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US PRESIDENT’S ADVISER AT RHODES

President Clinton’s adviser on AIDS met 100 Eastern Cape AIDS workers in
Grahamstown yesterday. Ms Sandy Thurman, centre, director of White House policy
on AIDS, is seen in Rhodes University's quadrangle with the vice-chancellor, Dr David
Woods and the Eastern Cape’s MEC for health, Dr Trudy Thomas before the meeting

started.

Picture by Stephen Penney.

US AIDS millions
not for East Cape,
says Clinton adviser

by Mike Earl-Taylor

GRAHAMSTOWN, Thursday.
The Eastern Cape province will
not benefit from the proposed
- US donation of $10 million to
South Africa to combat AIDS
and HIV.

~ This was leamed today when
‘the director of the White House
national policy on AIDS, and
‘adviser to President Bill Clinton,
Ms Sandy Thurman, addressed
nearly 100 high-level delegates at
Rhodes University this moming.
" Ms Thurman is here on a fact-
finding mission and to seek co-
operation between South Africa
and the United States in creating
programmes to combat the
deadly disease.

Provincial MEC for health, Dr
Trudy Thomas and scnior
members of her department were
also in attendance and many
officials, hecalth workers and

ATDS caregivers had traveiled
from all over the province to
share information with Ms
Thurman.

Dr Thomas said lhcralc of
AIDS infection in the: province
was cight percent up:from six
percent last year, Oju_\qp:‘pvinccs
had rates of between 15 to 26
percent of AIDS “or HIV
sufferers. s

As director of national US
AIDS policy, Ms Thwman is
responsible for overseeing and
co-ordinating federal and state
policies with local government

and community-based
organjzations.

Ms Thurman explained she
was here on a fact-finding

mission and would report on her

findings and make
recommendations to President
Clinton.

ECN leamed the $10 million
would be carmarked for
Mpumalanga. KwaZulu-Natal
and the Northwest province and
the decision was made before Ms
Thurman’'s arrival in  South

* To page 2
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When the United States president’s adviser on AIDS, Ms Sandy Thurman, second
Jrom right, visited Grahamstown last week to meet AIDS workers and educators, she
was the guest of Rhodes University’s vice-chancellor Dr David Woods, left, and his
wife, Mrs Charlotte Woods, right, at their home, The Lodge. Also seen at an informal
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US AIDS millions not for
East Cape, says Clinton adviser

* From page 1
Africa,

Ms Thurman was introduced
by the university vice-chancellor
Dr David Woods who said he
hoped the Eastem Cape would

make a significant contributionto

the cducation and prevention of
AIDS in the global sense.

A Xhosa praisc singer
welcomed Ms Thurman before
she embarked on an informal and
frank interchange with  her
audience in which the former
dircctor of AIDS Atlanta (a large
community-based AIDS project

in Georgia) was able to share her
expertisc.

She said her position at the
White Housc was the only office
that deals with the disease. There
arc between 600 000 and 900
000 pcople with AIDS or related
diseascs in the US.

She said she favoured the
hands-on approach rather than
the  burcaucratic method  and
wanted to share the experience
with South Africa.

"The AIDS problem here is
very similar to ours and there is
a need to be symbiotic between

L

scientific
approaches and the community.

"Sex cducation has to be age
appropriatc. We all know that
children are engaging in sexual
aclivily at a younger age and we
need a reality check though it is
a very sensitive issuc.

"Our response  should be
rcality-based and the strongest
nced is  for cducation and
prevention as there is no cure for

the academic  and

the illness.”

Ms Thurman cxplained the
changing pattems  of  sexual
bchaviour in American socicly
and the pattems of AIDS
infection dicated more Afro-
American women were becoming

infected and the incidence of the

sexually transmitted disease in |
young men in the  “gay” '
population was increasing.

“This underscores the need for
cducation and prevention. The
AIDS infection ratc now stands
at between 40 000 to 60 000 a
year but the decath ratc has
declined duc to the use of
advanced bul very cexpensive
drugs, so more pcoplec are
surviving the disease.”

Another increasing source of
AIDS infection was through drug
users sharing ncedles.

Asked what she would do to
help with the problem in the
Eastern Cape which has the
highest rate of Hepatitis B, often
linked to the AIDS discase, Ms
Thuman  said  she  would
advocate for progranunes and for
greater co-operation between the
two countrics.

In an interview with ECN Ms
Thurman said the purpose of her

visit was to colleet the facts on
the discase and form a data base
and sce what the people on the
“front-linc” were doing in South
Africa.

“I shall report on my findings
to President Clinton and make
my recommendations as to how
we can  assist cach other in
combating the discase.” - ECN.
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E Cape to
miss out
f’on R49m
(in AIDS

funding

By MIKE EARL-TAYLOR

THE Eastern Cape will not benefit from
the proposed $10-million
{R49-million) to South Africa to
combat AIDS and HIV.

This was learned when the White
House National Policy on AIDS
director Sandy Thurman, who is also
US President Bill Clinton's adviser,

.| addressed nearly 100 delegates at

:| Rhodes University yesterday.

j .~ Miss Thurman is here on a

'| fact-finding mission and to seek
co-operation between South Africa -
and the US in creating programmes to
combat the deadly disease.

Provincial Health MEC Trudie
Thomas and senior department
members also attended. Many
officials, health workers and AIDS
caregivers travelled from across the
province to speak to Miss Thurman.

Dr Thomas said the rate of AIDS
| infection in the province was eight per
| cent, up from six per cent last year.
:{ Other provinces had rates of between
15 per cent and 26 per cent.

As director of national US AIDS
'| policy, Miss Thurman is responsible
.1 for overseeing and co-ordinating
federal and state policies with local
government and community-based
'| organisations.

- She will report back and make
recommendations to Mr Clinton.

The $10-million is earmarked for
Mpumalanga, KwaZulu Natal and the
North West Province and the decision
was made before Miss Thurman's
arrival in South Africa.

“The AIDS problem here is very
similar to ours and there is a need to
be symbiotic between the academic
and scientific approaches and the
community,” she said. — ECN
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HAMS' Ve
‘mll not benefit from a

: R48 million grant earmarked for
. combatmg Alds, it was Iearnt yester-

;- day. :
{1 The disappointing news was con:;

" firmed by United States Director of

: gather a full p|cture of Alds

Aids Policy, Ms Sandra Thurman,
who is visiting the Eastern Cape and
using Rhodes Umversnty as a base to
pat-
terns in the province.

Ms Thurman was billed as bemg
“closely associated” with the grant,
and expectations were that some of
it would go to the Eastern Cape.

However the money has apparent-
ly- already been allocated to
Mpumalanga, North-West"
KwaZulu-Natal where HIV figures
are said to be particularly high.

: She told a gathering of about 100
health workers, government repre-
sentatives and Aids activists that it
was important that all provinces get
the financial support they needed
for research and other work in the

" area of Aids but added that “a lot of

other factors” such as prevalence of

and

the disease had been taken into con-

sideration.
. Unfortunately there are resource

shortages everywhere

“Primarily, my job is to get infor-
mation, do the fact finding and take
the information back to my govern-
ment and make recommendations

~ about future actions. I don’t really

do the fundmg as such.
But Equity representative Dr

Clarence Mini said he was “aggriev- -
-ed” that no money was to come to

the Eastern Cape, saying the deci-
sion was not an informed one.

“I suspect they based the distribu-
tion on statistics. If you have high
HIV statistics you get the money.”

He said the real rate of HIV in the
Eastern Cape was higher than the
reported rate and described the esti-
mates in the Transkei as a “thumb-
suck”. ,

He said many migrant workers
who contracted HIV were counted

in the. province where they work,

but return home carrying the virus.

Health MEC Trudy Thomas con-
firmed at the meeting that the
Eastern Cape — which has an eight-
percent Aids prevalence — fell into
a “lower level” Aids category when
compared with many other
provinces, but said this was not a
reason to be complacent. :

“We are in the lower level but we

"-1ds research money

feel that we ought not to be compla-
cent about it because eight out of
every hundred is extremely high and
very worrying. We are. very con-
cerned about the situation.”

Dr Thomas said exacerbating fac-
tors contributing 'to the rising HIV
rate in the province included the
high level of hepatitis B, poor socio-
economic conditions and a “migrant
situation” where people returned
home from high HIV-prevalent
areas, possibly carrying the disease.

“In the Eastern  Cape there are
also sexual politics which are
exploitative and controlling and pre-
vent women from saying no. While
our prevalence may not be the high-
est in the country we have a cultural
culture, so to speak, which is con-
ducive to the increase of Aids.”

She said both Ms Thurman’s
expertise -and money from the
United States would be welcome in
assnstmg in combating the virus.

Ms Thurman did not dismiss the
possnblhty that other money would
be coming the way of the Eastern
Cape. !

“I report back to my gmernment
on what I have seen and which pro-
jects are worth supporting. I just
don’t carry the cheque book.”
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March 23, 1998

TO: Sandra Thy
FROM: Alex Ro

SUBJECT: Research on HIV/AIDS

1 have attached a copy of the executive summary of the 1996 National Research Council report
“Preventing and Mitigating AIDS in Sub-Saharan Africa: Research ad Data Priorities for the /
Social and Behavioral Seiences™ The report was funded by USAID’s Bureau for Africa. It
reviewed the state of the art in AIDS research and made a series of recommendations. As the
NRC is indcpendent, USAID and others used the information to clanfy research agendas. The
report does not review what USAID is doing.
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SUMMARY

Preventing and
Mitigating

AIDS in
Sub-Saharan Africa

Research and Data Priorities
for the Social and
Behavioral Sciences

Barney Cohien and Jarnes Trussell, editors

Panel an Data and Research Pricrities for Arresting A1DS

in Sub-Saharan Africa

Committee on Populatian

Commission on Behavioral and Social Sciences and Education

National Research Council

NATIONAL ACADEMY PRESS
Washington, D.C. 1996
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NATIONAL ACADEMY PRESS - 2101 Canshitulion Ave., N.W. « Washingion, DC 20411

NQTICE: Ths= projeci that is the subject of this report wos zpproved by the Goaveming Bomd of the
Navion gl Research Council, whose memibers are drawn fram Lhe ¢danzils of the Natianal Acadeany of
Sricnces, the Nzlicnal Acadsmy of Enginecring. anc the Tastitute of Medicine, Tne members of the
committee Fesponsitle for the repan were chesen for theic special competences ant with regand for
appropriale balance.

This rzpont has been teviewad by a woup other 1nan e authors acconbing to precedures
approved by @ Report Revizw Camrmiittee carsisting of members af (b Natiosal Academy of Sci-
eawes, the National Acederny of Engineesing, 1nd the Institute of Mexlizine.

The Netional Aczademy of Sciences 3s 2 privale, nonprofit, self-perpstualing society ¢f distin-
guished scholars enzaged in scicolifx and cnginecring res2arcs, dadicated ta the furtherarce of
scienze and lechnology and 5o their use for the general welfare. Upan the mtharity of ae charter
granted (o it by 1he Congress in [BGZ, he Acadzmy bas a mandate that requires il I advise the fedsral
govermnment on scicnlific and technical maners. Dr. Bruce M. Alveris is president of ths National
Academy of Sciences,

The Nationt| Academy of Engirzering wes =siablishet in E964, under the chocter of the Nalicmal
Acadzmy of Sciences, as a parallel organization of ouistandicg cnginears, 1 is amoncmous io it
admini¢;raticn and inthe selaction of its mzmbars, sharing with the Natisnal Academy of Scicacas the
respansibility for advising the fedessl povermment. Tre National Academy of Enginesring alsa
Spansces enginesring programs aisn:sg ot aesting national meeds, encourages educatian and ressasch,
and recognizes the superior shicvements of zngineers. Pr. Harolé Licbowitz is presiden: of the
Nat:oosl Acadzmy of Enginesring,

The Instilute of Medicine was established in i970 by the National Academy cf Science: to
secure the servicas of emineat members of appropsiate professions b the zxamiration ot palicy
matixes peitaining (o the health of 1he public. The fnstitute 221s under the responsibility given 1o the
National Academy of Scicnces by its cangressional charier o e an adviser 19 the federsl governmment
and, upon its own initigiive, 1o idenlify isswes of medical care, r2sezrch, and ecucmian. Dr. Kenneth
1. Shine js president of the Insiituse of Medicine,

The Nasicnal Research Counci: was organized by ths Natianal Asaderny af Sciences in 1916 10
assaciate the broad communily af sc.ence and tachrelogy with the Academy’s purpozes of furthering
tnowledge and adviting ibe federat govemTent Functioning in accordance with general policies
" deiumired by the Academy, fac Couacit has become the principal opernting agency of boia the
Nationel Acedemny of Scierces and the Nationa. Acadzmy o Engiscering in providing servizes to he
government, e public, and the scizniiiic and snginzering comnauaities. The Council is administered
iointly By tolh Acscemizs and the lnstitute of Medicine. Dr. Brioz M. Alxris and Di. Harold
Ligtowitz are chadoman and vice chairmar., rzsaectively, of the National Research Caureil.

The peoject tliat is the subject of this report was funded principally by e Burear Jor Ain.ca of
the U.8. Agency for Inieniational Develspmem (USAID) throngh a ccopsrative agre 2menf adminis-
tzred by USALID': OfMice of Hezlth rad Nurizicn. T2 Ardiew W, Mellon Foundution also provices
funding te diec. Commitiee on Popalaticn for this projsct.

The Summacry it zvailable in limitec quantities froon the Cauviteze or: Popu:ation, 201 Censli-
tution Avenue, N, \Washingion, D.C, 2C418.

The complete volume af Prevening and Mitipnsing AIOE in Sud-Salsran Africa: Resenrcs and
Data Priosities fiv the Sacial ana Bekgvioral Scicnrer, from: which this Summagy s extracted, is
available for sale from the National Academy Press 2101 Comstiution Avenuse, N W., Box 28BS,
Washirgtaa, D.C. 20055. Call 800-62=-6242 ar 202-3534-3313 (in uie "Nasaingie Meiraaolitan
Arsea).

Copyrigat 1996 by th= Nalicnal Academy of Sciendes. All righis reserved.
Printed in the United Swowes of Ameeice
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Summary

The cfTicial number of acquired immunre ceficiency syndrome (AIDS) cases
worldwide since the start of the epidzmic passed the | million mark near the end
of 1594—a fact that was covered in a six-sentence slory on an inside page of Tke
New York Times (Tanvary 4, 1995). Moreover, given the chroaic underreporting
and under-diapnosis in developing countrics, the actual number of AIDS cases
may be faur timss as high. The cfficial siatisticg also do not reflect th: millions
of people who are infected with the human :mmunodeficiency virus (HIV) bt
have yet 10 develop symptoms of AIDS. The situation is critical in sub-Saharan
Aftica, where the World Health Organizaiion (WHO) estimales that approxi-
mately 11 million aduks and as many as | million children have been infected
with HIV, and where dasic infrasoructuce, financial, and managerial resources, s
we!] as health-cate personnel to deal with the caastropne, are all sxtremely
scarce.

Sub-Seharan Africa is geagraphically. demographically, socially, and cullur-
ally heterogencous, and the extent anc spread of HiV infection and AIDS have
accordingly beer heterogenecus as well. Thus, it is difficult 1o generalize shout
the AIDS epidemic in the region. There have teer only a few nationally or
regionally represenlalive seroprevalence studies conducted to date in sub-Sa-
haran Arrica, and :nformation is available predominanily cn the groups with the
highest risk of HIV infection. Yel some overall characteristics and trends can te
seen. The most alflicted countries are geographically concentrated: other than
Cére d’1voire in West Africa, they lie in a region of East end Southera Afriza that
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2 AiDS 1Y AFRICA

stretches from Uganda and Kenya sowmhward 1o include Kwanda, Bureadi, Tan-
zania, Malawi, Zambia, Zimbabwe, and Botswana.

Patients seeking treatment :oday probably canwacied the virus vzars ago.
Thus, no matter haw serious the situtian currently appears, there will be very
large increases in the aumber of AIDS ceaths in sub-Saharan Africa in the (uture.
By the year 2010, demographers project that life expectancy wili all from 66 to
33 years in Zambia, from 70 1o 40 years in Zimbzbwe, from 68 to 40 years in
Kenya, and from 59 to 31 vears in Uganda.

NEED FOR IMMEDIATE ACTION

There is encovraging evidence that intervention programs to change
behavior can be effective in preventing tie spread of HIV. Pubiic awareress
of the AIDS epidemic is extremely high throughow Africa, and candem
sales have risen dramatically across the coatinent inn the past few vears.
Other promising findings include a recenl reduction in the pr:valen-ce of
HIV-l infection among young males in rural Uganda and evidence thal Ireat-
ing sexually transmitted diseases (STDs) in rural Tanzania may reduce the
spread of HIV. But many interventions have been experimental and smali
scale and 50 are not sufficient to reverse the course of the epidemic. Atthe
same time, discovery of an effective vaccine ar reatment shows little prom-
ise. Furthermore, even if & vaccine or cure were developed, it would prob-
ghly net be sufficient to bring a speedy ead (o the epidemic—because of
imperfect effectiveness, cost, and ‘ets than universal distribution and accezp-
tance. In addition, many of the millians cf people already infected with HIV
are unzware of their stacus and so 1earesent a pool capable of passing the
virus to new cohorts. Thus, changic.g human behavior to slow the speed or
limit the extent of iansmissioa will remain for the “oreseeable tu:ure the
first and probably the most imporrani line of defense against HIV/AIDS in
sub-Saharan Africa. More and better social and behavioral research is needed
to develop more effective and accentable preventive strategies and 1o find
rore effective ways of mitigating the negative effects of the epidemic.

FPerhaps (he most important argument for immediate acsion 40 slow the far-
ther sprzad of HIV is that, as suggestec above, in mzny patts of the regiox the
epidemic has not yet peaked. H1V iends to spread cuickly among individuals
whose behaviors place them at high risk of infection, such es commercial sex
workers and their clieats; it spreads thercafter—at first slowly and then at an
accelerated pace—into the general population. In many sub-Sahanin African
countries the disease has already spread widely, bul in othees it has nat. Because
the onst-effectiveness of prevention effonts dzclines tapidly as the epidemic
spreads, the timing of interventions is crucial. Failure to contro the epidemic
now will mean that far more cosly and difficult interventions will be necessary in
the future.

Ancther important reason for acting naw to revitatize programs to combat

SUMMARY K]

HIV znd AIDS is that the region’s governments are facing a critical tuming point
in prevention efferts. Since their inception in the late 1980s, national prevention
programs often have operated on the assumnption rhat traditional kealth education
gbout HIV/AIDS would be sufficient to joduce widespreac behavior change.
This aas not provad lo be the case. The most optimistic reading of the resufes of
these prevention efforts is tha: they have been less successtul then was at first
hoped. At the same time, lzaderskip of the global effort to Fight AIDS is chang-
ing nands, creating an important oppormunity 1o revizw what has been achieved to
date and lo develop a cohecent glebal strategy for the foreseeable fuwre. In
zesponse 10 a recommeandalion by the executive board of WHO, and with firm
commilments tc AIDS acrivities from other United Natiors orgarizatiors, 4 join;
Unized Nations Pragamme pon AIDS (UNAIDS) is being created 1o imp-ove
coordination amony the varicus peganizations and 10 taast the global response.

Finally, for a nurater of reasons, current AIDS-preveation efforts may e
reaching aplateau. Agencies and govamments in develaped countries are begin-
ning to suffer from “donor fatigue,” incuced pertly by the realization that the
epidemic is urlikely to affect Ihe developed world as badly as ‘was first feered,
and partly by an inability ta sez how the maney and effort expended on preven-
tior: thus far have arfected the course of the epidemic. Furtharmore, inereational
donors do mor want to commit themselves to providing care tor the growing
number of AIDS patients in countries wherz expenditures on health averaged less
thar. US $i5 per capita in 1990. The most visible censequence of donror fatigue
in Africa is the withdraswal of rzsident advisers of WHO s Global Pragramme on
AIDS fram national AIDS conirel programs. This reduction in assistance has had
enormeus costs, in soth hunuan and econamiz erms. Italso increases the crgency
for action by Africars and leir zovemments.

We recommend research and data in the social and bzhavioral sciences to
or:prove and exfend existing suzcessful programs and devise more =ffective strat-
cgies for preventing HIV transmission, as well as support efforts © mitigate the
impact of thie AIDS epidemic. Our recommendations cover five areas: the
monitoring of the enidemic, in“mmation an sexual bekavior and HIV/AIDS,
primary HIV-prevention strategies, mitigation of ‘he impacis of the ep’demic,
and €1e building of an indigenous capacity for AIDS-related research. Both our
live key recommendations and cur other recaommiendations aze offered with full
acknow ledgment cf the impormnee of the economic, political, and sccietal con-
text cf the HIV/AIDS epidemic in Afdica. Qur five key recommendations are
numbered sepacately froca our otber recommendat.ons, which are aumberad by
chapter in the order in which they appeir.

SOCIETAL CONTEXT OF HIV/AIDS IN AFRICA

The societal context within which peoplz are bom and raised, are initiated to
sexualizty, and lead their lives sirongly influences their perceptions of risk and
their sexual behavier. Social, cultural, and economric factors can act either to
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4 AIDS iV AFRICA

speed or (o retard Ihe spread of infectior. Planners and policy makers must be
cognizant of the socictal conlext and atternpt to modify it in ways that ate condu-
cive lo and supportive of change. Effective interventions must target nol only
individuesl perceptions and behavior, but also their lacger contexl.

Amaong the salient factors that affect the sizz and shape of the HIV/AIDS
epidemic in sub-Saharan Africa are the age and gender composition of the popu-
latior;; the pattern aof sex rales and expectations within saciety; inequities in
gender roles and power; scxusl access to young pirls and the acceptence of
witdespread differentials in the ages of sexual partners: rapid urbanization undez
conditions af high unemployment; povery; coasiderable transactional sex 1os-
tered by limited eaming opportunitiez for women; and lack of access 1o tealth
care, particularly treamnent for vatious sexually tzensmilted diseases (STDs).
These factors are often exacerbaed by social upheavals related to economic
distress, political conflicts, and wars. Of course, there is enormous variation in
the situation from country to couniry; parucularly notsworthy are the differsaces
beiween West Aftica and East and Southem Affica.

EPIDEMIOLOGY OF THE HIV/AIDS EFIDEMIC

The global HIV/AIDS epidemic consists of many separate, indivicual epi-
demics, each with its own distinet characteristics that depend on gzogrephy, the
specific population atfecied. the frequencies of sk behaviozs and practices, and
the timing of the introduction of the virus, No single factor, biolegical or behav-
ioral, determines the epidemiologic pattern of HIV infzction. Instead, a complex
interaction among several variables determines how and where HIV spreads in a
population. The primary mcde of HIV transmissicn iz sexual, with hewrosexual
transmission accounting for al teast 80 pzrcen: of adult HIV infectians in sub-
Saharan Africa.

Binlogicat factars also influence the soread of the epidemic by increasing or
decreasing susceptibility to the virus, aitering the infectiousness of thcse with
HIV, and hastening the progression of infection to disease and death, Such
biological factors include the preserce of classical STDs, male circumcision, and
the viral characteristics of both H(V-1 and HIV-2 and their multiple genesic
srains.

A growing body of data suggests that HIV carnot be considered in isalation
from other STDs because it shares with them medzs of transmissior and tehev-
ioral risk factors. More important, there is evidence that other STDs may in-
crease susceplibility to and transmission of HIV. so thal treatment and prevention
of STDs mey serve as an imporiant weapon in curbing the HIV/AIDS epidemic.

Alihough HIV infection rates are high among many populations and sub-
groups in sub-Seharan Africa. there is much variation in incidence and preva-
lence, both geographically and by population suagroups. The probable causes of
this heterogeneity in seroprevalence include behavioral, tiological, and socieral
factors.  As suggested above, trying to explain the phenomenan by a single

SUMMARY 5

factar—such as civil war. male circuneision, STDs, or rate of parnner change—
is simplistic. [nslead, it appears thal the simultaneous occu:rence of several risk
factors for HIV transmisston determines how raptdly and to what level HIV
¢preads ameng a populalion and who becomes infected. This epidemiologic
diversity oot only reflects differences in sexval and other behaviers, but also
suggests thal the epidemic has not reached an equilibrium in most areas.

The HIV epidemic and the demographic structure of the population of sub-
Saharan Africa will have complex interactions over time. The populstion is
predominantly young, in sharp contrast with the age structere in developed coun-
triss, ard mzny of the behavioral factors associated with HIV transmission are
common among yaung people. Accordingly, the large number of peogle under
ags 15, who will scon enter their sexual end reproductive lives, represent a
priorily group for AIDS and STD prevention.

KEY RECOMMENDATION L. Basic surveillance systems for
montitoring the prevalence and incidence of STDs and HIV must be
strenglhened and expanded.

Good social sciexce reseerch is as depeadent as public health and medical
reszarch on reliable and valid HIV/AIDS surve:llance data. With the implemen-
terion of various intzrventions aimec at cont-olling HIV transmission, periodic
monitoring of STD and HIV prevalence nd incidence emang selected popula-
tions iz essearial bath for assessoient of 1he impact of [aese programs and for
decision making on program design znd implementation.

Recommiendation 3-1. Marc exmphasis must be placed en HIV incidence
studies for monitoring trends in HIV iafection rates.

Although szroprevalence provides important infermation regarding currently
infected individuals in an area, measnring incidence is aiso critically importani
for estimating (he rate of change in the spread of HIV infeciion in a given
popuiation. In particuiar, diro on current incidence provide the most dirsct and
immediate infannation regarding the porential effects of a given intervention.
Together, prevalence and incidence studies can provide information regarding
the currant status of the epidemic in terms of nunbers of infected individuals and
the rale of spread within a given population on an anntal ossis.

Recommendation 3-2, STD and HIV prevalence and inciderce data
should be cambined with behavioral and demographic information.

Current surveillance systems are aften limited, incomplete, and inconsistent,
and they rarely measure behavioral or demographic variables. Given new, non-
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6 AICS IN AFRICA

invasive techniques for the collection and analysis of tivlogical specimens (-
cluding blood, urine, vaginal secretions, and saliva), accurate assessment of STD
and HIV prevalence and incidence can readity be combined with behavioral and
demographic information.

In conjunclion with pertodic serosurveys, demographic infermation is needed
to elucidate the differeatial spread of STD and HIV irfection in rural end urban
seftings and variations in seroprevalence and incidence by gender, educational
level, profession, income level, age, and ather demographic facters. This type of
information is critical for (argeting prevention messages 1o selected groupa at risk
of acquiring and transmitting HIV anc for projecting the effects of HIV and otter
STDs on a population over time.

SEXUAL BEHAVIOR AND HIV/AIDS

Pantems of sexual behavior—both partner selection and parficular praciices
~are clearly the primary determinarzt of the spread of the HTV/AIDS epklemic in
sub-Saharan Africa. Informatian on sexual hzhavior [s needed to help project the
(uture course of the epidemic, to develop mere effective preventian sirategies,
and to provide bascline data for evaluating the effectivenzss of altemative pre-
ventive strategies.

Several stwdies have begun to address how sexual netweorks channel and
potentially amplify HIV transmission in sub-Saharan Africa. Such netwarking
studies encompass the role of migration, transpor:ation systems, and local mar-
kets. Asymmetric age matching. where young women have sexual conlact with
older men, results in a young cohort of woimen who have been exposed 1o older
male pariners with higher HIV prevalence; this dattern creates a chain of infec-
tion that passes from geaeration to gzneration,

Heterageneity in the composition of sexval networks may have strong tropli-
cations for the speed or direction of virai transmissien. Patterns of mixing be-
tween people in high-risk core groups and others in the general populztion ab-
served in sub-Saharan African se(dngs (in conirast o pairings confined within
well-defined core proups) can result in scbstantial spread of STDs and HIV
among the general population. Althaugh much emphasis has been placed on
“high-risk" behaviors associated with caultiple, sequential, short-term 1elasion-
ships, there is @ growing body of reseazch suggesting tha: concurrent multiple
partnerships, including these that are stable and Jong term (comnon in many
Afiican seftings), may coniribute substantially 1o HIV transmission.

At the same time, however, networks also serve as bases of soctal support
and the developmemt of behavioral norms. Nerworks are a potential naiural
resource for behavioral interventions. Support for behavioral change, such as
acozptance of condoms among peers, can enable individuals to negotiate these
malters more effectively when confronted with a resistant partner. Canversely,
the absence of support networks can make behaviaral change mors difficult to
achieve.

SUMMARY 7

Recommendation 4-1. Research an sexual networks is critical.

Population-based research is needed to collect and aralyze data on toth the
variables that describe individual sexual benavior and the possible sociocoo-
nomic determinants of the decisioa to have sea with a new partmer or forge
protection. Since the details of interconnected sexual networks are difficult to
deduce from the answers 1o individual questicnnaires, there i3 also an imporant
role for sactal network research.

Hecommendation 4-2. Researchers need to develop more reliable ways
aof collecting information oo sexual behavior and o find ways of testing
its valfdity.

There appears 1o be a much greater willingness to report sexual behavior
then was believed until recantly, but this field af research requires semsitivity.
The challenge is o develop Cefinitians znd appropriate vocabulary, such as for
categories of relationships, that are both specific enough ta be clear 10 respoa-
dents and generalizable encugh o be usefn! o anslysts and program planners,
The challenge is likely 10 grow as ‘nfcrmation aoout nigh-risk behavior spreads,
increasing the likelihood that respondents will seek to give the “right” answers on
guestionnaires and in interviews. Hyorid research straregies invalving bath quali-
tative and quantitative approaches are essential. Where appropriate, and when
both privacy and confidentialicy can be ensured, biological matkers of sexual
activity (such as HIV or STD swtus) should periodicaliy be incerporated into
behavioral surveys o allow assessmen: of tre validily of questionnaire responses
and the extent to which the Imter pravide adequate informatian on risk.

Reconunendalion 3-3. Research is needed an pafterns of sexual initia-
fion und on (he For mation of sexuul norms and stiitudes.

The sexual hebits af o lifelime nay well be influenced by a socialization
process that stars at or before puberty, often deforz sexual acavity begins. A
bewe: andecstanding cf the early influences on sexual norms and atutudes and of
patterns of sexcal initiation. ray prave esszntial lo promoting saferbehavier. For
this recommended rasearch o be successful, studies must include children and
peepubescent youths, as well s sexually etive adolescents and tkeir partness.
Racognition that sexuality is sacially constructed znd changing rapidly is essen-
tial to hroadening the research agenda and improving interveniions.

Recommendation 4-4. More work is needed to clarify the frequency of
specific sexual practices.

Because the epidemic in sub-Saharar Africa is being sustained by hetera-
sexual transarission. isformation on sexual behaviar is nseded ta help develod
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8 AIDS IN AFRICA

more effective prevention sirategies, as well as to previde baseline data to evalu-
ate lheir effectiveness. Specific sexual praclices—ry sex, ora! sex, and anat sex
being but a few examples—may impede the success of particular interventions,
yet information about such practices is necessary for encouraging behavioral
change.

Recommendation 4-5. Research on coercive sex, especially among ado-
lescents, is critical.

The magnitude of the problem of cocrcive sex is all but ynkaowa, as are the
circumstarces under which ferced sex cor rape takes place. How frequently does
it happen and why? Do the apgressars cr the victinis shars characteristies that
mighl suggest a path for preventive or protactive intervemtions? Research on
commumity atttudes, mores, and gender expectations thay may serve 10 encour-
age or inhibit coercive sex is wrgently needed in order to determine how to enlisl
community support for the curtailment of such practices.

Recommendation 4-6. Research aimed at achieving a better under-
standfng of perceptions about the dual roles of condoms is required.

Condoms help prevent the spread oif HIV/AIDS; they elso prevent preg-
nancy. How aware are people of these dval roles, anc what weight do they give
each when deciding whether to use condoms? How often are these roles in
concord and how often in conflict? Do partners discuss this issuz, and if so, what
are the negotiating mechanisms used?

Recommendattion 4-7. Research on attifudes and beliefs about and be-
havioral responses to sexually transiniited diseases is required.

To develop effective steatzgies for the treatment of STDs. undersanding is
needed about social and culturs] responses (o STDs, including stigmatization,
Much more knowledge aboul the heaith-seeking bzhaviors of people intected
with STDs, and whether their sexual habits are altered by knowledge of infection,
is also needed.

Recommendation 4-8. Research on rcceptance of and behavioral re-
sponses to HIV vaccination ls urgently necded.

Because vaccine trials are likely to begin with vaccines of limited efficacy.
there is an urgent need to [earn whetker indivizluals who are vaccinated increase
their exposure to HIV through riskier behavior. and if so, te determine how ta
miligate (his response.

SUMMARY Y

PRIMARY HIV-PREVENTION STRATEGIES

As saggested earlier, despits the many limitations inherent in attempting to
evaluate the eff=ctiveress of interventions eimed at HIV prevention, clear evi-
denze is emerging that such efforts can 2e successful, particularly among higher-
risk groups. At the same time, however, data from various surveillance systzms
indicate that cutrent interventions are protably nat ye! having a significant im-
pact on the epidemic £t the sutcontinent or even the country level, Despite the
fact that levels of AIDS awareness are extremely high in sub-Seharan Afzca,
gelting people to chenge their behavior is difficuit. Denial, fear, external pres-
sutes, sexial and sexuzl norms, ather priorities, or simple economics can keep
people from adopiing kealthier life-styles.

Yex gerting people to change their behavior is not impossible. Indeed, health
educators in sub-Saharan Africa have had a fair amaunt of success in recent
yezars, For example, broad-based education czmpaigns havs persuwaded iarge
numbers of people 0 have their children immunized against various childheod
diseases and have educated motliers to give their children oral rehiydralion for-
mula during episodes ol diarrhea. Of course, attempting to mmify more persanal
behavior, such as sexeal practices, is more challenging. Yet femily planning
programs have been successfu! even in some of the most disadvanlaged countries
of the warld. Even the most caatious reviews of behavioral interventions aimed
at slowing the spread of HIV conclude that although most have not been rigor-
paosly evalusted, some approaches da seem to work. At the same lime, it is
important 10 have realistic expectations about what can be achieved. Behavior
change will never be 100 percent; some individuals wiil never choose to protset
themszlves, while others will lapse inte old patterns of behavior after a short
peciod of time,

To increzse the likelihaod of success, interventicns need to be culiurally
appropriate and |ozally relevant, reflecting the social context within which they
are embedded. They shouid be designed with a clear id=a of the target population
and the types of behaviors (o bz changed. In tum, recognized impediments in the
social enviccnmeat to behavior change probably n=ed to te specifically adcressed.
Behavior-change interventions should include promotion of lower-risk behavior,
assistance in developmem of ris<-reduction skills, and promotion of changes in
sacietal norms. It must be noted that in sub-Saharao Affica, there is an urgent
nezd to design wavs of targeting wormen and acolescents for prevention mes-
sages.

Basie prirciples of successful intervzntion programs include the following:

= leam:ing about ar.d adagting to local conditions.
« ensuring commurity participation;

= carefully largeting the audiznce;

» idzntifying effective sirategies and messages;
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10 AICS IN AFRICA
* building local capacity.
+ evaluating results; and
+ using the results from evalvation shudies for improvemenl.

Successful interventian programs should also be reultidisciplinary and multifac-
eleq and involve mulliple contacts with targeted populations. In sub-Saharan
Africa, as tlsewhere, HIV-preveation messages nave includsd promotion of past-
ner reduction, postponement of sexual debut, alternatives to risky sex, muteally
faitnful monogamy, censistert and proper use of condoms, beter recognition of
STD symptoms, and mare eflective health-seeking bekavior.

Nuemerous interventions are being implemented throughaunz Africa, but most
are still information-dased health education campaignz. Many of the messages
communicated are genecic or vague and do not address specific risk behaviars.
Inpovalive approaches are typically small scale end lack rigarors evaluetion.
Furthermore, it is not easy to demonstrale the sxccess of a particuiar interventian
because i is difficalc to define and measure such outcome variables as “beuer
health status™ and to determine whether the intesvenlion i question was the

reason for a desired change., Consequenty, the nzed for sol.d evaluation research
is still urgent.

KEY RECOMMENDATION 2. An increase in research funding
for the develapmen! of social and behavloral interventions aimed at
protecting women and adalescents, especially girls, from infection
deserves highest priority.

An important step in amresting the spresd of AIDS in sub-Saharan Africais to
recognize thal, although Africen women have relatively high autonomy by the
standards of develaping countries, their low and separate status remains a ﬂmjaz
obstacle to HIV prevention. In many societies, the presence of unmamied,
postpubertal girls is = new phenomenon. Guidelines for their sexual behavior and
that of others towand them are not well established; their low social status makes
them particularly vulnerable. Moreover, in many areas of sub-Seharan AiTica,
high HIV incidence bas been detected among adolescents and young adul(s,
especially pirls. Research on which to design culturally relevant programs tar-
geted 1o adolescents and to adulls who might be their sexusl pariners is an
impartant priority.

KEY RECOMMENDATION 3. More evaluation research is needed
to correlate process and outcome indicaters—such as reported

condom szles and behavior change—with reductions in HIV inei-
dence or prevalence.

SUMMARY 1!

Rigarous d=signs, such as contralled intervantion studics te assess the effec-
tiveness of different prevention approaches, are seeded. To date, few rigozous
evaluations of intervention programs in sub-Ssharar Africahave been canducred.
Eva.uadons that have been reported often lack precision in their measuremeat of
risk behaviors and aree therefore nat very infonradve. Asa result, few strategics
can demonstrate whether they ate effective. Barriers (o rigorous evaluation re-
search include lack of human resources, expettise, finarcial zesources, and eqnip-
ment. Overcoming these barviers “equires major changes i research infrastruc-
ture. Never:heless, :t is a priority to begin now a few large-scale behavioral
inerventions, including adequate baseline surveys, multiround surveys, and lon-
gitudinz] studies wita comparison cohorts, even if these interveations aie rela-
fively expensive. [ is anly with these types of studizs that more definitive
information on tne effectivenass of various inferveruions, which is so desperalely
lackine formast scudies in sub-Saharan Africa, can be chtained. The longer such
studies are delayed, the longer will exist the uncenainty about which HIV-pre-
vention sirategies work best. for whom, and urdzr what circumstances. In the
interim, basic program evaluation and some formarive and operational resserch
can be completed, ang such work should be required by Jonors as part of program
implementation awards.

Recommendation 3-1. Interventions that promote gender equalily de-
serve high priority as AIDS-prevention stralegies in every country.

Women’s primary source of risk is their sacisty-wide subordination, net
their lack af knowledge. Governments can effect change in many wiys (o en-
power wemen: reducing the financial recessily for multiple parinerships by
changing laws tc give women equal access o training and jobs, equal rights of
inheritance and propetty ownership, equal access o education, and equal wage
scales; enacting and enforcing Jaws against rape; building the capacity of wornen
for collective aciion: and educating everyone about women's rights. Enhaneing
the status of women is a long-term strategy that would have many beaeficial
effecis for development, in addition 10 the likely effect of reducing e transmis-
sian of HIV and other STDs.

Recommendation 5-2. In the short term, a female-controlled vaginal
microbicide that would allow women to protect themselves without thelr
partnec’s parttcipation is an urgent research and developmen! priority
for international denors.

A microticide is not a quick-Tix substitute for the fundameatal structural
reforms necessary 1o achieve gencer equality, but rather a temparary and partial
1espoase to this prablem as it influences HIV Iransmission. Yet in the same way
that the use of spermicides by woren can reduce fertility, the use of a miztobicide
could, in and of i1self, help arest ke spread of HIV.
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12 AIDS IN AFRICA

Recommiendation 5-3. Research is needed to address the HIV-preven-
tion needs of several olher populations with marked vulnerability, par-
ticularly the mobile and the disenfranchised.

These is a need to reach mobile individuals and groups with comprehensible
and ecceptable programs, particularly where linguistic and cultural oarriers exist
between migrants and the local population. Ways of cffec:ively providing pre-
ventive services to the disenfranchised populations in the ever-prowing urban
slums and in refugee camps nezd o be developed; a major chellenze to suck

programs is the lack of resources and secial suppart fer individuals in such
scitings.

Recommendation 5-4. Additlonal research should be conducted to de-
termine the impact of specific STD interventons on Lhe incidence of
HIV infection within defined populations,

Research is nezded to detemmine the exterl to which STDs help cause HIV
infection, to examire the importance of the bzhaviarat synergy of $TD and HIV
transmission, and to design more effective intervention progruns. There is a
need for assessmeni of the relative efficacy and feasibility of various interven-
tions for STD treatment and sexual behavior change in reducing HIV transmis-
sion. This research includes assessing the effects of programs that target indi-
viduals at high risk of acquiting and transmitting STDs, as well as the effects of
comumunily-based STD programs. The interventions themselves could comprise
STD educatior, condom distribution, increased STD screcning, and mess anlibi-
ofic therapy. Data on the effectiveness of these imierventions, pacticularly those
facused on decreasing STD prevalence. ace essential for evaluating the impact of
STD reduction on the spread of HIV. Behavioral research on ways ol ensuring
acceptance of various STD control sirategies should be directiy integraied into
the epidemiological research.

Recommendation 5-5. Research is needed ta assess the effecliveness and
rosf-effectiveness of the syndromic approach to STD diagnosis and treat-
ment.

Clinicat testing for STDs is expensive ard not widely accessible. Therefore,
research is needed on better ways to identify STDs more accurately thraugh
symptems. In addition, new screeming methaods, including urine-oased assays for
chiamydia and gonorrhea and self-adminisiered vaginal swabs for frichomonas
culture and bacteria] vaginos:s gram: stain, should be incorporated into research.
Effars are needed to make these techniques availzble and affordable in develop-
ing-country sertings for surveitlance, diagnasis, and validation,

SUMBARY 13

Recommendation 3-6. For long-term program planning and resource
gllocation, cost-effectiveness studies should be incorporated in donor
research work and the cost-effectiveness af HIV prevention compared
wiih that of other health inferventions.

Few intervention evaluations kave adequatzly assessed effectiveness in terms
of behavior change or sercincidence declines, much Jzss cost-effectiveness. Re-
salts of evaluation studies currently in progress in several countries in sub-Sa-
haran Affica are expected to provide dala on the cost-effectiveness of various
HIV-preveation strategies. Hawever, detemuining the effectiveaess of HIV-pre-
vention swategies is methedalogically complex and wilf 1zke several mors years
10 complete. [n the meantime, since IESOUTCES Are insufficient and mey we.ll
decline Further, efficient resource utilization is paramount. Thus, basic analysis
of overall program cosis and spesific intervention costs is critical. Simple cost
atelyses and cost-effecliveness estimates could provide data that would be help-
fol for public health cecision making and program design.

Recommendation S-7. Operations research should be a high priarity.

The growth of the HIV/AIDS pandemic in the past 20 years in sub-Sahazen
Africa has led 2 the development of institutional and commrunily-based responses
anc & conresponding need for operaticns reszarch t improve the eﬁ'cctiv&n:.ss,
cost-effectiveness, and quality of these responses. Primary research necds_ in-
clude scaling up successfu. experimental interventicns, improving the effective-
ness and reducing the cost of existing programs, examining the cosl-aﬂ’emi\:cne_m
of linking HIV prevention with HIV/AIDS care, and improving the sensilivity
and specificity of criteria or targeling interventions.

Recommentation 5-8. Research should be undertaken to measure the
impact of lemale-controlled harrier contraceptive use on HIV transmis-
sion.

Studies should be undertaken to determine the effectiveness against STDs
and HIV of fema e-cantrclled barsier contracepives such as female condoms and
spemicides, This research shonld encompass field-based studies of the accept-
ability o7 these methods. Morzaver, greater efforts need 1o be made 1o .'mtcgralte
appropriaiz HIV/AIDS-preveation nessages and programs for STD diagnosis,
referzal, and Ireatment into famity planning programs.

Recommendation 5-9. Behavioral research is needed ta develop effec-
tive pregnaucy-related H1V counseling prograns.

Given the rapid spread of HIV amoasg waomen in sub-Saharan Afiica,
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14 AIDS IN AFRICA

perinatal transmission continues 0 have a major impact on infant and chilg
morbidity and monality among Fopulations with a high HIV seroprevalence,
Studies using modifted treatment regimens with Zidovudine (AZT), hyperimmune
gammaglobulin, vitamin A, vaginal washes, and other means of intervention
should be underteken to determire (aeir overall effctiveness and cost-effective-
ness in decreasing HIV perinatal transmission.

MITIGATING THE IMPACT OF THE EPIDEMIC

AIDS will have a large sozial, psychological, demogrephic, and econemic
impact an both individuals and societies. 1n addition to the physicel seffering end
arief caused by the disease, AIDS can l2ad to sacial and economic hardship,
isolation, stigntatization, and discrimination.

As noted above, even if transmission of HIV were halied tcday, millions of
Africans who are currently infected would atill develop AIDS and die over the
next 10 ta 20 years. But transmission has not ceased. To the contrary, evidsnee
from a vartety of pepulations ia Africa suggests that seroprevalence either is
continuing ta climb or has leveled off at discouragingly high levels. Forat jeast
the next several decades, the HIV/AIDS epidemic will contiztue to ravage Atrican
prime-age adults and their childzen with death rates as much as 10 1imes higher
than they would otherwiss have been.

Although not immediately visible, the cumulative mortslity effects of this
“slow plague"” will be substantial, Increnses in infant and child morfality will be
eccomparied by increases in aduli mortafity and reductions in life expeclancy.
Population growth will deciine more rapidly than expected, and the populations
in sub-Saharan Africa in the year 2000, particularly among the countries in the
main AIDS belt. will bs somewhet smaller than those projected in the ahsence of
AIDS. In many of the worst-afflicted caunwries, deaths will more than double
during the 1990s as compared with the numbsz estimated withou AIDS. These
additional deaths will put increasing strains on already overburdened health-care

Systems and on individual households trying ro manage with linied ecanomic
resources. Care and support far orphans will be a growirg concem, and tradi-
tional inheritance and other legal rights will be challenged.

Relatively little research has been conducted an the €COnomic conseguences
of adult morbidity and mortality. ATDS is ore ol several diseases with potzntially
great economic significance for developing countries, Diseases such as malaria
and measles are (ar more prevalent in Africa, vel there are reasons ta kelieve that
the ecanomic impact of ATDS will be greater. The long incubatian perod of HIV
implies that the economic impact of exisling Ievels of infecden would be felt for
10 years or more even if all infection were 10 cease today. Thne benefits of
aventing a case of HTV are very high relacive 1o other ciseases,

Whether directed at individuals with AIDS anc their households or al other

SUMMARY 15

levels of social orpanization, mitigalion interveatipns divert scarce reSources
from ather uses, including efforts to prevend transmission. Thus, the value to
sqgciety of aay mitigation intervention should be as least a3 great as the casl of the
resour‘\:cs devoted to the effort. Research on this issue might improve lhe.efﬁ-
ciency of current expenditures, as well as justify a case for ar agaicst sdditional
spending.

KEY RECOMMENDATION 4. Research for mitigaling thg impaet
of the disense should Focus on 1he needs of people with HIV/AIDS,

A preat dea! more is krown about designing and irnplelmfsnting H[V-prf:—
venzion programs than is knovin aboul providing care to the millions .of )?eop]e in
sub-Saharan Africa already infectec with the virps. Simple, cosl-eﬁecn‘.'e_so.lu-
lions ta deily living problems faced by perspos with AIDS, such as palliative
cere, pant-time keme care. and group counseling, may make larger, more expen-
sive interventions unwarranted,

Recommendation 6-1. Research efforts to evaluate the impact of ﬂlv:’
AIDS on individusls, houscholds, firms, economic sectors, and nations
are badly needed.

Research on impact shoulc incerporate both qealitalive and quantifative ap-
proaches ¢o data collection and should evaluate both short- and long-lelm eﬁ'ef:!s.
Of particular interest is sesearch that would permit an understa_ndmg of the im-
pact of HIV/AIDS on poverty and on individual decisicn making. .R.esea:oh is
needed to mscertaio »hether decreased life expectancy reduces mllmgnes.s 10
save cr invest in financial and real assets, r human capital, and in the relation-
ships necessary to maintain social interactions. In the leng term, the i1n|.:-.3c1 of
HIV/AIDS o3 sub-Saharan Africz wilt depend on the sength and mal!eabnht;r of
social and econamic networks in accommodeting the changes tha: are gceurring.

Recommendatian 6-2. Since the attempt lo assist directly every affected
household would e financially nonsustainable, research is needed on
criteria for determining which households and communities should be
targeted for assisiance and which institutions should deliver that assis-
tance.

The epidemic has alreedy affected million: of Eouseholds in sub—Sgr!alan
Africa and will coztinue to do so for at least th.e nzat 20 years. Eiforts 1o miligats
the effzcts of the disease bave bzen uncoordinated and poo:ly targeted, and their

o
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16 AlDS T4 AFRICA

ability w provide solufions for those infected and their families remains to ke
proven.

Recommendalion 6-3, Discovering the optimal roles of goverament,
nongovernmental organizations, ang doners in HIV/AIDS prevenfion
and mitigation is critical and requires further sfudy.

Governmenls are now moving to decentralize and privalize AIDS programs
by conlracting. licensing, or frarchising activities to various types of nongovern-
mental institutions, Research is needed on the detenminanis of Ihe stfectiveness
of nangovemmental organizations, including thosz not deveted primarily ta AIDS
prevention and mitigation, in a variety of AIDS prevention and mitigation activi-
ties. Care is needed in defining the techniczl assistance needs and the absorptive
capacities of nongovernmental organizations, (o enhance Iheir roles in research
and preventon and to avoid overload and irefficien use of scarce rescurees.

BUILDING CAPACITY FOR AIDS-RELATED RESEARCH

If useful research on HIV/ATDS is to be undectaken and its resulls are 10 be
applied appropriately and effectively, the necessary infrastructure must be in
place, a prerequisite thal is often lacking in sub-Sghazan Africa. As a resuit,
virtually all research undertaken 1o date has been possitle only with technical
teoperation and foreign essistance from the international community. Thus,
beyond the immediate challenge of identifving the critical research quesiinaos,
there rernain enormous practical challenges of zctually oFtaining the answers,

Key aspects of a basic infrastructars for conducting effective research in-
clude access (o adequate funding, skilled labor, and appropriate technology, as
well as sufficient managerial and admiristralive capacity to plan, execute, mori-
tor, and evalvate sludies. Even in developed countries, amassing the resources
required to undertake complex reszarch endeavors is difficult, and these difficul-
ties are mulliplied many-fold in sub-Sgharan Aftica. Many of the region’s uni-
versities have been badly neglected in recent years. The poor preparedness of
mairiculating studants, entirely inadequate salaries for all levels of prafessional
and support staff, neglect of tuildings and libraries, and a leck ol care funds
necessary lo move institunions into the technologice] age kave comributed (o the
universities” slow dentisz and the widespread departure of their faculties lo the
private sector.

Many of the findings from :he r2s2arch that has been coaducied hzve not
oeen adequately disseminated, so thar results are not wideiy known acrass (ag
contineal. As a consequence, lbe contributions of sacial and behavioral scientists
have not been fully vtilized. In addition, inadecuate coordination of research
eflarts has resulted in duplication and the need to “reiavent the wheel.”

These structural problems are compeunded by donar policies and practices

SUKARY 17

that resuli in shert-term studies that do not allow sufEcient time for local capacity
buijlding, the predominance of expatriate persoanel in most projects, and at least
the perception among the recipients of donor assistance that projects address
donor rather than (ocal priorities. Yet the dominance of intereational doners in
AIDS research in Africa is the result of a lack of domestic funding for such
research in the region: maoy cf the region’s governmenis appear complacent
atour the magnitude of the epidemic and have so far contributed litle o HIV/
AIDS research.

In the lang run, it is essential to kelp sub-Saharan African countries deveiop
their own reseacch capacity by strengthening their eniversities and augmenting
the technice] skills of their researchers. There iz considerable debatz and contre-
versy, however, aboul how best to achieve this goal. Regardless of what ‘he best
mechanisms may be, no sigatficant progress is likely to be made uniil tae region’s
gavernments undecstand that they must put AIDS more squarely on their own
research and policy sgendas. Clearly, a majar constraint on the amaum of HIV/
AIDS reseazch thal is undenaken is inadequalz funding. Poteadal sowrces of
funding inclade communaities, private-sector firms, the pablic sector, and interna-
tional donoss. Because il is unlikely that doncrs ate going ta incrzase signifi-
cantly their l2vels of funding in the near future, the govemments will have to fing
additional resources. Given the weak eccnpmic pesition of most sub-Saharan
African oountries. haviever. it will be difficull to persuade their governments to
pursue more vigerous research agendas in the near future.

KEY RECOMMENDATION 5, Linkages between sub-Seharan
African institutions snd international research centers must be es-
tablished on a wide range of aclivitkes, including teaching, research,
and faculty and student exchanges. Inlernational donors should
seripusly consider establishing a sub-Saharan African AIDS re-
search institufion with a strong behavioral and social science ele-
ment.

There is a critical neec o strenpthen research imstitutions :n sub-Saharan
Africe. Linkages with internationa] organizatians, especially if built on anevolv-
ing and wetl-defined rzsearch agenda, can help ocal institutions develop and
assis! local zesearchers by providing relatively secure long-term funding, offering
sapport for the prepacation of data and manuscripts for publication and dissemi-
nation. and providing in-coun<y lechnical assistance and research training. Ex-
perience in a number of settings has demonstrated that such Iong-term callabora-
tion, in addition tc contributing s:gnificantly to understandir.g of the EIV/AIDS
epidemic, is mutually benesicial to all instituttons invalved; it could be very
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18 AIDS v AFRICA

sucvessful in providing highly skilled African researchers with support and the
possibility of remaining in their country of origin.

Recommendation 7-1. The number of African scientists well trained to
conduct research on H1V and AIDS must be increased.

Research capacity in sub-Saharan Africa caanot be improved without an
increase in the number of well-trained local researchers. Four possible ways lo
inroduce and keep more researchers in the field are to (1) integrate morz gradu-
ate students and young professionals into all new AIDS-related research initia-
tives; (2) establish smaM grants pragzams 10 fund the prajects of young research-
ers, (3) adjust pay scales to aftract and retain telented professionals; and (4)
provide ather incentives for researchers to remain in their home institutions,
including small-scale rescarch grants, fewsr teaching o administralive responsi-
bilities, and morce opportunities for infernational travel, Providing technical as-
sistance to local researchers is an important priority. Lozal reseerchers could
benefit from workshops that would help them design research projects, prepare
research proposals, identify potential sources of fanding, rite reports describing
interim resulis, and prepare final manuscripts for submission to peer-reviewed
journals.

Recommendation 7-2. Each national AIDS contrel program should es-
lablish a local AIDS.Information center that weuld develop eod main-
tain 2 databgse af all AIDS-related rescarch canducted in the counliry.

These centers should be linked via available technology, such as the Internet
They should also have AIDS databases an CD-ROM (CD-ROM-equipped com-
puters are available in most nadcnal AIDS cordral program offices.) In addition,
national and 1egional conferences should be held ta provide forums at which
researchers can discuss their research plens and present their resulls to a _arger
group of local researchers than those thal attend intemalional canferences.

Recommendation 7-3. There is an urgen! need for sub-Saharan African
countries to esfablish and periodicelly update research priarities at the
regional and national Ievels, providing a basts for discussions with do-
nors on AIDS-related research,

Itis imporiant t¢ reduce the proportion of donor-driven research teking place
in the region,

Recommendation 7-4. International organizalions and denors shauld
utilize existing local resources to the fullesl extent possible.

SUMMARY 19

Itis paradoxical that donors underutilize cxisting alent in thz region. Uliliz-
ing local experise can swengther local institutions, gensrale employment, and
create opporntunities for lalented reszerchers in sub-Saharan Africa.

Recommendation 7-5. Greater dialogue between researchers and policy
makers is necessary.

Not only is there 20 urgent need te increase indigenous capacity to conducl
research, but there is also a need to betwer synthesize and franslale research
firdings into effect.ve prevention and contvol programs and policles. Otherwise,
preventian programs will be only marginally basad on local needs or tailored to
Jozal conditinns, ard research will be even more undervalved and underfunded.
Researchzrs need to do a benter job of drawing put the policy implications of theic
work, and plannzrs and policy makers need to articulate more ciearly to research-
ers what information they reed for effective planning and programs.

Recarmmendalion 7-6. If more effective strategies fur AIDS prevention
and mitigation are lo be developed in the future, betier coardination
emong donors is needed, partcularly sharing of information abont
which prevention and control efforts work and which do not,

The role of the new casponsored Uaited Nalions Programme on AIDS
(UNAIDS) will be crirical to future work. Suctess will also require greatsc
political will and commitment on the patl of the governments of sub-Seharan
Africa and other courtries.

CONCLUSION: THE REED FOR BETTER BEHAVIORAL AND
SOCIAL SCIENCE RESEARCH

Because AIDS is an epidemic firmly rooted in human behavior, daven by
econamic, cultural, ard sozial conditions, the behavioral and sacial sciences are
essential to identifying solutions for Uis control. Yet to date, most fundiag for
HIV/AIDS research has been devoled to biomedical studies of the namre of the
virus as a logical starling poimt for identifying a vaccine ar a core. All too often
it has been implicirly assumed that bshavioral and social scietce research should
take place anly bzcause there are currently na effective vazcines or heatments far
the disease, 8s if 1he discovery of a vaccine or a cure would eliminate any furtker
need for such research. This assumption thal the availabitity of treatment solves
all problems is siniply not true. Far example, the r2surgence of tebarculosis has
become one of the world’s mast serious health problems, even though a cure that
is 95 pzreent sffective has been aveilatle for almost 50 years.

- Effective prevention of HIV/AIDS will recuire enormous and continuec
commiment in order to achieve lasting changes in human behavicr. No one set
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20 AiDS IN AFRICA

of interventions—behavioral or medical—will be sufficient by itself to combat
the epidemtc. More behavioral and social research is reeded ta cevelop effective
and acceptable preventive sirategies to refine successful programs and to help
find more effective ways of mitigadop the negative impacts of the epidemic.

The interpretation and utility of much epidemiological, behavioral, and so-
cial research have been limited by the lack of a muliidisciplinary approach. Data
on reporied bebavior change may bz difficult to assess in the absence of biologi-
cal validation thar such change is reducing STO/HIV infectian. Efforts 1o model
the demographic effects of the HIV/AIDS epidemic ate hindered by a paucity of
data sets that corsbine fertility, mortality, mizration, and ather sociodemographic
information v/ith HIV serology. Conversely, serological stadies that fail to col-
lect adequate behavioral date miss an important opporunity to assess the effects
of key factors in the spread of HIV, such as sexua: practices and sexual networks
within given populadons. The desipn, execulion, and analysis of clinical (rials
far STD control, HIY vaccines, antiretrovizal drugs, and genitel barrier methods
and virucides al] depead on appropriate behaviaral research to guide enrollment;
ensure adherence to krial profocols; and permit adequace interpretation of epide-
minlogical results, incleding the very besic need to conlrol for differential behav-
ioral change between study groups.

Umil new research is available. it is criticil to keep trying the existing
strategies Ihat are belizved o be most effective, as well as designing new and
inmovative cnes. The epidemic is forcing people to rethink their values and
behavior, and is changing the sccial context. Sirategies and policies must ke
responsive to the ever-changing situatian, as well as receptive to the findings of
research being carmried out throughout the region. An elfective parnership be-
tween research and program interventions wil! bz key to lessening the spread ard
impact of the HIV/AIDS epidemic in sub-Saharan A frica.
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The USAID Response:
Prevention and Care Initiatives

or more than a decade,
the U.S. Agency for

R International
Development (USAID) has

made a major commitment of

resources, staff, and funding—
nearly U.S.81 billion—to
counter the spread of
HIV/AIDS in the developing
world. This crucial investment
in HIV/AIDS prevention as a
key to sustainahle devel-
opment has put the Agency in
the forefront of the global
response to the epidemic.

Preventing sexual trans-
mission—which is responsible for
about 80 percent of HIV infec-
tions—is central to USAID’s wide-
spread efforts in scrvice delivery,
capacity building, biomedical and
Liehavioral research, and policy
formulation. Until a vaccine or
affordable treatment becomes
available, developing and expanding
successful HIV/AIDS prevention
strategies rermain a priorily riission
far USAID, its counterparts in the
international health community,
and its local partners who work
together in more than 75 countries
around the world to create effective
responses 1o one of the world’s
most complex and devastating
health crises.

A snake charmer in New Delhi, India, uses cobras to talk abour AIDS.
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1 6 The USAJI> Response: Prevention and Care Initiatives

U.S. AND JAPAN LAUNCH A

“COMMON AGENDA” AGAINST HIV/AIDS

In 1993, an international bilatcral partnership for global problem
solving was created between the United States and Jupan. One of the
major initiatives of the U.S.-Japan Common Agenda involves
cooperative efforts in population and HIV/ATDS in the developing
world. Each country devotes considerable funding and technical assis-
tance to selected countries, with the goal of improving HIV/AIDS
prevention and family planning programs, training and capacity
building, child survival, policy dialogue, and ather importanr health
activities. USAID coordinates the U.S. response and funding funclion
for the Agenda Lthrough its Global Burcau’s Center for Population,

Health and Nutrition.

The Common Agenda’s HIV/ATDS prevention activities for 1996
included support for condom social marketing and special funding pro-
vided by the Japanese for UNAIDS programs in Bangladesh; behavior
change communication (BBC) cfforts in Ghana; policy dialogue,
capacity building, and condom social marketing in Guatemala; policy
devclopment, improved STD management, condom social marketing,
and BCC in Indonesia; and similar projects in Kenya, Madagascar,
Mexico, Malawi, Peru, the Philippines, Senegal, Tanzania, and Zambia.

Recently, 2 Cominon Agenda team made up of USAID statt and
their Japanese counterparts traveled to Victnam to develop plans to
help the government implement improved blood testing and blood
safely procedures, design behavior change communicalion campaigns,
and support various commmunity-based organizations involved in
HIV/AIDS prevention. Because Victnam appears to be at a relatively
carly stage of the epidemc, team members are optimistic that interven-
tions of this kind, particularly those targeted at high-risk groups, will

help slow the spread of HIV.

PARTNERSHIPS
FOR PREVENTION
Collaboration is, in fact, the
hallmark of all USALL activity in
HIV/AIDS preventian, from the
global 1o the village level. As the
cpidemic evalves and demand for
new approaches in research and
prograinming grows, USAJT) seeks
out cullaborators who possess the
experience and expertise to design,
develop, and manage both com-
prehensive and specialized pro-
jects. In each of the develaping
countries that requests USAID
assistance in TTIV/AIDS pre-
vention, the Agency creates part-

nerships with government agencies,
indigenous nongovernmental orga-
nizations {(NGOs), local technical
experts, policymakers, and key com-
munity leaders. For global initiatives,
the Agency works in cooperation
witlt other donors to coordinate
international responses and refine
new technical strategies with
worldwide applications.

This extensive network of part-
nerships includes such interna-
tionally prominent organizations as
the Pan American Health
Organization, the World Banlk, and
the Joint United Nations Programme

doos

on HIV/AIDS (TINAIDS), founded
in January 1996 by the World Bank
and five United Nations agencies; the
World Health Organization,
UNTCEF, the United Nations
Develapment Programme,
UNESCOQ, and the United Nationg
Population Tund. USAID continues
to be the major donor supporting
the work of UNAIDS and serves on
its Programme Caoordinating Board.
USAID’s own regianal and
bilateral programs in developing
countries require close working rela.
tionships with subcontractors
funded to carry out design and man-
agcment of country-based programs
and research activitics. Since 1991,
the AIDS Control aud Prevention
(ALLSCAP) Pruject, administered by
Family Health International (FHI),
has been USAID’s single largest
coprehensive prevention program,
with projects i 45 countries,
Another important partner in pre-
vention programming is the
Acadcmy for Educational
Development (AED), which, in col-
laboration with the International
Planned Patenthood Federation and
the Futares Graup, manages the
Central American HIV/AIDS
Prevention Project, a regional effort
covering five nations. Techpical
expertise impartant to USAID’s
mission is provided by specialists
from the Program for Appropriate
Technoulogy in 1fealth (PATH), the
University of Alabama, the
University of Washinglon, Harvard
University, Tulane University, [ohns
Hopkins University, and the
University of North Carolina. In bio-
medical research, USAID works with
some of the most prominent institu
tions in the United States, including
the U.S. Centers for Disease Control
and Prevention, the National
Institute of Allergy and Infectious
Discases of the National Institutes of
Health, the Population Coundil, and
numecrous universities. Under an
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interagency agreement, the U.S.
Bureau of the Census gathers, ana-
lyzes, and publishes valuable data on
HIV seraprevalence and other health
indicators in developing countries.

Achieving an effective balance of
approaches can be quite challenging.
For example, on a major trucking
route crossing the border between
India and Nepal, drivers of both

ernment health agencies, bilingual
materials, and a coordinated logo
design that took into account the
cultural sensitivities and preferences
of both nationalities.

But many of USAID’s most
fruitful partnerships grow at the coimn-
munity level, among leading national
and local organizations in developing
countries. Committed to building the
capacity of cach country to sustain
and expand preventon programmiing,
USAID involves indigenous institu-
tions and gatekeepers from the
planning stages on, and continues to
help build their skills through training
and invalvemnent in decision-making,
From a tiny village-based NGO on the
Maasai Plain of northern Tanzania to
the powerful institutions of the
Brazilian business community, these
links ta local leadership ensure the
cultural and social appropriateness of
programs, create broad-based com-
munity support, and build lasting
institutions and structures so that
nations that henefit from USAID pro-
grams today will be able to sustain
them on their own tomorrow.

PREVENTION
STRATEGIES
THAT WORK

‘Ten years of global experience in
HIV/AIDS prevention have provided
the Agency with many lessons
learncd, but perhaps one is most
fundamental; there is no single, stan-
dardized set of interventians in
HIV/AIDS prevention pro-
gramming. {he combination of
approaches that works well in one
region or country may not he the
best in another. The gaal for
program designers is to develop and
fine-tunc the right mix of strategies
appropriate for vulnerable popula-
tions, while considering available
resources, local patterns of risk
behaviors, cultural attitudes and
belief systems, and other unique
characteristics of each setting,

IMPORYANT NEW DATA CONFIRM THE EFFECTIVENESS
OF USAID’S THREE KEY PREVENTION STRATEGIES

In the past two years, results from research projects and
sentinel surveillance appear to confirm the valuc of three key
prevention strategies promoted by USAID: behavior change
communication, condom social marketing, and control of scxually
transmitted infections.

In Uganda, scntinel surveillance indicates a 35 percent decreasc in
HIV prevalence among young women in the 15 to 19 and 20 to 24 age
groups. Population surveys reveal that these declines could be largely
due to increased monogamy, fewer sexual partners, increased condorm
use, delayed onset of sexual activity, and other reductions in high-risk
behavior—preciscly the messages promoted by behavior change
communication campaigns conducted in the co:mtry over the last
several ytars.

In Thailand, the governmenl’s 100 Percent Condom Policy, which
strictly enforces consistent condom use in all commercial brothels, is
credited in part for significant decreases in HIV prevalence among
populations sucl as military conscripts, whosc HIV prevalence
drapped from 12.3 percent in 1993 to 6.7 pereent in northern Thailand
in 1995. This decrease appears to confirm that condom use lowers HIV
transmission, and validates investment in condom social marketing as
a prevention strategy.

In Tanzania, the groundbreaking “Mwanza study,” funded by the
European Union, showed that using simple, realistic syndromic man-
agemen! to treat sexually transmitted infections within a study popu-
lation reduced the number of new HIV infections by an impressive 42
percent. [n Malawi, another important study funded by USAID yielded
strong biological evidence that treatment of gonorrhea can make HIV-
infected men less infections. Results such as these are strong arguments

for making atfordable $11 treatment widely available throughour the

devcloping world.

nalionalities receive coordinatcd
behavior change communication
materials and education as well as
similarly packaged condams to rein-
force safe-sex messages and remind
them that the danger of HIV
infection does not disappear at the
frontier. This campaign required the
cooperation of two scts of gov-

USAID and its partners have
idenlificd three prevention stratcgics
that, in synergy with supporting
strategics, are key lo success in
HIV/AIDS prevention: behavior
change communication, condom
social marketing, and control of sex-
ually rransmitted infections.
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YOUTH RESPOND TO PREVENTION PROGRAMMING THAT
REFLECTS THEIR LIVES AND CONCERNS

Around the world, adolescence is
a time of transformation. In some
cujtures the passage to ruaturity may
be rockier than in others, bhut all
young people face the uncertainty
and confusion of leaving childhood
to face the new responsibilities and
concerns of adulthuod. Under-
standing and learning how to handle
one’s growing sexuality is one of the
mast important aspects of this uni-
versal human process. '

Unfortunalely, the spread of
HIV/AIDS around the world has
made growing up a tar more dan-
gerous experience than it's ever
been before. As young people
approach 4n age when many want—
ar feel pressurcd—to experiment
with sex, too tew understand HIV's
threat to their health and tutures.
Sex education for young people,
where it exists at a]l around the
waorld, is often inadequate 1o meet
their needs. In many societies in
both the industrialized and devel-
oping world, young people find it
difficult 1o approach their parents,
teachers, or even health care
providers with questions about sex.
And too few young people know
how to use or have money [or and
access 1o condoms.

The vulnerability of young
people is evident in the H1V sero
prevalence data from many devel-
oping natious, wlhere some of the
highest rates of infection vecur in
girls between the ages of 15 and 24.
Tn many countries, seroprevalence
data point to the likclihood that up
to 60 percent of all new HIV infec-
tions will occur in this age group,
with {ernales outnumbering males by
a ratio of two Lo vne. Girls and
young women are at especially high

risk for both biological and social
reasons. Thie immature female
reproductive tract is hiologically far
more vulnerable to infection, and
women'’s social subordination makes
it difficult for girls to negotiate with
prospective male partners. In many
settings where the epidemic is severe,
girls may also become the sexual
prey of older men, who hope to
avoid infcction themselves by
sleeping with younger, “unblem-
ished”™ wornen.

Protecting the next generation
has become a high priority for
HIV/AIDS prevention program
managers, and most USAID-funded
programs have developed special
interventions for youth. At this stage
of the epidemic, many also recognize
the importance of creating targeted
interventions designed not only for
young people but by young people.
By participating in project design
and even managing their own pre-
vention activities, youth cnsure that
their concerns are addressed and
that other youth will take notice.

Some of the many examples of
youth participatory prevention pro-
gramming around thie world stand
out for their ability to reach young
people with their frankness and
youthful perspective. One such effort
is the youth newspaper Straight Talk,
created in 1993 as part of the media
campaign Safeguard Youtl: From
AIDS (SYTA), a collaboration
between UUNICEF and the
Government of Uganda. Seraight
Talk, which includes very frank fca-
tures about sex, ematianal diffi-
culties and relationships, HIV, STls,
and other areas of cancern to adoles-

cents, now publishes editions in
Kenya and in Tanzania, which is sup-
ported by the USAID-funded
Tanzania AIDS Project of AIDSCAP.
The Tanzanian edition’s young
editors—the editor-in-chief is 22
years old—cover a wide range of
vital issues, including the advantages
of postponing sex, the importance of
avoiding gender stereotypes, and the
valuc of treating the opposite sex
with respect. Fxplicit advice on ST
symptoms, how to avoid HIV
infection, and how to usc condoms
1s provided for young peoplc who
are already sexually active. The paper
is inleractive and includes articles
and letters from young readers, who
often respond to each othet’s con-
cerns.

Another example of a successful
youlh-participatory project is the
Save Your Generation Association
(SYGA) in Ethiopia, founded by five
young university studcunts whio wit-
nessed 100 many of their friends suc-
cumbing to AIDS. SYGA, now a reg-
istered NGO with a paid staff of 11
and more than 6,000 dues-paying
members, receives support {tom
AIDSCAP for its efforts to bring
HIV/AIDS prevention cducation to
out-of-school youth in urban areas,
many of whom are¢ un- or underem-
ployed and thus difficult w reach.
SYGA works with local governments
and community organizations to
identify these young people and o
organizc strcct drama, puppet
shows, video showings, sports
¢vents, and other entertainment to
altracl young people to their
meetings. Peer educalors give ane-
on-one counseling and provide
condoms for free or at specially sub-
sidized low prices.

4919
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To support and improve the
work of youth-oriented NGOs like
SYGA, research into the health and
prevention needs of young people
has been critically important. The
Woren and AIDS Research
Program of rhe International
Center far Research on Woimen has
been a leader in revealing the
dynamics of the epidemic’s threat
to young people, particularly girls
and young women. Its recent
research paper, “Vulnerahilily and
Opportunity: Adolescents and
FITV/AIDS in the Developing
World,” surminarizes insights
gleaned from qualitative, partici-
patory research in Africa, Southeast
Asia, and Latin America to analyze
the vulnerabilitics of young people,
luminate the coercive economic

nd social pressures that plague
girls in particular, cxamine why
many efforts to get young penple to
adopt safer sexual bchaviors have
failed, and propose new niodels for
youth prevention approaches that
“address the root causcs of young
women’s vulnerability”

The mandate of a spccial
USAID praject, FOCUS on Young
Adults, is to expand the awarencss
and application of these lessons by
gathcring and distributing up-to-
dale information about the repro-
ductive health of young people.
FOCUS approaches HIV/AIDS and
ST1 prevention in a broader repro-
ductive health context, offering
wechinical advice, resources, and
skills to Agency burcaus, USAID’s
partners, and youth prevention
progrnmrners.
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Behavior Change Communication
Educaling people about
HIV/AIDS and the deadly threal il
poses to them, their partners, and
their children is a fundamental com-
ponent of prevenlion programming.
Yeats of expericnce have shown,
though, that merely imparting facts

. 10 a passive audience is seldom

enough to change people’s risky
behaviors, especially sexual
hehaviors. Even in places where
HIV/AIDS information is so wide-
spread that more than 90 percent of
the adult population undcrstand
how 10 avoid infeclion, loo few take
the important nex! step of acting on
their knowledge by adopting safer
scxual behavior.

But the art and science of pre-
vention education have evolved sig-
nificantly in recent years, hastened
by a fast-moving, deadly cpidemic
that can only be curbed by con-
vincing millions of individuals—one
by one—rthat how they behave sex-
ually can make the difference
between life and death. USAIL-sup-
ported programs have been pioneers
in behavior change communication
(BC.CY, which uses interactive, coimn-
munity-based educational and skill-
building approaches that personalize
risk by incorporating the daily real-
ities of targeted papulations into
HIV/AIDS prevention messages sond
activities, Using a wide variely of
media and formats—from radio
snap operas to workplace discussion
groups to newspaper columns. to
street lheater—comprehensive BCC
projects link these techniques
together to create multilayered,
mutually reinforcing messages that
build a supportive environment far
widespread, sustained adoption of
safer sex behaviors.

In the Dominican Republic, an
award-winning TV ad campaign tar-
geting youth has had a powerful
impact. The four-part ad serics,

created by the Dominican adver-
tising agency Cumbre as part of
AIDSCAP’s comprehensive youth-
focused BCC program, lealures
attractive young actors dealing with
issucs of scxuality and faithfulness.
As cach ad draws young viewers into
story lines that resemble their own
lives, the scripts educate their
audience about personal risk
behavior, reminding hundreds of
thousands of young people that they
cannot know beforehand which of
their partners might carry the virus.
The campaign began in September
1995 with a march of young NGO
vulunteers through the streets of
Santo Domingo, ending at a launch
ceremony that inciuded influential
government, church, and cultural
leaders as spcakers. Contrary to
standard practice in the Dominican
Republic, media executives aired the
ads thousands of times for free,
making it possible for the campaign
to expand its ctforts to include
workshops and a telephone referral
network for youth with questions
about HIV/ALDS. In Brazil, similar
leveraging of private sector resourccs
resulted in the provision of valuable
space in Cluudia, one of the nation’s
maosl popular women’s magazines,
for monthly articles aboul women
and AIDS,

Peer cducators trained in the
fine arl ol Luilding rapport can be
powerful mentors for behavior
change. In southern India, peer edu-
cators trained by the regional NGO
MYRADA, in collaboration with the
U.S.-based organization, PLAN
Internalional, used a wide variety of
approaches—inchiding a village-to-
village bike marathon—to6 approach
their ncighbors with life-saving
information about prevention. This
two-year partnership, funded by
USAID through AIDSCAP’s
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NGOQ/PVO Initiative, accomplished
an extraordinary ammount of con-
munity sensitization in a very short
lime. While adapting messages ta
local audiences conlinues to be a
core principle of BCC, AIDSCAP
discovered thal some materials have
very wide appeal. A comic book
series created by AIDSCAP featuring
a sympathetic community

e

Availability and affordability may
also limit their use in developing
countries, especially outside major
urban arcas.

To increase the acceptability of
condoms and make these life-saving
devices accessible to many more
people, USAID partners apply the
techniques of condom social nmar-
keting (CSM) throughour the devel-

A S Y T N
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Dhaaley Dui, the condum cartoon thar serves as the lvgo for AIDSCAP’s pragram in
Nepal, is displayed prominently on a bus stop stull un the highway between the Indian

horder and Kathmandu.

11IV/AIDS activist named Emma
offers prevention and care education
in French, English, Swahili, Haitian
Creole, and other languages to
diverse audiences in the Caribbean
and throughout Africa, saving many
thousands of dollars in materials
development costs Far each site.

Condom Social Marketing

Throughout the world, condorns
remain the only commonly available
device that prevents sexual trans-
mission of H1V. Yet even in regions
where the cpidemic is severe and risk
is high, cultural prejudices and sen-
sitive interpersonal issues often make
it difficult for couples Lo use them.

oping world. CSM uscs commercial
marketing and advertising tech-
niques and the distribution infra-
structure of Ll private sector to
make condoims attraclive to the
public, to train people to use them
correctly, and to ensure their wide
availability. CSM programs have
created viable distribution networks
in areas—such as the countryside—
where Lthey were previously unre-
liable or nonexistent and during
times of social stress. Prices are set at
levels that even low-income people
c¢an afford, often at only penuics
apicce. USAID-supported CSM

Wjuls

efforts are respansible for significant
increases in condom sales around
the world; more than 275 million
condoms were distributed glahally
in 1996 through USAID projects.

As an AIDSCAP partner,
Population Scrvices International
(PSI) created au cxtrzordinarily suc-
cessful CSM prograin in Haiti that
increased condom sales a hun-
dredfold in less than two years, cven
though political and economic chaos
overcame the country soon after the
campaign began. Despile an interna-
tional fuel embargo and ongoing
street violence, the program con-
ducted a popular advertising cani-
paign and extended wholesale and
retail networks for condom sales
deep into rural areas where they had
never been available before. One
particularly innovative component
of the program was the training of
coramunity-based salespeople who,
maotivated by their ability to earn
extra income during a period of
extremely low employmeat, Lielped
open hundreds of new points of sale
around Haili.

Community-based CSM
strategies have been similarly suc-
cessful in other parts of the world. In
Tanzania, PS1 trained more than
1,000 independent itinerant condom
sales agents throughout the country
to promote and sell condoms,
ensuring 24-hour a-day condown
availability to friends and neighbors.
In Brazil, DKT International
increased condom sales by 11
percent in 1996 through its very
visible campaign in the streets
during Carnaval season, on the
beaches of Ria, in hars and social
clubs, and in other locules where
M1V transmission is a real threat and
the need for condoms can be imume-
diate. And in Rwanda, PST produced
a powerful filim that is extremely
popular with a population still
recavering from a devastating period
of civil strifc. It depicts a war widow
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oping to rebuild her emotional life
«~ith a neighbor who also losl his
spouse to violence and addresses
such issues as negotiating safer
sexual practices and condom use.
Sexually Transmitted
Infection Control
Sexually transmitted infections
(STIs) are widespread throughout
the developing world, and women
and men who suffer from them are
as much as ten times more vul-
nerable to HIV infection and are
also more likely o spread HIV to
others. A recent study showed that
having a sexually transmitted
infection, such as gonorrhea, signifi-
¢antly increases the amount of infec-
tious virus transmitted in bady
fluids. Controlling the spread ol §TTs
through health education, pre
vention, and treatment is thus a pri-
ority in preventing HIV trans-
mission, Unfortunately, STT services
1 many develaping countries have
.ng been inadequate, and many STI
cuses are never diagnosed and
treated, or are self-treated with inef-
fecuive and sometimes even dan-
gerous drugs. Even where STT
trcatment facilitics exist, many
people in need do not use the.
Women may remain untreated
because they are often asymptomatic
and not aware that they need
treatment. Others who suspcct they
might have an STT mray delay or
avoid care al a specialized facility
because of stigma associated with
STls. a concern that is especially
acute for women and girls,
Recognizing that (ull-service STI
lreatmenl programs bused on access
to costly laboratory services are
simply too expensive for many
developing country scttings, USAID-
funded HIV/AIDS prevention pro-
grams support an alternative
treatment system developed in col-
soration with the World Health
Jrganization’s Global Prograrmme

T703 235 4468
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on AIDS (WHO/GPA). Syndromic
management of STls is a public
health approach that makes it pos-
sible for primary health care facil-
ities to dragnose and treat most
symptomaric STTs effectively without
costly lab tests or staff with advanced
medical training. Using easy-to-
understand diagnostic guidelines tai-
lored to the STI prevalence and
antibiotic resistance patterns of cach
region, health practitioners analyze
their patients’ symptoms and dis-
pense medication for all possible
STIs that could cause those
symptoms. Patients receive full
treatment and prevention counseling
at the point of first encounter with
the health carc system, and rarcly
need o return for follow—up.

One of the key components of the
syndromic approach, partner
referral, can help identify women
whos¢ agymptomatic STIs would

ot otherwise prompt them to

seek treatment.

USAID-funded programs are
implementing syndromic man-
agement training in 22 countries. In
Tanzania, AIDSCAP’s Tanzania AIDS
Program (TAP) has incorporated
such training as a primary com-
ponent of its HIV/AIDS prevention
mussion, conducting workshops for
public and privale seclor medical
praclitioners at all skill levels.
Jamaica's Ministry of Health is an
enthusiastic proponent of STl syn-
dromic management, which it has
successfully integrated into its
network of public clinics will new
diagnastic guidelines specific to ST1
prevalence in Jamaica. In 1996,
regional management lraining
courses (o improve syndromic man-
agement were conducted in South
Africa, the Dominican Republic, and
Kenya, organized through the collab-
oration of international and national

health organizations. To ensurc an
effective treatment prolocol, USAID
supports research on antibiotic resis-
tance and ST1 prevalence that are the
first baseline prevalence and resis-
tance studies ever conducted in
some countries.

Integrating STI treatment into
primary health care, family
planning, and maternal -child health
services {5 seen by many in pre-
vention programming as an
important and cost-effective step to
curbing the spread of STIs.
Unfortunately, tight budgets and
reluctance on the part of some
health care and family planning
practitioners to associate their clinics
with STIs have slowed integration
and expansion of STI services. The
International Planned Parenthood
Federation/Western Hemisphere has
Jaunched successtul pilat programs
in Honduras, Jamaica, and Brazil to
demonstrate how affordable, sus-
tainable programs that integrate STI
treatment can help stem the spread
of HIV/AIDS. By the middle of
1995, the Jamaica program had
reached nearly 20,000 people and
increased condom distriburion by
more than 354 percent.

Other STT treatment method-
ologics developed and promoted by
USAID-funded programs include
pilot training projects in syndromic
management for pharmacists—often
the first people to whom those sut-
fering from STls turn for advice—in
Nepal and Thailand. Pharmacists i
Cammeroon were also recruited to
participate in pilot sales of pre-
packaged STI treatments. And in
1996, WHQ and ATDSCAP pro-
duced several important publica-
tions designed to build capacity for
syndromic managemnent, including
case managemenl workbooks for the
training of health providers and a
state-of-the-art manual, Centrol of
Sexually Transmirted Diseases: A
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Handbook for the Design and _
Management of Prograrns, targeted to
STI program managers.

STRATEGIES THATY
SUPPORT PREVENTION

Sehavioral and Social Research

Understanding why individuals
practice risky behaviors, despite their
knowledge of the possible conse-
quences, is ¢ritical to formulating
effective solutions in HIV/AIDS pre-
venfion. UUSAID supports well-
designed behavioral research that
helps explain the determinants of
sexual behavior that may cndanger
people and increase (ransinission
of HIV/AIDS.

Since 1990 USAID’s Office of
Health and Nutrition and Office
ol Women in Development have
funded thc Women and AIDS
Research Program of the Inter-
national Center for Research on
Women (ICRW) to investigate these
determinants and their program and
policy implications. ICRW launched
a small grants competition, funding
17 descriptive and operations
research projects in 13 countries in
Africa, Latin America, and Asia to
focus on the needs of vulnerable
women, and to identify needs and
strategies for making HIV/S11 inter-
ventions morce responsive to the eco-
nomic, sociocultural, and political
realitics of women’s sexual lives.
Policy and program recommenda-
tions were developed from these
global findings, and were rapidly and
widely dissermninated through a
varicty of channels. In a second
phase of the program, eight of the
projects were selected for implemen-
tation bascd on their Phase ]
findings, and an additional two pro-
jects were funded to evaluate the
benefits of participatory, gender-
responsive sexual health interven-

tions. The program has contributed
to validating qualitative studies as a
¢rucial component in behavioral
rescarch, and to awareness of the
importance of gender issues in
HIV/ST1 policy and program circles.

One important behavioral study
nearing completion is the HIV
Counseling and Testing Lfficacy
Study (C&1) conducted hy
AIDSCAP and UNAIDS and coordi-
nated by the Center for AIDS
Prevention Studies (CAPS) at the
University of California, San
Francisco. At study sites in Tanzania,
Kenya, and Trinidad, researchers
hope to determinc whether person:
alized risk assessinent and bebavior
change counseling combined with
HTV testing is a cost-effective way 1o
influence individuals to adopt sater
sex practices.

Policy

Legal, social, economic, and reg-
ulatory barriers often inhibit the
cftectiveness of HIV/AIDS pre-
vention efforts. To engage policy-
makers and enlist the participation
of communily leaders in prevention,
USATD supports policy dialogue and
reform at the international, national,
1egional, and local levels. USAID
partners also seck o involve the
private sector in designing pre-
vention programs for the workplace.

With USAID funding, the Policy
Project of the Tutures Group has
developed the AIDS {mpact Model
(AIM), which has successfully helped
policymakers and other leadcers
asscss the future impact of the epi-
demiic on their nations, develop
policies to enhance the clfectiveness
of prevention programs, and under-
stand the importance of eliminating
discriminatory laws and praclices.
Policy Project staff have trained
small groups of Jocal experts —epi-
demiologists, demographers, econo-
ntists, and policymakers—to identily

@o14

the best avaitable data on HIV und
ATDS prevalence and impact, to
enter those data into the model, and
to tailor their presentations and
policy recommendations 1o the cop-
cerns and interests of specific policy-
making audiences. In 1995 and 199'6,
the Policy Project presented AIM to
leaders in Kenya, Ethiopia, Ghana,
and Madagascar; in some coun-
triecs—notably Kenya—the presen-
tation has been offered muluple
times to local and provincial leaders,
The Policy Project also serves devel.
oping country governmentls in a
consultative capacily, working with
counterparts to develop projections
on the future socioeconomic and
health impacts of the epidemic.
AIDSCAP also incorporates
policy activities into ils compre-
hensive prevention projects, offering
technical assistance o government
agencies and NGOs in devcloping
countries in their efforts w influence
national and local HIV/AIDS-related
policies. Other technical assistance
takes the form of socioeconomic
impact analysis of H1V/AIDS on
families, commujtities, and national
economics. In 1996, AIDSCAP col-
laborated with the Policy Project to
train leadcrs from three Central
Amucrican nations in developing

impact analyses. AIDSCALs Policy

Unit collaborated with Thai pre-
vention progranimers in a cost
analysis of BCC and ST interven-
tions in Bangkok that helped
deciston makers decide how best to
allocate HIV/AIDS program
resources. AIDSCAP also focuses on
IIIV prevention opportunities in the
privale sector, and in 1996 used its
Private Sector AIDS Policy (PSAP)
Kit to engage business, government,
and labor leaders in more than ten
countries to consider the value of
HIV prevention at their work sites.
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The Support for Analysis and
Research in Africa (SARA) Project,
fundcd by USAID's Africa Bureau
and managed by AED, conducts
workshops and other training and
information-sharing activities to
inform African governments about
research results in seroprevalence,
beliavior change, economic impact,
and other issues Lthat could influence
policy directions. In 1997, the SARA
Project supported collaboration
between the Morehouse School of
Medicine and the International
Foundation for Education and Self
Help to ensure that HIV and TB
were on the agenda at the African-
African American Sunumit in
Harare, Zimbabwe. This biannual
meeting attracts government,
business, and other civic leaders
from all over sub-Saharan Africa and
the U.S. to foster mutual under-
standing and expand opportunities
for collaboration in development.
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In addition to its research on
gender issues, the [CRW’s Women
and AIDS Research Program also
conducls public forums, assists in-
country researchers to engage in
policy diajogue, and publishes a
policy series that recommends policy
reformn strategies to enhance the
ability of women and girls to protect
themselves from FITV/AIDS and end
diseriminatory practices and laws
that endanger women.

Evaiuation

To judge the effectiveness of dit-
ferent HIV/AIDS prevention
approaches, ongoing monitoring and
cvaluation are integrated ity the
design of every USAID-funded
project. The ability to determine
which aspects of which interventions
make a ditterence drives much of the
evolution in HIV/AIDS pro-
gramming and helps creale new

@015

building blocks for future projects.

The AIDSCAP Project has been
a global leader in the devclopment
of effective evaluation approaches
and the application of cvaluation
results to improve HIV/AIDS inter-
ventions. The project emphasized
the use of multiple data collection
methods, both quantitative and
qualitative, to moniror and cvaluate
HIV/AIDS programs and to identify
ways to refine prevention strategics
and methods.

One of AIDSCAP’s most
important contributions to
INIV/AIDS evaluation is the behav-
loral surveillance survey (BSS)
methadology, which enables evalu-
ators to track trends in HIV risk
behavior among target groups
through a series of cross-scctional
surveys. In Bangkok, AIDSCAP and
the Bangkok Mctropolitan
Administration (BMA) established a

In Gokak, India, midwives gather to hear a MYRADA/PLAN presentativn on AIDS funded by the
AIDSCAP Project so they can disseminate the information as respected elders in the village.
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BSS systemn that interviewed more
than 3,000 people fromn six different
socioeconomic and occupational
groups every six months. When
comparcd over time, the BSS results
identify which target groups arc

responding to prevention
interventions and which are not,
and can help redirect prevention
cfforts to those that lag behind in
behavior change.

Although AIDSCAP ended its
Bangkok aclivities in September
1996, the BMA, recognizing the
value of BSS datu, continued it using
Jocal resources. The success of the
BSS in Bangkok has generated
interest throughout the rest of
Thailand, where behavioral surveil-
lance modeled after the BSS is now
administered in most of the

In the Philippincs, Joy, 16, laft home when she was 14
to werk on the streets of Manila as a sex worker and
has used “Shaby,” known as the poor man’s cocuine.

country’s provinces. AIDSCAP has
also begun bchavioral surveillance
surveys in Cambodia, Indonesia,
India, Nepal, and Senegal.

Another new evaluation tool
designed by ATDSCAP is the AVERT
computer spreadsheet
model. AVERT uscs available
data on HIV and STI preva-
lence and on levels of risk
bebaviars to estimatce the
number of HIV mfections
that could be averted
through prevention vut-
comeces, such as increased use
of condams, improved STI
trcatment, and sexual
Lehavior change. Created for
users in developing countries
with limited modeling expe-
rience and no access to
extengive databases, the
software is user-friendly and
requires only behavioral
variables commanly found
in program data. In late
1996, AIDSCAP used the
AVERT model to study the
effectiveness of peer edu-
cation and periadic pre-
sumptive treatment for S1ls
for women at high risk in a
South Alrican mining com-
munity. The AVERT data
estimated that 235 new HIV
infections-- 40 among the 400
women who used the service and
195 among their esumated 4,000
male miner clients and parters—
had heen averted over the course of
the year. These results were used 1o
calculate that for cvery dollar spent
on prevention, cight dollars could be
saved in HTV-related health care
costs, which convinced the local
mining company to sponsor and
expand the intervention.

NI A IITH I SO WHOHS
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Biomedical Research and
Diagnostics Development

USAID, often in partnership
with the National Institute of Allergy
and Infectious Diseases (NTAID),

do1s

funds biomedical research through
its cooperating agencies, such as the
Contraceptive Research and
Development {CONRAD) group
and Family 1lealth [nternational, to
develop low-tech, allurdable
HIV/AIDS prevention devices, phar-
macenticals, and diagnostics. COne
landmark study in this series, carried
vut in Cameroon by FHI, found that
use of a contraceptive film con-
taining nonoxynol-9 conferred no
additional protection against HIV
and other STIs beyond the pro-
tection provided by male condoms.
These agencies. along witl: the
Population Council, continue the
search for a low-cost, safe, vaginal
microbicide that women can use to
protect themselves from HIV

and other sexually transinitted
infections. A female-controlled
microbicide, complementing
growing usc of the male condom,
would ¢learly have an enormous
impact on international efforts to
cantain the epidemic.

USAID maintains an interagency
agreement with NIAID for access to
valuable microbiological infor-
mation resources, and also provides
seed money to NTATD scientists 1o
undertake research in HIV-related
research questions that are of par-
ticular importance in the developing
warld. Several of these important
research etforts supported by USAID
focused on tuberculosis and HIV
infection. Onc study examined the
causes of multiple drug-resistant TB
in areas with high HIV prevalence.
USAID is also supporting collabo-
ration between WIHQ, the Centers
for Disease Control and Preveation,
and the ministries of health in six
sub-Saharan African countries to
develop models for improved home-
based 'IB care.

USAID supported a study in
Malawi into the effectivencss of
washing the vagina with an anti-
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Because tradirional gender
roles deprive many women of
control aver their sexual and
economic lives, seroprevalence
among women has skyrocketed
as the epidemic develops. Despite
much lower HTV seroprevalence
for women than for men art the
beginning of the cpidemic,
female infection rates arc now
equal to or higher than those of
men in many regions. ln both
industrialized nations such as the
United Statcs, where AIDS is the
single greatest killer of African
American women in their most
productive years, and developing
regions such as sub-Saharan
Africa, where more than 7
million women are now HIV-
infected, the world is finally
becoming aware that HIV/AIDS
is very much a women’s issue.

In response to this fright-
cning trend, empowering women
lo prolect themselves (rom HIV
has been the goal of intensive
gender based research, analysis,
and prevention programming in
recent years. Thanks to the
efforts of such arganizations as
USATIYs Office of Women in
Development, the International
Center for Research on Women,
UNAIDS, and the AIDSCAP
Women's Tnitiative (AWT), an
agenda far women and
HIV/AIDS has become an
integral component of the larger
campaign to prevent the spread
of the epidemic.

One important effort has been
the search for prevention methods
that, unlike the male condom,
women themselves can control. As
research to develop a vaginal micro-
bicide continues, another woman-
controlled device—the female
condom—has been the object of
much attention in the past two
years. Initial studies have found the
device to be as safe and cffective as
male condoms if used correctly,
offering an alternative method of
preventing heterosexually acquired
infections.

Because the fernale condom—a
loose-fitting polyurethanc sheath
with two flexible rings—is so dif-
ferent from other prophylactic
devices, its acceptability to both
women and men has been the
subject of several studies. In 1995,
USAID distributed female condoms
to 149 countries for use i Agency-
sponsored acceptability trials and
opcrations research on introducing
the device into reproductive health
services and social marketing pro-
grams.

Several important issues - chief
among them affordability—remain
(o be resolved. The lowest price thus
far negotiated hy the public sector is
U.5.80.63, compared te a public
sector sale price of $0.05 tor the
male condom. Will the female
condom meet critical cost-benefit
slandards? Is the device appropriale
tor social marketing? Will devel-
oping countries with limited health
budget be able to sustain female
condom programs if major donors
starl them? QOngoing rescarch and

analysis in the next few years should
answer many of these questions.

At a recent AWI couference in
suburban Washington, “I'he Female
Condom: From Research to
Marketplace,” participants discussed
the cost barrier and other important
issues. One suhject of considerable
interest was whether a reusable
female condom can be developed,
thus lowering the cost per use con-
siderably. Another important topic
was Lhe question of targeting: shonld
these products be targeted only to
high-risk groups or to the general
public? Should targeting be to
couples rather than just to women,
Lo raise acceptance hy men? The
final recommendations from con-
terence participants encourage
ongoing study of the cost, targeting,
policy, and interpersonal issues
invalved in making the female
condom as powertul a prevention
tool as possible.

One developing nation has
decided to invest in the fernale
condom {0 Increase access.
Zimbabwe, prompted by a petition
campaign that included 30,000
women's signatures, launched the
first large-scale effort in the devel-
oping world to make female
condams available to the general
population throughout the country.
In some poor rural regions where
people cannor afford the female
condom even at subsidized prices,
it’s likely thal many of the several
hundred thousand condoms pur-
chased by the Zimbabwean gov-
ernment will be given away free.
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septic agent to prevent maternal
transmission of HIV to newborns.
Conducted by the Nationa) Cancer
Institute and Johns Hopking
University, the study showed that
while vaginal washing offers no pro-
tection from HIV except in special
cases, it docs reduce infant deaths
[rom neonstad sepsis and [rom
meningitis by two-thirds. These

In Gokak, India, a MYRADA/PLAN International van funded

where medical practitioners might
rense needles and thus spread HIV
and other infectious diseases.

PATH is now focusing on the devel-
opment of rapid, simple, and
inexpensive diagnostic tests far
sexually transmitted infections

that would improve the treatment
of both symptomatic and
asymptomatic women.

by the AIDSCAP Prujeci operates as a condom distribution outlet in the village.

uncxpcected but encouraging
findings can now be applied
throughour the world at very low
cost to reduce the risk of infant
death.

The Program for Appropriate
Technology in Health (PATH) has
used USAID funds 1o develop a low-
tech, low-cost diagnostic dipstick
that tests for HIV infection.
Although it is as accurate as the
standard tests used in industrialized
nations, each-dipstick test costs less
than a dollar and delivers results in
only 20 minutes. PATH has also
designed effective single-use syringes
to use in ICSOUICE'POOI_' rcgiorls

Community Mobilization and
Capacity Building

Mobilizing and building the
capacily of communities to respond
to the epidemic is perhaps the single
most important way to sustain pre-
vention efforts over time. Building
on lessons lcarned from research and
from the experiences of activist com-
munities, IJSATD partners have
developed expertise in motivating
and training comumaunities to build a
social environment for safer sex
behavior and risk reduction, raising
the odds for success in curbing HIV
transmission. USAID supports pro--
jects that encompass the three major
approaches to capacity building:

do1s

technical and management skills
building, management systems
development, and networking.

USAID has long supported the
involvement of community-leve]
NGOs and private voluntary organi-
zations (PVOs) in all stages of
planning, design, and implemen-
ration of HIV and STI prevention
programs. UUSAID is one of the
founders of the International
HIV/AIDS Alliance (THAA), an
international NGO whose mission is
to mobilize nongovernmental and
community groups, increase their
access to resources at the local level,
and enhance their technical and
organizational skills to enable
comimurtities in developing coun-
tries to play full and effective roles in
the global response to HIV/AIDS.
Since 1993, the IHAA has assisted
more than 450 local, community-
based organizations and NGOs in
developing, implementing, evalu-
ating, and sustaining advanced HIV
prcvention programs at the
grassroots level.

In all of the AIDSCAP Projecr's
couatry programs, capacity building
is an integral part of the design of
each subproject. Worldwide, more
thran 500 nongovernmenlal organi-
zations—from small village-based
groups to intluential organizations
with international profiles—plan
and administer AIDSCAD-supported
prevention activities while they
receive ongoing training in technical,
organizational, and financial skills.
Two AIDSCAP programs provide
special funding opportunities to
strengthen communily-based NGO
activilies. The {irst has linked nine
NGOs in developing countries with
U.S.-based private voluntary organi-
zations and supports their innova-
tive prevention projects with three-
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year, U.S.$400,000 grants. And the
Rapid-Response Fund has awarded
more than 220 small grants to com-
munity-based organizations involved
in client-centered HIV/AIDS pre-
vention services.

Another innavation in capacity
building with particularly broad
impact is AIDSCAP’s Regional AIDS
Training and Education (RATE)
Program, which offers skills training
in BCC, STI management, policy
development, and training of
trainers to professionals in hcalth,
policy, communications, and jour-
palisin (rom all over Asia. Based in
Bangkok, RATE created centers of
excellence at three Thai universities
that will continue to provide
regional leadership and sustain this
valuable training function afler
AIDSCAP ends in 1997. For
Cambadia, Laos, Mongolia, Sri
Lanka, Indonesia, and other Asian
nations that are just begning v
confront the epidemic, RATE
training offers an enormous head
start in prevention planning,

Since 1991, USAID has built a
valuable partnership with the Peace
Corps, working with volunteers to
build capacity for ongoing pre-
vention activities in 26 developing
countrics. Pecace Corps volunteers
use the training they receive in
HIV/AIDS prevention, behavior
change communication, and com-
munity mobilization to assist
indigenous NGOs and other com-
munily members, providing low-
cost technical assistance to build sus-
tainable prevention programs. One
particularly creative and successful
cnterprise was the “Teach English/
Prevent AIDS” program, which
brought together Peace Corps volun-
teers, educators, and public health
specialists to draft lesson plans that
meld English instruction with

JEREMY WORNIRPAYIS PET AsE
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12-year-old girls at Pang Lao School in Chiang Rai Province, THailand, play a game to
illustrute how sexual networking can increase the risk of HIV transmissfon.
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HIV/AIDS prevention messages.
.Begun in Cameroon, the program
has heen adapted for use in Chad,
the Central African Repubilic,
Gabon, and Ethiopia. The Peace
Corps also provides NGOs and other
commupnity organizations in
Thailand with training in home-
based care.

The Nations]l Council for
International Health (NCIH), under
an agreement with USAID, provides
valuable support to NGO networks
through its prevention training
workshops, a bunonthly newsletler,
and inrernational conferences that
address NGO concerns.

Care and Support

As the epidemic matures and
the number of people stricken with
AIDS grows, develaping nations
find themselves overwhelmed by
the demand for care and support
scrvices, Where HIV/AIDS care
consumes much of the health
budget, leaving little for other
pressing medical concerns, bath
public health and economic devel-
opment are endangered.
Understanding the relationship
hetween the need for care and a
sustainable future has helped hreach
the conceptual barrier between
prevention and care, highlight the
irnportance of COSI“CffCCIiVCﬂCSS,
and put care and support squarely
on the pragramming agenda.

With so much at stake, USAID
and many of its partners have
become more involved in HIV/AIDS
care and support. All USAID pro-
grams in high-prevalence countries
are sccking appropriate and sus-
tainable approaches to meet this
increasing need. Both USAID and

UNAIDS have identified HIV/AIDS
care as ane of the key areas for
research and tcsting to develop and
disseminate best practiccs.
AIDSCAP’s Care and
Management Small Grants Program
seeks to develop affordable and sus-
tainable care modcls through seed
grants to NGOs in developing coun-
tries. The program supports
approaches that create innovative
community-based care activities and
that leverage resources from com-
munities, the public or privatc
sectors, and donors. In Haid, for
example, three hospitals received .
tunds to extend HIV/AIDS care—
medical services, counseling, and
prevention education—inio outpa-
tient clinics and patients” hames.
-Some AIDSCAP country pro-
grams have long incorporated care
into their activities, notably
Tanzania, where even small village
NGOs associated with AIDSCAP’s
Tanzania AIDS Program take on sig-
nificant care and support responsi-
bilities. Tanzania is also the site of an
important AIDSCAP research effort
to determine whether intensive, per-
sonalized counseling and care of
HIV-positive people can influence
them to change their sexual
behaviors and Jower their risk of
infecting others. The study reflects a
new global interest in uncovering
linkages between HIV/AIDS pre
vention and care by examining the
hypothesis thwat caregiving can
prompt both the caregiver and care
receiver to take prevention seriously.

igjo20

TANZANIAN NGO
“CLUSTERS” OFFER MODEL
COMMUNITY-BASED
RESPONSE TO HIV/AIDS

The East African nation of
Tanzania, with an average per capita
ncome of U.5.%90, is one of the
most impoverished in the world.
With its western provinces situated
in the African epicenter of the AIDS
cpidemic, it has also been one of the -
hardest hit by HIV. Seroprevalence
among low-risk urban populations
reached 13.7 percent in 1995; in
studies of people at high risl, the
ratc was nearly 50 percent. The epi-
dernic continues to have an
enormous impact on the country’s

- health, economy, and social fabric,

overtaxing the health care and
welfare systems and other sectors’
budgets, depriving Tanzanian farms -
and facrories of skilled workers in
their most productive years, and
leaving thousands of children
orphaned and in need of care. .
Yet despite its poverty, Tanzania
has long had formidable weapons
with which to fight back: talented
and committed wormen and men,
and a political culture that has for
decades encouraged citizen partici-
pation and community cooperation
in solving the natioty’s problems. Lhe _:}_.
country’s wealth of human resources
and its spirit of engagement, com-
bined with financial and technical _
assistance from international donots,
have turned Tanzania’s efforts .
against the epidemic into a global -
model of decentralized participation. .
AIDSCAP’s Tanzania AIDS N
Project (TAP), a five-year USAID-
funded program that began in 1993.
has built success through its
involvemcnt with hundreds of com- 5
munity-based NGOs, from the 3
national to the village level. To . %
support these groups and make best -

use of limited resources, TAP created:y
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NGO “clusters” in nine different high-  in the condom social marketing cam-  Muhimbili University, cxtensive

transmission regions of the country, a
unique approach to capacity building.
These networks Lring lwgether care-
fully selected NGOs of different sives,
mandates, and levcls of expertise,
many of whom hadn’t worked
together beforc, to benefit from each
other’s resources and skills and to
avoid duplication of regional pre-
vention ¢fforts. Each cluster also
indudes the regional and district AIDS
coordinators working for the Ministry
of Health, 1 beneficial linkage between
NGOs and the government.

The cluster formation concen-
trates formerly isolated NGO talent
and energies, strengthens the NGOs’
political influence, and provides

upport and feedback for their often
overextended members. Clusters
plan activities and educational cam-
paigns together, refer clients to each
other, and receive technical assis-
tance fram TAP as a group. All nin¢
clusters have opened offices that also
serve as drop-in community cdu-
cation centers, where counseling is
available and prevention activities
such as video showings and drama
performances take place on a
regular—and often daily—basis.

In addition to regiona aclivities,
clusters are also involved in many of
TAE’s national prevention activities,
including behavior change communi -
cation, condom social marketing, and
policy dialogue. After group (raining
in behavior change communication
development, each cluster takes
~ charge of creating its own prevention
messages, designing its own materials,
and organizing its own public pre-

ention activities, using approaches
nd materials most appropriate for its

region. Many clusters also participate.

paign of TAP’s Social Marketing Unit
(SMU), integrating condorm _
instruction into their prevention edu-
cation and, in many cases, serving as
sales outlets for the subsidized
Salaama brand condom at their com-
munity centers. At the TAP oflice in
Dar es Salaam, the SMU directs its
national advertising and promotion
efforts for Salaama and manages a
coruplex national distribution systern
that reaches deep into rural areas of
the country where condoms have tra-
ditionally been hard to find. Sales of
Salaama have skyrocketed since they
began in 1993; in 1996, sales figures
of 8 million were double those of the
year before.

Another important national
strategy that benefits enormously
from cluster participation is policy
dialogue. Just as TAP serves as an
advocate for palicy changes at the
national level, the clusters advocate
to strengthen HIV/AIDS prevention
and care programming and promote
legal reforin to end discrimination
against those who are infected at the
regional and local levels. Nationally
and regionally, a great deal of cffort
goes into educating policymakers,
elected officials, government min-
isters, business managers, trade
union directors, and community and
religious leaders about the dangers
of the epidemic and their responsi-
bility to support policies that
promote prevention and care,

Control and treatment ot STI—
a severe problem throughout the
country—is another priority for TAP,
which sponsors training in syndromic
management and other cost-eflective

_ strategies. Managed by such out-

standing national institutions as* "

courses are scheduled throughout the
country for clinic and hospital per-
soninel at all levels, from physicians to
nurses to health educators to support
staff. Syndromic management js now
the official practice in public hospitals
and health dlinics in Tanzania.

Given their commitment to the
communities in which they’re based,
it’s hardly surprising that TAIs
clusters are deeply involved in pro-
viding care and support for families
and individuals affected by
HIV/AIDS. Counseling, home-based
care, orphan support, and incomc
generation opportunities are among
the many services that most clusters
offer. In the Dar es Salaam cluster, one
NGO provides legal advice to HIV-
infected people and their families on
how to protect theie rights and secure
their property for their survivors by
writing simple wills and aveiding
probate. These care and support
cfforts benefit more than just indi-
vidual families, for by thweir example
they sensitize the larger community to
the threat that HIV/AIDS poscs to all
and help end stigmatization of those
who arc infected.

TAP’s unique cluster structure has
proven to be a powerful means of
involving an entire naton—irom the
grassroots to the nation’s top decision
makers—to work together to end the
suffcring and econornic biardship the
epidemic has caused. Many also
believe that this model of community-
level mobilization could also evolve
into a model of sustainability for the
rest of the world, a potential lesson
learned in. the value of cooperative

‘action and community involvement. -
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ince USAID initiated
its first HIV/AIDS

%8 prevention efforts more

than ten years ago, the
pandemic has, with sobering
speed, become a global
phenomenon that continues
to expand and intensify.

Its thetamorphosis into a
persistent, many-faceted,

and often unpredictable threat
to hutan health and security
calls for a response on the
part of the international
community that is similarly
flexible and comprehensive.

"To maintain its international
leadership role in the responsc to
HIV/AIDS, the Agency recently
undertook a comprehensive review
of its strategy, leading to a thorough
redesign that will guide its
worldwide programs well into the
nex! century. Consistent with the
Agency’s guiding principles, this
three- part, collaborative process
relied upon the active participation
of all putential “stakeholders”: host
country health ministries and AIDS
control agencies, policymakers,
PVOs, NGQs, organizations
representing people living with
HIV and AIDS, the international
donor community, and U.S.
government agencies.

:
;
:
3

do22

In the Philippincs, exhausted children who work at night as sex workers on the streets
of Manila sleep during the day at the Childrer’s Laboratory for Drama in Education.

A NEW SYRATEGY
Developing a Common Vision
During the first stage of the
redesign process, beginning in
August 1995, USAID organized
public meetings o ¢ncourage stake-
holder groups to develop a shared
vision of the ideal worldwide
response to HIV/AIDS. These
weetings included the Third USAID
HIV/AIDS Prevention Cuynference
in Washington, D.C; satellite
meetings at the 1995 regional
mectings on HIV/AIDS in Thailand,
Israel, Chile, and Uganda; a satellite
meeting at the U.Ns Fourth Wodld
Conference on Women in Beijing:
and a “Town Meeting” in
Washington, D.C. In addition, ques-
tionnaires were distributed to inter-
national and indigenous NGOs,
Ministry of Health officials, national
AIDS control program managers,
and USAID missions warldwide.

Participants firmly placed
HIV/AIDS in its development
context and reconciled biomedical
and behavioral perspectives. They
also emphasized the importance of
HIV/AIDS care and support,
multisectoral coordination, the need
{or sustainability, and reducing
stigmatization of and discrimination
against people vulnerable to, and
living with, HIV/AIDS. Stukeholders
constructed a universal framework
of abjectives that recognizes Lhat
prevention, care, local owaership
of HIV/AIDS program objectives,
human rights protection, and main-
taining the productivity of the
infected are mutually reinforcing
objectives.

tdentifying Priorities

The second stage of the partici-
patory redesign process sought to
involve stakeholders in building a



03/22/98 18:31 703 235 4468

consensus for USAID’s tuturc prior-
ities in HIV/AIDS. Participants at
USAID-sponsorted workshops in
Washington confirmed the valuc and
validity of the framework developed
in stage one aud established criteria
for selecting USAID's priatity objec-
tives from that framework. Amang
the criteria are magnitude of impact
on the epidemic, feasibility of
attaining the objective, potential for
capacily building and sustainability,
and the degree to which the welfare
and empowerment of women and
other vulnerable groups are
promoted.

Using these crileria, USALL
identified the six areas of program
matic focus for its BIV/AIDS
strategy tor 1998-2005. Expressed as
resuits to be achieved by USAID
programs, these six foci are designed
to help the Agency reach the overall
objective of “Increased use of
improved, effective and sustainable
responscs (0 reduce HIV trans-
mission and to mitigate the impact
of the HIV/AIDS pandemic.”

® [ncreased quality, availability, and
demand for information and ser-
vices 10 change scxual risk hehaviors
and cultural normns in order ta
reduce transmission of HIV,

and STT prevalence, trends, and
program impacts.

= High-quality, timely assistance pro-
vided ta USALD's regional bureaus
and imissions, international organiza-
tions, and other partners to ensure
effective and coordinated implemen-
tation of HIV/AIDS programs.

Designing Strategies

In stage three of the redesign
process, USAID staff worked to
translate the stakeholder-identified
priorities into a series of specific
strategics. For each programmatic
facus selected in stage two, the
design team outlined the activities
that would make it possible to
achjeve the desired result and iden-
tified performance indicators to
measure the Agency’s progress
toward achieving that result. It also
worked o highlight and reaffirm the
Agency’s commitment to addressing
esscntial cross-cutting issues, such as
HIV/ALDS care and support, NGO
capacity building, policy reform, and
a focus on yourth.

STRATEGIC
APPROACHREKS

The strategic objective and
long-range strategy that emerged
trom the review process were built
on two overarching theres: (1) the
need for continued and expanded
emphasis on sustainable responses to
prevent HIV transmission, and (2)
a new emphasis on mitigating the
epidemic’s impact on people and
communities while more closely
studying its social, economic, and
policy impacts.

Prevention and mitigation
cfforts will be undertaken in a
selected sct of emphasis counlries,
enabling the Agency to focus more
effectively on achieving results and
building capacity in the countries it
docs target so that they can sustain
implementation once foreign assis-

™ Enhanced quality, availability, and
demand for STI prevention and
ILATIAZEIMENT SErvices.

m Improved knowledge about, and
capacity to address, Uic key policy.
cultural, financial, and other con-
textual constraints to preventing and
mitigating the impacts of
HIV/AIDS,

m Strengthened and expanded
private sector organization responses
in delivering H1V/AIDS information
and services.

® [mproved availability of, and
capacity Lo generate and use, data

to monitor and cvaluate [11V/AIDS
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tance has ended. A more focused
response will also heighten oppartu-
nities for impact and increase
opportunities for demonstrating
successful program models.

Preventisn

Since 1987, USALLY's strategy has
centered around three approaches to
HIV/AIDS prevention: increasing
distribution of condoums, changing
high-risk behaviors through
behavior change communication,
and improving the diagnosis,
treatment, and control of sexually
transmitted infections. Each
approach, over time, has had
demonstrable impact in the field.

Roughly 70 percent of USAID’s
averall budget tor HIV/AIDS pro-
grams will be spent to coutinue pre-
vention aclivities. These prevention
efforts will build on successes
achicved to date and will concentratc
on strengthening the long-term sus-
tainability of HIV/AIDS programs.

Mifigafting Impact

To enhance its prevention
agenda, USATDD's expanded portfolio
will embrace new cfforts to mitigate
the cffect of the epideinic un indi-
vidual lives and communilies.
Activities will include;
= Improving basic care and psy-
chosocial support for people living
with HIV/AIDS and their survivors.
® Improving and expanding
HIV/STT surveillance systems.
m Promoting operations research to
tdenuify “best practices.”
® Assisting PVOs and NGQs, inclu-
ding community-based organiza-
tions, involved in HIV/AIDS
activities.



03/22/98

18:32

32 Focusing on the Fulure

D703 235 44868

AMEX INTERNATL

THE PREVENTION-TO-CARE CONTINUUM

aozz

For more than a decade,
HIV/AIDS programs in developing
countries have focused on pre-
vention. With no effective,
affordable treatment available,

many donors znd nongavernmental

organizations invest their resources
in protecting people from HIV
infection rather than caring for
those already infecred.

Rut health care providers, out-
reach workers, and community vol-
unteers are tinding it increasingly

need for HTV/AIDS care and
support would drain precious
dollars from effective preventivn
effurts, making it impossible to slow
the spread of the epidemic, Even in
sub-Saharan African countries
where few have access to antiviral
treatments such as AZT or the new
drug “cockrails,” the cost of basic
hospital tnpaticnt care for one AIDS
patient ranges from U.5.8210 to
$936. In contrast, a comprehensive
HIV/AIDS prevention and ST1

THE HIV PREVENTION-TO-CARE CONTINUUM

NASCENT

CONCENTRATED

GENERALIZED MATLURE

grounds. They argue that a single-
minded focus vn prevention
undermines the credibility of an
HIV/AIDS program among the
very people it is intended to help,
especially in countries with high
HTV prevalence. At the same time,
tending to people living with
HIV/ALDS and their families and
communities without using

their experience to reinforce pre-
vention messages is Lo miss the
most obvious of motivalional
opportuniugs,

Experience suggests that pro-
viding HIV/AIDS care and
support enables prevention pro-
grams to reach those mast likely to
transmit the virus. And one recent

Fewer AIDS coses,  High prevalence in  Increasing Increasing . - ]
!owhi:ll\'l‘ privulenca “high-risk groups”  preval a'nx:ﬂ in mortality study provided powertul evidence
in “high-ris| genera o . 5T
groupy” population of the importance of providing

‘largeted behavior
change interven-
tians (RCTY,
including condum
social marketing

ST] wanagemen|

Bascline behavior
sindies

Increase targeted
BC (inddude
HIV+ and HIV.
MIEssEEes)

Increase use ol
peer education

Consider coun-
seling and testing

Policies to
reduce sligma

Establish referral

sysiems

HMame-hased

Consider oppar-
cate models

tunistic infecrions
interventions

Qrphan
Improve TD interventions

ann
management Health systems
Interventions to strengthening
reduce vertical
Lransmission Explore models to
increase nse af

antiviral therupies

difficult 1o maintain Lhis artificiai
separation between prevention and
care, particularly in countries with
mature ¢pidemiics. And many
believe that an cxclusive focus on
preventing further transmission
actually weakens prevention cfforts,
Those who support the
cmphasis on prevention fear that
any attempt to meet the burgeoning

management program in a work-
place in one of these countries
would cost U.S.$15 to $25

pet person reached. In the case
of HIV/AIDS, an ounce of pre-
vention may truly be worth a
pound of “cure”

Howaver, many now believe
that integration of HIV/AIDS care
and prevention is essential ou both
humanitarian and practical

STI treatment for those living with
HIV/AIDS. In Malawi researchers
from the University of North
Carolina at Chapel Hill, with
support from AIDSCAP, found
tlwat Lreating gonorrhea in HIV-
positive men reduced the amount
of virus in their semen eight- to
tenfold, making them far less likely
to infect others.

Few studies, however, have
examined the relationship between
HI1V prevention and provision of
care and support. A USAID-
AIDSCAP-UNAIDS study
underway in Tanzania, Kenya, and
Trinidad—the first randomized
controlled trial of the impact of
voluntary HIV counscling and
testing on sexual risk behavior in
the developing world—is expected
to yield widely applicable answers
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abaut the cost-effectiveness of
such services as a prevention
intervention. And a small USAID-
sponsored study by AIDSCAP in
Tanzania will shed light on how
psychosocial support affects the
behavior of individuals during the
[irst few months aller they learn
that they are HIV-positive.

Although questions remain
about the most cost-effective ways
to link prevention and carc, a
consensus 1s slowly cmerging thal
AIDS care and support do have a
role to play in prevention cfforts.
The figure on page 32 dlustrates
how mitigation of some of the
epidemic’s impacts can com-
plement prevention efforls al dif-
ferent points along the continuum
“epresenting the increasing preva

nce of I1IV/AIDS in many
countries.

This cantinuum is all too
familiar 1o USAID staff working
in high-prevalence countries
Whefe the PI'ESSUTE on goverm‘ncnt
services, communirty resources,
and family survival threatens the
very social fabric. While the
majority of USAID’s HIV/AIDS
prograsuning will continue to
focus on prevention, the Agency
has broadened its strategy to
LUCOY'PO’.'SrE new minhatives PT[)-
moting a morc holistic approach
to the pandemic, USAID’s contri
bution will be to idenrify ways to
improve carc for those living with
HIV/AIDS and psychological,
social, and legal support for all
those alfected by the epidemic.

FROM STRATEOGY
YO ACTION

USAID's approach to achieving
its strategic objectives 15 built around
[ive core aclivity areas: operations
research, regional and country inter-
ventions, social markeung, evalu-
ation and dissemination, and multi-
lateral assistance.

The Agency’s global leudership,
research and development activity will
place renewed emphasis on advancing
the state of the art in responding to
ITIV/AIDS through operations
research, field tests of interventions,
and promotion of hesl praclices.
Topics of research will include $T1
management and prevention, inte-
gration of HIV prevention into public
and private sector health services, and
analysis of policies governing delivery
ol care and support services to peaple
living with HIV/AIDS and their fam-
ilies and communities.

Operations research in behavior
change communication is particu-
larly critical in arder to improve
strategics for influencing individual
sexual risk behaviors and social
norms in specific countries. A sub-
stantial need remains for leadership
in developing expertise and net-
works on which national programs
cant draw w1 tailoring prevention
messages for different segments of
their populations.

Lessons learned through global
lcadership initiatives will be quickly
put into practice through dissemi-
nation of best practices and in
USALLY's regional and country inter-
ventions, Through this activity, the
Agency will continuc to provide the
(echinical assistance, training, logis-
lical and other support required by
field programs and USAID missions
1o implement HIV/AIDS and STI
preventiaon programs.

- Country and regional support
will include assistance in developing
strategies and structures for inte-
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grating FIIV/AIDS interventions into
other primary care and reproductive
health initiatives. Mecthods of pra-
viding such assistance arc contingent
upon whalt is most appropriate for a
country or region, but could include
long-term technical advisors, shorl-
term consultants, and cooperating
agencies.

The third core activity, social
marketing, has proved effectiveness
in making STI/HIV prevention
information and condoms widely
accessible al nominal cost to the
consumer. Under USAID’s new
strategy, the role of social marketing
as a mainstay of prevention pro-
gramming will expand to include
additional public health products
such as the female condom,
prepackaged therapy for STIs, and a
vaginal microbicide when it becomes
available. The Agency will also focus
on expanding social marketng inter-
venlions to national or regional scale
and evaluating their impacr.

Through its design, monitering,
evaluation, and dissemination
activily, USAID will provide its mis-
sions and other partners in
HIV/AIDS prevention with access ta
technical assislance 1n program
design and evaluation and to the
lessons learned from all the activities
under its partfolio. Effective dissemi-
nation of such lessons builds
informed interest, encourages part-
nerships, and helps programs and
their implementers avoid the pitfulls
thal other programs have already
encountered. USALL will place
renewed emphasis on developing
systems that provide missions, coop-
erating agencies, inlernational
donors, and governments regular
access to current technical,
descriptive, and cvaluative infor-
mation on active and completed
HIV/AIDS programs.
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Finally, USAID will continue

providing multilateral assistance 10 THE COMMUNITY AS A LOCUS FOR ACTION
United Nations partners and others ——e——
cngaged in international HIV/AIDS Conmununily action has been an essential part of the response to
programming. Through this activity, HIV/AIDS since the early days of the epidemic, when community-
the Agency will support UNAIDS, based organizations (CBQOs) were created to fill the gaps in often inade-
the successor to the WHQ Global quate public and private services for people with HIV/ATDS. Many of
Programme on AIDS. The interna- the most respected and cffective HIV/AIDS organizations, such as The
tional leadership of such an organi- AIDS Service Orgamzalion (TASO) in Uganda and Jamaica AIDS
zallon ts ncreasingly inportant al 4 Support (JAS), began as support groups for the family and friends of
time when, notwithstandisrg the those who had died of ALDS. Responding to the evolving needs of their
inexorable growth of the HIV/AIDS . communities, these CBOs gradually expanded their efforts to
pandemic, a degree of “donor HIV/AIDS care, prevention, and advocacy.
fatigue” is weakening the resolve of USAID hus recognized the immportance of comnnunily action i
many multilateral and bilateral HIV/AIDS prevention and care and has channeled much of its funding
funders. USAID will look to for HIV/ALDS 1o CBOs and other local nongovernmental organiza-
UNAILDS to play an increasingly tions. About 70 percent of the activities of the AIDSCAP Project, for
prominent role in coordinating the cxample, were carried out by more than 500 NGOs and CBOs. Since
HIV/STI/AIDS activities of interna- somne uf these groups were ledgling organizations und many others
tional donors at the country level, were already experienced in health or development but were new to
the HIV/AIDS tield, AIDSCAP’s technical assistance, training, and
lc:sousiss- CUTTING institutiot'l- building support were critical to the success of these
partnerships.

In addition to its core activities,
USALD will undertake a series of
new, exploratory initiatives intended
to provide cutting-edge support to
the priority clements of its portfolio.
Such cross-cutting issues as the
linkages between care and pre-
vention, NGO capacity building,
young people’s access to information
and services, und integradon of pro-
grams will influence all aspects of
HIV/AIDS prevention and miti-
gation, thus making them particu
larly important to the improved
effectiveness of all programs.

With the new priority given 1o
efforts to mitigate the impact of
HIV/AIDS, research on the pre
vertion -to-care continKUm assumes
critical importance. Operations
research in this area will investigate
how best to create reinforcing
linkages between prevention and

The Agency has also helped fund the NGO capacity building and
network strengthening efforts of the International HIV/AIDS Alliance,
the National Council tor International Health, and the Ilnternational
Council of AIDS Service Qrganizations. In addition, USAID's support
for groups involved in advocacy, such as the Kenya AIDS NGOs
Consortium, fustered the creation of successul grass-rovts movements
th influence national HIV/ATDS palicies in a number of countries.

This reliance an organizations with deep roots in their commu-
nities has enabled USAID to reach millions of people with prevention
messages and services that are truly responsive to their needs. It also
offers the potential to leave behind a sustainable indigenous response (o
the epidemic in countries that eventnally “graduate” from U.S. supporl.

USAID's new strategy calls for an even greater emphasis on com-
munity action for HIV/AIDS prevention and care. In addition to
strengthening NGO capacity building efforts, the Agency will create links
with other USAID programs, such as democracy and governance initia-
tives, that pramate community empowerment. The ullimale goal will be
sustainability: enhancing technical and management skills and building
strong networks among community organizations to ensure that they can
continue HIV/AIDS prevention, care, and advocacy effarts in the future.

care. Research that leads Lo appro- support, will make a major contri- and legal support for infected indi-
priate, workable definitions of care, bution to the mitigation cffort in viduals and their families, laws and
followed by guidelines for providers ~ USAID-assisted countries. Other policies that may restrict care givers,
engaged in home and community areas for country-specific study and inngvative approaches to

include guidance on psychosocial meeting the needs of AIDS orphans.
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Mitigation efforts must be com-
plemented by biomedical research to
develop methods for preventing
further HIV transmission. Using its
own resources and leveraging those
of others, USATD will conlinue to
play a leading rolc in sponsoring
rescarch into key new technologies,
such as vaginal microbicides, inex-
pensive ST1 diagnostics, methods to
reduce mother-to-child trans-
mission, and vaccines for use in
resource-limiled settings.

The Agency will also collaborare
with ather development partners to
help governments build and
strengthen I[IV/AIDS surveillance
systers. USAID has supported the
U.S. Burean of the Census (BUCEN)
HIV/AIDS Surveillance Database
since 1987 and recently began
working with UNAIDS to develop
guidelines for biological and behav-
1oral surveillance in develaping
countries. Recognizing the growing
nced to understand the dynamics of
HIV transmission and the results of
STI/HIV/AIDS prevention interven-
tions, USALD will continue warking
with UNAIDS, BUCEN, and the
Centers for Discase Control and
Prevention to develop state-of-the
arl sysleins for STI/HIV surveillance.

Another activity that cuts across
all aspects of HIV/AIDS programs
is NGO capacity building, Non-
govermental organizations are
becoming increasingly important in
developing countries far mabilizing
resources at the community level
and developing programs that arc
both appropriate and cost-effective.
Yet many of these NGOs are rela-
tively new and inexpericnced, and
most need technical assistance and
training to meet the technical, pro-
gramrmatic, and managerial chal-
lenges of the epidemic.

USALD will place major empha-
sis on building the capacity of
indigenous NGOs to play permanent
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roles in the design, implementation,
and evaluarion of HIV/AIDS pre-
vention and care programs. These
roles could range from serving as
focal points for community-based
social marketing activities, to orga-
nizing model private sector care and
service organizations, to recruiting
and training volunteers Lo assist
families affected by the epidemic, to
exploring the potential for mutually
supportive activities between them-
selves and U.S. HIV/AIDS NGOs.

Providing access to mforrmation
and services ﬁ)r yourh will remain an
important element of USAID-sup-
ported HIV/AIDS programs. Youth
volunteers, young peoples’ associa-
tions, and school groups have been
somc of the most enthusiastic pro-
moters of respansible sexual
behavior in the age of AIDS. Models
of successtul in-school and out-of-
school programs are available to be
adapted and replicated.

USAID will support the adap-
tation and replication of these suc
cessful programs through operations
rescearch to determine which
approaches arc most effective for dil-
{erent ages in different settings.
Lducating youth on how to prevent
HIV infection must start at an early
age, and experiences to date with
programs for youth audiences will
be instructive,

As the cpidemic has matured,
policy reforrm has moved beyand dia-
logue to generate government com-
mitment to HIV/AIDS prevention
and care. A more advanced set of
policy issues now includes secking
direct governmental conteibutions to
the effort, decision making on
resource allocation, addressing dis-
crimination and stigma, and identi-
fying the appropriate care and
support interventions for people
living with HIV/AIDS, survivors,
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and affected communities. To
address these issues in the policy
arena, USALD will support behav-
ioral research and the generation of
more sophisticated policy tools, such
as simulation models to assist
policymakers in making resource
allocation decisions.

A final cross cutting issue and a
continuing USATD priority is the
integration of various reproductive
health and primary care services,
including HIV/AIDS prevention, ST1
diagnosis, treatment and prevention,
family planning and primary health
care, Family planning, and maternal-
child health clinics, for example, otter
promising opportunities for reaching
millious of sexually active adults with
comprehensive and complementary
reproductive health services. Tnte-
grating health services can also
improve both cost-cftectiveness and
the quality of the services themselves.

[iffective integration of rcpro-
ductive health services 1s only one
of the many health and devel-
apment challenges posed by the
HIV/AIDS epidemic. Although
these challenges may seem daunting
in the face of a relentlessly
expanding epidemic, USAID's
thorough review of prevention
experience to date offers reason for
cautious optimism.

Many operational questious
remain, hul we now have evidence
thal Lhe prevention approaches we
have developed and refined over the
years work, and we have the expc-
rience 1o apply them ever more eflec-
tively. TISATI)'s stralegy, which repre-
sents the collective wisdom and
vision of those on the front lines of
the pandemic, offers a blueprint for
using the lessons of the past decade
to meet the challenges of the future.
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USAID FY 1995
HIV/AIDS ORLIGATIONS BY COUNTRY

ECONOMIC  SPECIAL FY 95
DEVELOPRENT SUPPORT ASSISTAMCE MEW INDEP POP COUNTRY
DEVELUPMENT ASSISYANCE FUND FOR AFRICA FUNDS INHTIATIVE STATES ACCOUNT Toral

) : Mission - . FS. ' Missian FS Mission . Missian - - Mission
Covntry Core Funds.~~ Fonds. - Care Funds Funds Corc Funde - Core Fundz - Core Funds - o
Guatemala - - - - - - - 335,731 335,731
Guyana - - - - - - - 39,373 39,373
Haiti 2,515,000 1,000,000 - - 384.000 - - 150,080 4,049,086
Honduras 150,000 600,000 - - - - - 417,147 1,167,147
Jamaica 965,000 £75,000 - - . - - 86,885 1.926.885
Mexico - 100,000 - - - - - 565,961 665.561
Moaontserrat - - = - - - - 348 348
Nicaragua 113,000 25,600 - - - - - 418,815 557,415
Panama - - - - - - - 28,345 28,385
Peru - - - - - - - A348,420 638,425
ROCAP 2,000,000 - - - - - - 2,000,000
Suriname ~ - - - - - - 74,593 74,593
Trinidad & Tobago - - - - - - 46,633 46,673
1AC Regional Total 7,647,000 4,350,600 : - 384,000 - - 3,706,363 17,087,963
WORLDWIDE
interrcgional - : - - - - - 329,705 329,705
PHNC 51.841.000 - 8,247,000 - - 154,000 364,000 99,400 60,705,400
PPC. 287.000 - - - - - - - 287,000
BHR 897,000 - - - - - - 897,000
winc 1,261,000 - 13.000 - 39,000 39,000 - 1,352,000
AA/STC 73,000 - 1,000 70,000 - - - 144,000
Worldwide Total 54,359,000 - 8,261,000 70,000 193,000 403,000 419,105 63,715,105
GRAND TOTAL 68,383,000 8,356,600 38,748,000 2,000,000 2,472,000 193000  4UIOU0 31,297,279 151,852,879

Note: The grand total includes 1995 Population Account funding for contraceplive procuremenl of $31,197,882.
Source: USAID Activity Code/Special lnterast Syslent 10716796 and USATD Worldwide Database.
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HIV/AIDS OBLIGATIONS BY COUNTRY
EcoNOMIC  SPECIAL FY 96
DEVELOPMENT SUPPORT ASSISTANCE NEW INDEF POP COUNTRY
DEVELOPMENT ASSISTANCE FUND FOR AFRICA FUNDS INITIATIVE STATES ACCOUNT TOTAL
L Mission oo : Mission £$ Mission . Mission. . Mission :
Country oo v Core Funds » Core Fundy Funds Corv Funds “Core Funds  Core Fumds -~ . :
. z AFRICA REGION .
Africa licgional 1,995,000 550,000 - - - - - 2,545,000
DBenin 772,000 - - - - - - 231,014 1,003,014
i Cameroon - - - - - . 764,771 764,771
Central African Rep. - - 120,000 - - - - 112,565 222,565
Chud - - - - - = - 3.193 3,193
Cote d’'Ivoice - - - - - - - 744,686 744,586
Lritrea 288,000 - - - - - - 140,062 423,062
Crhiopia 2,813,000 - - - - - - 1,100,793 3.913.793
Ghana 1,645,000 - - - - - - 623,667 2,268,607
Guinea 1,504,000 - - - = - - 179,060 1.683.060
Guinca-Bissau - - - - - - - 10117 10.117
Kenya 1,206,000 1,501,000 he - - - - - 2,707.000
Lesotho ) - - - - - - 19,164 19,164
Madagascar - - - - - - 230,534 220,534
Malawi 5,687,000 - - - - - - 412,852 6,099,852
Mali - b 2,028,000 - - - - 333317 2,361,317
Mauritania - : - - = - - 17,288 17,288
Mozatbique 2,251,000 500,000 - - - - N 259,549 3,010,549
Niger 136,000 100,000 - - - - - 123,799 359,799
Nigeria 90,000 10000 = " - - 1,187,014 2.187,014
Rwanda - - 1,994,000 - - - - 259,455 2,253,455
REDSQ/EA 138,000 - - = - - 138,000 -
RENSQ/WA 2,030,000 670,000 " - - - - 2,700,000
Sahel Regional - - 61.000 - - 61.000 -
Senegal - 725,000 - - = - 150,871 1,181,871
Sicrre Leone - v - - - - 5,794 5,794
South Africa 1,028,000 - - - - - = 1.028.000
Southemn Africa Region - - 250,000 - - - - 250,000
Tanzania 441,000 3.820,618 - - - - 613,838 4,875,450
Togo = - = - - - 186,362 186,362
Uganda 4,943,000 - - - - - - 701,069 3,644,069
Zambia 1,988,000 - - - - - - 280,645 2,268,645
Zinibabwe 2,990,000 440,000 - - - - - - 3,430,000
Africa Regianal Total 34,945.000 9,216,618 4,453.000 - - - 8,977,479 57,592,097
ANE REGION
ANFE Regional 4,500,000 - - - - - 4,504,000
Algeria - - - - - 104,592 104,592
Bangladesh - - - - : - 1,327,361 1.327.361
Canbodia : - - 1,025,000 - - 44,878 1,069 .87/8

Note: The grand totsl includes 1996 Population Account funding fur contraceptivé procurcment of §19,701,021.
Source: USAID Acuviry Code/Special Inteiest System 10/16/96 and USAID Worldwide Database and G/PHN/HN
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USAID FY 1206 _
HIV/AIDS OBLIGATIONS BY COUNTRY
ECONORIC  SPECIAL Y 96
DEVELOPMENT SUPPORT  ASSISTANCE popP COUNTRY
DEVELOPMENT ASSISTANCE FUND FOR afRICA FONDS TNITIATIVE ACCOUNTY TOTAL
D Mission Mission ~ B8  Mission - Mission .

Cagstry . Core Funds . - Cora Funds - Funds ~ Core Funds - Core Funds
Haill 50,000 - - - 191,000 - 281,000
Honduoras 108,000 905,000 - - - - 448,970 1,461,976
Jamnaica 791,000 500,000 - - - 3,438 1,294,438
Mexico 4,000 - - - - - 384,154 388,154
Montseryit - - - - - - 385 385
Nicaragua - 148,000 - - - - 284,687 432,687
Panama - - - - - - 5,887 5,887
Faraguay - - - - - - 1,454 1,454
Peru 100,000 - - - - - 1.072,295 1,172,295
ROCAY 4.514,000 60,000 - - - - - 4,574,000
St Kurs - - - - - - 971 971
LAC Regional Total 9,875,000 4,543,946 - - 191,000 4,969,309 19,579,255
WORLDWIDE
PHNC 44,090,446 - - - : - - - 44,090.446
PPC 251,000 - - - - - 251,000
BHIR B62,000 - - - - - 862,000
WORLDWIDE Total  45,20%,446 - - - - - - 45.2003,446
GRANIY'JOTAL Y6,325.446 15,210,551 4,453.000 - 1,216,000 - 19.801,021 137,506,021
Nate: The zrund total inchides 1996 Pupulation Accanni Funding {or conrraceptive procurement of £19,701,021.

Saurra: USAID Activity Code/Speial Intevest System 10/16/96 and USAID Worldwide Databvse and G/PTN/HN.
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