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Southern Africa is currenUy experiencing the worst
HIV epidemic in the world. HIV prevalence has
risen to levels that seemed impossible a few years
ago. Even more worrying, the spread is far more
uniform between rural and urban areas than was
the case in Fast African countries, which previous-
ly had the highest rates of infection.

It is estimaled that 12 % of the adult population
of Southern African Development Communily
(SADC) countries is infecled, and although there is
great variation (from 0.08 in Mauritius to 25.84 in
Zimbabwe), eight of the 14 countries have adult

prevalence above 10 %. SADC is home to one third

of the global population of people living with HI'

The 1998 surveys of pregnant women showed th:
in South Africa an eslimated 22.8 % were infectec
in Swaziland 31.6, and in Botswana 38.8.

The consequence of HIV infection is that peopl
will fall ili and die. The impact is most prominent}
seen in terms of decreased life expectancy, in
creased orphaning, and higher rates of infant an
child mortality. Although children born to infecte:
women have only about a 30 % chance of being in
fected, they have virtually 100 % chance of bein
orphaned. It is estimaled that by 1998 there wer
2 214 000 AIDS orphans in the region.
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There are two published sources on the impacl of
AIDS on life expectancy: the annual Human Devel-
opment Report produced by the United Nations De-
velopment Programme; and the US Bureau of the
Census.'

AIDS and Business

Because: it strikes adults during their most econom-
ically productive years, HIV/AIDS will have greater
social and economic impacts than other diseases in
sub-Saharan Africa. It has huge impact at the level
of individuals and households, and the communi-

ties in which they live. At the other extreme, ac-

thierni A ¥

cording to the World Bank, the HIV/AIDS pandem-
ic appears to be the major reason why per capita
growth is slowing in ten sub-Saharan African coun-
tries. Poverty is expected to increase and develop-
ment to falter because of the pandemic’s effects on
households, governments, businesses and national
economies. The epidemic has the potential to un-
dermine not only the economic and development
gains but the social fabric and atlempts at nation
building. Clearly the disease will have a marked ef-

fect on business but published evidence is meagre.

Costs to Companies

The major concerns 1o businesses in areas where

HIV prevalence is high are reduced productivity

and increased costs. Productivity will fall and costs

rise because of:

* Increased absentecism. This will not only be be-
cause of the ill health experienced by the em-
ploycees, but also because they (particularly
women) may take time off to care for their lami-
lies (especially the women) and for funerals.

* Warkers will be less productive at work and not

able lo carry oul more demanding physical jobs.

Employces who die or retire on medical grounds
have to be replaced and their replacements may
be less skilled and experienced and require
training.

Employers may increase the size ol the work-

force lo provide for absenteeism.

As skilled workers become scarcer wages may
increase.

It is probable that the highest HIV/AIDS cost to
companies is absenteeism. A study of a bus compa-
ny in Zimbabwe demonstrated that AIDS-related
absenteeism accounted for 54 % of AIDS costs. This
was followed by absenlceism due to HIV-related
symptomatic illness at 35 %. Zambia’s largest ce-
menl company reported that absenteeism for fu-
nerals increased 15-fold between 1992 and 1995. As
a resull, the company has restricted employee ab-
senteeism for funerals to only those for a spouse,
parent or child. Indeed, even five years ago some
companies, such as the Uganda Railway Corpora-
tion, were reporting steep increases in absen-
tecism and turnover among workers. By the mid-
1990s, the railway corporation had an annual em-
ployee turnover rate of 15 %, with more than 10 %
of its workforce dead from AIDS-related illness. In

INFOTHEK 2/00 5



HIV and AIDS in Africa

Zambia, Barclays Bank has been losing 36 of its

1,600 employees ecach year, ten times the death rate
at most U.S. companies. In Kenya, 43 of the 50 em-
ployees of the Kenya Revenue Authority who died
in 1998, or 86 %, died from AIDS.

The second highest area of costs to companies
relates to employee benefits. These will depend on
the conditions of employment, the level of staff,
and on what benefits are provided. It is possible
that the more advanced African economies will be
more adversely affected.

Projections for costs related to HIV/AIDS for
companies in Kenya by 2005 range from an in-
crease of 4 to 8 %, depending upon the industry.
However, one Kenyan transportation company was
projected to lose nearly 15 % of its annual profits by
2005 (AIDSCAP, 1996). The impact will depend on
the type of business, the skill levels, and replace-
ability of employees. The most seriously affected
businesses might be those in labour-intensive in-
dustries, such as transportation, and those depend-
ing on migrant workers, such as mining.

In Zimbabwe, a study of the main concerns that
businesses expressed about the impact of HIV/
AIDS found that 33 % were most concerned with
the loss of skilled labour, 24 % with the loss of
labour generally, an equal percentage with re-
duced future productivity, 13 % with increased
insurance and pension costs, and 12 % with other
associatled economic costs. Their short-term
concerns focused on the labour impacts, including

recruitment, training and development and em-

.ployee benefits; and, their long-term concerns

focused on markets.

AIDS and Agriculture

Agriculture is one of the mosl important sectors in
sub-Saharan Africa when measured by the percent-
age of the population it supports. Even if agricul-
ture constitutes only 20 % of a country’s total GNP,
it can provide the survival base for as much as 80 %
of the population. Furthermore there is a tendency
for people who work in the urban areas to return to
the rural arcas for care, placing additional burdens
on already impoverished households. In Malawi,
where aboul 15 % of the adult population is HIV-
posilive, child labour is becoming common and
many orphans have left school. A 1996 study for the
Makandi Tea Estate in Malawi showed a sixfold in-
crease in mortalily from 1991 to 1995 from 4 per
thousand workers to 23 per thousand. The annual
cost of HIV/AIDS was 6 % of the company’s operat-
ing profit.

Impact on Markets

HIV/AIDS could reduce the absolute number of po-
tential customers, making markets that are relatively
saturated and which depend critically on population
size the most vulnerable. The impact of the epidemic
on specific markets will depend on the demographic
profile (age, sex, geographic location) of consumers.
Because of the demographics of HIV/AIDS, con-
sumers in the 25-49 age group are likely to be affect-
ed, especially those in disadvantaged communities,
which currently present the largest opportunities for
market growth. In countries where demand for goods
is far from saturated, many of the consumers who
die or have their disposable income reduced by
HIV/AIDS will be replaced by new earners and con-



sumers, but only if overall GDP and consumption ex-

penditure remain unaffected by the pandemic.

Macro Level and Business Environment
The impact on development as measured by life

expectancy and the Human Development Index

has been discussed. The question is what impact’

AIDS will have on the macro-economies. There are
projections that economic growth can slow as a re-
sult of AIDS, bul there is little hard evidence. There
have been attempts to model the macroeconomic
impact, but this is fraught with difTiculty. Over-
views? idenlify the mechanisms through which the
epidemic may afTect macroeconomies as a result of
the illness and death of productive members, and
the diversion of resources from savings (and even-
tually investment) to care. There have also been at-
tempts to maodel the economic impact for specific
countries, including Tanzania’, Cameroon®, and
Zambia®. These models show that TV may well re-

duce the riate of economic growth and, over a pe-

riod of 20 years, this mmay be significant (up to 25 %

lower than it would otherwise have been). How-

ever, in order 10 make this prediction, projections
of both the AIDS epidemic and economic trends
have to be combined. Both are difficult 1o model
and combining them compounds the uncertainty.

It is more likely that the impact of AIDS will be
felt in the political, social and business environ-
ment. Examples of this are:

* The privale sector may be able to adapt 1o absen-
teeism and the death of employces. However
governments are less able to do so and the result
may be increasing government ineflicieney - de-
lays in granting licences, approving applications

and so on.

Service providers may operate less efficiently - it
is reported from Zambia that the increase in
mortality among the electricity corporation has

resulted in interruptions to the electricity supply.

The increase in orphans may increase the rate of

. . 6
crime and the number of street children.

PR
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¢ The seccurity apparatus and political leadership
may experience increased mortality, particularly
al the middle levels, which may decrease stability.
* The overall state health system may experience
increasing pressure, which will, in turn, lead to a
deterioration in the level of and qualily of ser-
vice. The resull will be poorer health in generatl.
¢ Government resources may be diverted into care
and prevention with consequent opportunity costs.
* A concern peculiar to South Africa is the impact on
aflirmalive action. For historical reasons the levels
of infection are higher in the black population than
the white. The national policy of affirmative action

is likely to be hindered by the ALDS mortality.

The Business Response

What can and should companies do about AIDS?
Essentially the response can be in lour areas:

The impact on employees

Areas for consideration would be ensuring that the
production process is nol vulnerable to staff loss,
and responses might include multi-skilling, re-
cruiting and training additional labour, contracting
oul, and capilal intensification. In addition the
company might seek to prevent ils workers from
becoming infected through educalion and training,
provision of condoms and health services, and ex-
amining the root causes of HIV transmission and
addressing these. There are many examples of
education and condom programmes and there is
evidence to show that they can bring the levels of
STDs down, and hence are assumed 10 reduce HIV
infections. However companies need to recognise

that their employees are members of the commu-

TYANSTALL
PLOPL WaTh ALS)

nity and this is where transmission occurs. It is
therefore important that interventions arc primar-
ily al community level.

The impact on costs

The costs of the disease need o be monitored and
either reduced or accepted. It should be remem-
bered that although a company may be able o re-
duce ils cosls, through, for example, reducing
medical henefits, these costs will have Lo be borne
by someonc somewhere. The state may be forced
to step in or communities and houscholds, already
under pressure, will have to provide care.

The impact on markets

The effect of increased illness on markets is an
issue for companies, and each will have to assess it
on the basis of their particular markets.

Business and the sociely

AIDS is such a serious and far-reaching problem
that it will define how societies develop over the
first half of the next century in Africa. The structure
and shape of society, and the business environment
will be determined by the epidemic and how society
responds. Business has an important role to play in

this, as is discussed in the nexl section.

Partnerships against AIDS?

There has been a lot of emphasis in recent years
and months about partnerships against AIDS. The
idea is that there should be a coalition against the
epidemic involving government, business, NGOs
and broader civil society. This paper ends with a
few reflections on what this means and some sug-
gestions as to how this might actually move for-

ward in the Southern African setting.



The first point to note is that the business of busi-
ness is business, not running or funding AIDS cam-
paigns. If the private sector is to be involved it must
be clear that there will be benefits. It may be help-
ful to locate the response in the hierarchy of what
drives the private sector. It must be noted that the
response in this context may go against what was
intended. For example it may secem to the individ-
ual company that it makes sense to test potential
employees and exclude those who are HIV-positive
and are a potential drain on the company. Activists

and advocales need Lo be sensitive to this.

The Hierarchy of Business

Profitability  businesses must make a profit to

5 survive, if not they disappear.

Legality the legal framework includes
international, national and local
legislation as well as shopfloor
agreements and selting the

3 framework for operations.

Social Res- how does the husiness sce itsell

ponsibility in sociely?
3
Publicity what benefits can be gained from

good publicity and can be avoided
from bad?

The second point is that all too often, when the
business sector is asked to be involved in «partner-
ships», this does not mean real partnership but rather
that business is being asked to provide resources
(usually money) and put in place AIDS programmes
among their employees - indeed they are most fre-
quenlly asked lo pay others lo provide the pro-
grammes. Partnership should involve more than this:
it should involve give and take from both sides. For ex-
ample if tax breaks are provided for Lraining (as is the
case in most countries), should they be provided for
AIDS awareness? Can businesses be used for their
skill rather than simply financial contribution? South
Alrica has many examples of this in the fight against
crime.

The conclusion is stark. With the scale of the epi-
demic being experienced in Southern Africa, business
invalvemenl in AlDS prevention is necessary for more
_lhan commercial reasons. It is needed if the region is

to survive economically, politically and sacially.
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HIV Brings Much-Needed

One reason why sub-Saharan Africa has the world’s
most severe HIV/AIDS epidemic is the high pre-
valence of other sexually transmitted infections
(ST1s) in the region and the inadequacy of its STI
services. The presence of an STI increases the risk
of HIV transmission during unprotected sex as
much as tenfold.

This link with HIV has cast some light on a long-
ignored public health problem of staggering pro-
portions: an estimated 330 million new curable
STIs a year worldwide.

Sixty-five million of those new infections occur in
sub-Saharan Africa. The World Health Organiza-
tion (WHO) estimates that Africa has the highest
regional prevalence by far for each of the four
major curable STIs - syphilis, gonorrhea, chlamy-
dial infection and trichomoniasis." The same is
probably true of two incurable STls, human papil-
lomavirus (HPV) and herpes, which may afTect bil-
lions of people worldwide. '

Throughout the non-industrialized world, STls
are among the top five diseases for which adulls
seek health care and the second leading cause of
years of healthy life lost among women of repro-
ductive age. The consequences of untreated STIs
are particularly severe for women, who suffer com-
plications such as pelvic inflammatory disease, in-
fertility and adverse pregnancy outcomes, includ-
ing abortion and stillbirth. STls during pregnancy
can also cause congenital abnormalilies and blind-
ness in newborns.

Yet this preventable public health tragedy has
largely been ignored in Africa and other parts of the
world where STIs still Nourish. Associating STls
with commercial sex, promiscuily and extramarital

sex, most societies have looked the other way.

Quality and Access

STI services in African countries show the effects of
decades of neglect. Many people prefer seif-treat-
ment — however ineffective it may be - to the cost,
inconvenience and embarrassment of secking
treatment at a clinic. The pervasive lack of confi-
dence in STI services is often justified because of
drug shortages, inadequate information about drug
resistance, limiled access to laboratory diagnosis,
and health care workers' lack of knowledge and
poor attitudes toward people with STls, including
lack of confidentiality.

With the exception of Zimbabwe and Zambia, few

Alrican countries have mounted elfective programs
to reduce STls. However, many governments in the
region are beginning to recognize the need to
strengthen STI services as part of national efforts to
prevent HIV. International donoers have also in-
creased their support for STI programs during the
past decade.

The aim is Lo prevent further transmission of STIs
by encouraging people 1o recognize and seek early
treatment for STI symptoms and by making STI
services more effeclive and convenient. Studies using

arapid ethnographic assessment tool, Targeted Inter-



- nfections ‘n Sub-Saharan Africa:

Attention to a Hidden Problem

vention Research (TIR), have identified barriers to

early, effective STI treatinent as well as opportunities
2

for strengthening services.

In order 10 improve STI services, many African
countries have adopled the syndromic approach en-
dorsed by WHO. This approach was used in a land-
mark study in Mwanza, Tanzania, in which commu-
nity-based syndromic management of STls cut the
number of new HIV infections by 42 %.* It is also part
of a project in Kenya that has reduced the prevalence
of various STls by 50 10 78 % among target popula-
tions and has contributed to a 30 % decrease in HIV

prevalence among youth.*

Syndromic management involves recognizing a
group of clinical signs and patient symptoms, or syn-
drome, and prescribing treatment for the major cau-
ses of thal syndrome. It enables health care workers
without specialized skills or access to sophisticated
laboratory tests to effectively treat mosl symptomatic
STIs during a patient's first visit to a local clinic.

Flow charts oullining treatmenl algorithms for the
major STI syndromes help clinicians prescribe me-
dications and remind them to offer condoms, instruc-
lions on treatment compliance, and advice about STI
prevention. Assessments of the STI care provided by

clinicians trained in this approach have found
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marked increases in the percentages of clients re-
ceiving effective treatment.

Most of these training efforts have built the capac-
ity of public health stafT, but Africans are more likely
to seek treatment for STIs in the private sector.
Therefore, it is even more important to improve STI
care and referrals given by private physicians and
pharmacists and to reduce the number of patients
seeking care from street vendors and other unquali-
fied providers.

Another way to improve access to effective STI
treatment is through sales of kits that include drugs
for a particular syndrome, condoms and educational
materials. A prepackaged therapy kit for male ure-
thritis proved popular with patients in a pilot study in
Cameroon, but its sale was restricted to a handful of
clinics, and providers were reluctant to prescribe it.}
This approach has garnered greater suppont in Ugan-
da, where a similar kil is being field-tested.

Options and Obstacles

Syndromic management is beginning to improve
STI care in Africa, bul il is by no means a panacea.
Because syndromic algorithms arc based on pa-
tient symptloms and clinical signs, they are only ef-
fective when people seek treatment for symptoms.
In Africa, most women and many men with STIs
are asymptomatic. Moreover, even for wonien who
do experience symptoms, syndromic management
is of limited value because current algorithms for
vaginal discharge do not work very well.

Until simpler, less costly diagnostic tests for
gonococcal and chlamydial infections are devel-
oped, the options for improving ST treatment for
women are also limited. They include syphilis
screening of pregnant women and various forms of
presumpltive treatment (treatiment without diagno-
sis based on the likelihood of infection).

A rapid, simple, inexpensive diagnostic test for
syphilis is available and could be used to identify
and treat maternal syphilis, a significant cause of
fetal loss, infant death and congenital abnormali-
ties. In Lusaka, Zambia, for example, routine
syphilis screening and subsequent lreatment at
antenatal clinics reduced the adverse pregnancy
outcomes caused by syphilis by two-thirds.® Yet
throughout Africa, managerial and logistical con-
straints make this cost-effective intervention a

rarity.

Because men are morc likely lo have and seek
treatment for STI symptoms, notification and pre-
sumptive treatment of their partners is another
promising though rarely used strategy lor identify-
ing and treating asymptomatic infections in
women. Partner nolification by a health care
provider with a patient’s consent is difTicult, expen- -
sive and labor-intensive. Studies in Botswana,
Rwanda and Zambia, however, have demonstrated
that partner referral by patients is feasible and ef-
fective in resource-poor settings.®

Presumplively treating an entire community may
be an effective emergency measure for reducing
STI prevalence when HIV and other STIs have
reached alarming levels. But, as was demonstrated
in a large trial in Uganda's Rakai district, mass
treatment cannol stand alone as a control measure
because of the likelihood that STIs will be reintro-
duced inlo the treated population.” Primary pre-
vention and improved case management must be
in place to sustain lower rates of STI.

Presumptive treatment is most cost-effective
when applied to groups with high STI prevalence
and rales of partner change high enough to main-
tain epidemic growth of STIs - what are known as
«core transmitler groups». In South Africa, for ex-
ample, periodic presumplive treatment and peer
education among women in mining communilies
have resulted in significant reductions in STls

among the women and their miner purlncrs.H

Continuing Challenges

Those working Lo reduce the high levels of STIs in
Africa face formidable economic, technological, lo-
gistical and behavioral challenges. The available
tools and resources are limited, and providers’ re-
sislance 1o new approaches is often strong.

Another kind of resistance - the biological resis-
tance of organisins that cause STls to a growing
number of antibiolics — forces STI programs to rely
on more expensive drugs. This drives up the cost of
treatiment and exacerbales chronic shortages of es-
sential medications.

Even when medicalions are available, the com-
plexity of current drug regimens makes patient
compliance a difficult and expensive proposition.
The standard treatment for chlamydial infection in
Africa, for example, takes ten days to complete. In-

expensive, effective therapies that could be taken



in a single oral dose would revolutionize STI treat-
ment in the region - as would inexpensive, rapid
diagnostic tesls.

Yet even without further technological advances,
much more can be done now lo reduce STI preva-
lence in Africa. We can - and must - make STI
management and prevention services more acces-
sible, afTordable, acceptable and effective, particu-
larly for individuals in the core groups that drive
the STI and HIV epidemics. Doing so is vilal, not
only to reduce the tremendous burden of death and
disease caused by STls in Africa, but also to contain

the region’s explosive HIV/AIDS epidemics.
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In the realm of HIV prevention programs today, it is

generally accepted lhat exiended or repeated

overnight travel away from home and community

is associated with higher risk of being infected with

HIV. This travel can be divided into three types:

1. usually voluntary and job-relatled (e.g., trucker,
trader, mine worker, free lance sex worker);

2. legally required (e.g., mililary conscription, de-
portation of illegal immigrants); or

3. coerced (e.g., war-related population move-
ments, political refugees, trafficked sex work-
ers).

Slowing'down the movement of populations might

slow down the spread of HIV, but no prevention

program is proposing any strategy to impede mo-

bility (with the possible exception of anti-human

trafficking programs). Instead, most programs try

one or a combination of three strategies to access

the more vulnerable of the mobile populations, and

to extend HIV/AIDS prévcnlion services:

« al the point of origin;

« at the point(s) of destination;

« at the cross roads en route.

Work-related mobility ofien creates an imbalance

in the gender ratio (proportion of women to men),

and this facilitates an environment in which sex

partner sharing beconies normative. Extreme ex-

amples of this are truck stops in which female sex
workers, vendors and drink shop owners outnum-
ber the men who may be (ransiling through the
truck stop at any given time. The reverse is true in
mining camps where men greatly outnumber
women. In both cases, HIV and other STDs tend to
flourish hecause of the greater likelihood of shar-
ing the same sex partners.

Examples of effective program slrategies in
Africa to address these imbalances include
for STDs

Among Sex Workers in South African mining

(A) periodic presumplive treatment

camps;'
®

~

the prevention work of the African Medical &

Research Foundation with trucker populations

in Tanzania through a model worksite inter-

vention approach;2

(C) CARE INTERNATIONAL’s crisis intervention
approach with Rwandan refugees in Tanzanian
-cnmps;5 and

(D) the Ghana armed forces project.

As impressive as these programs are, they primar-

ily deal with mobile populations on an individual

basis, as opposed to a contextual approach. For ex-

ample, qualitative assessments of extremely high-

risk communities along the Durban-Lusaka high-

way indicate that men and women change their be-
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Displaced Populations

havior when in cross-border communities and en-
gage in risk behavior that they would nol otherwise
do when al home.? This phenomenon strongly ar-
gues for a contextual and community response lo
risk-reduction rather than one that focuses on the
client.

In addition, while most mobilily is domestic,
funding agencies and prevention programs need to
focus much more on international mobility for the

following reasons:

HIV epidemics tend o erupt at the periphery of a
country first before diffusing to the larger cities

and rural communities further in land;

Busy, international border crossings often have a
relatively higher risk environment than other

trade lowns;

National prevention programs are relalively
weaker at border tlowns and international ports
when compared with services in the capitol and

central part of the counltry; and

Mobile populations can be reached more efTi-
ciently at internalional horder «funnels» than at
other points along a travel roule.

Cross-border prevention programs range from

minimal, one-way information-based services

(leaflets, pamphlets) 1o comprehensive, communi-

ty-wide intervention programs including STD con-

trol, peer education and condom social markeling.

Data on the effectiveness of these programs is still

limited since cross-border prevention is a relative-

ly recent strategy. Nevertheless, enough experi-
ence has accumulated to permit the foliowing ten-
tative recommendations:

* Prevention services need to be linked on both
sides of a border. This can be achieved through
cross-referral, or an easily recognizable symbol
or project logo, which serves as a signal of user
friendly services for mobile populations;

o Cross-border communities need to be consid-
ered as a single, extended town due to the heavy
interaction between the populations on either
side. This will help to promote a seamless transi-
lion of service outlels and messages as the mo-
bile populations move through the border area;

Mobile populations need to be forewarned that
the border crossing area presents an environ-
ment of unusually high risk for HIV/STDs, and
that they nced to anticipate the need for protec-

tion when transiting through the area.

¢ Communication materials need to be produced
in all of the major languages spoken at a border
area (usually at leasl two);
Mobile populalions need access to the full range of
prevention options including quality STD diagnosis
and treatment, affordable and accessible condoms,
and informalion on assessing self-risk and oppor-
tunities to reduce/eliminate risk. But in addition,
there are special intervention stralegies that are

especially suited to mobile-populations.

Prepackaged STD Treatment Kits:

A number of projects around the world are testing
the introduction of inexpensive kits for men with
urethritis (i.e., a gonococcal or chlamydial infec-

lion). The kits contain a complete dose of an eflec-

tive antibiolie, plus basic information on preven-

INFOTHEK 2/00 15
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lion of future episodes, partner referral cards and
condoms. The kils are usually subsidized and mar-
keted over the counter in settings in which antibi-
otics are being sold withoul medical prescription.
This type of «prevention marketing» is ideally suited
for the male traveler who may not have time for a
clinic visit, but can afford to buy an inexpensive pre-

vention package.

Employer Prograns for Encamped Populations:
Large infrastructure or industrial projects (dams,
roads, mines), whiclh require hundreds or thou-
sands of workers to camp near the work sile for
months or years at a time, need 1o recognize the im-
portance of allowing families Lo live in the camp or
provide for comprehensive STD/HIV prevention
services when men greatly outnumber women. This
is already occurring in a few selected sites but has
not yet become the norm - as it should be in areas of
high or increasing HIV prevalence.

Customs Regulations:

Ofien, men who drive trucks through several coun-
tries are required Lo spend nights at the border town
while the goods they are transporting are cleared for
passage. Spending the night with a sex worker is oflen
less expensive for a driver than a staying at a holel. A
structural intervention 1o accelerate the processing of
trucks through the border to reduce overnight stays
might go a long way toward reducing transmission of
HIV among high prevalence countries.

Trucking Company Policy:
Trucking companies have a strong vested inlerest in

keeping their drivers HIV-negative. To that end,

they need to provide inlensive education on preven-

tion, free STD screening and treatment, and ample
condom supplies. Trucking companies need to insti-
tute policies that discourage overnight stays in bor-
der communilies and provide adequate per diem so
that drivers can afford to stay at hotels, rather than
in sex workers' bedrooms.

In sum, populations are becoming more mobile
around the world. Without increased prevention ac-
lion, the distribution of HIV will increase in propor-
tion lo population mobility. Programs are already
being implemented that expressly inlend lo serve
people who cross borders, or may be away lrom fam-
ily and home community due to economic need or co-
ercion. These programs need 1o be assessed for effec-
tiveness, and the model projects replicated as soon as
possible in arcas of high or increasing HIV preva-
lence. Cross-border sites are an important place lo
begin these programs since epidemics tend to erupt
first al the periphery of a country. Interventions and
policy can be tailored to meet the needs of the more

vulnerable mobile populations as suggested above.

Heferences:

! Steen R, B Vuylescke, T Decoito, et al. <Evidence Of Declining
STD Prevalence In A South African Mining Conmmunity Fol-
lowing Core Group Intervention.s, Sexually Transmitted
Diseases. ol 27 No 1. pp -8 January 2000.

N

Family Health International. ~Final Report For The AIDS-
CAP Program In Tanzania: October 1991 - September 1997+
pp 63-65.

~

Family Health International. «Final Report For The AIDSCAP
Program In Rwanda: October 1993 to April 1997+. pp 4-5.

-

Family Health International. AIDSTECH Final Report: 1ol
umel p. 167.

-

Hilson D) et al. «The Carridors Of Hope Regional Assessment».
Family Health International. Drqft Report. November 1999.



Commercial Sex Workers in Kenya

Women in Africa generally have a lower socio-eco-
nomic status as compared to men, with sex work-
ers being among the most disadvantaged. Sex
workers experience discrimination and harass-
ment from both clients and the police and ofien
have little power to negotiate interactions due to
poverty and a lack of knowledge. This situation is a
driving force behind HIV transmission in Africa,
where the prevalence in the general population is
10-40 %.' HIV prevalence among sex workers is
even higher, ranging between 30-88 %2

The Kenyan government’s concern and commit-
ment to the overall improvement of the social wel-
fare of the country is well articulated in various
policy documents, including the Session Papers
and the Development Plans. For example, the Sev-
enth Development Plan 1994-1996 considered gen-
der issues within the overall developmenlt process,
highlighting the steps to be taken in paolicy formu-
lation, including the creatlion of a comprehensive
database on the situation of women and girls in
Kenya (MOPND-1994-1996).

There are diverse social/cultural and economic
issues in Kenya, given the presence ol 40 indige-
nous cultures and ethnic groups. These groups
have different languages and social struclures as
well as differing traditional cultural beliefs and
practices. Some of these praclices, such as «wife in-
heritances (taking the wife of a diseased relative 10
be your own) and polygamy conflict with HIV pre-
vention.* "

In the various communities, it is the men who
decide on issues of economic productivity - such as
land, capital, and technology - since the men have
more education and economic power than the
women. Men are also favoured by cultural beliefs
and practices. In addition, the participation of men
is more pronvunced regarding national and politi-
cal issues - to the exclusion of women.

Given the resulling lower socio-economic status
of women when they are divorced or separated,
they are driven into commercial sex work due to
the sheer necessity to survive. Also some parents
disown daughters who are allending school and
become pregnant. Such girls flee to the nearest
town and do the only thing they know how Lo do for
money, namely, sex.

The first cohort of female sex workers was estab-

lished in 1985 in Nairobi at Pumwani. Lessons

learnt from this experience have enabled the es-

tablishment of a dozen other operational sites in

Nairobi, Nakuru and Thika. The towns of Busia,

Webuye, and Mumias are in preparation. While

this in itsell is an achievement in the fight against

AIDS, it fails to address the overall need. In reality,

an intervention in every one of the 64 district head-

quarters (towns) in Kenya is badly needed..ln every
town we visited (75 % of the 64), there is demand
for paid sex, and women provide this service for
money or some other remuneration.

The most important principles for interventions

1o assist sex workers are threefold:

* Sex workers musl be allowed to exercise their
basic human rights without being subjected 1o
discrimination on the basis of gender, socio-eco-
nomic status, political conviction, or sexual ori-
entation.

Peer education programmes must be established
which empower women 1o prevent the transmis-
sion of HIV and other STDs. This approach leads

to ownership and sustainability.

User-friendly STD trealment centres need to be
eslablished within existing health care struc-
tures.

In order o achieve the above, all activities should
involve crealing a conducive environment for sex
workers to participate as equal partners. This en-
tails securing the support of the appropriate au-
thorities and others in order to facilitate the imple-
mentation process. The sex workers can then be
organised and provided education and counselling
so as 1o take personal responsibility for safer sex
practices, including consistent proper condom use.
The education methods are designed to be non-
threatening, focusing on participation. Condoms
are made accessible and affordable by working in
partnership with government supply structlures,

NGOs, and the privale sector (e.g., pharmacies).

Evaluation

Surveys of sell-reported sexual behaviour, condom
use, and knowledge of STDs among the sex work-
ers were carried oul in 1994 (n=2082) and again in
1998 (n=785).

Several changes in sexual risk behaviour were
observed in 1998 as compared to 1994: 96 % re-
ported some form of change in their behaviour; 64 %
used condoms 100 % of the time; 33 % had reduced
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the number of sexual partners; 20 % lived strictly

monogamously; 7 % had stopped performing sex
work all together; and 27 % had found an alterna-

tive source of income.

Interventions Promoting Economic
Empowerment

Offering women in the sex industry allernative
sources of income is another aspect in the process
of promoting sociv-economic empowerment and
thus strengthening negotiation skills for safer sex
practices. Although the sex workers Lthemselves
strongly request this kind of support, the response
from authorities has been limited due to lack of
funding.

A subset of 90 women received loans from the
Kenya Voluntary Women's Rehabilitation Centre
(K-VOWRC) to invest in alternative income gener-
ating aclivities. Of these women, 77.8 % stated that
their health status had improved and that they

were experiencing other positive changes mainly

due to a reduction «in the health dangers» associat-
ed with commercial sex work. Also, 16.7 % said,
«We are no longer subjected to beatings and rough
treatment by clients.e Women participaling in
focus groups said, «We are no longer misusing our
bodies.» Posilive changes have also taken place in
relation 1o drugs; that is, 71.1 % slaled that their
drug use had changed since joining the K-VOWRC.
Mare specifically, 96.8 % reported positive changes
in terms of drug use, with 46 % having stopped
drinking alcohol and 31 % having reduced smok-
ing and other types of drug use. In regard to social
changes, 27.7 % said they felt more respected and
had more conflidence in interacting with other peo-
ple. An important point that emerged during the
focus group discussions can be summarised by the
statemenl, «l have gained the respect of my chil-
dren.» The majority of women (76 %) said they had
become financially stable, with 10.7 % carning
more than from the previous sex work, 9.3 % being

able to meel their expenses, 9.3 % always having




;ome money at hand, and 9.5 % having regular
:arnings. However, 4 % said that their economic
status had worsened.

The target population is involved in all aspects of
.he programme, including articulating their needs
ind how the programme can best respond. The
supportive structures for the women are managed
gy personne! with technical and administrative
skills as well as by technically trained field stafl
with community organising and STD/HIV/AIDS
nanagement skills.

Major Obstacles

The major difficulties encountered include:

+ The magnitude of the HIV/AIDS problem and the
associated need is overwhelming for the relative-
ly small number of staff employed. A nucleus of
well-trained stafl is needed in every town in
Kenya in order to mount a comprehensive and
systematic mobilisation of sex workers and their
clients for STID/HIV/AIDS  prevention and

control.

Health care systems nced to be supported in
order to address the needs of clients referred for
STD care. This includes pre and post test coun-
selling for HIV as well as a continuum of compre-

hensive services.

Nelworking among social welfare and health
care institutions is a vital component which has
been given low priority in providing services lo
sex workers. This includes networking among
governmenlal agencies, NGOs/CBOs, the private
sector, and international agencies.

» The lack of condoms and the lack of drugs for the
treatment of STDs and AIDS-related opportunis-
tic infections and well as the need Lo support la-

" boratories in providing HIV counselling and tlest-
ing are major barriers to success.

¢ The female condom is generally not available in
Kenya.

« The financial support is grossly inadequate when
compared to the nced for services.

These barriers can only be addressed through a col-

laborative partnership between governmental bod-

ies, NGOs (CBOs), the private sector, and interna-
lional agencies. However, a significanl increase in
resources is necessary for each and every one of
these sectors. ILis a facl that no one country alone can
rid the world of HIV/AIDS. Pulling together is the key.

A e g e, 0,

Conclusion

There is considerable evidence that the interven- -

tions described for sex workers in Kenya:

» Decreased risk behaviour among sex workers

« Had positive cilects on the sexual behaviour of
the general population

o Improved the economic status of sex workers

o Increased sex workers' self esteem and the

amount of respect they receive from others

Improved sex workers’ hiealth status due 1o a re-
duced prevalence of STD/ZHIV/ALDS
In addition, it is clear that such interventions are

in urgent need of expansion.

References:

! Trantola D., Lamptey P.. Moodie B, «<The Global HIP/ZAIDS
Pandemic: Trends and Patterns - Preventing HiV in Devel-
oping Coutries, Bivmedical and Behaviour Approaches.,
K-luwer Academic/Plenum Publishiers, New: York, Buston,
Darderecht, Londaon, Moscow. 1999

Ngugt EN., Branigan E., Jackson D. «Intervention for Com-
mercial Sex Workers and their Clicnts, h-luwer Academic/
Plenum Publishers, New York, Boston, Dorderecht, London,
Moscow, 1999

.

Munistry of Planning and Nutional Development (MOPND),
National Development Plan 1994-1996 Kenya.

BN

Women's Bureau (1996): «lfomen and Men in Kenyva - Facts
uand Figures [995», Nairobi, Kenva

%

Women's Bureau (1990): -National Poliey on Gender and
Developments, Draft Sessional Paper 1996, Nairobi, Kenva

o

Women's Bureau (1992): National Policy on Gendrr and Develap-
ment, Nairubi, Kenva

inFoTHEK 2700 |9

]
v
[
-
<<
=
[
[~}
L
©
1]
©
>
-




Anune Boushaba,
Director of Prevention
Services and

Trainer, The AMoroccan
AIDS Service
Organisation (ALCS -
(Associalion de lutte

contre le sida Maroc)

Prafessor

Hakima Himmich,
Chef de Service,
University Hospital
Ceatre Ibn Roth,
Casablanca

Lecturer, Department
of Medicine,
Chairman of the Board,
The Moroccan AIDS
Service Organisation

(ALCS)

P
2
E ]
-
<
.
»
=
<
)
.-
®
=
-

E-mail:

ales@casanel.net.ma

20 iwrorHEK 2/00

Q
=]
-+
1
®
Y]
0
=
w
)
v
o
ﬁ.

In 1993, the Moroccan AIDS Service Organisation
launched a process of outreaching men who are in-
volved in prostitution. The first contacts to this
scene revealed the clandestine and diffuse nature
of male prostitution in Morocco.

Prostitution is principally an urban phenome-
non, more visible in the large cities frequented by
tourists. However, it would be erroneous to view
male prostitution as being solely associated with
tourism. There is indeed a form of prostitution
among Moroccans themselves which is also impor-
tant, existing on the margin of that for tourists.
This phenomenon is known to exist even in small-
er cities, although to a lesser extent.

This form of prostitution, characteristic of Arabic
Muslim countries, faces many challenges. The per-
ception of sexual identity in Morocco is far re-
moved from the concept of a gay cullure developed
in the WesL."! One is more likely to talk about «nor-
mal» or «naturals sexual relations, referring to sex-
ual contact between men and woinen. Other forms
of sexuality are considered deviant. Although ho-
mosexuality may have always existed within Ara-
bic Muslim societies, this is far from being ac-
knowledged, the behaviour oflen vehemently con-
demned.”?

Sex belween men is seen as being more of a
problem relaled to gender than one of sexual iden-
tity, as defined in the West. A person having same
sex relations does not identify himself as homosex-
ual; whether he is «aclives or «passives tends rather
to constitute his identity. As far as we are aware,
there does not exist a concept within Arabic Mo-
roccan society which would designale people as
being either «heterosexuals or «bisexuals.

It is important to note that homosexuality consti-
tutes a crime in Morocco punishable by three to six
months in prison.

Method

In order to have reliable data concerning the behav-
iour, perception, and lifestyle of this populalion, the
ALCS initiated an action research project in 1995.*
The goal of this study, the results of which have
been reported previously,® was to gather qualitative
data and to develop prevention strategies adapted to
the needs of the target population. A questionnaire
was developed and pre-tested. The instrument was

distributed to a sample of 172 at the places where

-'-.Prevenf""on
Involved in

men taking part in prostitution meet. Group inter-
views as well as individual in-depth interviews were
also conducted. We were able to identify four cate-
gories of variables which appear to be essential: so-
cial profile, sexual behaviour, knowledge and per-
ception of HIV risk, and knowledge of how to use a
condom. These variables enabled us to examine the
population within its social context, furnishing us
with certain indicators of the degree to which these
men are marginalised.

Results

Viewed schematiéally, the principal problems found

among the subjects were:

* A lack of knowledge concerning AIDS transmis-
sion and prevention.

* A large number of partners.

A lack of skill in negotiating prevention and lower

risk sexual practices with clients.

Precarious living situations due to economic de-

pendence.

A high rate of violence taking place where men
meel potential clients.

The average age of the first paid sexual contact was
15 years old. It is important to note that the number
of partners varied between 1 and 30 per week, ac-
cording to the socio-economic status of the subject.
This difference can be explained by the fact that
38 % of the sample practised prostitution only occa-
sionally; whereas, for 62 % this activily provided
their principle source of revenue.

Concerning the nationality of the men’s sexual
partners, 37 % had contact exclusively with Moroc-
cans. This provides evidence for the existence of a
form of prostitution among Moroccans themselves,
contrary to the frequent claim that this activity is
only found in connection to tourism.

Regarding sexual practices, 97 % of the subjects
reporied having anal intercourse. The second most
comumon practice was fellatio (78 %). Although a
total of 98 % of the subjects had knowledge of con-
dom use, 57 % had never or rarely used one. A por-
tion of those who had used condoms reported often
doing so at the request of the partner.

The reasons for not using condoms were: Refusal of
the subject or his partner due to a dislike of condoms
or discomfort during their use (50 %); the choice of
partner; the lack of access to condoms (24 %); as well

as a perceplion that there was no risk (17 %).
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in Morocco Among Men

Prostitution

In light of these data we are able to conclude that
the interaction of the factors related to sexual he-
haviour (number of partners, mobility of the popu-
lation, type of sexual practices, ete)) make this
population vulnerable, largely due to their lower

socio-cconomic status.

Intervention

Our interventions are essentially based on outreach

approaches focused on:

¢ Peer education. Men from or close 1o the prostitu-
tion scene are recruited to communicale the pre-
vention message 1o the group. This allows for a
more effective initial contact with the intervention

and increased acceptance of the project.

An attempt to reach the most marginalised seg-
ments of the population through an ongoing pres-
ence in the places where men meet and by mak-
ing use of personal contact.

Refraining from all moral judgement concerning
the conduct of the men. Listening 1o and respect-

ing differences.

This approach enables prevention workers Lo be-
come invested within the lives of larget group mem-
bers and to develop personal relationships based on
trust. The specific interventions undertaken are:
e Offering services at the places where men meet
e Offering services at the offices of the ALCS
« Organising discussion groups on specific topics
o Organising social events
e Providing access to HIV testing
e Providing access to STD services

When performing outreach services, prevention
workers discuss all aspects of HIV/AIDS and other
STDs with members of the target group, raising
awareness and providing information. Large quan-
tities of condoms, lubricant, and information bro-
chures about AIDS are distributed. The workers also
accompany members of the target group lo centres
of the ALCS which offer free and anonymous lesting.
STD services are recommended to those expressing
aneed.

The prevention work has been confronted with a

major obstacle: The police consider the possession
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of condoms to be a proof that illegal prostitution ac-
tivity is taking place. Therefore, the most committed
members of the target group prefer not to have large
quantities of condoms on them.

During the outreach work, members of the target
group are invited to come to the ALCS offices to view
informational films and to obtain condoms, or sim-
ply to talk with volunteers or to take an HIV test.

However, many of the men show a certain mis-
trust or apprehension in relation to all structures of
an official nature. This is the result of their often
being rejected due to their proslitution activities,
their way of acting, their social status, and some-
times because of their appearance.

In order to avoid ALCS being identified with these
structures, social events are organised on a regular
basis. Although questions regarding HIV/AIDS are
addressed by way of games and support, these
events maintain a party atmosphere with music and
cocklails. Discussion groups on specific topics are
also organised, providing the opportunity to talk
about problems which direclly relate to homosexu-
ality in Arabic Muslim countries, the role of the tar-
get group within ALCS, violence, homophobia, and
acts of aggression in the places where men meet.
The topics for these discussions are suggested by
members of the target group themselves with the

support of a project worker.

Conclusion
Through the approach described above, ALCS

seeks to provide an open ear as well as a place for

discussion and psychaosocial support for the tar

population. We are aware of the fact that prev.
tion work of this kind cannot be truly succes:
unless it attempts to address as much as possi
the vulnerability and precarious situations of
men being served. In spite of the difficulties

countered, interventions such as this could sui
be replicated in other countries with a sim-
sccio-cultural context. The success of this

proach depends on the interventions being im;
mented in such a way as to maximise participat
and community-based input of the population ¢

cerned.
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The Economic Context

Morocco is a developing country with a popu-
lation of 30 million. The budget of the Min-
istry of Health represents only 3 % of the total
national budget. Only 15 % of Moroccans ben-
efil from the social welfare structures.

The Situation of Those Infected with

HIV/AIDS in Morocco

The cumulative number of AIDS cases as of
1 December 1999 had risen to 735. This esti-
mate is only a rough approximation due to the

inaccessibility of testing to confirm new infec-

tions and a lack of reporting. Sexual transmis-

sion of HIV accounts for 60 % of all cases.

The Moroccan AIDS Service Organisation

(ALCS — Association de lutte contre le sida Maroc)
Created in 1988 and recognised as a voluntary
organisation in 1993, the ALCS seeks to pro-
vide outreach-based prevention for the groups
most affected by HIV, those most vulnerable
due to their socio-economic situation. The
ALCS provides support and care services and
defends the rights of people affected by HIV.




“'he Ro e of the:

HIV Prevention

The family is the closest social network to which an
individual belongs. The so-called nuclear family is
supposed to consist of parents and their children.
However, in some communities such as Africans
and Asians, the l'alﬁil_v is more likely than not to in-
clude uncles, aunts, cousins, nephews, nieces,
grandparents and other close relatives. This tradi-
tional extended family has always been relied upon
as the safely net for handling social ills.

However, the needs and suffering caused by the
epidemic have proved that this safety net can no
longer hold.' The AIDS epidemic has also shown us
that one’s family stretches far and beyond blood re-
lations. The traditional family is withering away in
Africa just when its caring influence is most needed
to confront the calamity of the AIDS epidemic.

The family has a great influence on how an indi-
vidual responds to the epidemic. They are instru-
mental in the lessening or increasing the vulnera-
bility of an individual due to HIV/AIDS. They can re-
ject an individual who is known te practice behav-
iors that put them at risk of HIV, such as a Com-
mercial Sex Work or IDU or one who is known or
suspected to be already living with the virus. On the
other hand a good family can support such an indi-

vidual and hence help 1o reduce their valnerability

1o HIV and its associated physical and social ills.

How can the family help reduce the
vulnerability of youths to HIV?

A major issue is the way adulls perceive the sexu-
ality of youths. Many adults may be intellectually
aware that children start sex quile early in their
adolescence. For example, 65 % of the 11 - 19 year
old in Lusaka are sexually active.? However, very
few adulls can emotionally accommadate this fact
when it comes to their own children. Thus most
parents prefer to imagine that the sexuality of their
youths is something which does not exist. The only
mention most parents make about sex lo their
youths is that sex is dangerous and should not be
undertaken until one is happily married. They fail
10 recognize the fact that adolescence is the period
when the biology and social setting of young peo-
ple induces them to feel sexually attractive to oth-
ers and to want to be loved and that the temptation
for sex grows rapidly during this period. Often
adults cannot emotionally live with the fact that

their own little boy or girl is already having scx.

Fam'ly n

Talking to Children about Sex

Loaded with such emotions parents run the risk of
rejecting and abusing their own children at this
stage. Parents start 1o view every behavior of the
youth with suspicion and this attitude erodes trust
and builds a communication barrier between youths
and their adults. Unfortunately, this is the very pe-
riod when young people need to learn about their
own séxualily. During this period parents are sup-
posed to educate children how to get life’s best and
nicest things related to sex such as love and
planned child birth and yet avoid the dangers thal
go wilh sex such as HIV and other STDs as well as
teenage pregnancy.

Parents nced lo learn how to talk to children
about sex because youths should learn from par-
ents. Parents need the correct knowledge about re-
productive health including the biology of the
body, how to avoid unplanned pregnancy, STD and
HIV. ’

During the period of youth there is much experi-
menlation and risk taking and youth face many
dangers including alcohol and drug addiction, HIV,
STD, teenage pregnancy, rape and other forms ol
violence. Disclosure of risk taking and of conse-
quences such as leenage pregnancy, HIV and STDs
requires understanding and communication and
assurance on the part of the parents.

Indeed the perceived insensitivily of parents to
adolescent sexuality causes a dilemma when a
health worker discovers that a young person is
pregnant or has an STD. It remains debatable
whether it is ethical lo treat a 13-year-old for a sex-
ually transmitted disease without nolifying the par-
ents. Some have argued that informing the parents
could be counterproductive, while counseling by

the doctor or another adult could be more useful.?

How does the family structure affect the
ability of Women and Men to protect
themselves from HIV?

HIV is sexually transmitted and hence is closely
linked to all aspects of sexual partnerships. Most of
these relations are usually linked o or intended to
result in the formation of a family. The desire to
form a family is often overwhelming among many
African communities. In Rwanda where many men
were killed during genocide women have now de-

veloped a syslem called Kwinjira, where they will-
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ingly set out to share mien in order to be able to
have children and I‘amily.4 In Zambia it has also
been asserted that in some cases it is women who
promote polygamy by «looking down upon single
women in society», thereby encouraging them to
marry men who already have wives.®

Marriage is a risk
Married women are vulnerable to HIV because
their male partners may be having other spouses
(polygamy) or other extra-marital relations. Mar-
ried women may also suffer different forms of
abuse at the hands of their husbands inciuding
forced sex, which may be associated with a higher
risk of HIV transmission due to bruising in the gen-
itals. Many women have no power to negoliate
safer sex or to insist that their sexual partners use
condoms outside marriagc.ti

HIV/AIDS iaterventions should aim to focus on
the strenglhening of the women-men partnerships
in order lo reduce the above risks. Communica-
lion, love, understanding and mutual respect as
well as equal access to oplions by both partners
can prevent mosl ol the suffering in marriages and
hence reduce the risk associated with this impor-

tant institution of society.

Ritual Sexual Cleansing

Some sociclies have a practice of widow-inheritance
or widow-sexual cleansing of women who have
been widowed due to any cause. This is done sup-
posedly to chase away the spirits of lhe deceased
husband but it increases the widows’ risk of HIV
transmission or re-infection. Advocates have called
for the abolition of this dangerous tradition and its
replacement with safer rituals.” In the meantime ed-
ucators and counselors have advised such widows to
either refuse the ritual or insist on condom use dur-
ing the sexual cleansing. But widows who refuse Lhe
rilual may be sent away from their husband's land
by the relatives. Therefore, since most widows are
uneducaled, do not own property, and are unem-
ployed, the practice of wife inheritance continues
unabated. Aud for most widows the choice is be-
tween being inheriled and being infected and have
food, or starving. To help combat this problem, a
number of groups like «Women Fighting AIDS» in
Kenya are launching programs to help women gen-

erale their own income.

GEEEW Pad L
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However, without resources some widows ju
walk away from such a situation and seek a ne:
life with new risks of HIV transmission and re-i)
fection. L. Adeokun et al.® have observed in Mas:
ka in Uganda that there is a tendency to re-mari
or develop new relationships after the previous on
or two relations were ended due to death .
spouse/partner from AlDS.

How do families influence the sexual beha-
vior of People Living with HIV/AIDS (PLHA)?
When a person learns that they are living wit
HIV/AIDS one of the major concerns they have i
about the reaction of their loved ones once the
learn of this fact. Learning that a loved one is livin
with HIV/AIDS may provoke either acceptance o
rejection from the family.

If the family reacts to knowledge of HIV statu

‘with acceptance they may facilitate better care an:

support for the person living with HIV/AID:
(PLHA) than if they did not know the HIV status.
supportive family can be available for the PLHA t.
discuss problems with and they can help a PLH:
seek and receive medical care, counseling as wel
:is material support. Some of the problems PLHA-
encounter include the difficulty of sharing thei
HIV status with their spouses/partners and ofle
tend to inform their other relatives first? who man
then help the PLHA 1o break the bad news to the
spouse/partner. The close family may also help the
couple to work out strategies for addressing the
problem and this may prevent rejection by the
partner/spouse. As observed by Meursing K.' i
Zimbahwe, most who disclose get some social sup-
porl from family and sexual partners although the
efTectiveness of this support may be limited by de-
nial, misinformation, helplessness, stigmatization
and poverty. Secrecy and infrequent discussion
after disclosure also increases loneliness, misery
and helplessness.

On the other hand HIV posilive women who dis-
closed their status to their husbands were chased
away from their houses or replaced by another
wife, some were beaten up and one commilted sui-
cide.!" Such reaction from the family may cause
the PLHA to withdraw and this may increase feel-
ings of revenge and anger.

Disclosing to loved ones is no easy task and usu-

ally takes time and support. But with continued



counseling PLHAs eventually disclose o their fam-
ilies.'"® ' " Counselors and other providers should
from the outset engage PLHAs in a discussion of
who they will disclose to and begin working on the
difficulties they anlicipate in doing so. Indeed poor
communication with the family results in poor

emotional coping and may result in risk behavior.

Conclusion:

HIV prevention strategies have been summarized
as a scenario of three boats, one of Abstinence, the
other of Faithfulness and a third of Technology

(condom) use that are keeping afloat in a sea of

ib Ty R

HIV. In this scenario it has been proposed that if
one wants lo avoid sinking in the sca of HIV/AIDS,
they need to be in one of the three boats."*

The information presented in this paper has indi-
caled that the family is a double-edged sword in HIV
prevention. On one hand they can love and support
an adolescent, a PLHA, a CSW, a IDU, a woman or a
man and keep them in one of the boats above. On
the other hand they can reject, ostracize, discrimi-
nate and drive them into the sea of HIV. Hence if the
role of the family in the prevention of HIV is to be
enhanced, efforts to convert the family into a sup-

portive and loving institution should be undertaken.

IRFOTHEK 2/00 25
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Promotion of marriage for example would ap-

pear to be a logical intervention based on the as-
sumplion that Faithfulness is easier to practice by
married people. But the existing cultural norms in
some communities, which permit males lo have
multiple partners, are a major hindrance to this
strategy.

Understanding, love, communication, and obser-
vance of child rights are vital for the optimal sexu-
al health of children. If these prerequisites are met
they may in the long run help youngsters to remain
in the boat of Abstinence and others to join the boat
of Technology.

Increased awareness of risk among single, sepa-
rated, divorced or widowed people and counseling
as well as testing if desired, should be encouraged
in order 1o enable them to choose either the Absti-
nence or Faithfulness boat. Married people who
are polygamous or have extra-marital sex should
be counseled about joining the Technology boat.
They can also seek Voluntary Counseling and Test-
ing (VCT) and after learning their HIV status
choose to join either the Faithfulness boat or the
Technology boat.
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Do A r can Health Care Systems

BN

Really Address the Problem of AIDS?

The efforts deployed for more than fifteen years by
governments and funding agencics in Africa have
apparently resulted in the fight against HIV
becoming a priority, both politically and in terms
of public health policy. But the statcments of
certain Heads of State and technical experts made
both home and abroad raise the question to what
extent they are committed to this fight, given that
they at times present positions which may differ
from universally accepted values regarding AIDS
prevention and care. Nevertheless, the strategies
to combat AIDS have without a doubt improved.
This is the result of institutional reforms as well
as improvements in eslablished modalities of
addressing the disease, most notably the advent of
new treatments. However, due to the organisation
of the national AIDS strategies and to the general
state of health care systems in Africa, all of the
various initiatives run the risk of having a very
weak impact due to the sheer magnitude of the
epidemic if they fail to create a veritable «AIDS
culture» among the majority of health care
personnel. This risk exists even if cfforts 10 inform

the population about the disease are successful.

About lifieen years since the first official H1V pre-
vention campaigns in Africa, one can safely say that
virtually every African adult and adolescent has
heard about AIDS. One is sometimes surprised -
particularly with regard to the school-educated pop-
ulation - just how detailed the knowledge of the
means of transmission can be as relates to particu-
lar characteristics of the virus. On a regular basis
there are very explicit condom use demonstrations
at schools and market places, more explicit than
one can imagine would take place in European
schools. «Tradilionals African interpretations of dis-
ease have on occasion uniquely incorporated AIDS
into their systems of discase categorisation. Certain
traditional healers have not hesitated to create an
«AIDS of the witches», that is, a form ol AIDS which
is «caused~ by an aggressive noclurnal attack of an
evil being moving within the «invisible worlds. Reli-
gious leaders, whether Moslem or Chrislian, have
often transformed AIDS into a new ontological ex-
perience imposed on humankind.'! All of these ob-
servations attest in various ways to the «success» of
the diffusion of informaltion in Africa concerning

AlIDS. Certainly, with regard to the attitude of reli-

gious populations and of the traditional healers, one
can be distressed at the tendency toward «external-
isation» of the epidemic. For these people, AIDS is
less a reality hic et nunc than an event related to the
imperfect relationship between God and humanity
or to the evil intentions of an invisible being. This
opens the door to searching for magical and/or di-
vine protection or «healing» which does not place
any limits on risk behaviour. However, this sort of
information gathered by anthropologists does not
sway AIDS prevention programs in their preaching
about the important role of religious leaders and
«traditional healers» in relaying information within
the context of HIV/AIDS information campaigns. In
general terms, the discourse concerning AIDS is
conducted in multiple places within Africa. At the
same time, the epidemic conlinues to progress and
preventive behaviours are far from becoming the
norm.

Following a period ol denial at the start of the epi-
demic® all African countries progressively set up
specific programs beginning in 1985, displaying a
strong political will to combat AIDS. Most notably at
international African AIDS conferences, the Heads
of State themselves® progressively showed their de-
lermination to involve their countries in prevention
aclivities and Lo address the problems associated
with HIV infection. However, one can pose the ques-
tion to whal extent these messages were intended
predominantly for those abroad. When it comes to
domeslic affairs, cerlain presidents as well as gov-
ernmental technical and consulling stafl deliver
messages which, at the very least, can be charac-
terised as ambiguous. In this vein, the former presi-
dent Lissouba of Congo-Brazzaville regularly likes
to evoke AIDS during interviews with the foreign
press, while not hesitating to characterise HIV in-
fection as the primary symbol of social and political
disorder in his country in 1993 and 1994. More re-
cently, in July 1999, the president of Kenya «de-
clared war» on AIDS, while affirming in the same
speech his staunch opposition to all initiatives to
promote condom use in his country.

'When staff employed in HIV prevention programs
address non-medical problem areas, they adopt po-
sitions which can open the door to the stigmatisa-
tion of certain populations. In Senegal, a country
under strong Islamist influence, some technical

workers consider the prevention strategy which has
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been adopted to be exemplary, given the low preva-
lence rate in that country. This opinion is based
most notably on national values placed on specific
religious and cultural aspects which are believed to
explain the low prevalence: the practice of Islam,
the role of the imams, the pervasive practice of cir-
cumcision, as well as the surveillance of certain
«risk groupse, in particular female préslilulcs who
are subject lo strict regulation. In Ivory Coast the as-
sertions of certain technical stafT are not always in
line wilh promoting a greater acceplance of those
affected, the latler being considered potential
sources of «contaminalion» as part of a legal project
seeking to require HIV lesting as a pre-requisite for
marriage. Representatives of the Central African
Republie, themselves members of a network on
ethics, are considering a law which would allow
those infected with HIV 10 be condenmed on suspi-
cion of evoluntarily contaminatings others.* Congo-
Brazzaville, having signed an international charter
condenming involuntary testing and being well-
aware of the wide-spread practice of testing without
informed consent in Africa, oflicially considered in
1997 requiring all prison inmates to be tested.

In spite of certain questionable positions which
have been taken, one cannot deny the importance of
the mobilisation of the various national and interna-
tional players regarding such areas as: the informa-
tion campaigns, the social marketing of condoms,
the safety of blood transfusions, prevention, the
treatment of opportunistic infections and medical
care for HIV more generally, as well as the reduc-
tion of mother-child transmission by using anti-
retroviral drugs. This nobilisation has been
achieved and is continuing to be organised as a re-
sult of the top-down HIV prevention and care strate-
gies sel up beginning ol 1985 in African countries
under the aegis of the WHO according to a unique
modcl. These national programs, which have been
criticised from the start,” have been the subject of
important transformations since their creation, es-
pecially in developing multi-sectorial approaches.

Originally, the national strategics were exclusive-
ly focused on prevention, an area with which the
medical establishment has very little experience. A
focus on sexual behaviour in relation to an incur-
able infection with a complex course did not fit well
~in either the North or the South - with the classical

inpatient clinical practice focusing on cure. The

programs addressing AIDS have therefore been
relegated to young, less established physicians who
are less acquainted with the ways of the medical
lobby, thus not boding well for a sufficient integra-
tion of HIV work within the administrative struc-
tures of a health care system dominated by profes-
sors of medicine. The HIV programs themselves
have been even more difTicull to integrate into the
national public health strategies, as their leaders
have been directly answerable to the ministers of
health and not to the usual public health authority
structures. These programs have therefore received
funding directly, thus bypassing the usual arcane
administrative procedures characteristic of the pub-
lic health sector. It is for this reason that tensions
arose at all levels of the public health hierarchy be-
tween the stafl of AIDS programs and other public
health workers, the former viewed as being too
highly favoured with regard to the relatively unim-
portant role AIDS plays in comparison to the magni-
tude of other health problems. Mosl importantly,
AIDS became de faclo the unique responsibility of a
chosen few with the result that other public health
stafl took no interest in HIV risk within the context
of their day-to-day activities. But even where AIDS
programs have found a place within the public
health administration structures and the tensions
have eased, has not AIDS work remained the do-
main of only a few professionals in Africa - even in
regions where the prevalence in the general adult
population is more than 25 %?

The question as to what degree HIV infection
should be addressed by specialised struclures and
staffing is exceedingly difficult lo answer. Particu-
larly in Africa - with regard to the problems in train-
ing, supplies of medications, the quality of laborato-
ries, etc. — it is unquestionably neilher possible
(given the stale of the current health care systems)
nor desirable (for HIV patients) that AlDS-specific
activities (from lesting lo treatment) be included as
part of standard care throughout the various coun-
tries. At the present there is an increasing number
of pilot projects in HIV care, some including anti-
retroviral treatments. However, these projects re-
main very limited and they are not immune to pos-
sible negative effects. Does not the considerable
rise in the costs of providing care, related to the new
treatments, create the risk of increasingly concen-

trating resources and energy on a small proportion
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of the overall health care structures? The members
af self-help groups for people tiving with HHV/AIDS,
sencrally créated at the iniliative of the national
AIDS strategies, could legitimately be viewed as
those who should receive privileged access to the
new treatments. Bul does this not create the risk of
a growing dependency between the self-help
groups and AIDS programs? Self-help groups play
an important role in critiquing health care profes-
sionals, a role which has contributed to an evolution
in care for people with HIV in the North. Is this role
10t threatened by such a potential dependency?
African clinicians ask themselves constantly what
hey can possibly do in light of the growing number
f cases in their daily practice. Will they not finally
osc inlerest in posing this question? Indeed clini-
dans work within structures at the periphery of the
iystem. They do not have effective treatments at
heir immediale disposal, but they know that these
‘reatmenlts are available in another part of the
~ountry. Will they not want to refer systematically
il HIV patients to specialised structures and thus
“cfuse to treal all AIDS-specific symptoms? Will they
nolt do this based on a conviction that whatever they
lo at their level in the health care syslem will be in-
Mective? To sum: Given the limited access in Africa
.0 the new treatments, do we not risk hindering cur-
“enl feeble medico-psychosocial atlempts to pre-
vent HIV, including the outbreak of opportunistic
nfections? Will we not return to the focus on cura-
ive care, an approach well-established within me-
ticine? In general, given the magnitude of the epi-

lemic, the pilot projects in HIV care — however use-

ful they may be - will only have a limited impact on
public health in the near term il the standard prac-
tice of stafl within the general health care system is
not changed.

T within the

Indeed, to this day the majority of s
health system who are not specifically assigned 1o
AIDS care and prevention do not give thought 1o HIV
risk within their standard practice, in spite of being
generally informed about the problem. For the most
part, minimum standards of hygiene to prevent in-
fection are not observed. For example, gloves are
rarely used when administering injections and tak-
ing blood samples. Perhaps of most concern is the
frequent problem of maintaining a supply of bleach
and alcohol; itis not rare that the same instruments
are used for several women giving birth without
their being disinfected between patients. In cases
where a blood transfusion is necessary (serious
anaemia in pregnant women, car accidents, etc.)
the smaller clinics which do not have access to HIV
testing and which are localed far from the nearest
blood bank are forced to take the risk in an emer-
geney of using donors and conducting the transfu-
sion without having conducted a test. In the small
laboratories on the periphery of the health care sys-
tem one can often find blood products and syringes
simply left around. And how many smatler hospitals
in Africa currently have functional incinerators? Ir-
respective of questions of hygiene, there is the prob-
lem of health care stafl being reticent to elicit infor-
mation from patients which could relate to AIDS.®
Although many African physicians in the various

smaller clinics report an increase in the number of
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AIDS cases within their practice, they refuse to in-

vesligate further the status of those affected be-
cause: «It's too complicateds, «There are other
emergenciess, «There is no test or medications
aviilables, «<You don’t know how to manage the in-
formation with the family and ll;e spouses, ete. In
some cases these are the same physicians which |
would claim perform exceptionally in that they
separate people with AIDS from othier patients in
their praclice «because the other patients cannot
deal with sitting beside someone with AIDSs. In
other cases one finds nurses who have boxes of con-
doms to distribute to patients for free, but who place
them carelully on a shelf in the cupboard. When
asked why they do not hand out the condoms, these
stafl members respond that «the people don’t want
thems, «the religious convictions of their patients
prevent them from using condomss, or very candid-
ly, «that they were never trained o address AIDS
and sexuality in their practices. These reactions
provide more evidence for the fear of stall within
the health care system regarding the problem of
AIDS than for the so-called non-receptivity of the
patient populations. This [ear needs to be thorough-
ly addressed, particularly within training programs.
In light of these observations one needs to pose the
question why the information campaigns should not
be directed to health care stafl before being targeted
to the population in general.

The development of pilot projects is indispensable,
making access to the new treatments possible. This
development risks, however, achieving nothing
more than islands of care in an ocean of need if one
does not attend to the large majorily of health care
stafl not directly involved in AIDS work. The «AIDS

cullure» has generally been well cullivated in the

general population, as 1 highlighted in the introduc-
lion, accompanied by apparent ongoing limitations
as well as false and even harmful ideas. This culture
scems to be less present among stafl within the ma-
jority of African health care structures. Developing
this «AIDS cultures among slafT would contribute
positively to the management of H1V infection as a
risk and consequently transform the fight againsl

AIDS into an important issue for public health.

The author has conducted work concerning health
care for people with IHIVZAIDS, HIV tesling, organising
national sirategies for combating HIV in Africa, and
the role of the «civil societys (NGOs, religious and vol-
untary organisations, e1¢.) in the fight against AIDS.
This article is based on research on the reform of the
health care systems in Central Africa and on
reproductive health. Principal geographical areas
covered: Congo-Brazzaville, Cameroon, Gabon, and
Kenya. The projeets conducted concerning AIDS also
include Ivory Coast and Senegal.

Hefervnces:

1 Cf. ML Gruénais, «La religion preserve-t-elle du sida?s, Cahiers
d'Etudes Africaines, 39 (2), 1999: 253-270.

[N

AIDS, as a sexually transmitted disease, «shamefuls and lethal,
has potentially tarmished the negative image of this region of the
world even more, given that it is already associated with
Jumine, war, corruption, political coups, capricious politicians,
ele. (Gf J.P. Dozon, «D'un tombeau a l'autre, Cahiers d’Etudes
Africaines, 31 [1-2], 1991: 135-151.)

For example: President Musewerd of Uganda, President Diouf of
Senegal, and former Presdidert Bédié of the Ivory Coast.

-

See in particular the presentations from the Tenth Interna-
tional Conference on AIDS and STDs in Africa held in
Abidjan in December 1997.

Gf. D). Tarantola, «Grande et petite histoire des programmes
sidas, in e Journal du Sida, 86-81, 1996: 109-116.

To speak of u «dialogues within the therapeulic relationship
would be inappropriate as the consultation mostly takes place

with little or no communication between the patient and the clin-
ician.

>



conomic or polmcal 'I‘he long-lerm impact of
,llheverms is clear: in the worst affected countries, a

‘reversal in decades of developmenl and tremendous
by L] { investiments in human capnal and economic
elopmenL The epidemic is eroding GNP, stretch-
ing -health and education systems sometimes to
'breakmg point, destroying a significant portion of the
product.lve workforce through illness and premature

1 tradition and adopted HIV/AIDS in Africa as its

‘gneel.mg theme, the first time the Council has ever

sdealt with a health issue. . -

’tMContnbutmg to the crisis is a conspiracy of silence
mal shrouds HIV and AIDS, often based on shame or
feam of infection which have in turn fueled ostracism
-6r rejection of people living with HIV/AIDS. The si-
lence is compotmded by limited access to, and use of,

' -technlcal supporl to slow down the epldenuc.-

_the--Paﬁnership’s vision: to accelerate changes al-

resources, expems g

“onthe development of human,’ soelal an conom

+ The Partnerslup ‘unites ‘national govemments,

the UN donors, civil socxety and the private sector:

to work together: wilh a. shared vision, common
goals, coherent strategies, and agreed principles to
generate eﬂ‘ecuve, energetic and sustamed nation-
al responses 10 lhe AIDS erisis. - -+, i s
The: Partnership s Framework for Action is now

Peter Piot inilred

under- dlscussmn, as are.a series of principles and UNAIDS from a -

priorities that: will underpm the Partnerslup s ac-
tions: : :

. African ownershlp -of the- Parlnershlp at all lev- Global Programme
on AIDS of the Worid

Health Organizai n
He served as the

President of lhe lnten

els: country and communily priorities to drive
the action, and implementation plans will be
based on local priorities and contexts

* Active involvement of people living with AIDS in

national AIDS
setting the parameters of the Partnership Society from 1991
o Respect, protection -and fulfillment of human to1994. ° !

rights, compassion and active opposition to all ...
forms of stigma and exclusion of pecple living
with HIV/AIDS

+ Promotion of public awareness both within and

wuww.unaids.org

outside Africa of the AIDS epidemic as a develop- :
ment crisis that requires an urgent and sustained R
- response on an unprecedented scale -
. Suppon'for the development and implementa-
tion iof joint national ‘strategic action plans in-
volving all relevant sectors STt o
¢ Partners fully committed to joint working.

These _'p'rinclples and priorities are fundamental to "~ -°

ready underway m Afnca by providing additional

and -2 framework-within

which'the:] partners-can work together. to reduce "
sharply the lmpact of AIDS on human suﬂ'enn,g and




._ﬂ{h‘“ 3 : , s e x
] deﬁheﬂeadership.otnau nal overnments nnd’ g ki . :

glona] 'inslltudons engaged in lhe response to tho-

epidemic.

Atinternational level, the Partnership will idenui'y N

processes and products in which to collccuvcly in-

vest: These: w1[l range from intensifying action on
international pubhc goods, to political pmcesses,
which are likely to result in grealér resource and
visibility for the epidemic, and where intensified
and coordihaled action is likely o have an impac'(.

Exlensnve advocacy acuvmes around the Iorma-

International. Partnerships’

uon of t.he Partnerslup culmmated in“a: meeung

E




r.developmenl parmers have been fighting this
Eious public health problem yet not focusing on
the.serious threat it brings to the region’s develop-
1 Jém. Decades of gains are being wiped out by the

epidemic and we are only beginning to realize the
iinbacl it will have on all sectors of society. Be-
cause it kills so many adults in the prime of their
Working and parenting lives, it decimales the
workforce, fractures and impoverishes families,
drphuns millions, and shreds the fabric of commu-
mues The costs imposed by the epidemic force

counlnes to make heartbreaking choices between

today’s and future lives, and between health and
ft_i_tl_)‘zens of other vital investinents for development.
_15 rhaps the most disturbing long-term feature of
U}e HIV/AIDS epidemic is its impact on life ex-
peclancy In some countries in southern Africa, life
expeclancy has declined to levels that prevailed in

the 1960s.

The World Bank's Response
The World Bank has been assisting governments Lo
finance HIV/AIDS activities since 1986 and is con-

sistently one of the largest donors in the global ef-
forts to curb the epidemic. However, since Fiscal
Year 1994, new World Bank lending for HIV/AIDS
'Africa has been decreasing and is seriously lag-
gmg behind the growth of the epidemic. In most
cases, Lhe activities were implemented through

overburdened health sectors, severely limiting the
hor‘lse and ignoring the impact the epidemic

begmmng to show on the development sectors

rm the framework of the Bank’s asmstance

Develd
”w”k«w

. lhe imporuml parmershlps of the. World Bank wuh
ﬁvq partners: African govemmems, United Nations -

agencies, donor governments, the private sector,
and NGOs. It summarizes the World Bank’s contri-
bulio‘n to the common framework for action agreed
upon by the Joint United Nations Programime on
HIV/AIDS (UNAIDS) in support of the International
Partnership Against HIV/AIDS in Africa.

The goal of the World Bank is to urgently assist
African governments and mobilize the Bank, devel-
opment partners, the privale sector, and civil soci-
ety to intensify action on multisectoral and sustain-
able policies and programs to address the com-
pelling and evolving implications of the HIV/AIDS
epidemic to halt further reversal of human, social,
and econ._omic development in Africa. To reach this
goal, the Bank’s approach will stand on the follow-
ing four pillars:

o Advocacy lo position HIV/AIDS as a central de-
velopment issue and to increase and sustain an

intensified response.

Increased resources and technical support for
African partners.

Prevention efforts targeted to both general and
specific audiences, and aclivilies to enhance
HIV/AIDS care.

Expanded knowledge base 1o help countries de-

sign and manage prevention, care, and treat-

ment programs based on epidemic trends, im-

pact forecasts, and identified best practices.
This strategy is the responsibility of Bank staff in
the entire Africa region. However, to stimulate and
support implementation of the strategy, the Bank
has established a multisectoral AIDS Campaign
Team for Africa (ACTafrica), which is based in the
Office of the Regiona! Vice Presidents. The high-
level placement of ACTafrica underscores the
Bank’s ‘commitment to HIV/AIDS. prevention and

care and enables the team to maximize collabora--

don among the Bank’s sector fammes The tea

' Specialist,
" Head, ACTafrica

.Cdbriﬁndlqr,
Lead Population and
Reproductive Health ~ i

The I¥orld Bank . 1
Washington D.C., USA I

Email: o
dzewdie@worldbank.org

Sheila Mitchell
Consultant,

Public Health Specialist,
ACTafrica

The Horld Bank
HWashington D.C., USA

Email:
smitchell@uworldbank.org

Before joining the Bank
in 1994, Dr Debrework
Zewdie was Deputy
Regional Director of the
Africa Region for the
AIDS Control and
Prevention Project (AIDS-
CAP) of Family Health
International in Nairobi,
Kenya.

Sheila Mitchell is a
World Bank consultant
with more than 25 years
of experience in designing
and managing health
and development pro-
grams in Africa, Asia, h
and Latin America. |

Website: . . i
www.worldbank.org [
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--jforls in Africa. . ]
--AlDS _prevention and mlugnuon efforts w11l be
led by governments. - o C

National programs -will have. been re- mwgorat-

b
been gh with many of lhem !alung dlrecl acnon lo " ed, made multisectoral and fully fi nﬂnced :
rewse lhelr portl'llos to address l-llV/AlDS and fmd- - Ultimately, all partners hope lo see a world w1th-

ing creauve ways around ensung budgel _'oul AIDS and lhe developmen agenda back on

eramLs The ACTal'nca leam is cumnﬂy workmgl
deyelop newfundmg insgrlunenls l.hal'_wlll impifi)
UNAIDS 1999, AIDS Epidemic Updalc Gencva Dcccmber 1999.
ment of funds to the commumly levcl arequnsnL for  worid Bank 1999, Intensifying Action Against HIV/AIDS in

scaling-up interventions to the national level. ) i Africa: Responding 1o a Development Crisis.

the critical: ﬂow of l'unds and enable rapld disburse

‘Responding to urgent needs of national planners |
for lnformau'on .on cost estimates for HIV/AIDS pro-"'
grams, lhe Bank has commlss:oned the developmenl
of a model that projects the cost of scaling-up eflec-

tive interventions for more than 20 African oounLnes

'l‘lus model will help African* planners as well as’

donors progrum lunds o brmg lhe response to the -



early 15 ‘years,’. Famxly Health lnlemallona

as-been commmed to deslgnlng. imple

for’preventing the spread of HIV and for providing ° i
re and support to people living with (PLWHA) .
and ‘affected by HIV/AIDS in sub-Saharan Africa. A -

nonproﬁl nongovernmental (NGO) organization
l'qunded in 1971 and based in the United States
vmh a mission «lo improve the well-being of popu-
.i_'lt'g‘l'ions worldwide through research, education and
FHI formed an AIDS
ﬁ‘ask Force in 1986 to proactively respond to the
HIV/AIDS epidemic in Africa. With funding from
_l'}-l_'e":‘-Americam Foundation for AIDS Research
;(A'mFAR) and USA for Africa in 1987, FHI] launched
HIV/AIDS prevention pilot programs in three West

ggrvices'in family heaiths.

Afncan countries, Ghana, Cameroon and Mali.
;_;.-By working with local partners and comnmunity
He'mbers, interventions are designed to respond to
me'realilies of the populations being served. Man-
éi'g'ing more than 1,200 HIV/AIDS prevention and
"o":l‘_are'projects in partnership with more than 700
_i_‘{GOs and community-based organizations (CBOs)
i‘n'60 countries since 1987, the majority in sub-Sa-
harnn Africa, FHI has based its HIV/AIDS program-
mmg on its many years of experience in contracep-
live technology, family planning (FP) and maternal
and child health (MCH) research, service delivery
éhd technical assistance in more than 100 non-in-
dustrialized countries, as well as the new lessons
Ibeing learned in through HIV/AIDS programs and
Fesearch every day.

Most - of the projects FHI.has managed in
HIV/AIDS prevention and care have been funded

byithe U.S. Agency for International Development .
(USAID), ‘including: the AIDS Technical Support.

ofect (AIDSTECH), 1987-1992; with 185 projects

menting and evaluatmg stale-of the-art slralegles '

ria has" been orgamzed‘ y

hospitals servmg as collabo lmn n .referral_ce
ters, as well as.the’ provxsxo fo home visits' 8 '
. Federation “of

counseling, and -work mlh
Women Lawyers"lo'providé: legal-aid.’

care-and prevention through voluntary counseling

and testing (VCT) services provided by the Kenya
Association c.!!' Professional Counselors (KAPC), its
local partner in the first randomized, controlled
trial of the efficacy of VCT as an HIV prevention
strategy, organized by FHI and its international
partners, including UNA]DS, WHO and the Cenler_
for AIDS Prevention Studies in San Francisco.

Various FHI ‘projects have-integrated HIV pre--

vention education and activities into the currlcixl_a

and counseling available in STD and family plan-
ning clinics, including in both rural and urban set-.
tings .in -Kenya. AIDSCAP supported its p'artner, .
MAP International, in’creating a powe_rftil H]V/_j. -

AIDS prgven_lion'and suppqﬁ}krassmois"gimpai'gn

ountries in Afrlca, Latin America and the “wo

:nal:isl.' has lé years
:qf experience work

In Kenya, FHI has fo'cuécfd_ on:community-based 4evelopment projects,

"nal afairs from

‘' Georgetown Univer-".*
“alty in Washington,
.D.C., USA

' E-mail:

B A Y

and holds a master’
deg'ree in internatio-

mogrady@fhi.org - -
Website: www fhiorg -
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__-tullary counsellng and testing _semces,

Afnca Bureau and..lhe U S. Commercml Servncc_m

Afnca, and- ll fs. bemg used by many busmesses,

. .UNAIDS, and NGOs in a w1de vanely of coumnes.

including ‘the United Slales 3 .
To respond to the fact lhat ‘more women were in-
fected with HIV than men in sub-. Sahara_m Afnca, in

' 1994 FHI launched the gloﬂa] AIDSCAP Women’s

Initiative and published several training manuals
and publications on gender and HIV/AIDS.

Promoting Rapid-Response Mechanisms
While managing major grants to international private
voluntary organizations (PVOs) and large NG_Os', FHI
also works at the ‘other end of the spectrum, issuihg
Rapid Response.'l‘;tind (RRF) grants for US$5,000 or
less for innovalive iniliatives proposed by CBOs and
community groups. During the AIDSCAP Project, FH!
managed more than 220 rapid-response grants; and,
in January 2000, FHI and the Elton John AIDS Foun-
dation announced the launch of a new RRF program
for eight countries around the world, including three
in Africa: Kenya, Nigeria, and Rwanda.

To give an example of FH!I's HIV/AIDS experience
in one sub-Saharan African country over ten years,
FHI managed the following projects in Kenya: creat-
ing national rural HIV surveillance, designing na-
tional screening of HIV-infected blood, introducing
national quality assurance for HIV testing, computer-

_izing national blood bank data, piloting a community

home visitation program for PLWHA, improving STD

‘case managemenl1 developing HIV/AIDS prevention
) matenals for STD and MCH/FP clxmcs, slrengﬂ\en-

mg HIV. counselmg. lncludlng the prov:snon for vol-
Lralnmg ﬁeld

munity mobilization effort of a population of four
million people. Perhaps the largest capacity-build-
ing initiative ¢ver undertaken for sustainable com-
munity-based HIV/AIDS prevention and care in a
single country, FiII's NGO cluster project in Tanza-
nia has just concluded its seventh and final year.

To document the work done in Tanzania, FHI pub-
lished and disseminated worldwide a special report
on this initiative entitled «The Tanzania AIDS Pro-
ject: Building Capacity, Saving Lives, The AIDSCAP
Response 1993-1997», explaining the cluster strategy
and positioning il as a new model for sustaining
HIV/AIDS prevention and care within communities.

Senegal, where FHI has worked for 11 years, is a
country frequently cited as an [V prevenlion «suc-
cess story» because of its relatively low HIV preva-
lence in sub-Saharan Africa: about two percent in
pregnant women nalionally. With very supportive
political and religious leadership, Senegal epilo-
mizes an African country with progressive insight
on HIV prevention: in 1997 FHI launched behavioral
surveillance surveys (BSS) to gain better under-
standing of the HIV/AIDS epidemic in Senegal, com-
plement the findings of HIV sentinel surveillance,
and allow a conlextual analysis of trends.

Carrying out these surveys it groups engaging in
high-risk behaviors can help determine whether
prevention efforts are working, and in low HIV
prevalence scttings, they can also provide an early
warning of where HIV may appear in the future.
This is just one method for evaluation, launched by
FHI in 20 countries worldwide, to guide more effec-
tive programming as well as to betler understand
the social dynamics and human behaviors at play
that synergistically spread HiV in Africa.

Finally, in its role as the inlernational coordinator
of the seven-year HIV Network for Prevention Trials
(HIVNET), funded by the U.S. National Institutes of
Health, FHI worked with its inlernational partners
in Kenya, Malawi, South Africa, Uganda, Zambia
and Zimbabwe on HIV vaccine research, developing
topical microbicides, preventing mother-to-child
HIV transmission (through the landmark study on
the efficacy of providing nevirapine to pregnant
women in Uganda), and evaluating programs to re-
duce sexual risk behaviors.

In 2000, FHI is continuing. as the manager of the
HIV Prevention Trials Network (HPTN), the succes-
sor project to HIVNET.




cribed in great detail the nature of HIV infection
and its modes of transmission.

Yet far less research has been devoted to basic

perational issues that affect the delivery of ser-

vices in prevention, care, and support. We have

leamed much about which behaviors place per-

:sons at risk, and have sone sense of what types of

-linterventions work to prevent HIV transmission —

».but we know far less about why and how these in-

rventions work, what they cost, and where and
when they can be successfully replicated on a large
-'scale. These questions are critically important in
w eveloping countries - where more than 90 per-
ent of HIV-infected people live - because afford-
ble prevention, care, and support interventions
‘wremain the primary tools for dealing with the epi-
'f':‘demic.

The Horizons Project is designed to help identify
‘and disseminate best practices in HIV prevention

.and mitigation for program managers, policy mak-
rs, and others who need accurate and timely in-
rmation on the operational mechanisms that can
nake HIV/AIDS programs successful. A global,
five-year project (1997-2002) funded by the United
States Agency for International Development, the
Horizons Project is managed by the Population
.Council in collaboration with five partners: the In-
sf1ernational Center for Research on Women, the In-
');.lernau'onnl HIV/AIDS Alliance, the Program for Ap-
lpropriale Technology in Health, Tulane University,

nd the University of Alabama at Birmingham.
, The Horizons portfolie includes more than 60 op-

.;gra_tions research activities in 21 developing coun-
ies. Resenrch is focused on 11 broad themes: pre-
ention and management of sexually transmitted’
iseases (STDs), youth, gender, integration of ser-

sl.mg{ capacnly su-englhening and scalmg up,

lV/AlDS pandemic, biomedical, behavioral, and'-"-
demiological research has identified and de- -

s, barrier methods, voluntary counseling and®:

Goivey

health officials, research insliuilio'n's'nhd nnii'e;si

ties, advocacy organizations and NGOs, and other-

stakeholders.

Prevention and Managément of STDs
Preventing and treating sexuaily transmitted dis-
eases such as gonorrhea and chancroid, which are
epidemic in sub-Saharan Africa and increase vul-
nerability to HIV infection as much as tenfold, are
critical to the success of HIV prevention efforts. A
multi-site Horizons study based in Zimbabwe,
Zambia, and South Africa seeks to gauge the efTec-
liveness of targeting high-frequency HIV and STD
transmitters with HIV prevention interventions and
treatment of STDs. The study compares three dif-
ferent levels of an intervention program focusing
on sex workers operating in the vicinity of mines
and large agricultural enterprises.

Another study that focuses on STD/HIV interven-
tions is based in the gold mining area of Car-
letonville, South Africa, where Horizons supports
an STI/HIV intervention project that seeks to as-
sess ‘the effect and cost-effectiveness of an inter-
vention package consisting of peer educalion
among sex workers and miners, condom promo-
tion and delivery, and strengthened STD manage-
ment, to which a periodic presumptive STD treat-
ment intervention for sex workers is added. Oul-
come - lndlcators include STD rates among sex
workers, mmers and lhe general population, HIV
incidence in miners and the general populahon,

and prevalence of condom use and preventive or

safe behaviors. Parueular nuenuon is bemg pald to

-the eﬂ‘ecls of the intervention on socml and com- o

mumly mobilization.

Integr”tlon of Maternal Child Care and HIV
Preventlon

" Director and Senior

‘activitics. At the

Se.D., Project -

Associate, oversees
the planning, design,
implementation, and

evaluation qf project

Population Council,
Dr Fisher has man-
aged and directed
large, ficld-based
reproductive health

and family planning
opcrations research
programs in Asia
and Africa.

Email:
horizons@pcdc.org
Heebsite: www.pop-

council.org




pact of a package of antenatal clinic services on
MTCT and child morbidity and mortality. Among
other things, the research examines such interven-
tions as voluntary HIV counseling and testing and the
provision of antiretroviral drugs and breast milk sub-
stitutes to H1V-infected mothers. Horizons and its re-
gional partners have also developed a Wraining cur-
riculum targeted to health workers and supervisors,

community leaders, and other service providers.

Care and Support
Horizons is conducling a pioneering diagnostic
study on the involvement of people living with
HIV/AIDS (PLHA) in the delivery of community-
based prevention and care scrvices in four coun-
tries (Burkina Faso, India, Ecuador, and Zambia).
The goal is to identify faclors that facililate or limit
such involvement in community-based organiza-
tions (CBOs) and to assess the impact il may have
on the health and quality of life of service recipi-
ents. Key findings from the pilot phase of the re-
search, conducted in Burkina Faso, show that PLHA
involvermnent in the design, management, and deliv-
- ery of these services varies widely, and that the
.greater the leadership role of PLHA in the organiza-
tion, the hlgher the likelihood that the group will be
able to ldenufy and respond to the real. needs of

PLHA service recxplents and lhelr famllles
Throughoul the com.mem mllllons k

have been orphaued by AIDS - and mllllons more-

The Population Council is an international, non-
profit, nongovernmental institulion that seeks lo
improve the wellbeing and reproductive heaith

of current and future generations around the

world and to help achicve a humane, equitable,
and sustainable balance between people and re-

sources. The Council conducts biomedical, social

face the same fale. In Uganda, Horizons is examin-
ing the impact of an orphan support program and
tesling an innovative «succession plannings pro-
gram that helps AIDS-aflected families prepare for
the child's future before the parents die.
Among other Horizons research activilies being
conducted in Alrica are the following:
o In Tanzania, an examinalion of violence against
women who disclose their HIV-paositive status to

sexual partners.

In Kenya and Uganda, research on the feasibility
and acceptability of voluntary HIV/STD counsel-

ing and testing among youth.

In Senegal, a diagnostic study to increase under-
standing of the sociocultural context within
which male-to-male sexual contact takes place
and identify nonstigmatizing strategies for pro-

viding information and services.

[n South Africa, an intervention study to identify
effective school-based approaches that foster

safer sex among in-school youth.

In Zambia, research lo determine whether
young people who provide care and support 1o
people living with HIV/AIDS and receive training
to become slig.ma reduction advocates will re-

duce their own risky behaviors and attiludes.

In Uganda, a study to determine best practices
for integraling voluntary counseling, and testing
mlo primary health care services

el

science, and public health research and helps
build rescarch capacities in developing coun-
tries. Established in 1952, the Council is gov-
erned by an international board of trustees. Its
New York hecadquarters supports a global net-

work of regional and country offices.




g the funher spread ofHIV and to |mprov
care, t.real.menl and rehablhlahon of those al

e

ready mfected share our amuehes at the prospect

of :some -untoward .event or-failure which could

corhpromlse the success of the ﬂrsl global AlDS.._

Conference in a country which is relatively poor.

l Well I am able to say with greater confidence
lhal such fears can be put aside and people can join
us in a collective sigh of relief. Things are going
well' We have a superb team of 25 first-rate staff in
_our Durban office, they are handling the hundred
fl,and one issues, big and small, with smooth effi-
'ciency and unfailing competence. Please call on
l.hem for any assistance (e-mail aids2000@aids-
2000 coin; Fax +27 31 3010191; phone +27 31 3010400).
'I‘he Scientific Programme has consolidated all

t_;l]e Truck Committees and includes 16 Plenaries,
§4_ Dcbate sessions (plus 6 community debates),
500 Abstract presentations, 5000 Posters and publi-
fcalion of all these, together with the remainder of
isu_bmissions,'in the Abstract Books. The final deci-
fs_ions on this were taken at the Marathon Meeting
ln March.

The Community Programme is simply outstand-
ing with many unique features, and has already at-
tracted the inlerest of a number of institutions in
South Africa and internationally. The AIDS 2000
l)evelopmenl Project (ADP), which is rooted in
Eommunily participation, empowers people and
organizations through a set of comprehensive ac-
liv_iu'es taking place before, during and after the

:
conference. .

:_ We have explained to numerous applicants who
have baulked at the not inconsiderable registration
fee lhat this is an expensive conference to put to-

g lher, -and we are bound by conviction and agree-

mems with the 1AS to maintain hlgh international

-can be accessed via our web site.

ecunty of the delegates, serlously and-as- such we

ave developed a safely and secdmy polxcy which

*The security pollcy includes a bneﬂng documenl

for activists who wish- lo,demonslrale dunng -the ‘
conference, and clearly- highlights the different ' i
zones of the conference. It is important to highlight
that KwaZulu-Natal is usually.a.zero lolerance B i
level province when -it comes._.lo.demonslratiohs,
but we respect and value the viewpoints of activists
and have therefore developed a comprehensive. B
policy. Assistance will also be given to the various
activist groups during the week of the conference
in gaining permission for protests and rallies from
the various authorities.

Contrary to reports circulating around the inter-
national cyberwaves there is still sufficient accom- .
modation available in Durban. There is in excess of

5000 beds available in the following categories:
Hotels, Bed and Breakfasts, Time share apart-
ments, University Dormilories.

The opening ceremony and accompanying
events, collectively called «The Break the Silence
on AIDS Festival» is planned to be one of the most
innovative and exhilarating productions ever seen
in.South Africa, celebraling at onee the -energy, , -

passnon and resilience of the African continent.

The people of Soulh *Afnca .are, renowned l‘or'

their. hospllahly we look forward . o, welcommg :

you-m July this year._- .




Judith D. Auerbach, -
i menuon Scunoc
Coonima_lor, O_p'ux

ed in Durban two- days prior to the 13“’ Inlema
tmnal AIDS Conferenoe This Symposnum is, an om-.. '
cial, Salellite Meet.mg of the International: AIDS

-Conference Mlhoug‘h’ issues relaung Lo HIV pr
ventlon w1ll feature st.rongly ln 1he main .Confer-
.ence program the Prevention” Wérks Symposnum-"*‘

o the 3rd Prevention * prowdes a unique opponumly for in-depth ‘and-fo=
. Works Symposium, "

talnable imervenuons Over 500 people from ‘64
Durban

. cused attention on HIV preventlon research, pohcy
formulauon, and program implementation. Asin - dlﬂ'erenl(.ounlnes participated in the Geneva Symﬁ
previous years, the Symposium is designed to pro- posium. o : '
file, share and deepen knowledge about interna- Believing that the need to highlight HIV preven
tional best practices, including models of success- lion would still be greal in the 13th Internationa
ful 11IV/AIDS prevention programs and policies. AIDS Conference in Durban, 2000, the Geneva
- Based on & concern about the historic lack of at- Symposium co-sponsors met with other, interested

tention to HIV prevention in the International AIDS organizalions early in 1999 to begin planning the:

conferences, the first Prevention Works Sympo- 3 Prevention Works Symposium. The Durban .

sium was iniiially conceived by the Canadian Pub- Sympasium will: focus on implementation and ca-

lic' Health Associalion and organized with the: fol- -.-'_pﬂcily-building jor -HIV prevention; address struc-

lowing par-tners Health Canada, the United Stales-_‘ ft_lira_l, ecorlomic,:c'ullural, and attitudinal barriers -

Center for Disease Control and Prevention. (CDC) 4 ld_eﬂ‘ecliv& HIV prevem.ion; and identify short and .

R “and -National lnslitules of Health (NIH), ‘and thc"'i-'loh'g'-ierm'strale'g'ie's for HIV prevention. Where ap-
o "+ -Joint United Nations-Programme on HIV/AIDS. It '

was held in con]uncuon with l.he 11th lnlemaUOn-_'*.lo.-'-the African “context, drawing on ‘experiences

propriale',' discussions will pay particular attention

al AIDS Conference in Vancouver, Canada in 1996 " from this continent that are relevant to other set-
as an official Satellite meeting. This Symposium fo- tings.

cused on three key themes: what works in H1V pre- - The one and one-half day Symposium will con-

vention programs and policies; why sound HIV pre-  sist of two plenary sessions, as well as, multiple, in- * ~
vention programs and policies are good public in- teractive sessions featuring inviled speakers from
vestments; and where allention should be directed around the world. The plenary speakers will high-

in the future. Over 400 participants from 36 coun- light the themes noted above. The concurrent ses-

tries atiended the Symposiuin, and developed a 14- sions will address a number of important 'l-_llV pre-
polnt -Smlemenl on HIV Preventions, refiecting vention issues in interactive sessions.

consensus about principles of effective HIV pre- Throughout the Symposium, an effort will be

vention. Tlus stalement and the symposjium sum-

:made 1o maximize active participation among -at

““mary report were clrculaled 1o over 1 ,000 peoplef_-_-'.leri'dees, and to highlight creative and innovaliy«_:_”

worldwnde ap.proaches to H‘fV'prevell(i\:)n research" program
“The enthusmsuc response to the ﬁrsl Symposmm
"led the’ orgamzers lo consnder hosung another in

Geneva,_Swilzerlnnd,\also aéa Salelhle meeting-to




Impact of Treauﬁem"Advaﬁc'e's on-HW--Preven

accmes

MJcrobmdes .
W, Moblllsmg Youth in Supporl of H]V Prevenllon
« Harm Reduction

It is the hope of the Symposium partners that- lhe
exchange of information and ideas at this meelmg
_"—I__as in the previous yéars - stimulates all of us fo
'éﬁhance our -commitment to HIV prevention and

keeps it at the forefront of international dialogue
on HIV and AIDS. - 3-:; SO

gJ

’_l‘he co-sponsors for the symposium are: : e e
AIDS Training and Information Centre (ATIC) Dur- . }

ban, South Africa; Centers for Disease Control and a
Pxf_evenlion (CDCP), Allanta, USA; Family Health In- '

terﬁmional (FHI), Arlington, USA; Health Canada,

Ottawa, Canada; Medical Research Council (MRC),

ﬁurban, South Africa; National AIDS Convention of

South Africa (NACOSA), Cape Town, South Africa;

National Instilutes of Health (NIH), Bethesda, USA; - R
Swiss Federal Office of Public Health, Bern,

Switzerland; UNAIDS, Geneva, Switzerland; World

Bank, Washington, USA

If you would like to receive further information .
call: 0027 31 208 25 78 or L oL .
fax 0027 31 208 25 78

(Durban, South Africa)

-

.E_I-'mail: hivsymposium@gloﬁal.co.za (5



he Sw'ss 'Agency or-Deve opment:

Pandemic and Development -

continents,'and i m ]oml acllvmes vnth counlnes in -

; “transition; the’ Sw:ss Agency for Developmem and

nd. Cooperaljon- early reahsed the threat posed’ by'
si _AIDS to people socnehes and economles inits parl-
ner countries -’ ' : '

The ‘particularly severe consequences of lhe

- HIV/AIDS pandemic in Africa were already appar-

“ent at the end of the 1980s, when some pro-
grammes sﬁpponed by SDC began to suffer from

- the loss of staflf members, particularly qualified
professionals. The dramatic consequences for de-
velopment became obvious from then on.

.SDC began to disseminate information and offer
prevenﬁye'lﬁeasures and related training in sever-
al counlriéé,"including Rwanda, Mali, Nepal, India, c
and Bangladesh. In addiljdn, SDC supported local al barriers to ovc_:rcom a8
NGOs as well 'as specialised international agencies, : deal with matters reliiléd toAIDS
such as WHO and UNAIDS. SDC has gradually been « Contributed ﬁnancig-ally -tB'Z.UN.AI'D'S. ‘Switzerland
developing country policies and funding mecha- :: currenl.ly; contributes CHF 2.3 million anhthly_.to
msms, enabling it to demonsirate empathy and UNAIDS :and other ‘organisations implementirig
compassion, while Switzerland’s experience with - :HIV/AIDS prevention prog'rams (5uch.:as UNFPA;
its own AIDS prevention programs is being shared WHO, IPPF, etc.), in order to enable them 1o play
with UNAIDS and other organisau‘ons. a key role in their resbeclive fields.

Helped finance studles drawmg\ the allenuon of
What is Swltzerland doing to help mitigate decision-makers to lhe pandemic and-its* conse-
the pandemic? : Wo ' ank;:«The

.One of the main objectives of SDC is to alleviate ' en ' :

- poverly Thus many of its aclmucs conmbu!e di




‘and Cooperation: " he A DS
a long and difficult process?

HIV/AIDS. For pracuc_al reasons, howe\(er,- it:f
difficult to offer such support to partners at larée
‘Programmes remain limited in scope but can b

efficient. For partner groups, emphasis has-_tge_e
.given o prevenlion -and providing means of pro7-

tection. This will continue.

2 An example Expresslng solldarlty with )
people living with 'HIV/AIDS in East and - . parmels, no': menuon whalsoever e
Southern Africa .- .. - PR : .+ HIV/AIDS asansk or conslralnlmpm]ect execuuon
: de . However, a subsequent dxscussnon wuh a leader of
- the project revealed that the issue- was more than
relevant. Not only is the project operalmg inan area
~ with an increasing number of households headed by
children or elderly people, but t.he numher of slaﬂ at-
- tached to the: program aﬂecte_ [V/
mauer of concem ln recent: years many AIDS relat—
ed deaths have. occurred among stafl members. ;
.‘The toplc, however, is. regarded as’ a laboo and ls
nol addressed. Thus an open queonn nemams ‘how
,can-a donor. agency put’ this issue on: l.he agenda
-when it has not been asked to do so? Isn’t thls a: typl-
- 'cal foml ol‘ top—down lmerferenoe? How can a donor




~Publu: Hcallh (SFUPH)
Bern, Swizurland

) chsltc.
www, admm.dv‘baymds

’ thonties ln eac

(et

“ous regmns as well as of the Confederauon 'I‘he au
f the mdependenl entities have

the nghl to make lhelr own choices mdependenl of

the others.- Formmg a-structure such as a militia
often demands long negouatmns and the slowness
of lhe syslem is the price one has to pay. However,
the emergency resulung from the encroachment of
HIV into Switzerland in 1982 incited an exceptional-
ly rapid collaborative process between the regional
and national levels, as well as between governmen-

tal and grass roots community structurzs

Top-Down and Bottom-Up

AIDS appeared in Switzerland in 1982. In 1985 the
first group to be aflected, homosexual men, found-
ed the Swiss AIDS Federations. Intended to bring
HIV prevention to the most vulnerable segments of
society (homosexuals, prostitutes, drug users), this
organisation complemented the work of the public
authorities. The Federal Office of Public Health (as
the Ministry of Health in Switzerland is called) took
on the responsibility for the campaign STOP AIDS
which was intended for the general population. The
watch words were information and the promotion

of low risk behaviour (safer sex and safer use). In"
1998 a foundation for the collection and dissemina-

tion of all information about HIV/A_IDS was founded

(AIDS Info Docu Switzerland). And in 1991 there ép-'
peared PWA Switzerland (People Living with AIDS)'
) ln order to defend the interests of people living wuh -
HIV 'I‘hls slralegy based on collab yration has not al-'

“The* Swiss“Fed&ral: Office of Public

in Switzerland — Yesterday’s Strategy

: mamm of-a non morahshc quahty whlch 'has creat

,_uon In addition, an enormous diffusion of preven
* tion materials has been achieved in record ume

- «under control» — this stands in contrast o coun

~cip'aﬁon is important.'Not only paﬂjcipatid on
.'part ol' different institutions — whether: reglonal

-invaluable semce'

this; the.€nd- resuil has been the pmvisxon of infor:

eda momemum of solidanty in lhe general pop.ula

Today in.Switzerland HIV is, in a cerlain sense,,

tries in Africa, Asia, and Eastern and Southern Eu
rope. A fundamental process of reflection has en
abled the various players to work together on a’
common basis, at the same time using very sophis.
ticated means. The objective is cerlninly‘clear: Pro-
viding information so that all will be as informed’
and competent as possible to choose the means of
prevention or therapy most appropriate for them. :
Now tihe challenge is to preserve the quality of col
laboration between the various players while pi‘ovid
ing the tools for improving the efliciency and effica .
cy of the work. The Federal Office of Public Health is®
drafting the «HIV and AIDS - National Program
1999-2003», including the various stages for its im
plementation. This document is intended to assure
the transparency of the various projects, giving them -

over time the specific tools necded at their particular:

level of activity. (negotiating priorities, clarifying.
tasks, developing tools for self-_moniloﬁng). -

Participation and managerﬁent = the two
lines of attack in the fight against AIDS -
Just .né in the-past, the well-known factor of.parti

nauonal orvmtematmnal - but also on lhe parl
NGOs and vo]unleers who to ithis day perform




Hea th: The Managemerit ‘of H V/A DS

Works Today, As Well!

:ss resources, which means' placing value on local
nd commumly based networks; in ther: words,

aluing the pammpauon of everyone.‘However, lf
.rofessional staff are to receive the support of the i
opulation served, community resolxrcee cannot be
nvested without providing adequate lreining.. This

ralance. - often fragile but of utmost importance -
cts us see light at the end of Lthe tunnel, when com- -
sined with improvements in medical care. By inte-
rating community groups within the strategy,
wublic health takes a giant step forward toward
-haring responsibility as well as toward managing

wailable resources.

and through pamclpauon in ﬁﬂeen reglonal
forums. The latter provided an opportunlly for the
Federal Office ol‘ Public Heallh 0 commumeale'the
nalure of its services as well as lhe chance'for re:

glonal authorities to supply- delmled lnformauon
about their situation and local sl.ralegy
Resulls: "

In! spne of the large dlfferences between reglons,

lhe ﬂndmgs could be summarised in a reporl pub-

) ':'llshed ln February 20002 -which dlscusses not only

Nhat's been happening...

<HIY and AIDS - National Program 1999-2003»
“rocess:

ased on the manual «AIDS Prevention in Switzer-
.and», published in 1993, a text is being written by
public health officials to be submitted in several
phases to all of the bodies involved in the fight
against AIDS in Switzerland. <The HIV and AIDS Pro-
gram 1999-2003» was published in February 1998'
with the intention of firmly eslablishing AIDS policy
within the country. Announced personally by Ruth
Dreifuss, then President of Switzerland, the strategy
has encountered a strong resonance in the media.
The National HIV and AIDS Program 1999-2000

in bricf:

A fity page booklet describes AIDS policy in

Switzerland and lhus allempls lo eslabllsh meas- .

‘these dlfl'erences ‘but -also the speclﬁc prlormes,

gaps, and needs in this area. This’ documenl is. m-
tended 1o become an integral part of the negoua-
tions at both the regional and federal levels. -
Things to come.... S :

A day of reflection for represenlahves from all can
tons is being planned for September 2000 in order
to confer on current HIV/AIDS pOllC ‘as. well as lo

continue the process of . consullauon withithe re-
gions. )

" A vision for-the year 2003 A pohcy { co- ordma-
tion with the creation of a senes of lmponant meas-

ures to facilitate communication bet een all part-

ners. Evaluations being conducung .all,parlners
regarding their needs and potenl th proacuve

approaches Lo deficits and dupl' Ina pamllel

ures addressing HlV/AIDS for Ihe long lerm The 5
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~:A DS Info-Doc 1:SW"tzer andd]
as Partners for:

ple are now dymg from ‘AIDS and adequate medlcal :
care is the rule, regardless of income. The disciission ..
concerning minorities and civil rights has abated. -'_(Global AIDS’ -Informauon I
Ihere is no open discrimination of people with HIV ;since: 1992 However up: ‘1o thi 3
and AIDS. The formérly heavy flow of resources is "écope'-"of :the network had not-~bée

rightfully being cut back, and the special organisa: . _From the begummg. the group has recnuled pam
tions created to address AIDS are heing dissolved or -

-'_-: Amenca

are seeking other areas of activity.
‘A total of 85 % of all AIDS cases and new infections
are found in developmg countries. Pharmaceutical . wanled lo orgamse such a meelmg in‘Africa. spec
éompanies invest internationally an annual amount lcally to :benefit African: lnformauo
of 50 billion Swiss francs in medical research, with we: failed. The response to our attempts was:
not even 10 % of that amount being dedicated to gre and the interest was almost zero
finding solutions for the problems of.the Third -pomt for the work of the-various o
‘World. This is a critique which not only applies to the - wtial’
phaﬁnaoeuﬁcal giants. What are the governmental

organisations in the nch countries of the world: :

doing? What are we domg, we non- govemmental or
ganisations who are still well-financed? - :
. We here at the AIDS Info Docu Switzerland'-sﬁll-
have a budget which is-'propably-as mui:_h as some

small Third World eounuiés have to spend on their - -
enure healt.h care syslem Al the same lime, we have'
a contract with our pnmary runder whmh limits our .
act.wmes to Switzerland. And th opposnuon to our
du'ecung pnvale comnbuuons t deveibping 0




- Doc imentat’on Centres
Global Networking?

~lands), Europe has fmled ]usl as surely a [ t

rich counmes in Lhe world »
nlhek is a further anempl to promole networlung,
i} bnng things inlo perspecuve and at least for amo- References:
nent to focus altention on 4 ‘region of the world ' Rosenbrock R et al «The AIDS- -Policy in Western E""’P‘

From . Excéptionalism to Normali , AIDS Infothek .- -
vhere AIDS is truly «an lmpendmg catastrophe for 599,04, " . .

Il civilisations. The articles concerning Lhe snua- 2 ibid,p. 15

Services

Special Documentation Services on HIV and AIDS

We maintain documentation, library,.tmd multi-media
services regarding HIV and Al'DS offering a systematic
collection of materials on HlV/AlDS prevention from
Swnzerland and nelghbounng coumrles

Our colleclion includes books, ioumals, grey literature
(research reports, magazine articles, etc.), posters,
slides, videos, CD-ROMs, elc.

Internet access to our resources is available at

www.aidsnet.ch

We publish the bi-monthly magazine AIDS INFOTHEK
since September 1989. For each issue there are German
and French editions with a special section in ltalian.
The'.circulation is 10,000 copies.

Centrallsed Mallmg Off ice, Loan Department,
-and Administration .

.0r eentrél'Mailing Office sends 6'u_t-all currently avallabl

malenals'ol‘ the «Stop AIDS Campmgn- as well as that o
Lhe'Smss AIDS Federallon and olher orgamsauons. ;

We prov1de ongomg ml'ormal.mn by way of various. sp

"Development and Support for Preventlon Projects

‘and the Swiss AIDS Federation we contmually develop '

**- situation of commercml sex workers

.. Address:

In collaboration with the Federal Omce ofPubllc Health

and update a collection of basic mformauon concemmg i e
HIV prevention. ' o

We develop and implement our own prevention pro-
jects, as well, particularly in the arecas of youth preven-

-tion, schools, curricula, and new media (CD -ROM and - ;

the lnlemel)

We ﬂre responmble for maintaining the officnal Sw1$s
plevenuon information through our site on the lnler-

net: www andsneLch

We are mkmg our: ﬁrsl sleps in’ development work with

Third World countries and provxde suppo for a prolecl'-' :

in Kathmandu, Nepal which was crealed_lo 1mprove the
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" .+"Conference on Antiviral

Research ' -

Info: o
-'.Cqur_iééy Associates
alln.iKel_ley Gillespie
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.M Miinchen 7Qei‘.’rlna.r1y
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Info: ‘ ‘
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D-86895
Landsberg/Lerch
Tel. 0049 8191 125 201
-Fax 0049 8191 125 600
- hlt-p:/-/v_\:fww..m-i-c.de/ '
info/875.002htm
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* :Washington, DC 20036

B Stockholm, Sweden
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May 10- 13

5 European Conference

| Slo_ckholml,. :S;r#edéxi_
‘May 2831

on Heélt'h-':l’.ljo:r.not'ion. and
- ‘_.IO‘_" 'I'ntie':rl_\'agional Con-

"Health Education:
“SE;1 1485 Stocknoi

CETER "”“i&‘c‘?j‘&‘g‘ﬂ%i
. Tel: 0046845976600

«Tow'a-r-(.i:s a H>eallthy . gress ‘on P_dlcr_obiélllt;gy -._anc_ll" .

Europe for the Year 2010 "It')fec_tiifbus_ Diseasé:

Info: Info; : =0 o Fax 0046,8,861,8155:
: .Aébciaéién de education 10 ECCMID 2000 ai o i

para la salud

Stockholm Convention

3

. e-mail:}hidéhﬁ_bo_()@co_

Hospital Clinico San Carlos Centre Bureau
P.0:Box 6911
Sweden

 Tel. 0046 8 736 1500

‘e-mail: eccmid@stocon.se

Servicio de Medicina grex.se R
Web:

l\ttp://W{vw.aidSQOOO.conl K

Preventiva 4a Norte
28040 Madrid
Espafa,. ;- .
Tel. 003491 330 3422
Fax 003491 543 7504

e-mail: msainz@hcsc.es

hitp://www.stocon.se/ec
iy 1.5€/
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THE WHITE HOUSE
WASHINGTON

June 28, 2000

Christa Brunswicker
Executive Director

AIDS Info Docu Switzerland
P.O. Box 5064

Bern, Switzerland

CH-5001

Wolfgang Wettstein
Editor

AIDS INFOTHEK
P.O. Box 5064
Bern, Switzerland
CH-5001

Dear Ms. Brunswicker and Mr. Wettstein:

I would like to take this opportunity to thank you for the recent briefing you gave Dr.
Paul Gaist of my Office regarding your organization's recent activities. I also very much
appreciate the special issue of AIDS INFOTECH, "HIV/AIDS in Africa." I understand
that UNAIDS recently included this issue in its mailings and that it will be an official
document at the upcoming XIII International AIDS Conference in Durban, South Africa.
We have already found it most helpful here, and we have shared copies of the English
version with the Presidential Advisory Council on HIV/AIDS and others.

The long-standing history and partnership among AIDS INFOTHEK, AIDS Info Docu
Switzerland and the Federal Office of Public Health, Switzerland is truly impressive.
Keep up the good work, and I hope such vital publications as AIDS INFOTHEK will
continue to inform and motivate people to action in our global fight against HIV and
AIDS.

Sincerely,

i s

Sandra L. Thurman
Director
Office of National AIDS Policy



