This sex work – injecting drug use scenario 
needs to be further discussed and addressed with appropriate programmes which recognise 
this reality. 
 
Of particular concern is the largely neglected population of those who purchase sex: the clients. 
Most of the available literature as well as existing HIV prevention interventions focus on the 
women who provide sexual services. In other words, the men who demand for such services 
are left out and are often forgotten in favour of the more convenient and easily identified women 
who sell sex. 
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Men who have sex with men (MSM) 
 
Under the existing classification utilised by the HIV surveillance system, MSM are considered to 
be in the homosexual/ bisexual category. There is an estimated 173 000 MSM in Malaysia.29 In 
the previous 2008 report, an observation was made by NGOs working with the MSM community 
based on data collected from field sites conducting VCT that the number of HIV cases among 
MSM had increased in the past few years. Nevertheless, due to a dearth of studies examining 
the MSM community, the understanding of the HIV situation in this population was based on the 
abovementioned data which was limited as well as anecdotal information from outreach 
workers.  
 
However in 2009, an adaptation of venue-day-time-sampling (VDTS) was applied to identify 
venues in Kuala Lumpur where men congregate for the purpose of meeting or soliciting sex 
from other men.  The majority of the 517 respondents were Malays and Chinese (47% and 
43.7% respectively) out of which 3.9% were found to be with HIV.30 One in four reported having 
more than five male partners in the past six months. 44.9% of those who had unprotected sex 
with a casual partner were almost 3 times more likely to be with HIV compared to those who did 
not engage in that activity. 16.1% had had sex with a female partner in the past six months. Due 
to social pressures, cultural context and the fear of facing stigma, MSM very often have female 
partners (i.e. wives and girlfriends). 
 
As a result of this study, a better understanding as well as a working baseline has been obtained 
of the situation affecting the MSM community. However, more such surveys need to be carried 
out in other locations to ensure a more comprehensive picture. 
 
Transgendered persons (TG)  

 
Transgendered persons or transsexuals are labelled as sexual deviants and often shunned by 
society in Malaysia.31 As a result of such stigmatisation and discrimination, the majority of those 
in this community are unable to obtain employment and thus end up doing sex work. It was 
previously unknown as to how many cases of HIV were seen or estimated within this population. 
However, after the IBBS survey conducted with the transgender community in 2009, a better 
picture has emerged of this population. 
 
From this survey, it was found that the population was experiencing a HIV prevalence of 9.3%.32 
Four out of 5 transgender persons were selling sex at some point of time last year. 94% of them 
used a condom during their last sexual encounter with a client. 37% of respondents knew how 
to prevent sexual transmission of HIV. However, it was reported that 11.7% had sexual partners 
who injected drugs while 3.1% had injected drugs in the past year. 
 
As a whole, despite having a large proportion of respondents using condoms, the prevalence of 
HIV in this population is as stated above. This has lead to concerns that the effectiveness of HIV 
prevention programmes and intervention programmes are being compromised due to the reported 
practice of not using condoms with non-paying sexual partners (e.g. boyfriends, long term 
clients).33 
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C. Emerging vulnerable populations 
 

Most at risk young people 
 
Children affected by HIV are termed as those below the age of 19 who are either living with HIV, 
lost one or both parents to AIDS, or whose vulnerability results in their survival and well being to 
be threatened by the disease34.  To date, no national study or survey has been conducted to 
estimate the number of children affected by HIV in the country and to examine their 
vulnerabilities to HIV infection.  
 
Of the 87 710 cumulative total of HIV cases since 1998, 2 122 (2.4%) were individuals aged 
less than 19 years old. 1.4% of all HIV cases were found to be between the ages of 13-19 
years. In 2009, children below 19 years of age made up 3.1% (95) of 3 080 new reported HIV 
cases for that year. The vulnerabilities and situations encountered by both urban and rural 
children which expose them to HIV infection are many: sexual and physical violence, incest, sex 
work, human trafficking, underage and unprotected sex. Children with HIV have been reported 
to have faced stigma and are exposed to and experience acts of discrimination which could lead 
to ostracisation, exploitation, becoming homeless and loss of education.   
 
The PMTCT programme involving antenatal mothers has been implemented since 1998. HIV 
prevalence indicated through screening conducted within this programme ranged from 0.02% to 
0.05% and the sero-prevalence in 2009 was 0.05%. Coverage of this initiative in government 
healthcare centres improved from 49.7% in 1998 to 98.1% in 2009.35 Though the programme 
covers only women attending government hospitals and clinics receiving antenatal care, it is 
estimated that more than 70% of women, especially those living in rural areas, in the country 
seek antenatal care at government healthcare facilities. As a result of this programme, 96% of 
children born to HIV positive mothers are born uninfected. 
 
Migrant workers 
 
An estimated 1.6 million registered migrant workers and around 500 000 undocumented 
workers currently reside in Malaysia.36  A policy was implemented whereupon foreign workers 
currently undergo three mandatory medical screenings in the first two years of their arrival. 
These are conducted through a full medical screening which is inclusive for HIV. 37 
 
The HIV situation amongst migrants in Malaysia is currently unclear as screening is done for the 
purpose of detecting migrant workers who are considered medically unfit or pregnant and 
therefore qualify for deportation back to their countries of origin. As of 2009, 0.05% of those who 
were screened tested positive for HIV.38 
 
Refugees 
 
Despite being identified as a marginalised and vulnerable population under the National 
Strategic Plan on HIV/AIDS 2006-2010, data on incidence rates amongst refugees are not yet 
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captured through the existing HIV surveillance system.39 As monitored by the United Nations 
High Commissioner for Refugees (UNHCR) in Malaysia and other health NGOs working with 
the refugee community, the population of refugees living with HIV and AIDS is 268 persons (as 
of March 2010). 40  
 
 

D. Recent trends in the epidemic  
       
Incidence increase of HIV/TB Co-infection 
 
Tuberculosis (TB) remains a public health challenge in Malaysia with around 16 000 – 17 000 
new cases reported annually. From 1990 to 2008, the number of HIV/TB co-infection reported 
nationwide has increased from 64 to 1 819 cases.41 
 

0

2000

4000

6000

8000

10000

12000

14000

16000

18000

Figure 11: New TB, HIV and TB-HIV Cases (1999 - 2008)

TB Case

HIV

TBHIV

TB Case 14908 15057 14830 14389 15912 15307 16066 16665 16825 17570

HIV 4692 5107 5938 6978 6756 6427 6120 5830 4549 3692

TBHIV 690 734 746 933 939 1263 1468 1438 1629 1819

1999 2000 2001 2002 2003 2004 2005 2006 2007 2008
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The number of TB cases detected each year is relatively quite high in comparison to the reported 
incidence of HIV. An average of 16 487 cases were reported over the past five years. In 2008, 
17,570 new cases were registered in Malaysia, out of which 10,441 cases were infectious forms.42 
In 2008, 10.4% of all TB cases detected were also having a co-infection of HIV, a proportion 
which has been gradually increasing each year. Without treatment, as with other opportunistic 
infections, HIV and TB co-infection would shorten the life of the person infected. Patients with HIV 
are highly vulnerable to TB, because of their weakened immune systems. In 2005, 41% of deaths 
were attributed to this form of TB co-infection. 

 
Despite the declining incidence of HIV, the number of HIV-TB co-infection cases appears to be 
increasing. The TB notification rate (per 100 000) was 63.1 in 2008 and has been more or less 
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been consistent for the past five years.43 As part of its disease control and prevention measures, 
the Government also currently conducts routine TB-HIV screening for all new inmates in 
incarcerated closed settings such as prisons and drug rehabilitation centres, which was started  in 
2001.44  
 
Increase in HIV sexual transmission 
 
There is no doubt that, for the moment, injecting drug use remains the main mode of HIV 
transmission in Malaysia. The composition of the majority of reported HIV cases nationwide is 
made of individuals whose infection has been attributed to the use and sharing of contaminated 
needles in injecting drugs. Nevertheless, there are clear indications that sexual transmission is 
becoming a major factor in the future of the country's epidemic. Compared to ten years ago, 
when infection through the IDU route was 74.7% of all new reported HIV cases, this proportion 
has declined to 55.2% of all new infections are attributed to injecting drug use in 2009.45  
 

Table 5: Percentage of new HIV cases by risk factor 

Risk factor 1990 2000 2009 

Injecting drug use 60.4% 74.7% 55.2% 

Sexual transmission 

• Heterosexual 

• Homosexual 

5.2% 
4.8 
0.4 

18.8% 
17.6 
1.2 

32.0% 
26.7 
5.3 

 
Source: Ministry of Health (2010) 
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Increasingly more new reported cases have been attributed to infection through the sexual 
route, namely unprotected sexual intercourse by both heterosexuals and MSM. Combined, 
sexual transmission of HIV continue to be responsible for more than a third of new HIV cases, a 
proportion of which is increasing each year.  
 
Figure 12, demonstrates a clear trend from 2001 whereupon fewer annual cases attributed to 
the IDU route were reported. However, the proportion of heterosexually acquired cases can be 
observed to have steadily increased.  
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As of December 2009, HIV transmission attributed to heterosexual intercourse constitutes 
16.9% of cumulative cases.46 However, this same year saw the significant increase of newly 
infected cases acquired through heterosexual contact from 17.5% in 2002 to 26.7% in 2009. 
Heterosexual transmission now accounts for nearly a third of newly reported HIV cases in 
Malaysia.  
 
A Ministry of Health profile of female HIV cases indicated that from 2003 – 2008, 70% of cases 
seen amongst women for that duration were acquired through heterosexual intercourse.47 Three 
out of every five cases of women found to be with HIV were married.  As part of the prevention 
of mother-to-child-transmission (PMTCT) programme in 2009, antenatal screening conducted 
with more than 4000 000 pregnant women detected 171 individuals with HIV and 86% of them 
acquired HIV through heterosexual contact. 
 
The proportion of HIV cases reported as being homosexual/ bisexual appear to be quite 
consistent with estimations of the MSM population which indicate a prevalence of less than 
10%. However, it is important to note that this population has increased in number and 
proportion over the past ten years. With more than 5% of all reported new cases in 2009 being 
from this route of transmission, there is concern that there is insufficient attention being drawn to 
HIV prevention amongst MSM and TG. Data from the VDTS also seem to indicate that self-
identified MSM did not confine their sexual activity to amongst themselves but also had sex with 
women. 
 
HIV and Women 
 
There have been cases of women with HIV and AIDS reported from all states and territories in 
Malaysia. As of December 2009, 8 091 women and girls in Malaysia have acquired HIV since 
1986. 45% of these cases were reported within the past five years. 50% of female AIDS cases 
and 53% of women who have died of AIDS related conditions to date were reported within the 
same period.48  First reported in detail in the 2008 document, the incidence profile of the 
Malaysian HIV epidemic has slowly shifted from almost entirely male to having a higher 
proportion of female cases.49 Only ten years ago, men accounted for more than 96% of new HIV 
cases. However, from female cases representing 4.15% of all reported incidences of HIV in 
1996 to 18% in 2009, this increase represents an alarming trend in new infections occurring 
which is strongly linked to women and heterosexual transmission of HIV as discussed in the 
earlier section.  
 
The ratio of males to females with HIV can also be observed from the reported data: from 10:1 
in 2002 to approximately 5:1 in 2009. However, a constant reduction of new HIC cases occurred 
annually starting from year 2003, as discussed earlier.  According to estimates, there should be 
1 female per 3 new infections among males.50 By the end of 2009, the Ministry of Health 
recorded 553 new HIV cases and 119 AIDS cases among adolescent and adult women in 
Malaysia. The MOH profile of female HIV cases indicated that three out of four women were 
between 20-39 years of age, most were married (60%) and 70% had acquired HIV through 
heterosexual transmission. By occupation, the highest group of women were housewives (40%).  
In states such as Johor, this group of women form the majority of female cases seen in this 
state. It was previously believed that this group would be least likely to be infected. 

                                                 
46

 Ministry of Health (2010). op. cit. (see reference 2) 
47

 Ministry of Health (2009). The Malaysian HIV and AIDS Epidemic. UNGASS Preparatory meeting. 19 November 2009 
48

 Ministry of Health (2010) op. cit. (see reference 2) 
49

 Ministry of Health and UNICEF (2008). Women and girls confronting HIV and AIDS in Malaysia.  
50

 Ministry of Health and World Health Organisation (2009). Op cit (see reference 1) 



2010 UNGASS Country Progress Report – Malaysia 

 

35 

Overlap of risk behaviours: Injecting drug use and sex work 
 
It is important to note that due to the nature of the Malaysian epidemic having a HIV prevalence 
of less than 1%, being concentrated in specific most-at-risk populations as well as the dynamics 
of sexual networking between the groups; it is unlikely that the situation will migrate to a 
generalised epidemic in the next few years. However, data gathered over the past few years 
have indicated that no sub-population is fully self-contained. Though transmission remains 
mostly through the sharing of contaminated injecting equipment among drug users, it is no 
longer possible to address specific populations individually without consideration of 
phenomenon such as the overlapping of risk behaviours involving injecting drug use and sex 
work amongst the most-at-risk populations.  
 
An overlap of the two main risk behaviours, namely injecting drug use and sex work, is also 
being observed within the Malaysian epidemic. From non-governmental organisations’ reports 
as well as studies such as the IBBS conducted with injectors and female and transgender sex 
workers, the selling of sex to procure drugs and the high number of IDUs buying sex were found 
to be common.51 Needles are also shared between sex workers and clients who pay for sexual 
services with drugs. Needles and syringes are commonly shared while condom use was found 
to be generally low and infrequent. 
 
Several sites in the Klang Valley as well as Northern and East Coast states have indicated that 
male and female drug users have been reported selling sex for money and to procure drugs.52  
They also share injecting equipment with other male and female injectors. A male injecting drug 
user later has unprotected sexual intercourse with his wife while purchasing sex elsewhere with 
drugs or money. Studies such as the Integrated Bio-behavioural Surveillance and Behavioural 
Surveillance Surveys conducted with injectors in 2002 and 2009 respectively indicate clearly 
that they are sexually active.  
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III. National response to the AIDS epidemic 
 
 
The National Strategic Plan (NSP) on HIV/AIDS 2006-2010 replaces the previous HIV/AIDS 
National Strategic Plan first developed in 1998 and reviewed in 2001. The existence of a 
publically funded multi-sectoral framework to respond to the HIV epidemic has actually been 
present since 1998. However, due to the lack of adequate and sufficient financial and technical 
resources to support it, implementation of the national HIV programme resulted in diminished 
achievements and few objectives reached, particularly in HIV prevention. 
 
However, the National Strategic Plan on HIV/AIDS 2006-2010 was born out of the realisation in 
2005 that Malaysia was unable to achieve the sole Millennium Development Goal addressing 
HIV and AIDS (MDG 6) by 2015.53 The response to this wakeup call was the NSP, which was 
developed and drafted with the involvement and participation of key civil society representatives 
in 2005 and 2006 
 
It provides a common basis for the coordination of the work of all partners involved in the 
national response including the Government, non-governmental, private sector and multilateral 
stakeholders.  Determined in consultation with relevant government and civil society partners, 
the NSP is an expression of strategic choices by all parties as to how the country’s response to 
the HIV epidemic should look like over a period of five years. It outlines key national strategies 
and priorities which highlight the underlying challenges of the HIV response as well as providing 
guidance towards an integrated and comprehensive approach addressing the needs of 
prevention, treatment, care and support. The financing and implementation of the NSP is 
supported under the RM 230 billion allocation available to the national development plan, the 9th 
Malaysian Plan 2006 – 2010 (9MP).54  
 
The objectives of the NSP are as follows:55 
 

• To reduce the number of young people aged 15-24 with HIV 

• To reduce the number of adults aged 25-49 with HIV 

• To reduce the number of HIV infections in IDUs 

• To reduce each year the number of HIV infected infants born to HIV infected mothers 

• To reduce the number of people from the marginalised population (i.e. sex workers, 
transsexuals and MSM) with HIV 

• To increase the survival and quality of life among people living with HIV 
 
This section on the national response to the AIDS epidemic in Malaysia will be discussed within 
the framework and context of the National Strategic Plan on HIV/AIDS. This framework outlines 
six main strategies: 
 

• Strategy 1: Strengthening leadership and advocacy 

• Strategy 2: Training and capacity enhancement 

• Strategy 3: Reducing HIV vulnerability among injecting drug users (IDUs) and their 
partners 

• Strategy 4: Reducing HIV vulnerability among women, young people and children 
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• Strategy 5: Reducing HIV vulnerability among marginalised and vulnerable groups 

• Strategy 6: Improving access to prevention, treatment, care and support 
 
 

A. Financing the response to HIV and AIDS in Malaysia  
 
Domestic and international AIDS spending  
 
In 2008, total AIDS expenditure was approximately RM 86.6 million, 96.95% was financed by 
Government funding and 3.05% by the private sector and international sources. In 2009, 
expenditure increased by RM 8.6 million. 
 
Regarding sources of financing for HIV programmes, as indicated in the table below, in 2008 
and 2009, the domestic public funding from the Government shouldered most of the AIDS 
related expenditure, whereas international and private sector contributions resources 
contributed to less than 1%.  
 

Table 6: Source of approximate AIDS expenditure 2008 – 2009
56

 
 

Source of Funding 
Year 2008 

(RM) 
% 

Year 2009 
(RM) 

% 

Domestic Public  83 993 000 96.95 92 661 000 96.71 

Domestic Private  1 619 000 1.87 1 629 000 1.70 

International  1 020 000 1.18 1 520 000 1.59 

Total 86 632 000 100.0 95 810 000 100.0 

 
Domestic Public Funding 
 
In terms of financial support and AIDS related expenditure, prior to the inception of the new NSP 
in 2006, less than USD 10 million per annum was allocated by the Government for the national 
response to HIV and AIDS. The bulk of this allocation was spent on the provision of HIV 
treatment and involved funding of HIV NGO prevention programmes which were small scale 
and with limited coverage.  
 
A three-fold increase in this allocation, now totalling more than USD 30 million per annum, was 
made available to both government agencies and civil society organisations for the five years 
(2006-2010) in support of implementation of the NSP. With an annual budget of RM 100 million 
allocated to it, the costs of the national HIV programme translates to approximately RM 3.5 
(USD 1) per capita per total population. 
 
Government funding is channelled from the Ministry of Finance to the Ministry of Health which 
disburses the funds to other government ministries and departments. In the case of NGO 
related programmes, the MOH uses the Malaysian AIDS Council as the sole conduit for 
channelling the necessary funds to the individual NGOs. Though individual states, through the 
state AIDS officers, may have their separate HIV programmes, these activities are funded 
through allocations which are provided by the Federal Government. Individual Ministries may 
also utilise their own funding which is independent to that of the allocation under the NSP with 
the MOH. The amount indicated in the National Funding Matrix does not include salaries of the 
civil servants which fall under general administrative costs of the Ministry of Health. 
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Domestic Private Funding 
 
Though information concerning the private sector is currently limited, what is known is that the 
majority of corporate entities engage the Malaysian AIDS Council and Malaysian AIDS 
Foundation to provide support for specific programmes (e.g. the Standard Chartered Pediatric 
AIDS Fund). Therefore information gathered on this is sourced mainly from the Malaysian AIDS 
Council and Malaysian AIDS Foundation which are the largest beneficiaries. 
 
International funds 
 
For the period of 2006 – 2010, funding allocated for HIV and AIDS programming in Malaysia 
from UN development partners (i.e. UNDP, UNICEF, UNFPA, UNHCR and WHO) is 
approximately USD 3.6 million.57 
 
AIDS Spending Categories 
 
For both 2008 and 2009, the majority of public funding was used in prevention programmes 
(44.85% and 47.76% respectively) and followed by the provision of care and treatment (40.10% 
and 37.39%, Harm reduction programs for both government and NGO run facilities were the 
major area of expenditure in HIV prevention.  
 

Table 7: AIDS Spending – Approximate total expenditure from Domestic (Public and Private)  
and International Sources 

Programme 
Year 2008 

(RM) 
% 

Year 2009 
(RM) 

% 

• Prevention  38 855 000 44.85 45 761 000 47.76 

• Care and treatment 34 741 000 40.10 35 819 000 37.39 

• Orphans and vulnerable children 886 000 1.02 1 160 000 1.21 

• Programme Management and 
Administration Strengthening 

12 000 000 13.86 12 000 000 12.52 

• Enabling environment - - 170 000 0.18 

• Research 150 000 0.17 900 000 0.94 

TOTAL 86 632 000 100.0 95 810 000 100.0 

 
 

B. Strategy 1: Strengthening leadership and advocacy 
 

A revised policy and decision making framework.  
 

Under the National Strategic Plan on HIV/AIDS 2006-2010, the Cabinet Committee on 
HIV/AIDS (CCA) was established and chaired by the Deputy Prime Minister.58 It functioned as a 
forum for discourse and decision-making at the highest level on HIV and AIDS related policies.  
It represented a strong commitment on the issue of HIV and AIDS, and also provided a strong 
political platform for advocacy at the highest levels of Government.  
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A remarkable development occurred at the end of 2008 whereupon the Malaysian AIDS Council 
was offered a seat on this committee with voting rights as a full member. This would basically 
enable a non-governmental organisation (i.e. MAC) to not only engage members of the 
Committee of ministerial rank but would also allow for the voice of civil society and the different 
communities represented by MAC to be effectively heard by members of the Cabinet.  
 
However, before this development could be put into practice, the entire policy and decision 
making structure was revised with the intention of streamlining the functions of the different 
entities involved in HIV policy development.  
 

Figure 13: Revised National HIV and AIDS Policy Framework 

 

 
 

Source: Ministry of Health (2009) 

 
Under this new revision which occurred in late 2009, the CCA was restructured and known as 
the National Coordinating Committee on AIDS Intervention (NCCAI) chaired by the Minister of 
Health. The NCCAI functions as the highest decision-making body on HIV and AIDS related 
policies. Its membership includes all the Chief Secretaries of the 16 Ministries and government 
agencies listed in the NSP as well as civil society representatives, including the Malaysian AIDS 
Council. The NCCAI has been made responsible for ensuring the development and 
implementation of policies.  
 
The National Advisory and Technical Committee on AIDS, is actually a merging of the two 
bodies present in the previous framework namely, the National Advisory Committee on AIDS 
and the Technical Committee on AIDS. This committee, chaired by the Director General of 
Health, acts as a high level advisory body to the NCCAI. It provides a forum for discussion of 
policy issues relevant to increasing the success of Malaysia’s response to the HIV epidemic as 
well as to review progress against the annual work plans and budgets. The membership of the 
NATCA is made up of key Ministry officials, subject matter experts, NGO and community 
representatives and the Director Generals and HIV Focal Points of the Ministries indicated in the 
NSP. It meets at least biannually and reports to the NCCAI. 
 
In 2009, the Government also decided to make reporting on the progress of the HIV epidemic, 
one of a number of Key Performance Indicators (KPI) for the Ministry of Health. It is the only 
indicator assigned to the Disease Control Division and shows a certain amount of commitment 
and concern in ensuring proper attention to the issue.  
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Financial commitment 
 

As reported previously, it was acknowledged that the successful implementation of the existing 
NSP would require a significant increase in the current level of resources allocated to respond 
to the epidemic.59 The shortfalls of previous strategies were intrinsically linked to the small 
amount of funding available for programmes, particularly for HIV interventions conducted by 
NGOs. Prior to the inception of the new NSP, less than USD 10 million per annum was 
allocated by the Government for the national response to HIV and AIDS. In the current 
framework, an allocation of RM 500 million (USD 150 million) was made available for the period 
of 2006 – 2010. A three-fold increase in this allocation, now totalling more than USD 30 million 
per annum, has been made available to both government agencies and civil society 
organisations for the next five years (2006-2010) in support of implementation of the NSP. This 
commitment of USD 150 million represents a strong signal of much needed political support and 
commitment to address HIV and AIDS as a national agenda. 
 

In many ways, the increased allocation and available funding under the current NSP became a 
huge challenge for many NGOs as they were required to increase capacity, improve reporting 
systems and up-scale dramatically to meet expectations of both the funder and communities. 
The Ministry of Health (as guardian and mandate keeper of the NSP) were tasked to ensure that 
grant disbursement systems were in place which were transparent, accountable and fair to all 
parties wanting to apply for funds available under the NSP.  The past four years of the NSP 
from 2006 – 2009 have highlighted these challenges.  
 
Further empowering civil society participation and involvement in HIV advocacy 
 
It was previously reported in the 2008 document that civil society participation in the area of 
policy and advocacy was still very limited and heavily dependent on the Malaysian AIDS Council 
(MAC). MAC, under its mandate, represents the issues and concerns of the civil society 
organisations working on HIV and AIDS, including people living with HIV. However, there was 
concern that the different communities were not sufficiently engaged, empowered and lacked 
adequate representation. In 2008, a “cluster” mechanism comprising individual communities 
(e.g. Sex worker, MSM and TG clusters) and issues was introduced by MAC. Though it is still in 
early development, the concept is intended to improve participation, ownership and encourage 
meaningful involvement in the discussions affecting the different most-at-risk populations. 
 
With that in mind, the Malaysian Network of People Living with HIV/AIDS (MyPlus) was also 
formed in August 2008 as an independent organisation by the Malaysian AIDS Council to 
mobilise the HIV positive community to be more involved in HIV advocacy and engage in 
meaningful participation in programmes and consultations. The intention would be that a 
national network would lead, complement and further strengthen the current efforts to achieve 
the goal of universal access to prevention, care and support services. MyPlus would also 
function as a public and political voice for the HIV positive community on issues affecting them.  
 
Establishment of the Country Coordinating Mechanism (CCM) and participation in Round 9 of 
the Global Fund for AIDS, Tuberculosis and Malaria 

 
In 2008, Malaysia became eligible to receive Global Fund grants for HIV and AIDS programmes 
under the revised Income Level and Cost-Sharing Eligibility Criteria. It is one of nine countries in 
the Middle Income Level category identified to have concentrated HIV epidemics. In Malaysia, 
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the initiative to set-up a Country Coordinating Mechanism (CCM) and to participate in the Global 
Fund grant application process has been driven largely by the civil society. 
 
The importance of empowering and building capacity of civil society organisations became very 
clear with the participation of Malaysia in Round 9 of the Global Fund for AIDS, Tuberculosis 
and Malaria. A working group composed mainly of civil society representatives did most of the 
necessary advocacy to convince the Government as to the need to participate in the Global 
Fund process. This working group was the precursor to the formation of the Counrty 
Coordinating Mechanism. The CCM itself, formed in March 2009, is a group comprising 
government officers, academicians, faith based organisations, representatives from the most-at-
risk populations and PLHIV community, and the private sector. The CCM is currently chaired by 
the Deputy Minister of Health. A country proposal for Round 9 was successfully developed and 
submitted to the Global Fund Secretariat. Though the proposal was not successful for this 
round, was classified as a Category 3 and recommended for resubmission in Round 10, the 
experience working together in this modality demonstrated how such a multisectoral 
collaboration and partnership could work.  
 
Establishment of the Taskforce on Women, Girls and HIV/AIDS 
 

First described in the 2008 report and later in the joint Ministry of Health – UNICEF document 
titled Women and Girls Confronting HIV and AIDS in Malaysia, the increase in proportion of 
female HIV cases in Malaysia over the past five years has become an issue of utmost concern 
and a priority for the Government. It recognised that intimate partner transmission of HIV is 
increasingly becoming a major factor in the increasing proportion of women and girls becoming 
newly infected. It also acknowledged that this developing trend of feminisation of the epidemic is 
due to the lack of effective HIV prevention interventions which specifically address women’s 
vulnerability to HIV and enable them to protect themselves, particularly from the sexual 
transmission of HIV.60 As such it was felt that addressing this issue would require intensified 
specific policy action and intervention which address vulnerabilities related to HIV and AIDS, 
particularly those related to gender inequality and sexual reproductive health. A Taskforce on 
Women, Girls and HIV/AIDS was set up in 2009, and is chaired by the Ministry of Women, 
Family and Community Development (MWFCD). The Taskforce is tasked to guide the actions of 
the Government in its response to addressing the behavioural and socioeconomic factors 
behind the sexual transmission of HIV.61 It is also tasked to bring together actors beyond the 
health and medical sphere and include bodies such as the Social Welfare Department, National 
Population, Family Development Board (NPFDB), Department of Islamic Development, Ministry 
of Information and other bodies which address issues such as teenage pregnancies, sexual 
violence and gender inequality. 
 

Increased involvement of Muslim religious leaders 

 
The engagement with and involvement of religious leaders, especially Muslim religious leaders 
has increased significantly since the last report. As religious leaders in Malaysia can be very 
influential on the attitudes of their communities towards PLHIV and MARPs as well as on other 
populations such as policy makers and healthcare practitioners, a lot of advocacy and 
investment in programming was done to mobilise and harness the support of Islamic religious 
leaders for HIV prevention and the provision of care and support for those with HIV and those 
affected. (see also Best Practice) 
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Since the last report, Muslim religious leaders have since not only been actively involved in not 
only the implementation of HIV awareness programmes but also proactively established care 
and support facilities from financial and welfare assistance to shelters for Muslim PLHIV.  HIV 
as a topic has been institutionalised into the formal training of new Muslim leaders.62 Working 
with several CBOs, the Department of Islamic Development (JAKIM) in particular has been an 
active partner in creating awareness of HIV issues among the Muslim public.  
 
The past 2 years in particular have seen the remarkable and encouraging development of 
programmes which involve a number of religious departments engaging most-at-risk 
populations such as female sex workers and transgender persons.63  
 

Table 8: Results of premarital screening in 2009 

 Male Female Total 
Age No. 

Screened 
No. confirmed 

+ve 
No. 

Screened 
No. confirmed 

+ve 
No. 

Screened 
No. confirmed 

+ve 

<10 0 0 0 0 0 0 

10 – 14 2 0 61 0 63 0 

15 – 19 2027 0 7115 0 9142 0 

20 – 24 22643 1 31823 7 54466 8 

25 – 29 39796 14 31632 3 71428 17 

30 – 34 13407 14 8546 5 21953 19 

35 – 39 5715 12 3724 0 9439 12 

40 – 44 2907 7 2032 2 4939 9 

45 – 49 1752 0 1167 0 2919 0 

50 – 54 1199 1 792 0 1991 1 

55 – 59  819 1 406 0 1225 1 

60 + 1366 0 337 0 1703 0 
TOTAL 91 517 42 (0.05%) 87 751 17 (0.02%) 179 268 67 (0.04%) 

 
Source: Ministry of Health (2010) 

 
In addition to the above engagement with religious leaders, premarital HIV screening has also 
been made a requirement for all Malaysian Muslims wanting to get married. This programme at 
its inception began from a single state in 2001 and is now conducted in all states. It was initially 
introduced by a state religious department and is now currently supported by the Ministry of 
Health and extended to all individual who wish to do premarital HIV screening voluntarily, 
irrespective of their religious background.  
 
Screening is conducted to provide an earlier opportunity in the detection of HIV and thus provide 
the opportunity for better possibilities for treatment. Premarital HIV screening has been 
considered, by both policy makers and the general public, to be an effective measure in the 
early detection of HIV for the prevention of mother to child HIV transmission and through 
increased awareness helps reduce the chances of further transmission. In public polling 
conducted to gauge the public’s support for this initiative, it was found that the majority of 
respondents were in favour of such a requirement. However, concern has been expressed to 
ensure that the implementation of this measure is in keeping with the human rights framework 
as well as safeguards the confidentiality of those being tested. 
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