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TEXT:
Were these incorporated into the minutes?
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"Hall, Andrea" <AHall@s-3.com> 
07/28/99 11:08:03 AM 

Record Type: Record

To: Daniel C. Montoya/OPD/EOP 

cc:
Subject: FW: updated PACHA minutes

Daniel,

Attached are the June 1999 PACHA full council minutes with R. Aragon's 
comments/changes.

Please let me know if there are any more changes or if the minutes can be 
made final.

Thanks,
Andrea

> ...... Original Message......
> From: Ross, Julia
> Sent: Wednesday, July 28, 1999 10:56 AM
> To: Hall, Andrea
> Subject: updated PACHA minutes
>
>
>
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CDr.R.ScottHitt,Chair,openedtheThirteenthMeetingofthePresidentialAdvisoryCounci
lonHIV/AIDS(PACHA)at8:30a.m.HeimmediatelyintroducedSandraThurman,DirectoroftheO
fficeofNationalAIDSPolicy(ONAP),asshehadtoleavetheCouncilmeetingearlytoattendth
eWhiteHouseConferenceonMentalHealth. SandraThurman,Director,ONAP,andToddSumme
rs,DeputyDirector,ONAP UpdateonONAPActivities "r > VaccineResearchCenter(
VRC): Ms.Thurmanbeganbyannouncingthededicationofthe 6 DaleandBettyBumpersVaccin
eResearchCenterattheNationallnstitutesofHealth(NIH)on  Wednesday ,June9.ShesaidPre
sidentClintonwasscheduledtoparticipateintheceremony,andnotedthatDr.HaroldVarmus
andDr.AnthonyFauciwouldgivepresentationsonthestateofvaccineresearch. JeffordsKe
nnedyBill: Ms.ThurmansaidtheJeffordsKennedybilllookedlike ago,andthat 8" avotew
aspending.Thebillendedupat$300million.ShesaidONAPwaspleasedwiththeeffortsofSena
torsJeffordsandKennedy,andcalledthelegislationanoseunderthetentofMedicaidexpan
sion. Medicaid: Ms.ThurmansaidtherehadbeensomeprogressontheMedicaidfront:Maineh
as (#x, submittedandMassachusettsispreparingtosubmitawaiver,andtheFloridaandGeo
rgiawaiversarestilldeveloping.TheDepartmentofHealthandHumanServices(HHS)isprovi
dingtechnicalassistancetoanyStateinterestedinawaiver. CongressionalBlackCaucus(



CBC): ONAPhasbeenworkingwiththeCBCtobegina *h%6 dialogueonservingcommunitiesofc 
olor.Aroundofmeetingsisscheduledtobeginthisweek. +&8 U.S.ConferenceofMayors: D 
uringtheweekendofJunel213,ONAPwillmeetwiththeU.S. ConferenceofMayorstodiscussu 
rbanissuesandHIV/AIDS.TwentyoneAlDSCoordinatorswillattendthemeeting,andRyanWhit 
ereauthorizationwillbeamongthetopicsaddressed. CentersforDiseaseControlandPreve 
ntion(CDC): Mr.Summersreportedthatseveral >
CouncilmembersparticipatedinaMaymeetinginAtlantaonthe KnowYourStatuscampaign,a 
ndnotedthatDr.HeleneGayleoftheCDCwouldbegivingtheCouncilanupdateduringthecurren 
tCouncilmeeting.TheCDCspreventionplanningprocessisunderwaytoassesstheagencyspri 
oritiesforHIVpreventionfunding.Mr.SummerssaidONAPencouragedCDC,andCDCagreed,toi 
ncludecommunitygroupparticipationinthatassessment.AworkinggroupofCDCsCommunityA 
dvisoryBoardwilllookatprioritiesdraftedbyCDC,andwillanalyzewhattheagencyisdoing 
withthe$640millionallocation.TherehasbeenconsiderablediscussionofthisissueatCDC 
,theOfficeofTVlanagementandBudget(OMB),andonCapitolHill.ONAPshopeisthattheprocess 
willleadtodevelopmentofanoverarchingplanforreducingHlVinfections.Mr.Summerssaid 
hedidnotknowthestatusoftheHealthCareWorkerGuidelines.RegardingtheSurveillanceGu 
idelines,hesaidCDChadhiredLarry GostinofGeorgetownUniversityLaw $ Schooltowork 
onproposedprivacyandconfidentialitystandards.HHSwasnotsatisfiedwiththosestandar 
ds,soitiscurrentlyredraftingandstrengtheningthem.ONAPexpectstogetareportfromHHS 
onthestatusoftheguidelinessoon.ONAPwantstomakesurethattheconfidentialitystandar 
dsareasstrongastheothersectionsofthedraftguidelines.Onthefulltimeequivalent(FTE 
)issue,Mr.SummerssaidCDCisintheprocessofredoingitsbudgetprocesstoclarifywhereth 
eagencysmoney isgoingandhowitisbeingused,particularly withrespecttoadministrative 
areas. African/AfricanAmericanSummit: Ms.ThurmanreportedthattheexpandedPresiden 
tial Z+&8 MemoonthestateoftheepidemicinAfricaisstillbeingdrafted.ONAPisstillget 
tinginputfrommembersofthedelegationtoAfrica,butsheexpectsthememowillbereleaseds 
hortly.ONAPstaffrecentlyattendedtheAfrican/AfricanAmericanSummitinGhana.Reveren 
dSullivan,acivilrightsleader,foundedthetradeconferencel0yearsago,and5,000people 
attendedtheeventthisyear.ThiswasthefirsttimeHlV/AIDSwasontheconferenceagenda.ON 
APwasexcitedtoparticipateintheeventbecauseongoingleadershiponHlV/AlDSisneededin 
thereligiouscommunityandintheAfricanAmericancommunity.SeveralHeadsofStatefromAf  
ricaparticipated.AlexanderRobinson,whoattendedtheevent,saidtherewassignificantd 
iscussionoftheitnpactofHlVoneconomicdevelopmentinAfrica.Hesaidtheconferencehadma 
deanimpactonAfricanAmericanleaders,includingJesseJacksonandtheEditorofBssencema 
gazine,who H heardthemessageaboutAlDSinAfricaandAIDSamongAfricanAmericansinanew 
way.Ms.ThurmansaidJesseJacksongaveaSminutespeechonAIDSinAfricabeforetheAfricanA 
mericandelegationdepartedfromAndrewsAirForccBase.Shesaidthiswassignificantbecau 
seitwasahighprofilecorporateandpoliticalgroup.SecretaryofLaborAlexisFlermanalsoi 
ncludedFllV/AIDSinherspeechesfortherirsttime,reflectingamultisectoralapproachtot 
heissuewithinGovernment.Ms.ThurmansaidReverendSullivanwouldbearrivinginWashingt 
ononTuesday,June8,tomeetwithPresidentClintonforapostSummitdebriefing.Ms.Thurman 
saidshewouldattendthatmeetingaswell. StateDepartment,USAID,andOtherAgencies: Ms 
.ThurmansaidONAPhasbeenworking B'"2 withFrankLloyd,UnderSecretaryforGlobalAffai 
rsattheDepartmentofState,toreenergizetheStateDepartmentsresponsetotheepidemic.O 
NAPhopesforsomemovementfromwithintheDepartmentnowthatMr.Lloydisinplace. n+&8 Ms 
.ThurmansaidsheispleasedthattheDepartmentsofCommerceandLaborareshowingmoreleade 
rshiponFllV/AlDS;bothareparticipatingintheWhiteHouseWorkingGroupontheexpandedPre 
sidentialMemo.Sheaddedthattheissueofcompulsorylicensingcontinuestopercolate,and 
shelooksforwardtoadialoguewiththeCouncilonthisverycomplexissue.Mr.Summerssaidth 
eStateDepartmentrecentlyreleasedacompendiumofU.S.Governmentprogramsinvolvedinin 
ternationalAIDSefforts.lnconjunctionwiththereleaseofthatdocument,theDepartments 
entcablestoHeadsofMissionsdirectingthemtoengagetheircounterpartsontheissueofHlV 
/AIDS,withcorrespondingtalkingpoints.TheDepartmentisalsoratchetingupitseffortsi 
nWashington.Mr.Summersrecentlyattendedameetingwithl lorl2AmbassadorstotheUnitedS



tales,Mr.Lloyd,andotherrepresentativesfromtheDepartmentofStateandtheU.S.Agencyf
orInternationaIDevelopment(USAID)toelevateHIV/AIDSasaforeignpolicyissue.Ms.Thur
manstressedthattheAdministrationsHlV/AlDSworkontheinternationalfrontinnowaydetr
actsfromitsworkonthedomesticfront,butthataglobalperspectiveisneeded. SpermDonat
ion: Mr.SummerssaidtheFoodandDrugAdministration(FDA)hadspokentoo F& soononsperm
donationregulations.TheWhiteFlouseandFIHSstillneedtobebriefedontheissue.ONAPisexp
ectingabrieringfromKevinThurminthenext2weeks.WhatevertheFDAspolicyis,itwillbecl
oselyscrutinized. 302Bs: Mr.SummerssaidthereisabattleunderwayonCapitolFlillregar
ding302Bs,which %6!0 aretheallocationsgivenbytheAppropriationsCommitteetoeachof
thesubcommittees.Theallotmentsthatwerehandedoutcorrespondedtobudgetcapsestablis
hedinthepastanddonotcorrespondtotheincomecurrentlyflowingintotheGovernment.Mr.S
ummerssaidthebudgetcutsthatwouldberequiredtomaintaintheestablishedcapswouldbe d
raconian.TheLabor t+&8 HFIScutswouldbeapproximately$1012billion.Thiscouldcomeout
ofprogramslikeRyanWhite,FlIVprevention,andresearch. NeedleExchange: Ms.Thurman
reportedthatbillshavebeenintroducedinboththeHouseand & Senatetobanindirectfundi
ngofanyprogramssupportingneedleexchange.ONAPisorganizingameetingofprivatefunder
stofacilitatethedisseminationofinformationonneedleexchangethroughprivatechannel
s.Themeetingisplannedforfall.Mr.SummersaddedthatFlFlSiscurrentlydraftinga streetl
evelguideonthescienceofneedleexchange. QuestionsandComments: (x Respondingtoa
questionfromReginaAragon,Ms.ThurmansaidshedidnotknowwhetherthePresidentwouldvet
oanyfreestandinglegislationbanningindirectordirectfundingofneedleexchangeprogra
ms,butshecommittedtospeakingtothePresidentaboutit.Ms.AragonsaidfinalHlVsurveill
anceguidelinesissuedbyCDClaterthisyearshouldbefreeofbias.ShestatedthattheCounci
IhopesthatONAPwillcontinuemonitoringthisissuetoensurethatthefinaldraftdoesnotco
ntinuetobebiasedagainstnonnamebasedreportingsystemsandthatthepresentationofthes
cientificevidenceonthedeterrenteffectsofnamesreportingbepresentedfairly.RobertF
ogelaskedaboutthestatusofthePresidentsunderstandingoftheneedforgreaterfundingon
globalhealthissues.Ms.ThurmansaidthePresidentcertainlyunderstandstheneedforgrea
terfunding,andthatAdministrationofficialsatthehighestlevelsarepayingattentionto
it.Shesaidsheshouldhaveanideaonappropriationsforglobalhealthinthenextweek.Benja
minSchatzaskedforanupdateontheFiealthCareWorkerGuidelines.Dr.EvaSeilerofCDCrepor
tedthattheguidelinesarestillatCDC.Dr. Jeffrey Koplanreadthedraftguidelines (#
4 andfeltmoreworkneededtobedone.Flewasconcernedthattherewerenotenoughpatientprot 
ections,sotheguidelinesarenowbeing repackaged.Ms.Thurmanvolunteeredtocallboth t 
+&8 KevinThurmandDr.Koplantoinquireaboutatimetableforreleaseoftheguidelines. 
Dr.R.ScottHitt t PACHAlnterimActivities & 11 Dr.Hittreportedonthreemajoractivit 
iessincethelastPACFIAmeeting. MeetingwithKevinThurm: TheExecutiveCommitteemetwit 
hMr.ThurmonApril27, ^ duringwhichCommitteemembersfocusedonseveralrecurringissu 
es.AccesstoCare:Dr.FlittemphasizedtoMr.ThurmthattheCouncilwantstoseea bigplan.A

oneortwopagerfromFlFlSoutliningapolicyonaccesstocarewouldindicatesomeleadership 
ontheissue.KnowYourStatusCampaign:Dr.HittsaidtheCommitteemadeitclearthatabig,bo 
Idinitiative b isneeded,includingCDCaswellastheWhiteHouseandONAP.IfCDCcontinues 
toleadonthis,thecampaignmaygetlostinthebureaucracy.Leadershipfromaboveisneeded. 
NeedleExchange;Dr.Flittemphasizedthatnew,updatedscienceneedstobedisseminatedto $ 
healthexpertsandlegislatorsacrossthecountry.Flenotedthattheoppositionhasbeenact 
iveingettingitsmessageout,whereasHFlShasbeensilent.AmorepublicroleonthepartofFlHS 
wouldhaveanimpact.SurveillanceGuidance:Thelanguagehasnotbeenfinalizedyet.TheExe 
cutiveCommitteeis $. encouragingHHStostatethatuniqueidentifiersareasgoodasnames 
reporting.FromtheCouncilsviewpoint,eitheronewouldbesatisfactory.Thisiscurrently 
ahotissueinCalifornia,whereanamesreportingbillwasrecentlyscuttled,andauniqueide 
ntifiersbillispending.OfficeofMinorityHealth(OMH):TheCommitteeurgedtheAdministr 
ationtodowhateveritn+&8 cantoensurethatthe$8millioninOMFIfundingthatwasleftouto 
ftheFY1999appropriationsbillberestoredsothattheplannedprogrammingcanbegin.Flealt



hCareWorkerGuidelines’.Mr.Thurmdidnotknowthestatusofthese. & HHSRegionalMeetings 
:TheseendedinearlyJune.TheCouncilwantsareportonanyaction
takenasaresultofthesemeetings.Mr.ThurmsaidHHSwantstorevamphowtheylookatAIDSwit 

hintheDepartment.Overall,Dr.HittsaidthemeetingwithMr.Thurmwas hardedged.TheExec 
utiveCommitteeconveyedthefeelingthatthereisalackofleadershipatHHS.lssuesarenotm 
oving.ThenextPACHAExecutiveCommitteemeetingwithMr.ThurmisscheduledforJulyl3.HHS 
Secretary DonnaShalalahascommittedtoattendtheOctoberCouncilmeeting.Mr.Summersemp 
hasizedthatthemeetingwithMr.Thurmdidhaveanimpact.Followingthemeeting,Mr.Thurmex 
pressedsomefrustrationtoseveralHHScolleaguesthattheissuesidentifiedbytheCouncil 
werenotmovingfastenough.Dr.HittalsosaidhemetwiththeNationalOrganizationsRespond 
ingtoAIDS(NORA)ExecutiveCommitteetodiscusscoordinatingtimingandstrategiesonmany 
ofthesameissues.NORAisfocusingonRyanWhitereauthorization.Dr.HittaskedNORAtokeep 
theCouncilinformedontheiractivitiesregardingRyanWhite. LetteronOmnibusAppropria 
tionsBill: TheCouncilsentalettertothePresidentdiscussing ~$. thepotentialnegati 
veimpactofthebillonpubliclyfundedHIV/AlDSresearch. LetterontheEarlyTreatmentofH 
lVActofl999: TheCouncilalsosentaletteraskingthe (#4 Presidenttosupporttheintent 
ofthislegislation. t+&8 QuestionsandComments: Mr.SummersnotedthatDr.PaulGais
twouldbestartingJunel4astheMlHagencyrepresentativeatONAPandwouldbeactinginthisr 
oleforthenextbmonths.Mr.SummersandDanielMontoyanotedthatDr.GaryNabeloftheNIHVRC 
wasntabletoattendthecurrentCouncilmeetingduetoplanningfortheVRCdedication,butis 
interestedinattendingtheOctobermeeting.Dr.HittdirectedMr.Montoyatosetupconferen 
cecalltimestomeetwithDr.Nabel.Dr.HittstressedthatCouncilmembersneedtobeeducated 
onthecompulsorylicensingissue,whichtheInternationalSubcommitteeistakingupinitsm 
eeting.HesaiditisimportantthatmembersnotletafewindividualsontheCouncilswaytheir 
opinionontheissue,becauseitissocomplex.HeaddedthattheCouncilneedstoaddressit,th 
oughithasnotbeenapriorityissuetodate.Dr.HittsaidtheCouncilshouldalsoconsiderwhe 
theritwantstoissueaprogressreportthisfall.Hewouldlikeinputfromsubcommitteechair 
sonwhatsuchareportshouldlooklike,whomitshouldaddress,andwhatmessageitshouldconv 
ey.Mr.AndersonaskedMr.SummersifMs.ThurmancouldpresentastatementfromtheCouncilon 
globalhealthappropriationsduringhermeetingwiththePresidentandReverendSullivanon 
June8.Mr.SummersrespondedthatthiswouldviolateWhiteHouseprotocol,butthatperhapsM 
s.ThurmancouldmentiontheCouncilsposition. AfternoonGeneralCouncilSession%0!0 
AccesstoCarePanelPresentationDE Dr.HittintroducedthepanelofthreeGovernmentrepr 

esentatives.Ms.AragonandThomas *V%6 Hendersonservedascofacilitatorsofthepanel.M 
s.Aragon,representingtheServices h+&8 Subcommittee,beganbyprovidingsomebackgrou 
ndontheissueofaccesstocare.Shenotedthat2yearsago,HHSissuednationalGuidelinesfor 
theTreatmentofHlVDisease.TheseguidelineswerehailedbyAIDSadvocatesasamuchneededn 
ationalstandardofcare.AccesstocareisoneoftheCouncilssixpriorities,andCouncilmem 
bershavediscussedtheissuewiththePresidentandwithMr.Thurmonmanyoccasions.TheServ 
icesSubcommitteehasidentifiedanumberofkeyissuesrelatedtoaccesstocare.l.Thecriti 
calroleofsupportiveservices.Addressingmedicalcareisnotenough.Supportive ^ serv 
icesthatfacilitateaccesstocaremustalsobeconsidered.2. Appropriations.Congression 
alspendingcapsthreatenaccesstocare.
3.Disparateoutcomesacrossracialandethnicg

roups.HIVrelatedhealthoutcomescontinueto H varybyraceandethnicity.Eliminatingth
esedisparitiesmustremainapriorityfortheCouncilandtheAdministration.4.Medicaid.T
heSubcommitteehaslookedateligibilitycriteria.Therequirementthatsomeone mustb
everysickanddisabledbeforequalifyingforMedicaiddirectlycontradictsthetreatmentg
uidelines,whichencourageearlyaccesstocare.OnMedicaidreform,theJeffordsKennedybi
llincludesdemonstrationprojectsthatcouldhelpaddressaccesstocare,andthePelosiTor
ricellilegislationwouldallowStatestoexpandMedicaid.Ms.Aragonsaidthepurposeofthe
paneldiscussionwastoaddressanoverarchingplantoensureaccesstothePublicHealthServ
icestandardofcare.Whatisthebaselineforensuringaccesstocare?Whatistheplantoreach
populationsthatdonotcurrentlyhaveaccesstocare? DanielMendelson,OfficeofManage



mentandBudget (#4 MMr.Mendelsonbeganhispresentationbydescribingseveralconcerns
hehasasthecongressional h+&8 appropriationsprocessmovesfonvard.Regardingthe302B
allocations,henotedthattheleveloffundinginthecurrentHouseLaborHHSbillisdownabou
tl8percentfromlastyear,whilethefundinglevelintheSenateappropriationsbillisdowna
boutl3percentfromlastyear.Thel8percentdecreaseontheHousesidewouldtranslateintoa
cutinRyanWhitefundingofabout$254million,HHShascalculatedthatthiswouldresultinde
nialofservicesto69,000people.Mr,Mendelsoncalledthisa crisissituation,andencoura
gedtheCounciltogetthemessageouttotheAmericanpeople.CDCsreductionisabout$l 18mill
ionforHlVprevention.Mr.MendelsonsaidthereisaproblemwithinCDC,partofwhichisperce
ption.The perceptionproblemisthatsomeofthemoneythatshouldbegoingintoHlVpreventi
onaccountscantbefound.WhathappensisthattherearesomelineitemswithinCDCwhereitisv
eryclearthatthemoneyisgoingintoHIVprevention,andthereareotherHneitemswhereanal
locationmethodologyisapplied.Inthelattercase,somefractionoftheactivitiesoflocal
publichealthofficialsisattributabletoHlVprevention.TheCDChasinitiatedaprocessto
assessthis.Mr.MendelsonencouragedtheCounciltoletCDCknowthatthisisapriority.Hesa
idtheCouncilneedstomakesurethatCDCprogramshavethesamepoliticalcachetasRyanWhite
programs.RepresentativesCoburn,Bliley ,andArmeyhavesentalettertotheGeneralAccoun
tingOffice(GAO)requestingafullauditofFederalHlV/AlDSprograms.Thiscouldappearasa
nappropriationsriderandcouldcompromisefundingstreamsandpublicperceptionsofhowmo
neyisbeingspent.Mr.Mendelsonmentionedasecondpotentialappropriationsriderissuere
gardingneedleexchange.Thisyearsriderwouldtakethepositionthatfundsarefungible,pr
ohibitinganyrecipientofFederalfundingfromrunninganeedleexchangeprogram.ltwouldd
enymoneytovirtuallyallneedleexchangeprogramscurrentlyoperating.OMBwillopposethi
seffort,usingthreearguments.ThefirstisaStatesrightsposition,e.g.,tellingStatesh
owtospendtheirmoneyiswrong.TheAdministrationwilltrytogetStatestoopposetherider.
Second,OMBwill h+&8 pointoutthattheriderwouldresultinadegradationofservices.CDC
willidentifywhichserviceswillbedisrupted.Finally,OMBwillemphasizethatabroaderba
nisdirectlyatoddswiththescientificevidence.RegardingtheJeffordsKennedybill,Mr.M
endelsonsaidOMBispleasedthatthedemonstrationprojectswillremainintact.ltiscritic
althatthebillbebroughttotheSenatefloor.Thedemonstrationprojectswillbeflexibleen
oughtoaccommodatewaiversforStateslikeMaine. EricGoosby,M.D.,HealthResourcesan
dServicesAdministration YDr.GoosbystatedthatbringingHlVpositivepopulationswit
houtaccesstocareintoacontinuumofcarehasbeenaleadingpriorityforHHSoverthelast2ye
arsandwillcontinuetobeapriorityoverthenext3years.TheHealthResourcesandServicesA
dministration(HRSA)andCDCaretheleadagenciesinthiseffort.HRSAhastakenonamottoof
lOOpercentaccessandzeropercentdisparity.Thereisanongoingefforttolookatthelinkag
esbetweenexistinglinesoftreatment"suchasSTDclinics,familyplanningclinics,commun
ityhealthcenters,andmigrantfarmworkerhealthclinics"asreservoirsforpatientswhone
edtobeidentifiedandbroughtintotheAlDScaredeliverysystem.HRSAisworkingwiththeHea
lthCareFinancingAdministration(HCFA)todevelopinnovativerelationshipswithStatest
oembracepeoplewithoutsourcesofpayment.ThedatacomingoutoftherecentChicagoandGene
vameetings,andfromJohnsHopkinsUniversity,indicatethatthiswillbeacosteffectiveap
proachinthelongrun.Dr.GoosbyaddedthatHRSAistryingtodelineatethefactorsthatcontr
ibutetothedisparitiesinlongevity,entryintocare,developmentofopportunisticinfect
ions,stageofcareuponentryintothemedicaldeliverysystem,andmortalitydataamongmino
ritypopulationsintheUnitedStates. h+&8 MikeHashFlealthCareFinancingAdministra
tion b z_Mr.HashsaidHCFAsstrategicplanforAIDShasfocusedonthreeareas;coordinati
onofservices,accesstoqualitycareservices,andaccesstocareitself.Withrespecttocoo
rdinationofservices,HCFAhasestablishedaworkinggroupwithHRSAtoaddresswaystomaxim
izecoordinationbetweentheprovisionoffundsthroughtheRyanWhiteActandthroughMedica
idandMedicare.LastNovember,HCFAsentalettertoStateMedicaiddirectorsurgingthemtom
akecoordinationofservicedeliveryprogramsahighpriority.Accompanyingtheletterwere
twopublications:oneaddressingcoordinationbetweenMedicaidandTitleIloftheRyanWhit
eAct,andoneaddressingcoordinationbetweenStateAIDS [Eps?] 6 andMedicaid.lnaddit



ion,asurveyofStateMedicaidDirectorsisbeingconductedbytheAIDSTreatmentNetworkwit
hsupportfromtheHenryKaiserFami ly Foundation.ThesurveyaddressesStateMedicaidcover
ageandeligibilitypoliciesastheyrelatetopersonswithFlIV,e.g.,prescriptiondrugcove
rage,viralloadtesting,andnewmodelsofservicedelivery.AllbutfourStateshavecomplet
edthesurveytodate.HCFAisintheprocessofanalyzingtheresults.Onqualityofcare,FlCFAi
stakingstepstomaximizeadherencetostandardsofcare.AworkinggroupatHFISislookingatw
aystooperationalizetheNIFITreatmentGuidelineswithinFederalandStatehealthcaredeli
veryprograms.Thegrouphastakenstepstodisseminatetheguidelines:theadultguidelines
werepublishedintheAnnalsofMedicine,andthepediatricguidelineswere $. publishedin
theMorbidityandMortalityWeeklyReport.Bothsetsofguidelineswerealsosent H'”2 outw
iththeStateMedicaidDirectorletter.LastSeptember,HCFApublishedanoticeofproposedr
ulemakingimplementingcertain n+&8 provisionsoftheBalancedBudgetActofl 997withres
pecttoMedicaidandmanagedcare.lnthatregulation,HCFAsolicitedcommentsonthebeststr
ategyforensuringthehigheststandardsforprivatemanagedcareplansthatwishtocontract
withStatestoprovideservicestoMedicaideligiblepersons.HCFAisalsoparticipatingina
maternalandchildhealthprogramwithStatepublichealthdepartmentstodevelopanappropr
iateinitiativetoinformFlIVpositivepregnantwomenandnewmothersofinfantsatriskforHI
Vofthesignificanceofstartingtherapyearly.Regardingaccesstocare,HCFA,OMB,andHFlSh
avebeenworkingwithMainetofleshoutaproposalforanl 11 Swaiver.TheMaineproposalwassu
bmittedlastNovember,andFederalmeetingswithrepresentativesfromMainearecontinuing
.Outsideofl 11 Swaivers, 16Statesnowhavespeciallytargetedhomeandcommunitybasedserv
icewaivers. QuestionsandComments: \ Mr.FIendersonaskedthepaneltocommentonFeder
aldevelopmentofabroadplantoensurelOOpercentaccesstoqualitycareacrosspopulations
.Howdothepiecesfittogether?Whatisthetimeframe?Dr.Goosbyacknowledgedthedifficult
yinreachingpopulationsthatarebecomingincreasinglydisenfranchisedfromthemainstre
amdeliverysystem.ButhesaidHRSAislookingataSyeartimeframeinwhichtheagencywouldst
arttoseedecreasingnumbersofpeopleoutofcare,decreasingnumbersofseroconversions,e
tc.Theideaistocreateacrossthreeagencies"FlRSA,CDC,andtheSubstanceAbuseandMentalH
ealthServicesAdministration(SAMFlSA)"anexpectationofserviceintegrationandprogram
coordination,combiningtreatmentandpreventionservices.FlesaidHRSAneedstostartaski
nggranteestoviewtheirroleas netsofcare,sothatcooperativerelationshipsarepartoft
heFederalexpectation.Thiswouldbeimplementedintheformofguidanceexpectationandtec
hnicalassistancedeliveredbytheFederalGovernment. h+&8 Dr.Goosbysaidtherehasbeen
anacceptanceofthisvisionattheleadershiplevelinallthreeagencies,buttherearesome
bigholesinthereimbursementarenaaswellasalackofinfrastructure.Someruralandurbana
reasmayproveproblematic.Thisyear,therewillbethreeurbandemonstrationprojectscoor
dinatedbyCDCtointegrateservicesacrossfundinglines.Thesedemonstrationsshouldserv
easmodels.ThereisalsoaneffortunderwaytointegrateacrossFHV,STD,andTBprogramsatth
elocallevel.Thisinitiativewillbeginin20citiesinFYl 999.Mr.HendersonaskedDr.Goosb
ytoquantifytheuniverseofthosewithoutaccesstocare.Dr.GoosbysaidHRSAbelievesthere
areabout300,000HlVpositivepersonsoutofcareanduninsured.Theseindividualslivepred
ominantlyinurbansettings,andmorethan50percentaremembersofminoritygroups.Pockets
intheNativeAmericancommunity,andinSanJuanandtheVirginlslands,alsoposeachallenge
intermsofaccesstocare.Mr.Mendelsonnotedthatitisextremelydifficulttoredirectstre
amsofFederalfunding,andtryingtodosomaythreatenonesbaseofsupport.FiealsosaidtheGo
vernmentsinabilitytoaddressaccesstocareforFIIVpositivepersonshasresultedfromthef
ragmentationofthepublichealthdeliverysystem.TheAdministrationdidtrytoaddressthi
sina$l billion,5yearinitiativeinthisyearsbudget.Mr.MendelsontoldtheCouncilthatOM
BisveryopentomakingchangesintheappropriationsprocessandinthePresidentsbudgetreq
uestnextyear.TerjeAndersoncommentedthathewouldliketoseeconcretenumbersputforwar
daspartofabroadplanonaccesstocare.Dr.Goosbyagreedthathighriskpopulationsineachc
ityneedtobeconcretelyidentified,alongwiththeirgeographicallocationsandbehaviora
lpatterns.Oncethesenumbersarederived,thewaysinwhichpreventionservicesinterfacew
itheachpopulationmustbeaddressed.HesaidFlRSAhasattemptedtomovethedialogueinthatd



irection.butithasbeendifficult.TheFederalGovernmentisusedtothinkingintermsofSta
tesandcities,notspecificpopulations. h+&8 Mr.Hendersonstressedthatthe300,000fig
ureneedstobebrokendownintosegmentsforwhichstrategiestoimproveaccesscanbeimpleme
nted.Dr.StephenAbelaskedDr.GoosbywhatmethodologiesareavailablethroughRyanWhitet
ocarryoutqualityassessments,andifsuchassessmentscouldbemandatedintoHRSAsprogram
s.Dr.Goosbyrespondedthatfewmethodologiesareavailable.HRSAunderstandsthisneedand
inthelastyearhasshifteditsfocusfortechnicalassistanceontoqualityassurance.Theag
encyrecentlyhiredDr.MichaelJohnsontodevelopaqualityassurancecapabilityatHRSAtha
twillencompasstechnicalassistanceandtheAlDSeducationaltrainingcenters.Theagency
hasreorganizeditsresourcestomakequalityassurancearealpriority.Dr.Goosbyalsonote
dthatthetightadministrativecapsinRyanWhitemakeitdifficulttoplacealargeexpectati
onongranteestodevelopaqualityassurancecapability.TheHCSUSstudypointedoutthesear
easofdeficiency.Mr.MendelsonsaiditisverydifficuIttokeepoutcomesmeasurescurrent,
particularlywhentreatmentisevolvingasrapidlyasitisforHlV/AIDS.Therefore,heiscon
cernedabouttyingspecificoutcomesmeasurestomoney.Itcouldhaveunanticipatedconsequ
ences.Mr.HashaddedthatHCFAisworkingtofmdwaystoholdintegratedhealthcareplansacc
ountableformeetingappropriatestandardsandtodemonstrateperformanceimprovementann
ually.Ms.StokesquestionedtheGovernmentsabilitytogobeyondoutcomesmeasurestodefm
equalitycare,assessingfactorssuchaspatientsabilitytogetappointmentswiththeirloc
alRyanWhitefundedphysician.Dr.Goosbysaiditwouldbedifficulttogettothatlevelofmt
imacywithagranteeandsuggestedthattheappropriateFederalroleinasituationwhereinap
propriatecareisbeingprovidedwithgoodoutcomesmeasuresshouldbediscussed. h+&8 Ret
urningtotheissueofRyanWhiteadministrativecaps,Ms.AragonsaiditisimportantforHRSA
tobeabletokeepandusethel percenttechnicalassistanceandevaluationshaveavailableth
roughtheRyanWhiteCareAct,ratherthanhavethesefundsdistributedtootherFlFISprograms.
ThiswouldallowFlRSAtoprovidemorerobusttechnicalassistanceandevaluation.Mr.Summer
saddedthatperhapsfundscouldbeobtainedthroughchannelsthatarenotdesignatedasFIIVor
AIDSspecific,suchastheMinorityFlealthProfessionsAct.Mr.Robinsonemphasizedtheneed
forFederalagenciestospecificallyaddressthelackofmfrastructureinracialandethnic
minoritycommunities.Wheretheinfrastructureexists,FnV/AIDSdollarseitherarentavai
lableorhaventbeendistributed.Rabbi JosephEdelheitaskedthepaneliftheestimated69,0
OOpersondropinthenumberofFUVpositiveindividualsservedasaresultoftheFlousebudgetc
utisincludedinthe300,000figureofFlIVindividualscurrentlyoutofcare.Thepanelagreed
thatthe69,000figureisprobablynotincludedinthe300,000totaI.RabbiEdeIheitalsoaske
dDr.GoosbytoexplainHRSAsandCDCstimidityonthe KnowYourStatuscampaigninlightofHRS
Asgoaltoidentifyallseropositiveindividuals.Dr.Goosbyrespondedthatthetwoeffortsa
relinkedandthatbothagencieshopetheywillcomplementeachother.Mr.Robinsonaddedthat
itiscriticaltonormalizetheideaofbeingtested.Dr.Flittsaidhethinksthe300,000outofc
arenumberisanunderestimate,consideringthatthereareabout900,000FHVpositiveindivi
dualsintheUnitedStates,anditisestimatedthatathirddontknowtheirstatus.Mr.Fogelas
kedthepaneltoexplainwhyvariousFIIV/AIDSinitiativesaremovingsoslowly h+&8 through
theFederalprocess.Referringspecificallytol 115waivers,Mr.FIashnotedthatFlCFAtakesc
aretoconsiderwhatkindsofprecedentsitmightbesettingandwhatkindsofunintendedconse
quencesmightoccurasaresultoftheagencysdecisionsonwaivers.Theagencymustcontendwi
thavarietyofstatutory restrictions,andbudgetaryandprogrammaticconcerns,topreserv
eMedicaidasanentitlementprogram.Mr.Summersnotedthat,inthecaseofl 115waivers,ands
pecificallytheMainewaiver,theprocessisadialoguewiththeStateinvolved,sodelaysare
incurredonthepartofbothFederalandStatenegotiators.LynneCoopercommentedthatthela
ckofsupportiveservicesisoftenthebiggestobstacletoaccesstocare.Mr.Andersontoldth
epanelthatasenseofurgencyneedstobereinstilledintheAdministrationregardingmaking
lifesavingtreatmentsavailabletoHlVpositiveindividuals.BarbaraArandaNaranjostres
sedtheneedfortheAdministrationtoexpandaccesstocareforthe300,000individualslivin
gwithFlIVwhoareoutofcare.Shenotedthattheseindividualsaredonothavetheresourcestoc
ometoWashingtontoadvocateforthemselves,so.,soitisimportantfortheCounsiciltoadvr



peresentrepresenttheirintertests.BringingthediscussiontoconcIusion,Ms.Aragonsai
doneofthemostimportantthingsmentionedbythepanelwasthefigureof300,000outofcarein
dividuals.Shesaidthisfigureshouldserveasastartingpointtoestablishaplantobroaden
accesstocare,andrequestedthatpanelmembersconveytheCouncilsrequestforacomprehens
iveplantoSecretaryShalala.Mr.MendelsonnotedthatmanypeopleintheAdministrationhad
workedhardtopushtheJeffordsKennedybillthrough,andthatthelegisIation,ifpassed,wo
uldaddresssomeoftheCouncilsfundamentalconcerns. h+&8 Dr.Hittsummedupbysayingtha
tleadershipandcoordinationareclearlylackingineachoftheagenciesrepresentedonthep
anel.Hereiteratedtheneedforaonepagememofromeachagencyoutliningtheobstaclestoimp
rovingaccesstocareandsettingforthanoverallplanandaproactiveapproach. Tuesday,

Junes
AfternoonGeneralCouncilSession L PublicComment WayneTurner,ACTUP,Washing 

ton,DC "r Mr.TurnerdiscussedAlDSaccountabilityandtheneedtostrengthencommunity 
oversightofFederalAlDSfunding.HetoldtheCouncilaboutatrialunderwayinPuertoRico,w 
hereeightpeoplehavebeenchargedwithembezzling$2.2millioninFederalAlDSfunds.Sixof  
theeighthavepleadedguilty,andtheGovernorofPuertoRicoisimpIicatedinreceiving$250 
,000inAIDSfundsforhisl992politicalcampaign.Activistsareholdingdailyvigilsoutsid  
ethecourthousetobringattentiontothefactthatwhenAIDSmoneyisstolen,peopledie.Mr.T 
urnersaidtheminorityleaderofthePuertoRicoStateLegislaturewrotealettertoSecretar 
yShalalainl993outliningirregularitiesandconflictorinterestviolationsconcerningA 
IDSfunds.Heposedthequestion:IfHRSAhadcarriedoutitsoversightfunctioninl993,howma 
nypeoplemightstillbealive?HesaidthesituationinPuertoRicoisnotanisolatedone.Coun 
cilmembersneedtoexaminewaystostrengthenoversightsothatthisdoesnotkeephappening. 
ACTUP,theAIDSAccountabilityProject,andothershavecalledforaGAOperformanceauditon 
AIDSfunding.HenotedthatitwasRepublicanRepresentativesCoburn,Bliley,andArmeywhow 
rotealettertoGAOrequestinganaudit. h+&8 Mr.Turnerofferedtwoproposals:TheGAOaudi
tmustbecarriedout,andconflictofinterestrulesmustbeenforced.InWashington,DC,fore 
xample,only4of60planningcouncilmembersarenotdrawingsalariesandarenotboardmember 
soforganizationsreceivingFederalAIDSmoney.Theplanningcouncilsarebuiltinstructur 
esforcommunityoversight,andmembershiprequirementsneedtobeadjustedtoensuretherei 
snoconflictofinterest. Comments: L HelenMiramontescommentedthatsaidtheCounci
IshoudldexercisecautionisnsupportingtheauditMr.RobinsonsaidtheCouncilhadbeeneng 
agedwithlocalagenciestosupportthemintheiroversightactivities,buttheCouncilcould 
playagreaterroleinthisarea.Mr.AndersonnotedthattheHRSAAIDSAdvisoryCommitteemeti 
nMaytodraftaseriesofrecommendationsregardingthereauthorizationoftheRyanWhiteAct 
.OneoftherecommendationsstatedthatatleastSlpercentofthemembershipofanyplanningb  
odyshouldbefreeofanyconflictofinterestasdefinedinthelaw.DebraFraserHowzeurgedth 
eCounciltobecautiousaboutsupportingtheperformanceaudit.Shenotedthat,historicall 
y,everytimealargeamountoffundingisdirectedtocommunitiesofcolor,acallforanauditf  
ollows.ShesaidtheAlDScommunityshouldwaittoseehowthingsplayoutinPuertoRicobefore 
layingblame.Dr.ArandaNaranjoandFlelenMiramontesalsoquestionedtheintentofthosebeh 
indtheauditrequest.CharlesTroupestressedthattheissueofmisappropriationoffundsis 
indeedapartisanone,andthattheAlDScommunityshouldnotlooktoRepublicansforsympathy
andsupport. SubcommitteeReports %0!0. ResearchSubcommittee (#4 Dr.Levinefi
rstremindedMr.MontoyatoscheduleaconferencecallwithChrisCollins.ShenotedthatRepr
esentativePelosihassponsoredabill,FI.R. 1274,togivea30percenttaxcredit h+&8 tocor
porationsorindividualsdoingvaccineresearchforanydiseasethatkillsmorethanonemill
ionpeopleworldwideperyear.ThecreditwouldnotapplytothosedoingresearchunderanyGov
ernmentgrantorcontract.Thesubcommitteewillseekmoreinformationonthebillandwillre
portbacktotheCouncilinOctober.ThesubcommitteeexpectstospeaktoDr.Nabelviaconfere
ncecallregardingthevaccineresearcheffortatNlFI.ShesaidMichaellsbellreportedonrec
entactivitiesofthelnternationalAlDSVaccinelnitiative(IAVI).IAVlisfocusedonmovin
gquickly,tryinginnovativeapproaches,andworkingwithunderdevelopednations.Theorga
nizationisdevelopinginternationalpartnerships.Onepartnership,linkingOxfordUnive



rsityinEngIandwiththeUniversityofNairobiinKenya,isfocusingonaDNAviralapproachto
avaccine.Thisinitiativeisexpectedtomoveintoclinicaltrialslaterthisyear.Asecondp
artnershipisusingVenezuelanequineencephalitisasavectorfortestingavaccine.Thisin
itiativejoinsVenezuelaandSouthAfricaandisexpectedtomoveintoclinicaltrialsinearl
y2000.1AVlalsoreceiveda$25milliondonationfromBillGates,whichwillbedistributedin
sumsofSSmillionayear.ThesubcommitteeanticipatesaconferencecallwithlAVIoverthesu
mmertooffertheCouncilsassistance.Dr.JudithAuerbachoftheOfficeofAlDSResearchatNI
Halsospoketothesubcommitteeaboutbehavioralinterventions.TheNIHbudgetforbehavior
alandsocialscienceresearchincreasedby21percentthisyear;theonlyotherincreasethat
wascomparablewasforvaccines,whichroseby31percent.Themoneybeingspentthisyearforb
ehavioralinterventionsresearchis$213million,whilethevaccinefundinglevelis$148mi
llion"afigurethatisstillverylow.NlHislookingatsettingsastheyrelatetominoritypop
ulations,gender,anddruguse,andisdoingveryapplied,focused,interventionbasedresea
rch.ThesubcommitteeaskedDr.Auerbach h+&8 foracompletelistingofresearchprojectsi
nthisarea.Dr.LevinenotedthatDr.NealNathansonshouldbecommendedformovingquicklyin
thisdirection.NIHsfundingprioritiesinthisareaareonprimaryprevention,secondarypr
evention,andmethods.Thesubcommitteeexpressedaconcernthatthereisadisconnectbetwe
enNIHandCDCthatimpedesthetranslationofresearchintoactualinterventions.Dr.Helene
GayleofCDCagreedthatthisisaproblemandthatanadministrativemechanismisneeded.Thes
ubcommitteealsostressedthatalloftheplayersneedtobecommunicatingallofthetime.Dr.
GaylesaidshewouldtaketheseconcernsbacktoCDC.IfnothinghappensbythenextCouncilmee
ting,thesubcommitteewillmakeaformalrecommendationregardingtheseissues.Thesubcom
mitteescheduledthreeconferencecallsforJuly21 ,August 18,andSeptemberl 5orl 6,allatl
0:00a.m.OnecallwillbewithDr.Nabel,onewillbewithlAVl,andonewillberelatedtothePel
osibill.Dr.HittaskediftherehadbeenanyoppositiontothePelosibill.NoneoftheCouncil
membershadheardofanyopposition.Healsoaskedaboutcoordinationonthevaccineeffort.D
r.LevinesaidtheCouncilshouldwaittobebriefedbyDr.Nabelatthenextmeeting.Ms.Miramo
ntesnotedthattheAlDSVaccineAdvocacyCoalition(AVAC)hadjustreleasedareportcalled
EightYearsandCountingonthevaccineeffort.ShecalledAVACandrequestedenoughcopiesfo
reachCouncilmember. PreventionSubcommittee %0!0 Mr.Robinsonreportedthatthesubc
ommitteediscussedCDCseffortsrelatedtoprevention.First,aCDCAdvisoryCommitteework
inggroupiscarryingoutaninventoryofCDCsAIDSspecificprogramsandexaminingtheirprio
rities.Dr.GaylesaidthisprocessshouldbecompletedbyJulyorAugust,andareportwillbei
ssued.Thesubcommitteeexpressedsomeskepticismh+&8 aboutthevalueofthisprocess,bu
tdecidedtherearesomebenefits,suchasbroaderaccesstoinformation.Dr.Gaylesaidshewo
uldupdatethesubcommitteeoncetheprocessiscompleted.Sincetheprocessisaninternalon
e,thesubcommitteeisconcernedabouttheobjectivityofanyresultingrecommendations.Mr
.RobinsonnotedthattheGAOauditwilloccursimultaneously,andthishassparkedacommitme
ntamongsometoimplementsignificantchangesinCDCsapproach. Second,thesubcommitteere
ceivedanupdateonthe KnowYourStatuscampaign.MemberswereimpressedthattheCDChaswor
kedtobuildaweekofactivitiesaroundNationalTestingDay.However,thecrossagencyleade
rshipneededtobringanationalfocustothiscampaignisnotevident.Therefore,thesubcomm
itteehascommittedtobiweeklymeetingswithrepresentativesfromHHS,CDC,andONAPtogaug
etheirprogressonthecampaign,andtocoordinateaccesstoanduseofresourcesandcontacts
.ThesubcommitteealsosuggestedthataCDCcoordinatorforthecampaignbeplacedatONAP.Af
tersomediscussion,itwasdecidedthatDr.HittwouldsendamemotoMr.ThurmpriortotheJuly
13meetingrecommendingplacementofanFTEcoordinatorbyCDCatONAP.Ms.ThurmansaidDr.Ga
ylehadbeentryingtorecruitsomeonetotakethepositionbuthadnotbeensuccessful.Dr.Hit
tsaidhewouldcallDr.GayletoreinforcethemessagethattheFTEisapriorityfortheCouncil
.AtDr.Flittssuggestion,itwasdecidedthatMr.Andersonwouldsendoutageneralbroadcastf
axoremailtoallCouncilmembersfollowingeachbiweeklymeetingonthe KnowYourStatuscam
paigntoupdateeveryoneoncampaignactivities.ThesubcommitteealsodiscussedtheHealth
CareWorkerGuidelines.Dr.GaylesaidthatCDCsreviewoftheguidelinesshouldbecompletew
ithinaweekto 1 Odays,andthedocumentwouldthenbeforwardedtoHFlS. h+&8 Dr.Flittsuggest



edincludingarequestforatimelineontheguidelinesinthememotoMr.Thurm.Mr.Montoyarem 
indedallsub^committeechairsthattheyshouldsubmitinwritinganyitemstobeincludedinth 
ememotoMr.ThurmpriortotheJulyl3meeting.Finally,Mr.Robinsonmentionedthattheupdat 
eonthe 1996youthreport [isthisfromCDC?] L isunderway,andisexpectedtoberelease
dbyWorldAIDSDay.ThesubcommitteealsorecommendedthatDr.KoplanbeinvitedtotheOctobe 
rmeetingwhenSecretaryShalalaispresent.Dr.HittsuggestedthattheCouncilsExecutiveC 
ommitteetrytoscheduleapreliminarymeetingwiththeSecretaryandMr.ThurmbeforetheOct 
obermeeting. RacialandEthnicPopulationsSubcommittee b Dr.NilsaGutierrez said 

thesubcommittee decidedtoorganizeapresentationtothefullCouncil t onthecharact 
eroftheepidemicinLatinocommunitieSjtobegivenattheOctobermeeting. An , outline 
ofthepresentationwasdistributedtoeachCouncilmember.Thepresentationwilladdresssi 
xareas:ageneraloverviewofLatinosubpopulations;thehealthstatusofLatinopopulation 
s;HIVinfectiontrendsandproblemsofunderreporting;theparticularitiesofthehealthca 
reinfrastructureinLatinopopulations;theimpactofsubstanceabuseanduseinthespreado 
fEnVinfection;andthecaseoftheVirginIslands,wheretheGovernmentisfacingbankruptcy 
andarapiddegradationofservicesisoccurring.Thepresentationwilltake90minutes.Howt 
heepidemichasaffectedthegayLatinocommunity,women,andinmateswillalsobeaddressed. 
Dr.Hittsaidthepresentationwasagoodidea,butthattheExecutiveCommitteeneedstorethi 
nklogisticsandschedulingfortheOctobermeetinginordertofiteverythingin. z+&8 Ms.A
ragonsuggestedthatLatinocommunityleadersbeinvitedtotheOctobermeetingfortheprese 
ntationandafollowupmeeting.Dr.Gutierrezsaidthesubcommitteehadalsodecidedtobegin 
toincludetheLatinoperspectivesofnongovernmentalorganizations,immigrationcoaliti 
ons,andpublicinterestattorneysinsubcommitteemeetings.AspectsoftheepidemicinMexi 
coandPuertoRicowillalsobediscussedinfuturesubcommitteemeetings.Mr.Montoyasaidhe 
neededtoclearlogisticsfortheLatinopresentationwiththesubcommittee.SteveLewadded 
thatthesubcommitteewouldalsoliketoscheduleadiscussionofAsianandPacificIslander( 
APl)populationsatafutureCouncilmeeting.CharlesBlackwellnotedthatthePresidentjus 
tsignedanexecutiveorderonAPlhealthcareissues,andthattheissuemightbeappropriatef 
ortheDecemberCouncilmeeting.HeaddedthattheCouncilmayneedtorevisitadiscussionon'N 
ativeAmericanpopulations,andthataninterimmeetingofthesubcommitteemightbeneeded. 
Mr.MontoyasaidtheCouncilshouldpushforthenewPresidentialCommitteeonAPlstoschedul 
eapresentationonHIV/AlDStohighlightnotjusthealthissuesrelatedtoHlV,buteducation 
andlaborissuesaswell. InternationalSubcommittee !
* Mr.Andersonreportedonseveralpresentationsbeforethesubcommitteeonthecompulsory
licensingissue,includingthosefromthePharmaceuticalResearchandManufacturersofAme
rica(PhRMA),MedecinsSansFrontieres,theWorldBank,theJointUnitedNationsProgrammeo
nHlV/AlDS(UNAlDS),theHealthGapCoalition,andconsumeradvocates.Mr.Andersonsaidthe
waysinwhichU.S.copyright,patent,andtradepoliciesaffectcompulsorylicensingarenot
easilyunderstood,andthesubcommitteeisstrugglingtounderstandallofthe h+&8 issues
implications.Thesubcommitteewouldliketofocusontwotasks:(l)afurtherexaminationof
currentandfutureU.S.policyoncompulsory licensing,whichwouldinvolvehearingfromU.S
.Governmentagencies,and(2)afactfindingofperspectivesfromthedevelopingworld.Acon
ferencecallorinterimsubcommitteemeetingwithseveralU.S.Governmentrepresentatives
istentativelyplannedforthissummer.Mr.AndersonalsoemphasizedthattheU.S.Governmen
tsresponsetoHIV/AlDSonaglobalscaleneedstobeconsideredaspartofthediscussiononcom
pulsorylicensing.Mr.Andersonsaidhewoulddistributecopiesofthewrittenstatementssu
bmittedbythosepresentingbeforethesubcommittee.Mr.Montoyaindicatedhisstaffmember
swouldbewritingasummaryofthesubcommitteessessiononc'ompulsorylicensing.Mr. Anders
onsaidthesubcommitteeshouldbeabletomakeapresentationoncompulsorylicensingtothef
ullCouncilbytheDecembermeeting.Mr.Montoyasaidhisofficewouldbesendingoutalotofin
formationoncompulsory licensing,andstressedthateachCouncilmemberhasaresponsibili
tytoreadtheinformationbecausetheissueissocomplex.Mr.AndersonnotedthattheCouncil
needstodeterminewhatparallelsexistwithregardtocompulsorylicensingforotherdrugsa
nddiseases.Dr.HittmentionedthatTheVillageVoicehadpublishedanarticleaboutVicePre



sidentGores !
* positiononcompulsorylicensinginSouthAfrica.Ms.Thurmansaidherofficehaddraftedt
alkingpointsinresponsetothearticle.ShesaidtheVicePresidenthadnotsidedwiththepha
rmaceuticalindustryperse,buthadadvocatedstrongpatentprotectionandfindingabalanc
ebetweenprovidingincentivesfordrugdevelopmentandprotectingprofits.Mr.Andersoncl
arifiedthatSouthAfricaisnotcurrentlyusingcompulsorylicensing,butalawisonthebook
sthatwouldallowit.ThereisconcernintheU.S.tradecommunityaboutthe h+&8 potentiali
mpactofthislaw.Ms.ThurmannotedthattherehavebeentimeswhentheUnitedStatesandother
countrieshaveusedcompulsorylicensing,sotheAdministrationisgatheringinformationa
nddeterminingwhatprecedenthasbeenset.Mr.Troupequestionedwhetherpharmaceuticalco
mpaniesareseekingexcessiveprofitsinthedevelopingworld.Ms.Greenbergercommentedth
atpricing,compliance,andpatentissuesmakecompulsorylicensingacomplicatedissue"it
snotjustaboutprofits.Dr.BruceWenigersaidhewassurprisedattheU.S.Governmentsaggre
ssivenessinpursuingpunitiveaction(e.g.,withdrawingtariffpreferences)againstSout
hAfricabeforeanylicensinghadactuallyoccurred.Dr.HittnotedthatgenericAZTisavaila
bleinCanadaandcostsabout40percentlessthanwhatitcostsintheUnitedStates.Mr. Anders
onnotedthatthiswasaparalleltradeissue,notacompulsorylicensingissue.Dr.Hittreque
stedthatsomeoneontheInternationalSubcommitteedraftanexecutivesummaryoncompulsor
ylicensingasthediscussionprogresses.Mr.Andersonsaidmostnationalorganizationsare
real lystrugglingtodevelopapositiononcompulsory licensing. UN AIDSiscurrentlyworkin
gonapositionstatement,anditwouldbeinstructivetolookatthatstatementwhenitisrelea
sed.Ms.ThurmansaidsherecentlymetwithPeterPiotofUNAIDSandrepresentativesoftheVic
ePresidentsoffice,theDepartmentofCommerce,andtheU.S.TradeRepresentativesofficet
odiscusstheAdministrationspolicyoncompulsorylicensing.Thegroupdraftedaninitials
etoftalkingpoints,butacompletepolicystatementisstillbeingdebated. h+&8 Appropr
iationsSubcommittee Ms.AragonreportedthatthesubcommitteediscussedtheFY2000app
ropriationsprocessandthebudgetcapsissuethatMr.Mendelsonaddressedinhispresentati
ontothefullCouncil.ShenotedthatthisisaserioussituationforboththeLaborHHSbilland
theVAHUDbill.ShesaidHouseSpeakerDennisHasterthasbeentalkingabouttransferringsom
eDepartmentofDefensemoneytoHHS.SheurgedCouncilmembersnottobedeceivedbythismove,
astheamountofthetransferwouldbeinsignificantincomparisontothecutstakentomeetthe
budgetcaps.ThismovecouldendupunderminingtheAlDScommunitysadvocacyefforts.ltisim
portantthatadvocatesmakeAlDSa squeakywheelandconveythemessagethatthebudgetcapsa
renotacceptable.ThesubcommitteewouldlikeanupdatefromtheAdministrationinOctobero
nhowtheSl 56millionfromtheCBCisbeingspent.TheCBCisleadinganefforttoadd$l 80millio
ninnewfundingforHlV/AlDStotheFY2000appropriationsbill.Thisfundingrequestwouldpr
obablyincludeLatinosandothercommunitiesofcolorinadditiontotheAfricanAmericancom
munity.Ms.AragonaskedthattheAppropriationsSubcommittee,theRacialandEthnicPopula
tionsSubcommittee,andthelnternationalSubcommitteemeetingsnotoverlapduringtheOct
oberCouncilmeeting.Mr.Troupesuggestedthatmoneylostthroughthebudgetcapsmightbere
placedthroughfundingfromtheNationalConferenceofStateLegislatures(NCSL)andtheNat
ionalBlackCaucusofStateLegislatures(NBCSL).FlestressedthattheAlDScommunityneedst
ostartlookingattheStatesforfundingratherthandependingontheFederalGovernment.Ms.
AragonagreedthattheStatesareimportantpartners,butemphasizedthatthemagnitudeofcu
tsthatcouldoccuriftheFY2000budgetcapsaresustainedwouldfarexceedthecapacityofSta
teorlocalentities,andthatcriticalservicescouldbelost. h+&8 ServicesSubcommitte
e ThesubcommitteeorganizedMondaysaccesstocarepanelpresentation.Ms.Aragonsaidt
hesubcommitteewouldfollowupwiththethreepresentersregardingdevelopmentofabroadpl
antoaddressaccesstocare.Inaddition,thesubcommitteeheardapresentationfromNanRoma
nandRandyRusselloftheNationalAlDSHousingCoalition,which,alongwithNORA,isrequest
inga$60millionincreasefortheHousingOpportunitiesforPersonswithAlDS(FlOPWA)progra
minFY2000.TheydiscussedthecriticalroleofhousinginstabilizingthosewithHlVandinfa
cilitatingaccesstocare.Forthisreason,thesubcommitteewillcontinuetomonitorHlVhou
singissues.ThesubcommitteealsodiscussedRyanWhitereauthorization.Memberswouldlik



etoinvitecommunityadvocatestoprovideaninformationalupdateonthereauthorizationpr 
ocessduringtheOctobermeeting.Finally,Ms. Aragonsaidthesubcommitteehadscheduledit 
snextfourorfiveconferencecalls. OtherBusiness F& Mr.MontoyaremindedCouncilme 
mbersthatthenextmeetingwillbeheldOctober4and5,1999.TheExecutiveCommitteewillhol 
ditsfirstconferencecallonJune23atl 0:00a.m.Easterntime.Allsubcommitteechairsmust 
submittheirconferencecallschedulestoMr.Montoya.Travelreimbursementsmustbesentin 
assoonaspossible.FortheJune23conferencecall,itisimportantthatallsubcommitteecha 
irssubmittoMr.MontoyatheiragendaitemsfortheJulyl3meetingwithMr.Thurm,requestsfo 
rinterimCouncilactivitybeforetheOctobermeeting,andrequestsforCouncilagendatimea 
ttheOctober h+&8 meeting.Dr.Hittreiteratedthat,inhismemotoMr.Thurm,hewouldmenti 
ontheFTEforthe KnowYourStatuscampaignandatimetablefortheHealthCareWorkerGuideli 
nes.RegardingCouncilmemberterms,Dr.Flittsaidthevettingprocessfornewmemberswouldt  
akeacoupleofmonths.SeventeenmemberstermswillendinJuly,fiveadditionalmembersterm 
swil lexpireby December,andonlytwomembershaveexpressedadesiretorotateofftheCounci 
l.ItisDr.Hittsunderstandingthatvacancieswillbefilledbyrandomselection.Heexpects 
afairturnoverbetweennowandDecember.Themeetingwasadjournedat4:15p.m.i +.'5 h+&*

h+&H< ================= end attachment 1 ==================

======= attachment 2 ===================
ATT CREATION TIME/DATE: 0 00:00:00.00 

TEXT:
Unable to convert ARMS_EXT:[ATTACH.D19]ARMS21302882W.236 to ASCII, 
The following is a HEX DUMP:

END ATTACHMENT 2



FOIA Number: 2019-0460-F

Clinton Presidential Records 

Automated Records Management 

System [EMAIL]

This is not a presidential record. This is used as an 

administrative marker by the William J. Clinton Presidential
Library Staff.

Hex Dump file is not in a recognizable format, has been incorrectly
decoded or is damaged.

File Name: p_u2882027_opd_html_2.tnf

Attachment Number: [ATTACH.D19]ARMS21302882W.236



RECORD TYPE; PRESIDENTIAL (NOTES MAIL)

CREATOR: Marisa B. Van Saanen ( CN=Marisa B. Van Saanen/0U=0PD/0=E0P [ OPD ]) 

CREATION DATE/TIME: 17-AUG-1999 11:28:12.00 

SUBJECT: FW: updated PACHA minutes
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TEXT:
hey kiddo--wiII you take a look at these before printing and see if in 
fact the version that the interns corrected had regina's corrections in it 
(i am sending you the copy with regina's corrections incorporated), if 
not, will you look these over so when you tell andrea the comments she is 
not having to "correct" things that she already corrected, and then will 
you call her again (but not leave a message if she is not there) and ask 
her the protocal for getting are changes made, thanks a billion, will 
call later, 
tpr. marisa
...... —.................... Forwarded by Marisa B. Van Saanen/OPD/EOP on
08/17/99 11:24 AM.....................................

Daniel C. Montoya 
08/17/99 10:13:27 AM 
Record Type; Record

To: Marisa B. Van Saanen/OPD/EOP@EOP
cc;
Subject: FW: updated PACHA minutes

Were these incorporated into the minutes? 

dcm

10:13 AM......
Forwarded by Daniel C. Montoya/OPD/EOP on 08/17/99

"Hall, Andrea" <AHall(^s-3.com> 
07/28/99 11:08:03 AM 

Record Type: Record

To; Daniel C. Montoya/OPD/EOP 

cc:
Subject: FW: updated PACHA minutes



Daniel,

Attached are the June 1999 PACHA full council minutes with R. Aragon's 
comments/changes.

Please let me know if there are any more changes or if the minutes can be 
made final.

Thanks,
Andrea

> ......Original Message-----
> From: Ross, Julia
> Sent: Wednesday, July 28, 1999 10:56 AM
> To: Hall, Andrea
> Subject: updated PACHA minutes
>
>
>
>
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! 8P7XXdd8PresidentialAdvisoryCouncilonHlV/AIDS 
8,1999RadissonBarceloHotelWashington,DC MINUTES
8
(X(#(#(R.ScottHitt,M.D.,ChairStephenN.Abel,D.D.S.TerJeAndersonReginaAragonBarb

araArandaNaranjo,Ph.D.JudithBillings,J.D.CharlesBlackwell,J.D.JerryCade,M.D.Lyn

FullCouncilMeeting June7 
Present:



neM.CooperRabbiJosephA.EdelheitRobertFogelDebraFraserHowzeKathleenGerusPhyllisG 
reenbergerNilsaGutierrez,M.D.,M.P.Fl. B.ThomasFlendersonMichaelT.Isbell,J.D.Rona 
IdJohnsonAlexandraMary Levine,M.D,SteveLewMiguelMilanes,M.P. A.HelenH.Miramontes, 
R.N.MiehaelRankin,M.D.FI.AlexanderRobinson,lVl.B.A.DebbieRunionsSeanSasserBenjamin 
Schatz,J.D.DeniseStokesCharlesQuincyTroupeBrueeWeniger,M.D.
( 5(#(#Xd5 PresentfromONAP: ( (X(#(#(SandraThurman,Direetor X * DanielMontoya, 
ExecutiveDirector,PACHA D!+ ToddSummers,DeputyDirectorDanielMontoya,ExecutiveDi 
rector,PACFlADanielMontoya,ExeeutiveDirector,PACHA
0"-5(#(#X5 Absent: $X-(X(#(#(NicholasBollmanRobertFlattoy '#1 JeremyLandauRev
•AltagraciaPerez
'#3 5(#(#X[5 )$3 h+&5 Monday,June7,1999 MorningGeneralCouncilSession b
CDr.R.ScottHitt,Chair,openedtheThirteenthMeetingofthePresidentialAdvisoryCounci
lonHlV/AIDS(PACFIA)at8:30a.m.FIeimmediatelyintrodueedSandraThurman,DirectoroftheO
fficeofNationalAIDSPoliey(ONAP),asshehadtoleavetheCouneilmeetingearlytoattendth
eWhiteHouseConferenceonMentalHealth. SandraThurman,Director,ONAP,andToddSumme
rs,DeputyDirector,ONAP UpdateonONAPAetivities "r > VaccineResearehCenter(
VRC): Ms.Thurmanbeganbyannouncingthededicationofthe 6 DaleandBettyBumpersVaccin
eResearchCenterattheNationalInstitutesofHealth(NIH)onWednesday,June9.ShesaidPre
sidentClintonwasscheduledtoparticipateintheceremony,andnotedthatDr.HaroldVarmus
andDr.AnthonyFauciwouldgivepresentationsonthestateofvaccineresearch. JeffordsKe
nnedyBill: Ms.ThurmansaidtheJeffordsKennedybilllookedlike ago,andthat 8" avotew
aspending.Thebillendedupat$300million.ShesaidONAPwaspleasedwiththeeffortsofSena
torsJeffordsandKennedy,andcalledthelegislationa noseunderthetentofMedicaidexpan
sion. Medicaid: Ms.ThurmansaidtherehadbeensomeprogressontheMedicaidfront:Maineh
as (#x, submittedandMassachusettsispreparingtosubmitawaiver,andtheFloridaandGeo
rgiawaiversarestilldeveloping.TheDepartmentofHealthandHumanServices(HHS)isprovi
dingtechnicalassistancetoanyStateinterestedinawaiver. CongressionalBlackCaucus(
CBC): ONAPhasbeenworkingwiththeCBCtobegina *h%6 dialogueonservingcommunitiesofc 
olor.Aroundofmeetingsisscheduledtobeginthisweek. +&8 U.S.ConferenceofMayors: D 
uringtheweekendofJunel213,ONAPwillmeetwiththeU.S. ConferenceofMayorstodiscussu 
rbanissuesandHIV/AIDS.TwentyoneAIDSCoordinatorswillattendthemeeting,andRyanWhit 
ereauthorizationwillbeamongthetopicsaddressed. CentersforDiseaseControlandPreve 
ntion(CDC): Mr.Summersreportedthatseveral >
CouncilmembersparticipatedinaMaymeetinginAtlantaonthe KnowYourStatuscampaign,a 
ndnotedthatDr.FleleneGayleoftheCDCwouldbegivingtheCouncilanupdateduringthecurren 
tCouncilmeeting.TheCDCspreventionplanningprocessisunderwaytoassesstheagencyspri 
oritiesforHIVpreventionfunding.Mr.SummerssaidONAPencouragedCDC,andCDCagreed,toi 
ncludecommunitygroupparticipationinthatassessment.AworkinggroupofCDCsCommunityA 
dvisoryBoardwilllookatprioritiesdraftedbyCDC,andwillanalyzewhattheagencyisdoing 
withthe$640millionallocation.TherehasbeenconsiderablediscussionofthisissueatCDC 
,theOfficeofManagementandBudget(OMB),andonCapitolHill.ONAPshopeisthattheprocess 
willleadtodevelopmentofanoverarchingplanforreducingHlVinfections.Mr.Summerssaid 
hedidnotknowthestatusoftheHealthCareWorkerGuidelines.RegardingtheSurveillanceGu 
idelines,hesaidCDChadhiredLarry GostinofGeorgetownUniversityLaw $ Schooltowork 
onproposedprivacyandconfidentialitystandards.HHSwasnotsatisfiedwiththosestandar 
ds,soitiscurrentlyredraftingandstrengtheningthem.ONAPexpectstogetareportfromHHS 
onthestatusoftheguidelinessoon.ONAPwantstomakesurethattheconfidentialitystandar 
dsareasstrongastheothersectionsofthedraftguidelines.Onthefulltimeequivalent(FTE 
)issue,Mr.SummerssaidCDCisintheprocessofredoingitsbudgetprocesstoclarifywhereth 
eagencysmoneyisgoingandhowitisbeingused,particularlywithrespecttoadministrative 
areas. African/AfricanAmericanSummit: Ms.ThurmanreportedthattheexpandedPresiden 
tial Z+&8 MemoonthestateoftheepidemicinAfricaisstillbeingdrafted.ONAPisstillget 
tinginputfrommembersofthedelegationtoAfrica,butsheexpectsthememowillbereleaseds 
hortly.ONAPstaffrecentlyattendedtheAfrican/AfricanAmericanSummitinGhana.Reveren



dSullivan,acivilrightsleader,foundedthetradeconferencel0yearsago,and5,000people
attendedtheeventthisyear.ThiswasthefirsttimeHIV/AIDSwasontheconferenceagenda.ON
APwasexcitedtoparticipateintheeventbecauseongoingleadershiponHlV/AIDSisneededin
thereligiouscommunityandintheAfricanAmericancommunity.SeveralHeadsofStatefromAf
ricaparticipated.AlexanderRobinson,whoattendedtheevent,saidtherewassignificantd
iscussionoftheimpactofHIVoneconomicdevelopmentinAfrica.Hesaidtheconferencehadma
deanimpactonAfricanAmericanleaders,includingJesseJacksonandtheEditorofEssencema
gazine,who H heardthemessageaboutAlDSinAfricaandAIDSamongAfricanAmericansinanew
way.Ms.ThurmansaidJesseJacksongaveaSminutespeechonAIDSinAfricabeforetheAfricanA
mericandelegationdepartedfromAndrewsAirForceBase.Shesaidthiswassignificantbecau
seitwasahighprofilecorporateandpoliticalgroup.SecretaryofLaborAlexisHermanalsoi
ncludedHlV/AlDSinherspeechesforthefirsttime,reflectingamultisectoralapproachtot
heissuewithinGovernment.Ms.ThurmansaidReverendSullivanwouldbearrivinginWashingt
ononTuesday,Junes,tomeetwithPresidentClintonforapostSummitdebriermg.Ms.Thurman
saidshewouldattendthatmeetingaswell. StateDepartment,USAID,andOtherAgencies: Ms
.ThurmansaidONAPhasbeenworking B'"2 withFrankLloyd,UnderSecretaryforGlobalAffai
rsattheDepartmentofState,toreenergizetheStateDepartmentsresponsetotheepidemic.O
NAPhopesforsomemovementfromwithintheDepartmentnowthatMr.Lloydisinplace. n+&8 Ms
.ThurmansaidsheispleasedthattheDepartmentsofCommerceandLaborareshowingmoreleade
rshiponHIV/AlDS;bothareparticipatingintheWhiteHouseWorkingGroupontheexpandedPre
sidentialMemo.Sheaddedthattheissueofcompulsorylicensingcontinuestopercolate,and
shelooksforwardtoadialoguewiththeCouncilonthisverycomplexissue.Mr.Summerssaidth
eStateDepartmentrecentlyreleasedacompendiumofU.S.Governmentprogramsinvolvedinin
ternationalAlDSefforts.lnconjunctionwiththereleaseofthatdocument,theDepartments
entcablestoHeadsofMissionsdirectingthemtoengagetheircounterpartsontheissueofHlV
/AIDS,withcorrespondingtalkingpoints.TheDepartmentisalsoratchetingupitseffortsi
nWashington.Mr.Summersrecentlyattendedameetingwithl lorl2AmbassadorstotheUnitedS
tates,Mr.Lloyd,andotherrepresentativesfromtheDepartmentofStateandtheU.S.Agencyf
orlnternationalDevelopment(USAlD)toelevateHIV/AlDSasaforeignpolicyissue.Ms.Thur
manstressedthattheAdministrationsFIlV/AIDSworkontheinternationalfrontinnowaydetr
actsfromitsworkonthedomesticfront,butthataglobalperspectiveisneeded. SpermDonat
ion: Mr.SummerssaidtheFoodandDrugAdministration(FDA)hadspokentoo F& soononsperm
donationregulations.TheWhiteHouseandHHSstillneedtobebriefedontheissue.ONAPisexp
ectingabriefingfromKevinThurminthenext2weeks.WhatevertheFDAspolicyis,itwillbecl
oselyscrutinized. 302Bs: Mr.SummerssaidthereisabattleunderwayonCapitolHillregar
ding302Bs,which %6!0 aretheallocationsgivenbytheAppropriationsCommitteetoeachof
thesubcommittees.Theallotmentsthatwerehandedoutcorrespondedtobudgetcaipsestablis
hedinthepastanddonotcorrespondtotheincomecurrentlyflowingintotheGovernment.Mr.S
ummerssaidthebudgetcutsthatwouldberequiredtomaintaintheestablishedcapswouldbe d
raconian.TheLabor t+&8 HFlScutswouldbeapproximately$1012billion.Thiscouldcomeout
ofprogramslikeRyanWhite,HIVprevention,andresearch. NeedleExchange: Ms.Thurman
reportedthatbillshavebeenintroducedinboththeHouseand & Senatetobanindirectfundi
ngofanyprogramssupportingneedleexchange.ONAPisorganizingameetingofprivatefunder
stofacilitatethedisseminationofinformationonneedleexchangethroughprivatechannel
s.Themeetingisplannedforfall.Mr.SummersaddedthatHHSiscurrentlydraftinga streetl
evelguideonthescienceofneedleexchange. QuestionsandComments: (x Respondingtoa
questionfromReginaAragon,Ms.ThurmansaidshedidnotknowwhetherthePresidentwouldvet
oanyfreestandinglegislationbanningindirectordirectfundingofneedleexchangeprogra
ms,butshecommittedtospeakingtothePresidentaboutit.Ms.AragonsaidfinalFlIVsurveill
anceguidelinesissuedbyCDCIaterthisyearshouldbefreeofbias.ShestatedthattheCounci
IhopesthatONAPwillcontinuemonitoringthisissuetoensurethatthefinaldraftdoesnotco
ntinuetobebiasedagainstnonnamebasedreportingsystemsandthatthepresentationofthes
cientificevidenceonthedeterrenteffectsofnamesreportingbepresentedfairly.RobertF
ogelaskedaboutthestatusofthePresidentsunderstandingoftheneedforgreaterfundingon



globalhealthissues.Ms.ThurmansaidthePresidentcertainlyunderstandstheneedforgrea 
terfunding,andthatAdministrationofficialsatthehighestlevelsarepayingattentionto 
it.Shesaidsheshouldhaveanideaonappropriationsforglobalhealthinthenextweek.Benja 
minSchatzaskedforanupdateontheHealthCareWorkerGuidelines.Dr.EvaSeilerofCDCrepor 
tedthattheguidelinesarestillatCDC.Dr. Jeffrey Koplanreadthedraftguidelines (#
4 andfeltmoreworkneededtobedone.Hewasconcernedthattherewerenotenoughpatientprot 
ections,sotheguidelinesarenowbeing repackaged.Ms.Thurmanvolunteeredtocallboth t 
+&8 KevinThurmandDr.Koplantoinquireaboutatimetableforreleaseoftheguidelines. 
Dr.R.ScottHitt t PACHAlnterimActivities & 11 Dr.Hittreportedonthreemajoractivit 
iessincethelastPACHAmeeting. MeetingwithKevinThurm: TheExecutiveCommitteemetwit 
hMr.ThurmonApril27, duringwhichCommitteemembersfocusedonseveralrecurringissu
es.AccesstoCare:Dr.HittemphasizedtoMr.ThurmthattheCouncilwantstoseea bigplan.A

oneortwopagerfromHHSoutliningapolicyonaccesstocarewouldindicatesomeleadership 
ontheissue.KnowYourStatusCampaign:Dr.HittsaidtheCommitteemadeitclearthatabig,bo 
Idinitiative b isneeded,includingCDCaswellastheWhiteHouseandONAP.IfCDCcontinues 
toleadonthis,thecampaignmaygetlostinthebureaucracy.Leadershipfromaboveisneeded. 
NeedleExchange:Dr.Hittemphasizedthatnew,updatedscienceneedstobedisseminatedto $ 
healthexpertsandlegislatorsacrossthecountry.EIenotedthattheoppositionhasbeenact 
iveingettingitsmessageout,whereasHHShasbeensilent.AmorepublicroleonthepartofHHS 
wouldhaveanimpact.SurveillanceGuidance:ThelanguagehasnotbeenfinaIizedyet.TheExe 
cutiveCommitteeis $. encouragingHHStostatethatuniqueidentifiersareasgoodasnames 
reporting.FromtheCouncilsviewpoint.eitheronewouldbesatisfactory.Thisiscurrently 
ahotissueinCalifornia,whereanamesreportingbillwasrecentlyscuttled,andauniqueide 
ntifiersbi I lispending.OfficeofMinorityHealth(OMH):TheCommitteeurgedtheAdministr 
ationtodowhateveritn+&8 cantoensurethatthe$8millioninOMHfundingthatwasleftouto 
ftheFY1999appropriationsbillberestoredsothattheplannedprogrammingcanbegin.Healt 
hCareWorkerGuidelinesiMr.Thurmdidnotknowthestatusofthese. & FIHSRegionalMeetings 
:TheseendedinearlyJune.TheCouncilwantsareportonanyaction
takenasaresultofthesemeetings.Mr.ThurmsaidFlHSwantstorevamphowtheylookatAIDSwit
hintheDepartment.Overall,Dr.FlittsaidthemeetingwithMr.Thurmwas hardedged.TheExec
utiveCommitteeconveyedthefeelingthatthereisalackofleadershipatFIHS.Issuesarenotm
oving.ThenextPACHAExecutiveCommitteemeetingwithMr.ThurmisscheduledforJulyl3.HFlS
Secretary DonnaShalalahascommittedtoattendtheOctoberCouncilmeeting.Mr.Summersemp
hasizedthatthemeetingwithMr.Thurmdidhaveanimpact.Followingthemeeting,Mr.Thurmex
pressedsomefrustrationtoseveralHHScolleaguesthattheissuesidentifiedbytheCouncil
werenotmovingfastenough.Dr.HittalsosaidhemetwiththeNationalOrganizationsRespond
ingtoAlDS(NORA)ExecutiveCommitteetodiscusscoordinatingtimingandstrategiesonmany
ofthesameissues.NORAisfocusingonRyanWhitereauthorization.Dr.HittaskedNORAtokeep
theCouncilinformedontheiractivitiesregardingRyanWhite. LetteronOmnibusAppropria
tionsBill: TheCouncilsentalettertothePresidentdiscussing ~$. thepotentialnegati
veimpactofthebillonpubliclyfundedHlV/AlDSresearch. LetterontheEarlyTreatmentofH
lVActofl999: TheCouncilalsosentaletteraskingthe (#4 Presidenttosupporttheintent
ofthislegislation. t+&8 QuestionsandComments; Mr.SummersnotedthatDr.PaulGais
twouldbestartingJunel4astheNIHagencyrepresentativeatONAPandwouldbeactinginthisr
oleforthenexthmonths.Mr.SummersandDanielMontoyanotedthatDr.GaryNabeloftheNlHVRC
wasntabletoattendthecurrentCouncilmeetingduetoplanningfortheVRCdedication,butis
interestedinattendingtheOctobermeeting.Dr.HittdirectedMr.Montoyatosetupconferen
cecalltimestomeetwithDr.Nabel.Dr.HittstressedthatCouncilmembersneedtobeeducated
onthecompulsorylicensingissue,whichthelnternationalSubcommitteeistakingupinitsm
eeting.HesaiditisimportantthatmembersnotletafewindividualsontheCouncilswaytheir
opinionontheissue,becauseitissocomplex.HeaddedthattheCouncilneedstoaddressit,th
oughithasnotbeenapriorityissuetodate.Dr.HittsaidtheCouncilshouldalsoconsiderwhe
theritwantstoissueaprogressreportthisfall.Hewouldlikeinputfromsubcommitteechair



sonwhatsuchareportshouldlooklike,whomitshouldaddress,andwhatmessageitshouldconv 
ey.Mr.AndersonaskedMr.SummersifTVls.ThurmancouldpresentastatementfromtheCouncilon 
globalhealthappropriationsduringhermeetingwiththePresidentandReverendSullivanon 
Junes.Mr.SummersrespondedthatthiswouldviolateWhiteHouseprotocol.butthatperhapsM 
s.ThurmancouldmentiontheCouncilsposition. AfternoonGeneralCouncilSession%0!0 
AccesstoCarePanelPresentationDE Dr.HittintroducedthepanelofthreeGovernmentrepr 

esentatives.Ms.AragonandThomas *V%6 Hendersonservedascofacilitatorsofthepanel.M 
s.Aragon,representingtheServices h+&8 Subcommittee,beganbyprovidingsomebackgrou 
ndontheissueofaccesstocare.Shenotedthat2yearsago,HHSissuednationalGuidelinesfor 
theTreatmentofHIVDisease.TheseguidelineswerehailedbyAIDSadvocatesasamuchneededn 
ationalstandardofcare.AccesstocareisoneoftheCouncilssixpriorities,andCouncilmem 
bershavediscussedtheissuewiththePresidentandwithMr.Thurmonmanyoccasions.TheServ 
icesSubcommitteehasidentifiedanumberofkeyissuesrelatedtoaccesstocare.l .Thecriti 
calroleofsupportiveservices.Addressingmedicalcareisnotenough.Supportive ^ serv 
icesthatfacilitateaccesstocaremustalsobeconsidered.2.Appropriations.Congression 
alspendingcapsthreatenaccesstocare.
3.Disparateoutcomesacrossracialandethnicg
roups.HlVrelatedhealthoutcomescontinueto H varybyraceandethnicity.Eliminatingth
esedisparitiesmustremainapriorityfortheCouncilandtheAdministration.4.Medicaid.T
heSubcommitteehaslookedateligibilitycriteria.Therequirementthatsomeone mustb
everysickanddisabledbeforequalifyingforMedicaiddirectlycontradictsthetreatmentg
uidelines,whichencourageearlyaccesstocare.OnMedicaidreform,theJeffordsKennedybi
Hincludesdemonstrationprojectsthatcouldhelpaddressaccesstocare,andthePelosiTor
ricellilegislationwouldallowStatestoexpandMedicaid.Ms.Aragonsaidthepurposeofthe
paneldiscussionwastoaddressanoverarchingplantoensureaccesstothePublicHealthServ
icestandardofcare.Whatisthebaselineforensuringaccesstocare?Whatistheplantoreach
populationsthatdonotcurrentlyhaveaccesstocare? DanielMendelson,OfficeofManage
mentandBudget (#4 MMr.Mendelsonbeganhispresentationbydescribingseveralconcerns
hehasasthecongressional h+&8 appropriationsprocessmovesforward.Regardingthe302B
allocations,henotedthattheleveloffundinginthecurrentHouseLaborHHSbillisdownabou
tl8percentfromlastyear,whilethefundingleveIintheSenateappropriationsbillisdowna
bout 13percentfromlastyear.The 1 SpercentdecreaseontheHousesidewouldtranslateintoa
cutinRyanWhitefundingofabout$254million.HHShascalculatedthatthiswouldresultinde
nialofservicesto69,000people.Mr.Mendelsoncalledthisa crisissituation,andencoura
gedtheCounciltogetthemessageouttotheAmericanpeople.CDCsreductionisaboutSl ISmill
ionforHIVprevention.Mr.MendelsonsaidthereisaproblemwithinCDC,partofwhichisperce
ption.The perceptionproblemisthatsomeofthemoneythatshouldbegoingintoHlVpreventi
onaccountscantbefound.WhathappensisthattherearesomelineitemswithinCDCwhereitisv
eryclearthatthemoneyisgoingintoHIVprevention,andthereareotherlineitemswhereanal
locationmethodologyisapplied.lnthelattercase,somefractionoftheactivitiesoflocal
publichealthofficialsisattributabletoHIVprevention.TheCDChasinitiatedaprocessto
assessthis.Mr.MendelsonencouragedtheCounciltoletCDCknowthatthisisapriority.Hesa
idtheCouncilneedstomakesurethatCDCprogramshavethesamepoliticalcachetasRyanWhite
programs.RepresentativesCoburn,Bliley,andArmeyhavesentalettertotheGeneralAccoun
tingOffice(GAO)requestingafullauditofFederalHIV/AIDSprograms.Thiscouldappearasa
nappropriationsriderandcouldqompromisefundingstreamsandpublicperceptionsofhowmo
neyisbeingspent.Mr.Mendelsonmentionedasecondpotentialappropriationsriderissuere
gardingneedleexchange.Thisyearsriderwouldtakethepositionthatfundsarefungible,pr
ohibitinganyrecipientofFederalfundingfromrunninganeedleexchangeprogram.ltwouldd
enymoneytovirtuallyallneedleexchangeprogramscurrentlyoperating.OMBwillopposethi
seffort,usingthreearguments.ThefirstisaStatesrightsposition,e.g.,tellingStatesh
owtospendtheirmoneyiswrong.TheAdministrationwilltrytogetStatestoopposetherider.
Second,OMBwill h+&8 pointoutthattheriderwouldresultinadegradationofservices.CDC
willidentifywhichserviceswillbedisrupted.Finally,OMBwillemphasizethatabroaderba



nisdirectlyatoddswiththescientificevidence.RegardingtheJeffordsKennedybilljMr.M
endelsonsaidOMBispleasedthatthedemonstrationprojectswillremainintact.Itiscritic
althatthebillbebroughttotheSenatefloor.Thedemonstrationprojectswillbeflexibleen
oughtoaccommodatewaiversforStateslikeMaine. EricGoosby,M.D.,HealthResourcesan
dServicesAdministration YDr.GoosbystatedthatbringingHIVpositivepopulationswit
houtaccesstocareintoacontinuumofcarehasbeenaleadingpriorityforHHSoverthelast2ye
arsandwillcontinuetobeapriorityoverthenext3years.TheHealthResourcesandServicesA
dministration(HRSA)andCDCaretheleadagenciesinthisefforc.HRSAhastakenonamottoof
lOOpercentaccessandzeropercentdisparity.Thereisanongoingefforttolookatthelinkag
esbetweenexistinglinesoftreatment"suchasSTDclinics,familyplanningclinics,commun
ityhealthcenters,andmigrantfarmworkerhealthclinics"asreservoirsforpatientswhone
edtobeidentifiedandbroughtintotheAIDScaredeliverysystem.HRSAisworkingwiththeHea
lthCareFinancingAdministration(HCFA)todevelopinnovativerelationshipswithStatest
oembracepeoplewithoutsoiircesofpayment.ThedatacomingoutoftherecentChicagoandGene
vameetings,andfromJohnsHopkinsUniversity,indicatethatthiswillbeacosteffectiveap
proachinthelongrun.Dr.GoosbyaddedthatHRSAistryingtodelineatethefactorsthatcontr
ibutetothedisparitiesinlongevity,entry intocare,developmentofopportunisticinfect
ions,stageofcareuponentryintothemedicaldeliverysystem,andmortalitydataamongmino
ritypopulationsintheUnitedStates. h+&8 MikeFlashHealthCareFinancingAdministra
tion bzMr.FlashsaidFlCFAsstrategicplanforAlDShasfocusedonthreeareas-.coordinati
onofservices,accesstoqualitycareservices,andaccesstocareitself.Withrespecttocoo
rdinationofservices,FlCFAhasestablishedaworkinggroupwithFIRSAtoaddresswaystomaxim
izecoordinationbetweentheprovisionoffundsthroughtheRyanWhiteActandthroughMedica
idandMedicare.LastNovember,FICFAsentalettertoStateMedicaiddirectorsurgingthemtom
akecoordinationofserv icedelivery programsahighpriority. Accompany ingtheletterwere
twopublicationsioneaddressingcoordinationbetweenMedicaidandTitlelloftheRyanWhit
eAct,andoneaddressingcoordinationbetweenStateAlDS [Eps?] 6 andMedicaid.lnaddit
ion,asurveyofStateMedicaidDirectorsisbeingconductedbytheAIDSTreatmentNetworkwit
hsupportfromtheHenryKaiserFamilyFoundation.ThesurveyaddressesStateMedicaidcover
ageandeligibilitypoliciesastheyrelatetopersonswithHlV,e.g.,prescriptiondrugcove
rage,viralloadtestmg,andnewmodelsofservicedelivery.AllbutfourStateshavecomplet
edthesurveytodate.FlCFAisintheprocessofanalyzingtheresults.Onqualityofcare,HCFAi
stakingstepstomaximizeadherencetostandardsofcare.AworkinggroupatFlFlSislookingatw
aystooperationalizetheNIFITreatmentGuidelineswithinFederalandStatehealthcaredeli
veryprograms.Thegrouphastakenstepstodisseminatetheguidelines:theadultguidelines
werepublishedintheAnnalsofMedicine,andthepediatricguidelineswere $. publishedin
theMorbidityandMortalityWeeklyReport.Bothsetsofguidelineswerealsosent H'"2 outw
iththeStateMedicaidDirectorletter.LastSeptember,HCFApublishedanoticeofproposedr
ulemakingimplementingcertain n+&8 provisionsoftheBalancedBudgetActofl 997withres
pecttoMedicaidandmanagedcare.Inthatregulation,HCFAsolicitedcommentsonthebeststr
ategyforensuringthehigheststandardsforprivatemanagedcareplansthatwishtocontract
withStatestoprovideservicestoMedicaideligiblepersons.HCFAisalsoparticipatingina
maternalandchildhealthprogramwithStatepublichealthdepartmentstodevelopanappropr
iateinitiativetoinformHlVpositivepregnantwomenandnewmothersofinfantsatriskforHl
Vofthesignificanceofstartingtherapyearly.Regardingaccesstocare,FlCFA,OMB,andHHSh
avebeenworkingwithMainetofleshoutaproposalforan 1115waiver.TheMaineproposalwassu
bmittedlastNovember,andFederalmeetingswithrepresentativesfromMainearecontinuing 
.Outsideofl 115waivers,16Statesnowhavespeciallytargetedhomeandcommunitybasedserv 
icewaivers. QuestionsandComments: \ Mr.HendersonaskedthepaneltocommentonFeder
aldevelopmentofabroadplantoensurelOOpercentaccesstoqualitycareacrosspopulations 
.Howdothepiecesfittogether?Whatisthetimeframe?Dr.Goosbyacknowledgedthedifficult 
yinreachingpopulationsthatarebecomingincreasinglydisenfranchisedfromthemainstre 
amdeliverysystem.ButhesaidHRSAislookingata3yeartimeframeinwhichtheagencywouldst 
arttoseedecreasingnumbersofpeopleoutofcare,decreasingnumbersofseroconversions,e



tc.Theideaistocreateacrossthreeagencies"HRSA,CDC,andtheSubstanceAbuseandMentalH
ealthServicesAdministration(SAMHSA)"anexpectationofserviceintegrationandprogram
coordination,combiningtreatmentandpreventionservices.HesaidHRSAneedstostartaski
nggranteestoviewtheirroleas netsofcare,sothatcooperativerelationshipsarepartoft
heFederalexpectation.Thiswouldbeimplementedintheformofguidanceexpectationandtec
hnicalassistancedeliveredbythcFederalGovernment. h+&8 Dr.Goosbysaidtherehasbeen
anacceptanceofthisvisionattheleadershiplevelinallthreeagencies,buttherearesome
bigholesinthereimbursementarenaaswellasalackofinfrastructure.Someruralandurbana
reasmayproveproblematic.Thisyear,therewillbethreeurbandemonstrationprojectscoor
dinatedbyCDCtointegrateservicesacrossfundinglines.Thesedemonstrationsshouldserv
easmodels.ThereisalsoaneffortunderwaytointegrateacrossFnV,STD,andTBprogramsatth
elocallevel.Thisinitiativewillbeginin20citiesinFY1999.Mr.FlendersonaskedDr.Goosb
ytoquantifytheuniverseofthosewithoutaccesstocare.Dr.GoosbysaidFIRSAbelievesthere
areabout300,000FllVpositivepersonsoutofcareanduninsured.Theseindividualslivepred
ominantlyinurbansettings,andmorethan50percentaremembersofminoritygroups.Pockets
intheNativeAmericancommunity,andinSanJuanandtheVirginIslands,alsoposeachallenge
intermsofaccesstocare.Mr.Mendelsonnotedthatitisextremelydifficulttoredirectstre
amsofFederalfunding,andtryingtodosomaythreatenonesbaseofsupport.HealsosaidtheGo
vernmentsinabilitytoaddressaccesstocareforHIVpositivepersonshasresultedfromthef
ragmentationofthepublichealthdeliverysystem.TheAdministrationdidtrytoaddressthi
sina$l bill ion,Syearinitiativeinthisyearsbudget.Mr.MendelsontoldtheCouncilthatOM
BisveryopentomakingchangesintheappropriationsprocessandinthePresidentsbudgetreq
uestnextyear.TerjeAndersoncommentedthathewouldliketoseeconcretenumbersputforwar
daspartofabroadplanonaccesstocare.Dr.Goosbyagreedthathighriskpopulationsineachc
ityneedtobeconcretelyidentified,alongwiththeirgeographicallocationsandbehaviora
lpatterns.Oncethesenumbersarederived,thewaysinwhichpreventionservicesinterfacew
itheachpopulationmustbeaddressed.FlesaidHRSAhasattemptedtomovethedialogueinthatd
irection,butithasbeendifficult.TheFederalGovernmentisusedtothinkingintermsofSta
tesandcities,notspecificpopulations. h+&8 Mr.FIendersonstressedthatthe300,000rig
ureneedstobebrokendownintosegmentsforwhichstrategiestoimproveaccesscanbeimpleme
nted.Dr.StephenAbelaskedDr.GoosbywhatmethodologiesareavailablethroughRyanWhitet
ocarryoutqualityassessments,andifsuchassessmentscouldbemandatedintoHRSAsprogram
s.Dr.Goosbyrespondedthatfewmethodologiesareavailable.FlRSAunderstandsthisneedand
inthelastyearhasshifteditsfocusfortechnicalassistanceontoqualityassurance.Theag
encyrecentlyhiredDr.MichaelJohnsontodevelopaqualityassurancecapabilityatHRSAtha
twillencompasstechnicalassistanceandtheAlDSeducationaltrainingcenters.Theagency
hasreorganizeditsresourcestomakequalityassurancearealpriority.Dr.Goosbyalsonote
dthatthetightadministrativecapsinRyanWhitemakeitdifficulttoplacealargeexpectati
onongranteestodevelopaqualityassurancecapability.TheHCSUSstudypointedoutthesear
easofdeficiency.Mr.Mendelsonsaiditisverydifficulttokeepoutcomesmeasurescurrent,
particularly whentreatmentisevolvingasrapidlyasitisforHlV/AIDS.Therefore,heiscon
cernedabouttyingspecificoutcomesmeasurestomoney.ltcouldhaveunanticipatedconsequ
ences.Mr.HashaddedthatFICFAisworkingtofindwaystoholdintegratedhealthcareplansacc
ountableformeetingappropriatestandardsandtodemonstrateperformanceimprovementann
ually.Ms.StokesquestionedtheGovernmentsabilitytogobeyondoutcomesmeasurestodefin
equalitycare,assessingfactorssuchaspatientsabilitytogetappointmentswiththeirloc
alRyanWhitefundedphysician.Dr.Goosbysaiditwouldbedifficulttogettothatlevelofint
imacywithagranteeandsuggestedthattheappropriateFederalroleinasituationwhereinap
propriatecareisbeingprovidedwithgoodoutcomesmeasuresshouldbediscussed. h+&8 Ret
urningtotheissueofRyanWhiteadministrativecaps,Ms.AragonsaiditisimportantforHRSA
tobeabletokeepandusethelpercenttechnicalassistanceandevaluationshaveavailableth
roughtheRyanWhiteCareAct,ratherthanhavethesefundsdistributedtootherHHSprograms.
ThiswouldallowFIRSAtoprovidemorerobusttechnicalassistanceandevaluation.Mr.Summer
saddedthatperhapsfundscouldbeobtainedthroughchannelsthatarenotdesignatedasHlVor



AIDSspecific,suchastheMinorityHealthProfessionsAct.Mr.Robinsonemphasizedtheneed
forFederalagenciestospecificallyaddressthelackofinfrastructureinracialandethnic
minoritycommunities.Wheretheinfrastructureexists,HlV/AIDSdollarseitherarentavai
lableorhaventbeendistributed.RabbiJosephEdelheitaskedthepaneliftheestimated69,0
OOpersondropinthenumberofHlVpositiveindividualsservedasaresultoftheHousebudgetc
utisincludedinthe300,000figureofHlVindividualscurrentlyoutofcare.Thepanelagreed
thatthe69,000figureisprobablynotincludedinthe300,000total.RabbiEdelheitalsoaske
dDr.GoosbytoexplainHRSAsandCDCstimidityonthe KnowYourStatuscampaigninlightofHRS
Asgoaltoidentifyallseropositiveindividuals.Dr.Goosbyrespondedthatthetwoeffortsa
relinkedandthatbothagencieshopetheywillcomplementeachother.Mr.Robinsonaddedthat
itiscriticaltonormalizetheideaofbeingtested.Dr.Hittsaidhethinksthe300,000outofc
arenumberisanunderestimate,consideringthatthereareabout900,000HIVpositiveindivi
dualsintheUnitedStates,anditisestimatedthatathirddontknowtheirstatus.Mr.Fogelas
kedthepaneltoexplainwhyvariousFUV/AIDSinitiativesaremovingsoslowly h+&8 through
theFederalprocess.Referringspecificallytol 115waivers,Mr.HashnotedthatFlCFAtakesc
aretoconsiderwhatkindsofprecedentsitmightbesettingandwhatkindsofunintendedconse
quencesmightoccurasaresultoftheagencysdecisionsonwaivers.Theagencymustcontendwi
thavarietyofstatutoryrestrictions,andbudgetaryandprogrammaticconcerns,topreserv
eMedicaidasanentitlementprogram.Mr.Summersnotedthat,inthecaseofl 115waivers,ands
peciricallytheMainewaiver,theprocessisadialoguewiththeStateinvolved,sodelaysare
incurredonthepartofbothFederalandStatenegotiators.LynneCoopercommentedthatthela
ckofsupportiveservicesisoftenthebiggestobstacletoaccesstocare.Mr.Andersontoldth
epanelthatasenseofurgencyneedstobereinstilledintheAdministrationregardingmaking
lifesavingtreatmentsavailabletoFlIVpositiveindividuals.BarbaraArandaNaranjostres
sedtheneedfortheAdministrationtoexpandaccesstocareforthe300,000individualslivin
gwithHIVwhoareoutofcare.Shenotedthattheseindividualsaredonothavetheresourcestoc
ometoWashingtontoadvocateforthemselves,so.,soitisimportantfortheCounsiciltoadvr
peresentrepresenttheirintertests.Bringingthediscussiontoconclusion,Ms.Aragonsai
doneofthemostimportantthingsmentionedbythepanelwasthefigureoDOO,OOOoutofcarein
dividuals.Shesaidthisfigureshouldserveasastartingpointtoestablishaplantobroaden
accesstocare,andrequestedthatpanelmembersconveytheCouncilsrequestforacomprehens
iveplantoSecretaryShalala.Mr.MendelsonnotedthatmanypeopleintheAdministrationhad
workedhardtopushtheJeffordsKennedybillthrough,andthatthelegislation,ifpassed,wo
uldaddresssomeoftheCouncilsfundamentalconcerns. h+&8 Dr.Flittsummedupbysayingtha
tleadershipandcoordinationareclearlylackingineachoftheagenciesrepresentedonthep
anel.Flereiteratedtheneedforaonepagememofromeachagencyoutliningtheobstaclestoimp
rovingaccesstocareandsettingforthanoverallplanandaproactiveapproach. Tuesday,
June8

AfternoonGeneralCouncilSession L PublicComment WayneTurner,ACTUP,Washing 
ton,DC "r Mr.TurnerdiscussedAlDSaccountabilityandtheneedtostrengthencommunity
oversightofEederalAlDSfunding.HetoldtheCounciIaboutatrialunderwayinPuertoRico,w 
hereeightpeoplehavebeenchargedwithembezzling$2.2millioninFederalAlDSfunds.Sixof  
theeighthavepleadedguilty,andtheGovernorofPuertoRicoisimplicatedinreceiving$250 
,000inAlDSfundsforhisl992politicalcampaign.Activistsareholdingdailyvigilsoutsid 
ethecourthousetobringattentiontothefactthatwhenAIDSmoneyisstolen,peopledie.Mr,T 
urnersaidtheminorityleaderofthePuertoRicoStateLegislaturewrotealettertoSecretar 
yShalalainl993outliningirregularitiesandconflictofmterestviolationsconcerningA 
lDSfunds.Fleposedthequestion:IfHRSAhadcarriedoutitsoversightfunctioninl993,howma 
nypeoplemightstillbealive?HesaidthesituationinPuertoRicoisnotanisolatedone.Coun 
cilmembersneedtoexaminewaystostrengthenoversightsothatthisdoesnotkeephappening. 
ACTUP,theAIDSAccountabilityProject,andothershavecalledforaGAOperformanceauditon 
AlDSfunding.HenotedthatitwasRepublicanRepresentativesCoburn,Bliley,andArmeywhow 
rotealettertoGAOrequestinganaudit. h+&8 Mr.Turnerofferedtwoproposals:TheGAOaudi 
tmustbecarriedout,andconflictorinterestrulesmustbeenforced.lnWashington,DC,fore



xample,only4of60planningcouncilmembersarenotdrawingsalariesandarenotboardmember
soforganizationsreceivingFederalAIDSmoney.Theplanningcouncilsarebuiltinstructur
esforcommunityoversight,andmembershiprequirementsneedtobeadjustedtoensuretherei
snoconflictofinterest. Comments: L HelenMiramontescommentedthatsaidtheCounci
IshoudldexercisecautionisnsupportingtheauditMr.RobinsonsaidtheCouncilhadbeeneng
agedwithlocalagenciestosupportthemintheiroversightactivities,buttheCouncilcould
playagreaterroleinthisarea.Mr.AndersonnotedthattheHRSAAIDSAdvisoryCommitteemeti
nMaytodraftaseriesofrecommendationsregardingthereauthorizationoftheRyanWhiteAct
.OneoftherecommendationsstatedthatatleastSlpercentofthemembershipofanyplanningb
odyshouldbefreeofanyconflictofmterestasdefinedinthelaw.DebraFraserHowzeurgedth
eCounciltobecautiousaboutsupportingtheperformanceaudit.Shenotedthat,historical!
y,everytimealargeamountoffundingisdirectedtocommunitiesofcolor,acallforanauditf
ollows.ShesaidtheAIDScommunityshouldwaittoseehowthingsplayoutinPuertoRicobefore
layingblame.Dr.ArandaNaranjoandFIelenMiramontesalsoquestionedtheintentofthosebeh
indtheauditrequest.CharlesTroupestressedthattheissueofmisappropriationoffundsis
indeedapartisanone,andthattheAIDScommunityshouldnotlooktoRepublicansforsympathy
andsupport. SubcommitteeReports %0!0. ResearchSubcommittee (#4 Dr.Levinefi
rstremindedMr.MontoyatoscheduleaconferencecallwithChrisCollins.ShenotedthatRepr
esentativePelosihassponsoredabill,Fl.R. 1274,togivea30percenttaxcredit h+&8 tocor
porationsorindividualsdoingvaccineresearchforanydiseasethatkillsmorethanonemill
ionpeopleworldwideperyear.ThecreditwouldnotapplytothosedoingresearchunderanyGov
ernmentgrantorcontract.Thesubcommitteewillseekmoreinformationonthebillandwillre
portbacktotheCouncilinOctober.ThesubcommitteeexpectstospeaktoDr.Nabelviaconfere
ncecallregardingthevaccineresearcheffortatNIH.ShesaidMichaellsbellreportedonrec
entactivitiesoftheInternationalAIDSVaccineInitiative(lAVI).IAVIisfocusedonmovin
gquickly,tryinginnovativeapproaches,andworkingwithunderdevelopednations.Theorga
nizationisdevelopinginternationalpartnerships.Onepartnership,linkingOxfordUnive
rsityinEnglandwiththeUniversityofNairobiinKenya,isfocusingonaDNAviralapproachto
avaccine.Thisinitiativeisexpectedtomoveintoclinicaltrialslaterthisyear.Asecondp
artnershipisusingVenezuelanequineencephalitisasavectorfortestingavaccine.Thisin
itiativejoinsVenezuelaandSouthAfricaandisexpectedtomoveintoclinicaltrialsinearl
y2000.1AVIalsoreceiveda$25milliondonationfromBillGates,whichwillbedistributedin
sumsofSSmillionayear.ThesubcommitteeanticipatesaconferencecallwithlAVIoverthesu
mmertooffertheCouncilsassistance.Dr.JudithAuerbachoftheOfficeofAIDSResearchatNl
Halsospoketothesubcommitteeaboutbehavioralinterventions.TheNlFlbudgetforbehavior
alandsocialscienceresearchincreasedby21percentthisyear;theonlyotherincreasethat
wascomparablewasforvaccines,whichroseby3 Ipercent.Themoneybeingspentthisyearforb
ehavioralinterventionsresearchis$213million,whilethevaccinefundinglevelis$148mi
llion"afigurethatisstillverylow.NIHislookingatsettingsastheyrelatetominoritypop
ulations,gender,anddruguse,andisdoingveryapplied,focused,interventionbasedresea
rch.ThesubcommitteeaskedDr.Auerbach h+&8 foracompletelistingofresearchprojectsi
nthisarea.Dr.LevinenotedthatDr.NealNathansonshouldbecommendedformovingquicklyin
thisdirection.NlFlsfundingprioritiesinthisareaareonprimaryprevention,secondarypr
evention,andmethods.Thesubcommitteeexpressedaconcernthatthereisadisconnectbetwe
enNlHandCDCthatimpedesthetranslationofresearchintoactualinterventions.Dr.FIelene
GayleofCDCagreedthatthisisaproblemandthatanadministrativemechanismisneeded.Thes
ubcommitteealsostressedthatalloftheplayersneedtobecommunicatingallofthetime.Dr.
GaylesaidshewouldtaketheseconcernsbacktoCDC.lfnothinghappensbythenextCouncilmee
ting,thesubcommitteewillmakeaformalrecommendationregardingtheseissues.Thesubcom
mitteescheduledthreeconferencecallsforJuly21 ,August 18,andSeptember 15or 16,allat 1
0:00a.m.OnecallwillbewithDr.Nabel,onewillbewithIAVl,andonewillberelatedtothePel
osibill.Dr.HittaskediftherehadbeenanyoppositiontothePelosibill.NoneoftheCouncil
membershadheardofanyopposition.Healsoaskedaboutcoordinationonthevaccineeffort.D
r.LevinesaidtheCouncilshouldwaittobebriefedbyDr.Nabelatthenextmeeting.Ms.Miramo



ntesnotedthattheAIDSVaccineAdvocacyCoalition(AVAC)hadjustreleasedareportcalled 
Eighty earsandCountingonthevaccineeffort.ShecalledAVACandrequestedenoughcopiesfo 
reachCouncilmember. PreventionSubcommittee %0!0 Mr.Robinsonreportedthatthesubc 
ommitteediscussedCDCseffortsrelatedtoprevention.First,aCDCAdvisoryCommitteework 
inggroupiscarryingoutaninventoryofCDCsAIDSspecificprogramsandexaminingtheirprio 
rities.Dr.GaylesaidthisprocessshouldbecompletedbyJulyorAugust,andareportwillbei 
ssued.Thesubcommitteeexpressedsomeskepticismh+&8 aboutthevalueofthisprocess,bu 
tdecidedtherearesomebenefits,suchasbroaderaccesstoinformation.Dr.Gaylesaidshewo 
uldupdatethesubcommitteeoncetheprocessiscompleted.Sincetheprocessisaninternalon 
e,thesubcommitteeisconcernedabouttheobjectivityofanyresultingrecommendations.Mr 
.RobinsonnotedthattheGAOauditwilloccursimultaneously,andthishassparkedacommitme 
ntamongsometoimplementsignificantchangesinCDCsapproach.Second,thesubcommitteere 
ceivedanupdateonthe KnowYourStatuscampaign.MemberswereimpressedthattheCDChaswor 
kedtobuildaweekofactivitiesaroundNationalTestingDay.However,thecrossagencyleade 
rshipneededtobringanationalfocustothiscampaignisnotevident.Therefore,thesubcomm 
itteehascommittedtobiweeklymeetingswithrepresentativesfromHHS,CDC,andONAPtogaug 
etheirprogressonthecampaign,andtocoordinateaccesstoanduseofresourcesandcontacts 
.ThesubcommitteealsosuggestedthataCDCcoordinatorforthecampaignbeplacedatONAP.Af 
tersomediscussion,itwasdecidedthatDr.HittwouldsendamemotoMr.ThurmpriortotheJuly 
13meetingrecommendingplacementofanFTEcoordinatorbyCDCatONAP.Ms.ThurmansaidDr.Ga 
ylehadbeentryingtorecruitsomeonetotakethepositionbuthadnotbeensuccessful.Dr.Flit 
tsaidhewouldcallDr.GayletoreinforcethemessagethattheFTEisapriorityfortheCouncil 
,AtDr.Hittssuggestion,itwasdecidedthatMr.Andersonwouldsendoutageneralbroadcastf 
axoremailtoallCouncilmembersfollowingeachbiweeklymeetingonthe KnowYourStatuscam 
paigntoupdateeveryoneoncampaignactivities.ThesubcommitteealsodiscussedtheFIealth 
CareWorkerGuidelines.Dr.GaylesaidthatCDCsreviewoftheguidelinesshouldbecompletew 
ithinaweektolOdays,andthedocumentwouldthenbeforwardedtoHFIS. h+&8 Dr.Hittsuggest 
edincludingarequestforatimelineontheguidelinesinthememotoMr.Thurm.Mr.Montoyarem 
indedallsubcommitteechairsthattheyshouldsubmitinwritinganyitemstobeincludedinth 
ememotoMr.ThurmpriortotheJulyl3meeting.Finally,Mr.Robinsonmentionedthattheupdat 
eonthe 1996youthreport [isthisfromCDC?] L isunderway,andisexpectedtoberelease
dbyWorldAIDSDay.ThesubcommitteealsorecommendedthatDr.KoplanbeinvitedtotheOctobe 
rmeetingwhenSecretaryShalalaispresent.Dr.HittsuggestedthattheCouncilsExecutiveC 
ommitteetrytoscheduleapreliminarymeetingwiththeSecretaryandMr.ThurmbeforetheOct 
obermeeting. RacialandEthnicPopulationsSubcommittee b Dr.NilsaGutierrez said 

thesubcommittee decidedtoorganizeapresentationtothefullCouncil t onthecharact 
eroftheepidemicinLatinocommunities,tobegivenattheOctobermeeting. An , outline 
ofthepresentationwasdistributedtoeachCouncilmember.Thepresentationwilladdresssi 
xareas:ageneraloverviewofLatinosubpopulations;thehealthstatusofLatinopopulation 
s;HIVinfectiontrendsandproblemsofunderreporting;theparticularitiesofthehealthca 
reinfrastructureinLatinopopulations;theimpactofsubstanceabuseanduseinthespreado 
fFllVinfection;andthecaseoftheVirginIslands,wheretheGovernmentisfacingbankruptcy 
andarapiddegradationofservicesisoccurring.Thepresentationwilltake90minutes.FIowt 
heepidemichasaffectedthegayLatinocommunity,women,andinmateswillalsobeaddressed. 
Dr.Flittsaidthepresentationwasagoodidea,butthattheExecutiveCommitteeneedstorethi 
nklogisticsandschedulingfortheOctobermeetinginordertofiteverythingin. z+&8 Ms.A 
ragonsuggestedthatLatinocommunityleadersbeinvitedtotheOctobermeetingfortheprese 
ntationandafollowupmeeting.Dr.Gutierrezsaidthesubcommitteehadalsodecidedtobegin 
toincludetheLatinoperspectivesofnongovernmentalorganizations,immigrationcoaliti 
ons,andpublicinterestattorneysinsubcommitteemeetings.AspectsoftheepidemicinMexi 
coandPuertoRicowillalsobediscussedinfuturesubcommitteemeetings.Mr.Montoyasaidhe 
neededtoclearlogisticsfortheLatinopresentationwiththesubcommittee.SteveLewadded 
thatthesubcommitteewouldalsoliketoscheduleadiscussionofAsianandPacificIslander( 
API)populationsatafutureCouncilmeeting.CharlesBlackwellnotedthatthePresidentjus



tsignedanexecutiveorderonAPIhealthcareissues,andthattheissuemightbeappropriatef
ortheDecemberCouncilmeeting.HeaddedthattheCouncilmayneedtorevisitadiscussiononN
ativeAmericanpopulations,andthataninterimmeetingofthesubcommitteemightbeneeded.
Mr.MontoyasaidtheCouncilshouldpushforthencwPresidentialCommitteeonAPIstoschedul
eapresentationonHIV/AlDStohighlightnotjusthealthissuesrelatedtoHlV,buteducation
andlaborissuesaswell. InternationalSubcommittee !
* Mr.Andersonreportedonseveralpresentationsbeforethesubcommitteeonthecompulsory 
licensingissue,mcludingthosefromthePharmaceuticalResearchandManufacturersofAme 
rica(PhRMA),MedecinsSansFrontieres,theWorldBank,theJointUnitedNationsProgrammeo 
nHlV/AlDS(UNAIDS),theHealthGapCoalition,andconsumeradvocates.Mr.Andersonsaidthe 
waysinwhichU.S.copyright,patent,andtradepoliciesaffectcompulsorylicensingarenot 
easilyunderstood,andthesubcommitteeisstrugglingtounderstandallofthe h+&8 issues 
implications.Thesubcommitteewouldliketofocusontwotasks:(l)afurtherexaminationof 
currentandfutureU.S.policyoncompuIsory licensing,whichwouldinvolvehearingfromU.S 
.Governmentagencies,and(2)afactfindingofperspectivesfromthedevelopingworld.Acon 
ferencecallorinterimsubcommitteemeetingwithseveralU.S.Governmentrepresentatives 
istentativelyplannedforthissummer.Mr.AndersonalsoemphasizedthattheU.S.Governmen 
tsresponsetoHlV/AIDSonaglobalscaleneedstobeconsideredaspartofthediscussiononcom 
pulsorylicensing.Mr.Andersonsaidhewoulddistributecopiesofthewrittenstatementssu 
bmittedbythosepresentingbeforethesubcommittee.Mr.Montoyaindicatedhisstaffmember 
swouldbewritingasummaryofthesubcommitteessessiononcompulsorylicensing.Mr. Anders 
onsaidthesubcommitteeshouldbeabletomakeapresentationoncompulsorylicensingtothef 
ullCouncilbytheDecembermeeting.Mr.Montoyasaidhisofficewouldbesendingoutalotofin 
formationoncompulsorylicensing,andstressedthateachCouncilmemberhasaresponsibili 
tytoreadtheinformationbecausetheissueissocomplex.Mr.AndersonnotedthattheCouncil 
needstodeterminewhatparallelsexistwithregardtocompulsorylicensingforotherdrugsa 
nddiseases.Dr.HittmentionedthatTheVillageVoicehadpublishedanarticleaboutVicePre 
sidentGores !
* positiononcompulsorylicensinginSouthAfrica.Ms.Thurmansaidherofficehaddraftedt 
alkingpointsinresponsetothearticle.ShesaidtheVicePresidenthadnotsidedwiththepha 
rmaceuticalindustryperse,buthadadvocatedstrongpatentprotectionandfmdingabalanc 
ebetweenprovidingincentivesfordrugdevelopmentandprotectingprofits.Mr.Andersoncl 
arifiedthatSouthAfricaisnotcurrentlyusingcompulsorylicensing,butalawisonthebook 
sthatwouldallowit.ThereisconcernintheU.S.tradecommunityaboutthe h+&8 potentiali 
mpactofthislaw.Ms.ThurmannotedthattherehavebeentimeswhentheUnitedStatesandother 
countrieshaveusedcompulsorylicensing,sotheAdministrationisgatheringinformationa 
nddeterminingwhatprecedenthasbeenset.Mr.Troupequestionedwhetherpharmaceuticalco 
mpaniesareseekingexcessiveprofitsinthedevelopingworld.Ms.Greenbergercommentedth 
atpricing,compliance,andpatentissuesmakecompulsorylicensingacomplicatedissue"it 
snotjustaboutprofits.Dr.BruceWenigersaidhewassurprisedattheU.S.Governmentsaggre 
ssivenessinpursuingpunitiveaction(e.g.,withdrawingtariffpreferences)againstSout 
hAfricabeforeanylicensinghadactuallyoccurred.Dr.HittnotedthatgenericAZTisavaila 
bleinCanadaandcostsabout40percentlessthanwhatitcostsintheUnitedStates.Mr. Anders 
onnotedthatthiswasaparalleltradeissue,notacompulsorylicensingissue.Dr.Hittreque 
stedthatsomeoneonthelnternationalSubcommitteedraftanexecutivesummaryoncompulsor 
ylicensingasthediscussionprogresses.Mr.Andersonsaidmostnationalorganizationsare 
reallystrugglingtodevelopapositiononcompulsorylicensing.UNAlDSiscurrentlyworkin 
gonapositionstatement,anditwouldbeinstructivetolookatthatstatementwhenitisrelea 
sed.Ms.ThurmansaidsherecentlymetwithPeterPiotofUNAlDSandrepresentativesoftheVic 
ePresidentsoffice,theDepartmentofCommerce,andtheU.S.TradeRepresentativesofficet 
odiscusstheAdministrationspolicyoncompulsorylicensing.Thegroupdraftedaninitials 
etoftalkingpoints,butacompletepolicystatementisstillbeingdebated. h+&8 Appropr 
iationsSubcommittee Ms.AragonreportedthatthesubcommitteediscussedtheFY2000app 
ropriationsprocessandthebudgetcapsissuethatMr.Mendelsonaddressedinhispresentati



ontothefullCouncil.ShenotedthatthisisaserioussituationforboththeLaborHHSbilland
theVAHUDbill.ShesaidHouseSpeakerDennisHasterthasbeentalkingabouttransferringsom
eDepartmentofDefensemoneytoHHS.SheurgedCouncilmembersnottobedeceivedbythismove,
astheamountofthetransferwouldbeinsignificantincomparisontothecutstakentomeetthe
budgetcaps.ThismovecouldendupunderminingtheAIDScommunitysadvocacyefforts.Itisim
portantthatadvocatesmakeAlDSa squeakywheelandconveythemessagethatthebudgetcapsa
renotacceptable.ThesubcommitteewouldlikeanupdatefromtheAdministrationinOctobero
nhowthe$156millionfromtheCBCisbeingspent.TheCBCisleadinganefforttoadd$180millio
ninnewfundingforHlV/AlDStotheFY2000appropriationsbill.Thisfundingrequestwouldpr
obablyincludeLatinosandothercommunitiesofcolorinadditiontotheAfricanAmericancom
munity.!VIs.AragonaskedthattheAppropriationsSubcommittee,theRacialandEthnicPopula
tionsSubcommittee,andtheInternationalSubcommitteemeetingsnotoverlapduringtheOct
oberCouncilmeeting.Mr.Troupesuggestedthatmoneylostthroughthebudgetcapsmightbere
placedthroughfundingfromtheNationalConferenceofStateLegislatures(NCSL)andtheNat
ionalBlackCaucusofStateLegislatures(NBCSL).HestressedthattheAIDScommunityneedst
ostartlookingattheStatesforfundingratherthandependingontheFederalGovernment.Ms.
AragonagreedthattheStatesareimportantpartners,butemphasizedthatthemagnitudeofcu
tsthatcouldoccuriftheFY2000budgetcapsaresustainedwouldfarexceedthecapacityofSta
teorlocalentities,andthatcriticalservicescouldbelost. h+&8 ServicesSubcommitte
e ThesubcommitteeorganizedMondaysaccesstocarepanelpresentation.Ms.Aragonsaidt
hesubcommitteewouldfollowupwiththethreepresentersregardingdevelopmentofabroadpl
antoaddressaccesstocare.Inaddition,thesubcommitteeheardapresentationfromNanRoma
nandRandyRusselloftheNationalAIDSHousingCoalition,which,alongwithNORA,isrequest
inga$60millionincreasefortheHousingOpportunitiesforPersonswithAIDS(HOPWA)progra
minFY2000.TheydiscussedthecriticalroleofhousinginstabilizingthosewithHIVandinfa
cilitatingaccesstocare.Forthisreason,thesubcommitteewillcontinuetomonitorHIVhou
singissues.ThesubcommitteealsodiscussedRyanWhitereauthorization.Memberswouldlik
etoinvitecommunityadvocatestoprovideaninformationalupdateonthereauthorizationpr
ocessduringtheOctobermeeting.Finally,Ms.Aragonsaidthesubcommitteehadscheduledit
snextfourorfiveconferencecalls. OtherBusiness F& Mr.MontoyaremindedCouncilme
mbersthatthenextmeetingwillbeheldOctober4and5,1999.TheExecutiveCommitteewilIhol
ditsfirstconferencecallonJunc23atl 0:00a.m.Easterntime.Allsubcommitteechairsmust
submittheirconferencecallschedulestoMr.Montoya.Travelreimbursementsmustbesentin
assoonaspossible.FortheJune23conferencecall,itisimportantthatallsubcommitteecha
irssubmittoMr.MontoyatheiragendaitemsfortheJulyl3meetingwithMr.Thurm,requestsfo
rinterimCouncilactivitybeforetheOctobermeeting,andrequestsforCouncilagendatimea
ttheOctober h+&8 meeting.Dr.Flittreiteratedthat,inhismemotoMr.Thurm,hewouIdmenti
ontheFTEforthe KnowYourStatuscampaignandatimetablefortheFIealthCareWorkerGuideli
nes.RegardingCouncilmemberterms,Dr.Hittsaidthevettingprocessfornewmemberswouldt
akeacoupleofmonths.SeventeenmemberstermswillendinJuly,fiveadditionalmembersterm
swillexpirebyDecember,andonlytwomembershaveexpressedadesiretorotateofftheCounci
l.ItisDr.Hittsunderstandingthatvacancieswillbefilledbyrandomselection.FIeexpects
afairturnoverbetweennowandDecember.Themeetingwasadjoumedat4:15p.m.i +.'5 h+&*
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<H3> </H3>

<H3><A NAME="anchor497001"></A>INTRODUCTION</H3>

<P>Today, in 1999, interventions to stem the spread of HIV throughout 
the world are as varied as the contexts in which we find them.
Not only is the HIV epidemic dynamic in terms of treatment options, 
prevention strategies and disease progression, but sexual behaviour, 
which remains the primary target of AIDS prevention efforts worldwide, 
is widely diverse and deeply embedded in individual desires, social 
and cultural relationships, and environmental and economic processes. 
This makes prevention of HIV, which could be an essentially simple 
task, enormously complex involving a multiplicity of dimensions.</P>

<P>Either implicitly or explicitly nearly all prevention interventions 
are based on theory. Most rely on the assumption that giving correct 
information about transmission and prevention will lead to behavioural 
change. Yet research has proven numerous times that education 
alone is not sufficient to induce behavioural change among most 
individuals. Thus, secondgeneration interventions were developed 
based on individual psychosocial and cognitive approaches that 
educate individuals in practical skills to reduce their risk for 
HIV infection (Kalichman, 1997). More recently, social researchers 
have come to realize that because complex health behaviours such 
as sex take place in context, socio-cultural factors surrounding



the individual must be considered in designing prevention interventions. 
Finally, beyond the individual and his or her immediate social 
relationships lie the larger issues of structural and environmental 
determinants that also play a significant role in sexual behaviour 
(Sweat, 1995).</P>

<P>The aim of this project was to associate outcomes of behavioural 
interventions around the world with the different models and theories 
on which they were based. There is however a dearth of information 
on tests of the relevance of behavioural change models in differing 
contexts, especially in non-industrialized countries and in regions 
at later stages of the epidemic. Most intervention reports, whether 
in peer-reviewed Journals or conference abstracts, often do not 
explicitly state the theoretical framework of the project. And 
in many cases, there was no explicit intent to base interventions 
on behavioural change models as a great number of them have been 
propelled by the urgency to do anything to slow the epidemic, 
particularly in resource-poor settings. The primary intention 
of this review was to look as broadly as possible at all interventions 
in order to identify what has worked in the enormous variety of 
situations addressed. However, this would have implied analysing 
retroactively all prevention programmes to define their theoretical 
foundations, which was not feasible within the scope, time and 
resources of this project.</P>

<P>This review thus focused primarily on the following types of 
reports:</P>

<UL>
<Ll>sexual behavioural change interventions for HIV explicitly
mentioning their theoretical approach
<LI>studies testing theoretical models of behavioural change
<Ll>and reviews on impact of behavioural changes interventions.

</UL>

<P>Additional examples of developing countries projects were used 
to balance the observations and conclusions drawn from the above 
sources in order to compensate for the lack of tested models in 
these countries.</P>

<P>Most of the studies cited in this report include control or 
comparison situations and behavioural outcomes. Reports that included 
only knowledge and attitudes outcomes were excluded. Also included 
were some interventions that used constructs from a variety of 
theories attempting to incorporate social, environmental and cognitive 
elements, or used constructs alone without testing theories as 
a whole. Unfortunately, it was difficult to identify interventions 
based both on a transtheoretical approach and strong evaluation 
components.</P>

<P>Finally, this review was organized into four sections, including:</P> 

<UL>
<LI>a brief overview of theoretical models of behavioural change



<Ll>a review of key approaches used to stem sexual transmission 
ofHlV
<LI>a summary of successful interventions targeting specific 
populations at risk
<Ll>and a discussion of remaining challenges.

</UL>

<H3> </H3>

<H3><A NAME="anchor497895"x/A>CHAPTER 1: THEORIES AND MODELS 
OF BEHAVIOURAL CHANGE</H3>

<P>This chapter is broken into 4 sections that cover the most 
frequently used theories and models of behavioural change from 
varied perspectives (see Table 1). It begins with theories that 
focus on the individual's psychological process, such as attitudes 
and beliefs, then goes into theories emphasizing social relationships, 
and ends with structural factors in explaining human behaviour.
This separation is artificial as there is inevitable overlap in
categories. It might therefore be useful, as well, to see the
theories as a continuum of models moving from the strictly individually-centere
d
to the macro-level of structural and environmentally focused.</P>

<H4><A NAME="anchor498554"x/A>(A) FOCUS ON INDIVIDUALS</H4>

<P>As HIV transmission is propelled by behavioural factors, theories 
about how individuals change their behaviour have provided the 
foundation for most HIV prevention efforts worldwide. These theories 
have been generally created using cognitive-attitudinal and affective-motivatio 
nal
constructs (Kalichman, 1998). Nearly all the psychosocial theories 
originated in the West but have been used for AIDS internationally 
with mixed results. Only one of the psychosocial models discussed 
below, the AIDS risk reduction model, was developed specifically 
for AIDS.</P>

<P>Psychosocial models of behavioural risk can be categorized 
into 3 major groups; those predicting risk behaviour, those predicting 
behavioural change and those predicting maintenance of safe behaviour.
Models of individual behavioural change generally focus on stages 
that individuals pass through while trying to change behaviour.
These theories and models generally do not consider the interaction 
of social, cultural and environmental issues as independent of 
individual factors (Auerbach, 1994). Although each theory is built 
on different assumptions they all state that behavioural changes 
occur by altering potential risk-producing situations and social 
relationships, risk perceptions, attitudes, self- efficacy beliefs, 
intentions and outcome expectations (Kalichman, 1997). Central 
to HIV prevention interventions based on psychological- behavioural 
theory is the practice of targeted risk-reduction skills. These 
skills are generally passed on to individuals in a process consisting 
of instruction, modeling, practice and feedback (Kalichman, 1997).
The psychological theories and models that have been most instrumental



in the design and development of HIV prevention interventions 
are briefly described below.</P>

<H4>Health belief model</H4>

<P>The Health belief model, developed in the 1950s, holds that 
health behaviour is a function of individual's socio-demographic 
characteristics, knowledge and attitudes. According to this model, 
a person must hold the following beliefs in order to be able to 
change behaviour:</P>

<OL>
<LI>perceived susceptibility to a particular health problem (" 
am I at risk for HIV?")
<LI>perceived seriousness of the condition (" how serious 
is AIDS; how hard would my life be if 1 got it?")
<LI>belief in effectiveness of the new behaviour (" condoms 
are effective against HIV transmission")
<LI>cues to action (" witnessing the death or illness of 
a close friend or relative due to AIDS")
<LI>perceived benefits of preventive action (" if I start 
using condoms, 1 can avoid HIV infection")
<LI>barriers to taking action (" I don't like using condoms").

</OL>

<P>In this model, promoting action to change behaviour includes
changing individual personal beliefs. Individuals weigh the benefits
against the perceived costs and barriers to change. For change
to occur, benefits must outweigh costs. With respect to HIV, interventions
often target perception of risk, beliefs in severity of AIDS ("
there is no cure"), beliefs in effectiveness of condom use
and benefits of condom use or delaying onset of sexual relations.</P>

<H4>Social cognitive (or learning) theory</H4>

<P>The premise of the social cognitive or social learning theory 
(SCT) states that new behaviours are learned either by modeling 
the behaviour of others or by direct experience. Social learning 
theory focuses on the important roles played by vicarious, symbolic, 
and self-regulatory processes in psychological functioning and 
looks at human behaviour as a continuous interaction between cognitive, 
behavioural and environmental determinants (Bandura, 1977). Central 
tenets of the social cognitive theory are:</P>

<UL>
<Ll>self-efficacy - the belief in the ability to implement the 
necessary behaviour (" I know I can insist on condom use 
with my partner")
<Ll>outcome expectancies - beliefs about outcomes such as the 
belief that using condoms correctly will prevent HIV infection.

</UL>

<P>Programmes built on SCT integrate information and attitudinal 
change to enhance motivation and reinforcement of risk reduction



skills and self-efficacy. Specifically, activities focus on the 
experience people have in talking to their partners about sex 
and condom use, the positive and negative beliefs about adopting 
condom use, and the types of environmental barriers to risk reduction.
A meta-analysis of HIV risk-reduction interventions that used 
SCT in controlled experimental trials found that 12 published 
interventions with mostly uninfected individuals all obtained 
positive changes in risk behaviour, with a medium effect size 
meeting or exceeding effects of other theory-based behavioural 
change interventions (Greenberg, 1996).</P>

<H4>Theory of reasoned action</H4>

<P>The theory of reasoned action, advanced in the mid-1960s by 
Fishbein and Ajzen, is based on the assumptions that human beings 
are usually quite rational and make systematic use of the information 
available to them. People consider the implications of their actions 
in a given context at a given time before they decide to engage 
or not engage in a given behaviour, and that most actions of social 
relevance are under volitional control (Ajzen, 1980). The theory 
of reasoned action is conceptually similar to the health belief 
model but adds the construct of behavioural intention as a determinant 
of health behaviour. Both theories focus on perceived susceptibility, 
perceived benefits and constraints to changing behaviour. The 
theory of reasoned action specifically focuses on the role of 
personal intention in determining whether a behaviour will occur.
A person's intention is a function of 2 basic determinants:</P>

<OL>
<LI>attitude (toward the behaviour), and 
<Ll>'subjective norms', i.e. social influence.

</OL>

<P>'Normative' beliefs play a central role in the theory, and 
generally focus on what an individual believes other people, especially 
influential people, would expect him/her to do.</P>

<P>For example, for a person to start using condoms, his/her attitude 
might be "having sex with condoms is just as good as having 
sex without condoms'" and subjective norms (or the normative 
belief) could be "most of my peers are using condoms, they 
would expect me to do so as well". Interventions using this 
theory to guide activities focus on attitudes about risk-reduction, 
response to social norms, and intentions to change risky behaviours.</P>

<H4>Stages of change model</H4>

<P>This model, developed early in the 1990s specifically for smoking 
cessation by Prochaska, DiClemente and colleagues, posits 6 stages 
that individuals or groups pass through when changing behaviour: 
pre-contemplation, contemplation, preparation, action, maintenance 
and relapse. With respect to condom use, the stages could be described 
as:</P>



<0L>
<LI>has not considered using condoms (pre-contemplation) 
<LI>recognizes the need to use condoms (contemplation) 
<Ll>thinking about using condoms in the next months (preparation) 
<Ll>using condoms consistently for less than 6 months (action) 
<Ll>using condoms consistently for 6 months or more (maintenance) 
<Ll>slipping-up with respect to condom use (relapse)

</OL>

<P>ln order for an intervention to be sueeessful it must target 
the appropriate stage of the individual or group. For example, 
awareness raising between stage one and two. Groups and individuals 
pass through all stages, but do not necessarily move in a linear 
fashion (Prochaska, 1992). As with previous theories, the s tages 
of ehange model emphasizes the importance of cognitive proeesses 
and uses Bandura's eoncept of self-efficacy. Movement between 
stages depends on cognitive-behavioural processes.</P>

<P>Among others (see Table 3), the CDC has used the Stages of 
Change model in its AIDS Community Demonstration Projects for 
marginal populations in the US and in a research project aiming 
to change women's sexual behaviour with their main partners (Galavotti 
1998).</P>

<H4>A1DS risk reduction model</H4>

<P>The AIDS risk reduction model, developed in 1990 (Catania et 
al), uses constructs from the health belief model, the social 
cognitive theory and the diffusion of innovation theory (a social 
model described below), to describe the process individuals (or 
groups) pass through while changing behaviour regarding HIV risk.
The model identifies 3 stages involved in reducing risk for FllV 
transmission, including:</P>

<OL>
<LI>behaviour labelling 
<LI>commitment to change 
<LI>taking action.

</OL>

<P>In the first stage, knowledge about HIV transmission, perceived 
HIV susceptibility, as well as aversive emotions influenee how 
people perceive AIDS. The commitment stage is shaped by four faetors: 
perceptions of enjoyment, self-efficacy, social norms and aversive 
emotions. Again, in the last stage, aversive emotions, sexual 
communieation, help-seeking behaviour and social factors affect 
people's decision-making process (Catania, 1990).</P>

<P>Programmes that use the AIDS risk reduction model focus on:</P>

<UL>
<Ll>clients' risk assessment
<LI>influencing the decision to reduce risk through perceptions 
of enjoyment or self-efficaey



<Ll>clients' support to enact the change (access to condoms, 
social support).

</UL>

<H4>Conclusion</H4>

<P>These psychosocial theories and constructs were very useful 
early in the epidemic to iden-tify individual behaviours associated 
with higher rates of HIV transmission. They continue to provide 
important guidance to interventions in formulating design and 
evaluation with diverse populations in a wide variety of settings.
Theories also help in understanding study results. It is important, 
however, to pay particular attention to these theories across 
cultures and genders as nearly all the individually based theories 
were developed in the West with little focus on the role of gender.
Although numerous studies have proven the usefulness of these 
theories, it has become increasingly evident that alone they do 
not entirely explain why some populations have higher HIV prevalence 
than others nor the complex interactions between contextual factors 
and individual behaviour.</P>

<H4><A NAME-"anchor500194"x/A>(B) SOCIAL THEORIES AND MODELS</H4>

<P>Overemphasis on individual behavioural change with a focus 
on the cognitive level has undermined the overall research capacity 
to understand the complexity of HIV transmission and control.
Focus only on the individual psychological process ignores the 
interactive relationship of behaviour in its social, cultural, 
and economic dimension thereby missing the possibility to fully 
understand crucial determinants of behaviour. Aggleton (1996) 
points out that, in many cases, motivations for sex are complicated, 
unclear and may not be thought through in advance.</P>

<P>Societal norms, religious criteria, and gender-power relations 
infuse meaning into behaviour, enabling positive or negative changes.
A main difference between individual and social models is that 
the latter aim at changes at the community level. Sociological 
theories assert that society is broken up into smaller subcultures 
and it is the members of one's immediate surroundings, the peer 
group that some-one most identifies with, that has the most significant 
influence on an individual's behaviour. According to this perspective, 
effective prevention efforts, especially in vulnerable communities 
that do not have the larger societal support, will depend on the 
development of strategies that can enlist community mobilization 
to modify the norms of this peer net-work to support positive 
changes in behaviour (Kelly, 1995). A greater interest in the 
context surrounding individual behaviour led to increased numbers 
of interventions guided by the following theories and models.</P>

<H4>Diffusion of innovation theory</H4

<P>The diffusion of innovation theory (Rogers, 1983) describes 
the process of how an idea is disseminated throughout a community. 
According to the theory, there are four essential elements: the



innovation, its communication, the social system and time. People's 
exposure to a new idea, which takes place within a social network 
or through the media, will determine the rate at whieh various 
people adopt a new behaviour. The theory posits that people are 
most likely to adopt new behaviours based on favorable evaluations 
of the idea communicated to them by other members whom they respect 
(Kegeles, 1996). Kelly explains that when the diffusion theory 
is applied to HIV risk reduction, normative and risk behavioural 
changes can be initiated when enough key opinion leaders adopt 
and endorse behavioural changes, influence others to do the same 
and eventually diffuse the new norm widely within peer networks.
When beneficial prevention beliefs are instilled and widely held 
within one's immediate social network, individuals' behaviour 
is more likely to be consistent with the perceived social norms 
(Kelly, 1995).</P>

<P>lnterventions using this theory generally investigate the best 
method to disperse messages within a community and who are the 
leaders able to act as role models to change community norms.</P>

<H4>Social influence or social inoculation model</H4>

<P>This educational model is based on the concept that young people 
engage in behaviours including early sexual activity partly because 
of general societal influences, but more specifically from their 
peers (Howard 1990). The model suggests exposing young people 
to social pressures while teaching them to examine and develop 
skills to deal with these pressures. The model often relies on 
role models such as teenagers slightly older than programme participants 
to present factual information, identify pressures, role-play 
responses to pressures, teach assertiveness skills and discuss 
problem situations (Howard, 1990). Social influence model has 
been used to reduce smoking among young people as well.</P>

><H4>Soeial network theory</H4

<P>The Social Network Theory looks at social behaviour not as 
an individual phenomenon but through relationships, and appreciates 
that HIV risk behaviour, unlike many other health behaviours, 
direetly involves 2 people (Morris, 1997). With respect to sexual 
relationships, social networks focus on both the impact of selective 
mixing (ie how different people ehoose who they mix with), and 
the variations in partnership patterns (length of partnership 
and overlap). Although the intrieacies of relations and communication 
within the couple, the smallest unit of the social network, is 
critical to the understanding of HIV transmission in this model, 
the scope and character of one's broader social network, those 
who serve as reference people, and who sanction behaviour, are 
key to comprehending individual risk behaviour (Auerbach, 1994).
In other words, social norms are best understood at the level 
of social networks.</P>

<P>One application of the Sexual Network Theory for HIV prevention 
is the concept of'bridge populations' that form a link between



high and low prevalence groups (Morris, 1997). In Thailand, men 
who have both commercial and non-commercial sex partners form 
an important bridge population, which was an integral aspect of 
the spread of HIV in Thailand. Programmes using this theory to 
guide them would investigate;</P>

<UL>
<Ll>the composition of important social networks in a community 
<Ll>the attitudes of the social networks towards safer sex 
<Ll>whether the social network provides the necessary support 
to change behaviour
<Ll>whether particular people within the social network are at 
particularly high risk and may put many others at risk.

</UL>

<P>Although few network-based interventions have been tried, the 
concept has proven complementary to individual-based theories 
for the design of prevention programmes by focusing on the partnership 
as well as the larger social group. Analysis of network mixing 
provides the means to see efficiency of transmission and effective 
points of intervention.</P>

<H4>Theory of gender and power</H4>

<P>Unlike the psychosocial theories which are essentially gender-blind, 
the theory of gender and power is a social structural theory addressing 
the wider social and environmental issues surrounding women, such 
as distribution of power and authority, affective influences, 
and gender-specific norms within heterosexual relationships (Connell, 
1987). Using this theory to guide intervention development with 
women in heterosexual relationships can help investigate how a 
woman's commitment to a relationship and lack of power can influence 
her risk reduction choices (DiClemente, 1995).</P>

<P>Programmes using the theory of gender and power would assess 
the impact of structurally determined gender differences on interpersonal 
sexual relationships (perceptions of socially prescribed gender 
relations).</P>

<H4>Conclusion</H4>

<P>Social theories and models see individual behaviours embedded 
in their social and cultural context. Instead of focusing on psycho-logical 
processes as the basis for sexual behaviour, it tends to be social 
norms, relationships and gender imbalances that create the meaning 
and determinants of behaviour and behavioural change. These theories 
dictate that efforts to effect change at the community level will 
have the most significant impact on individuals who are contemplating 
changes and on those who have made changes but need support to 
sustain those changes. Social theories have been increasingly 
used with populations especially vulnerable to effects of partners 
and peers. These theories and models have been developed in the 
West and few examples have tested their relevance in developing 
countries.</P>



<H4><A NAME-"anchor500805"x/A>(C) STRUCTURAL AND ENVIR0NMENTAL</H4>

<P>Determinants of sexual behaviour can be seen as a function 
not only of individual and social but of structural and environmental 
factors as well (Carael, 1997, Sweat, 1995, Tawil, 1995).
These factors include civil and organizational elements as well 
as policy and economic issues.</P>

<H4>Theory for individual and social change or empowerment model</H4>

<P>This theory asserts that social change happens through dialogue 
to build up a critical perception of the social, cultural, political 
and economic forces that structure reality and by taking action 
against forces that are oppressive (Parker, 1996). In other words, 
empowerment should increase problem solving in a participatory 
fashion, and should enable participants to understand the personal, 
social, economic and political forces in their lives in order 
to take action to improve their situations (Israel, 1994). Werner 
(1997) states that," empowerment is the process by which 
disadvantaged people work together to take control of the factors 
that determine their health and their lives". For this to 
happen he explains that feelings of powerlessness, which can come 
from lack of skills and confidence, have to be cast off. Although 
empowerment can only come from the group itself, enabling empowerment 
is possible by facilitating its determinants. The common struggle 
against gender or ethnic oppression, economic exploitation, political 
repression or foreign intervention is what builds necessary confidence 
(Werner, 1997).</P>

<P>A distinction is made between personal, organizational and 
community empowerment. Personal empowerment has to do with the 
psychological processes and is similar to self-efficacy and self 
esteem. Organizational empowerment encompasses both the processes 
that enable individuals to increase their control within the organization 
and the organization to influence policies and decisions in the 
community. An empowered community uses the skills and resources 
of individuals and organizations to meet respective needs (Israel,
1994).</P>

<P>Interventions using empowerment approaches must consider key 
concepts such as beliefs and practices that are linked to interpersonal, 
organizational and community change. Intervention activities can 
address issues at the community and organizational level such 
as central needs the community identifies, and any history community 
organizing among community members. The theory would prescribe 
including participants in the planning and implementation of activities.</P>

<H4>Social ecological model for health promotion</H4>

<P>According to this model, patterned behaviour is the outcome 
of interest and behaviour is viewed as being determined by the 
following:</P>



<0L>
<Ll>intrapersonal factors - characteristics of the individual 
such as knowledge, attitudes, behaviour, self-concept, skills 
<LI>interpersonal processes and primary groups formal and informal 
social network and social support systems, including the family, 
work group and friendships
<Ll>institutional factors - social institutions with organizational 
characteristics and formal and informal rules and regulations 
for operation
<Ll>community factors - relationships among organizations, institutions 
and informal networks within defined boundaries 
<Ll>public policy - local, state and national laws and policies 
(McLeroy, 1988).

</OL>

<P>lntervention strategies range from skills development at the 
intra-personal level to mass media and regulatory changes at other 
levels (Laver, 1998). The theory acknowledges the importance of 
the interplay between the individual and the environment, and 
considers multi-level influences on unhealthy behaviour (Choi,
1998). In this manner, the importance of the individual is de-emphasized 
in the process of behavioural change.</P>

<H4>Socioeconomic factors</H4>

<P>Several studies have shown that economic factors have a strong 
influence on individual sexual behaviour, mostly through poverty 
and underemployment. Cross-nationally, countries with the lowest 
standards of living are also the ones with the highest HIV incidence 
(Sweat, 1995; Tawil, 1995). Within both rich and poor countries, 
poverty is associated with HIV, and HIV intensifies poverty (Sweat,
1995).</P>

<P>The proposed mechanisms for this relationship are: non-cohabitation 
between young married couples which can arise from critical economic 
situations forcing urban migration, seasonal work and truck driving, 
sex work, civil disturbances and war. Civil disturbance and war 
lead to displaced and refugee populations who not only lose their 
social and familial support systems but become highly vulnerable 
to HIV owing to intense social and economic strain in a alien 
culture (Carael, 1997). In such situations, HIV concerns 
take a very low priority in a risk hierarchy, and any previous 
or planned efforts for the control of HIV transmission are disrupted, 
if not destroyed.</P>

<H4>Conclusion</H4>

<P>Community level theories, models or factors see human behaviour
as a function not only of the individual or his or her immediate
social relationships, but as depending on the community, organization
and the political and economic environment as well. They are multidimensional
with an emphasis on linking the individual to the surrounding
larger environmental systems. Interventions using this approach,
thus, target organizations, communities and policy.</P>



<H4><A NAME="anchor501489"x/A>(D) CONSTRUCTS ALONE AND TRANSTHEORETICAL 
MODELS</H4>

<H4>Perception of risk construct</H4>

<P>As behavioural interventions are designed to reduce higher 
risk behaviours, perception of risk is a construct in most individual 
psychosocial behavioural models and some interventions use the 
construct without applying any of the models in their entirety.
Increasing perception of risk has been shown numerous times to 
increase HIV protective behaviour (Stevens, 1998). Yet most behavioural 
models measure risk as individually determined which might not 
be relevant in many contexts. Not surprisingly, many women often 
perceive themselves at risk not because of their own behaviour, 
but because of the past or current, perceived or real behaviour 
of their sexual partner. In addition, perception of risk as a 
predictor of future behavioural change has further complexities 
in circumstances where individuals report high perception of risk 
and high self-reported behavioural change. This situation may 
demonstrate limited realistic further behavioural change options, 
or feelings of fatalism.</P>

<H4>Sexual communication</H4>

<P>Sexual communication has been noted in various situations to 
be predictive of condom use. Among incarcerated Latino adolescents 
with high numbers of sexual partners in the USA, it was reported 
that youth who communicated with their sex partners about each 
others' sexual history were significantly more likely to use condoms 
(Rickman, 1994). In central Africa condom use was more likely 
if women reported discussion with their sexual partner about STDs 
or condoms (van der Straten, 1995). Sexual communication has also 
been reported as a means to self-efficacy among heterosexuals 
in Holland (Buunk, 1998).</P>

<H3> </H3>

<H3><A NAME="anchor502098"x/A>CHAPTER II: KEY APPROACHES TO BEHAVIOURAL 
CHANGE FOR HIV</H3>

<P>Early in the AIDS epidemic, results of population survey researeh 
alerted public health officials of the diversity of sexual behaviours 
and of the need to act quickly. The first interventions as well 
as the first applications of theories were propelled by the urgency 
to do anything to slow the alarming crisis at hand. Through popular 
public health channels, information was disseminated to populations 
at risk.</P>

<P>Today, many of the interventions for the prevention of HIV 
transmission, rather than using one of the behavioural theories 
in its entirety, have developed programmes based on one or many 
constructs often depending on the socio-cultural, political, or 
economic situation and on the stage of the epidemic. Drawing on



various models and modifying them to suit the population and context 
has been critical to implementation of prevention projetcs, especially 
in international settings, as nearly all theories were developed 
in the West. These transtheoretical approaches are guided by critical 
constructs such as risk perception, social norms and sexual communication 
to form the basis of interventions worldwide. This section looks 
principally at the most common approaches used to influence HIV 
risk reduction. Although these approaches are not consistently 
or directly derived from behavioural change theories or models, 
they draw on the multiple constructs mentioned above.</P>

<P>The section is split between individual and community-level 
interventions, where the approach is described and then specific 
examples of its use are reviewed. See Table 2 for a summary of 
models and theories tested by research or reviews.</P>

<H4><A NAME="anchor503438"x/A>(A) APPROACHES AIMED AT INDIVIDUAL 
LEVEL BEHAVIOURAL CHANGEM</H4>

<H4>lnformation, education and communication</H4>

<P><I><U>Mass and small group education</U></I></P>

<P>As information was initially, for many, thought to be the key
to behavioural change, HIV prevention programmes began with a
focus on increasing awareness about the modes of transmission
and prevention (Cohen, 1992). Mass education for HIV prevention
can take many forms but is often seen as a key component of a
comprehensive AIDS prevention programme (Holtgrave, 1997). Mass
media, for example, are directed to the general public and aim
at teaching people essential facts, promoting healthy behaviour,
quieting anxiety about casual transmission and preventing discrimination.</P>

<P>An analysis of the messages adopted by the information and 
education programmes of national AIDS control programmes of 38 
different countries found that over 90% focused on correcting 
misperceptions about AIDS. About 80% provided information about 
personal risk assessment (Cohen, 1992). In many countries, mass 
education provided the first step to national AIDS control programmes.
Many mass education efforts successfully raised AIDS awareness 
by informing individuals of the risks of HIV infection, and in 
some cases education-based programmes were sufficient to change 
high risk behaviours, increase condom sales, and reduce new HIV 
infections (Kalichman, 1997). The channels that national AIDS 
control programmes have used for mass education include targeted 
media, printed media and electronic media (Cohen, 1992).</P>

<P>A review of 49 studies covering 18 countries to identify empirical 
outcomes or evaluate impact of HIV-related mass-media campaigns 
in 1996 concluded that most campaigns aiming at "individual-level 
goals of knowledge, attitude or behavioural changes were generally 
successful at achieving these goals" (Holtgrave, 1997). However, 
behavioural endpoints of the projects reviewed were not mentioned.
In addition, as the author himself pointed out, a substantial



number of the project reports reviewed lacked methodological details; 
they were reported in conference abstracts. It is therefore difficult 
to conclude on the relative meaning of the term "successful", 
particularly in relation to behavioural out-comes. Small-group 
AIDS education is taking place all over the world, advancing general 
knowledge of HIV in numerous communities. Small-group AIDS prevention 
programmes can be seen as having 3 main components:</P>

<UL>
<LI>content
<LI>context
<LI>strategies (Kalichman, 1998).

</UL>

<P>Content includes goals, objectives, and activities. The main 
content areas in most small-group intervention activities include: 
basic education about AIDS, sensitization to one's personal risks 
for HIV, instruction in individual actions that can reduce one's 
risk and exploring new ways to communication with sex partners.
Entire interventions or research questions are built on any one 
of these content areas.</P>

<P>The second component in small group HIV prevention is the context.
The different aspects of the intervention should be designed to 
fit the cultural, gender and developmental issues of participants.
For example, one investigator felt concerns of stigma and sexual 
identity were paramount to African American gay men and dedicated 
an entire session of this small-group intervention to concentrate 
on those issues (Kalichman, 1998).</P>

<P>The third component, strategy, is the process itself, where 
emphasis is placed on how the interventions are implemented between 
participants and group leader. Key elements to consider include 
how to foster trust, build group cohesiveness, encourage motivation 
and mutual support among participants and between partieipants 
and the facilitator (Kalichman, 1998).</P>

<P>Although evaluations of small-group interventions have focused 
on content and facilitation skills, all three components have 
been found to be critical to the success of this approach. The 
literature reports strong evidence for the beneficial effects 
of small-group HIV prevention from randomized controlled trials 
of theory- based skills-building programmes (see chapter 111 for 
impact of theory based interventions). Several independent reviews 
of the literature as a whole found that small group HIV risk-reduction 
interventions result in meaningful changes in HIV risk behaviour 
(Kalichman, 1998).</P>

<P><TABLE W1DTH="90%" BORDER="l" CELLSPACING="2" CELLPADDING="10"> 
<TR>

<TD WIDTH="100%" BGCOLOR="#blc4ef>
One innovative approach targeting hard-to-reach populations in 
the USA with information and counselling was a multiple session 
intervention designed to be delivered over the telephone. One



reason for this method was to reach populations that do not want 
to meet a health care provider face-to-face. In an evaluation 
of the study, the researcher found significant effects of their 
telephone-based counselling including a decrease in unprotected 
intercourse from 47% to 26% of the men who completed the programme 
(Roffman, 1997). Another study in Uganda looking at gender differences 
and perception of risk noted that participation in small-group 
AIDS education was associated with some protective behaviours 
for women with evidence of a dose response effect. The author 
suggests that these AIDS education events may also provide a 
socially sanctioned opportunity for peer group interaction for 
women (Bunnell, 1996).</TD>

</TR>
</TABLE></P>

<P>Especially in the USA, small-group AIDS prevention efforts 
have evolved since the beginning of the epidemic from providing 
basic information in community groups and sensitizing people to 
personal risk sensitization. Subsequently, interventions began 
instructing people on condom use skills, eroticizing safer sex, 
and building safer sex communication skills. Through interventions 
encompassing these elements, many people have reduced high-risk 
sexual behaviour, but not everyone is sensitive to small group 
behavioural interventions. For example, small-group projects targeting 
heterosexual men for HIV prevention have not shown significant 
intervention effects. Longer-term behavioural changes require 
ongoing support and modifications in the larger social environment 
within which these behaviours take place.</P>

<P><I><U>Peer education</U></l></P>

<P>Peer education is one approach to small-group HIV prevention 
usually aimed at individual behaviour. The peer health educator 
approach recruits leaders in communities at risk to be implementers 
of the education programme to their peers (Sepulvede, 1992). Selection 
of peer educators is a key to the success of a programme and often 
involves:</P>

<UL>
<Ll>acceptance by other members of the group 
<LI>being an opinion leader, thus well respected in the group 
<LI>willingness to be trained 
<LI>committed to the goals of the programme 

</UL>

<P>Many interventions combine peer education with other approaches 
such as the use of social networks, condom social marketing (Roy,
1998) and outreach (Seema, 1998 &
Boontan, 1998) as these approaches can be complementary. Outreach 
work using peers has resulted in increased participation of targeted 
community members as well as increased diversity of participants 
(Broadhead, 1998).</P>

<P>The benefits of working with peers rather than with 'experts'



from outside the social network are many depending upon the group 
at risk. Wingood noted that peer educators may be a more credible 
source of information for women, may communicate in a more understandable 
language, and may serve as positive role models (Wingood, 1996).
Other studies have suggested that when the group at risk is very 
different culturally from the majority, peers know the cultural 
risks and most appropriate and realistic risk-reduction strategies 
from experience.</P>

<P>The peer educator approach has been used in as diverse populations 
as; dock workers in Nigeria (Ogundare 1998), Arabian prisoners 
in Italy (Vacondio, 1998), street youth in Thailand (Boontan,
1998), in-school youth in Armenia (Ter-Hoyakimyan, 1998) secondary 
school students in Argentina (Bianco, 1998), taxi drivers in Cameroon 
(Moughutou, 1998), low- and middle-class general population in 
Zambia (Kathuria, 1998), factory workers in Zimbabwe (Katzenstein,
1998), sex workers in India (Seema, 1998, Roy, 1998), drug users 
in USA (Broadhead, 1998) and traditional healers in South Africa 
(Green, 1994), among many, many others.</P>

<P>In these various situations, peer educators performed differing
tasks ranging from development and distribution of lEC materials
including video clips and pamphlets, as well as condom discussion
and distribution to conversations with peers on diverse topics
such as empowerment, health and human rights, and basic AIDS information.</P>

<P>Surprisingly, all of the above studies, even though many were 
not randomly controlled, indicated positive results. But here 
again, many of these reports were conference abstracts lacking 
methodological details. Nevertheless, they show the astonishing 
diversity of populations and contexts with which peer education 
is being practised throughout the world.</P>

<P><TABLE W1DTH="90%" BORDER="l" CELLSPACING="2" CELLPADD1NG="10"> 
<TR>

<TD WIDTH="100%" BGCOLOR="#blc4ef>
In one study that randomized 40 factories in Zimbabwe into counselling 
and testing with or without peer education, results reported 
a 34% lower HIV incidence in peer education than in control group 
(Katzenstein, 1998). In Zambia, authors noted dramatic declines 
in syphilis seropositivity in 3 test vs. 3 control sites (by 
77%, 47% and 58%) after a 3-year peer education programme that 
reached 417,000 men and 385,000 women (Kathuria, 1998).</TD>

</TR>
</TABLE></P>

<P>Two studies analysed cost-effectiveness of peer education interventions 
among IDUs in the USA and factory workers in Zimbabwe. In Zimbabwe 
costs compared favorably to other HIV prevention programmes (Katzenstein,
1998), and the US researchers found that the peer-driven intervention 
cost one thirtieth as much as the traditional (external) intervention 
(Broadhead, 1998).</P>

<P>As any other approach however, peer education has its limits.



For example, in Brazil, participants of a target group became 
health agents and lost their solidarity and support within the 
group, which is a key element to successful peer education (Leite,
1998). Another example comes from a convenience sample analysis 
of several peer education programmes across the USA that found 
a structural tendency for peer education programmes to employ 
low-income people and treat peer educators as the most marginal 
sector of the organization's staff (Maskovsky, 1998).</P>

<H4><A NAME="anchor504378"x/A>Testing and counselling</H4>

<P>ln increasing numbers people in industrialized countries are 
receiving their HIV test results as therapeutic options become 
available to more people. Research has shown many reasons developing 
nations should make voluntary testing and counselling (VTC) accessible 
to their populations (UlMAIDS, 1998). Early detection of the virus 
enables referral for clinical care and psychosocial support. Ethically 
people have a right to know their serostatus in order to protect 
themselves and others. And knowing their own serostatus and the 
options can motivate people to change higher risk behaviours (De 
Zoysa, 1995). In addition, De Zoysa notes that HIV testing and 
counselling may have an important social impact through people 
knowing their serostatus sharing it with others and laying the 
groundwork for changes in social norms about HIV and AIDS. A positive 
HIV result has also encouraged some people to give personal testimonies 
in community fora, a consequence that can have a powerful effect 
on individual attitudes, behaviours and social norms. In cultural 
contexts where fertility is highly valued, testing and counselling 
provides an important behavioural-change alternative to consistent 
condom use.</P>

<P>The theoretical foundation on which interventions providing 
testing and counselling are built principally involves the stages 
of change model (De Zoysa, 1995). HIV testing and counselling 
may promote progression across the continuum of the stages of 
change. For example, in rural southwestern Uganda, a setting with 
high HIV prevalence, the majority of respondents in a research 
study reported that they had already made behavioural changes 
because of AIDS, but making further changes to protect themselves 
was contingent on knowing their HIV serostatus (Bunnell, 1996).
It has thus been suggested that counselling promotes risk reduction 
through increasing perception of risk, self-efficacy and personal 
skills, and through reinforcing social norms or responsibility 
(De Zoysa, 1995).</P>

<P>In 1991, in an extensive review of 50 testing and counselling 
studies in Africa, Australia, Europe and North America, Higgins 
et al found substantial risk reduction only among heterosexual 
couples with one infected partner. In other groups (homosexual 
men, injecting drug users, women) risk reduction was not significantly 
associated with counselling and testing (Higgins, I991).</P>

<P>An updated review of 35 studies conducted by Wolitski et al. 
in 1997 found similar results to those of Higgins et al for some



population groups. The clearest evidence for positive behavioural 
effects of HIV VTC has been heterosexual sero-discordant couples 
where HIV counselling and testing was a significant motivating 
factor to risk reduction. Studies of MSM have also indicated significant 
risk reduction but it was not clearly related to their testing 
for HIV. Yet a UNAIDS report notes that among a sample of HIV-infected 
homosexual men in Norway the number of sex partners decreased 
from an average of 4.3 a year before to 1.6 after counselling 
and testing (UNAIDS, 1998). In HIV serodiscordant couples a consistent 
reduction in sexual risk practices followed HIV testing and counselling. 
Similarly, in most injecting drug users studies, counselling and 
testing proved to be beneficial in reducing dangerous sexual practices 
(Wolitski, 1997). Across populations, individuals who learn they 
are HIV positive have been found to be more likely to change behaviour 
than those who learn they are HIV negative. More recently a randomized 
controlled trial in 3 developing countries (Kenya, Tanzania and 
Trinidad and Tobago) showed that couples receiving counselling 
and testing reduced unprotected intercourse among their spouses, 
especially among serodiscordant and seropositive concordant couples 
(Coates, 1998a). However, results specifically found that VTC 
produced significant changes in reducing high-risk sexual practices 
with non-primary partners (Coates, 1998).</P>

<P>ln the USA, a randomized controlled trial evaluating HIV post-test 
prevention counselling was conducted in 5 STD clinics comparing 
3 arms: (1) HIV education including 2 sessions with brief HIV/STD 
messages, (2) HIV prevention counselling, 2 sessions aimed at 
increasing risk perception, (3) enhanced counselling, 4 sessions 
based on theoretical constructs of behavioural change; self efficacy 
and perceived norms, over a 12-month period. They found marked 
changes in condom use with both main and other partners across 
arms of the study (Kamb, 1996). After 12 months, there were 19% 
fewer new STD cases in the brief counselling group, and 22% fewer 
in the enhanced counselling group, compared with the group that 
had received only educational messages (Kamb, 1998). These findings 
support other studies showing benefits of elient centered counselling 
combined with HIV test results.</P>

<P>Other, non-randomized studies in Rwanda, Uganda, Kenya and 
Zaire reported VTC to be a motivating factor especially for couples 
to change behaviour (Allen, 1992; Campbell, 1997; Choi, 1994; 
Alwano-Edyegu, 1996). The AIDS Support Organization (TASO) provides 
counselling and support services to a variety of clients with 
AIDS in urban and rural Uganda. In an overall evaluation of TASO, 
it was noted that 90% of all clients had revealed their HIV status 
to somebody following TASO services. In contrast, a study in the 
Gambia showed no effect of individual post-test counselling on 
condom use among prostitutes who already had high rates of condom 
use before the intervention (Pickering, 1993).</P>

<P>Wolitski sums up by noting that" there is no question 
that HIV VTC can and does motivate behavioural change in some 
individuals", but also that VTC alone does not always lead 
to changes and does not have the same effect in all populations



and in different situations (Wolitski, 1997). As with most other 
approaches, the stage of the epidemic and surrounding contextual 
factors will contribute to the outcome of the intervention. In 
addition, the quality of the counselling provided is a key variable 
in predicting the impact of the intervention.</P>

<H4><A NAME="anchor505070"x/A>Conclusion</H4>

<P>After years of experience with HIV prevention and the variety 
of interventions aimed at individual behavioural change tested 
in diverse situations, certain characteristics of successful programmes 
point to key elements of approaches to behavioural change programmes.
These elements include: increasing participants ability to communicate 
effectively about sex; helping participants increase their condom 
use skills; personalizing risk, achieving participants perception 
of risk avoidance as an accepted social norm, providing reinforcement 
and support for sustaining risk reduction. For individual level 
interventions to be successful, context specific information and 
skills are critical.</P>

<H4><A NAME="anchor505677"x/A>(B) COMMUNITY-LEVEL INTERVENT10NS</H4>

<P>Community-level approaches grew out of the realization that, 
despite the considerable risk reduction through individual-level 
behavioural change approaches, different approaches were needed 
as well. Social epidemiology, pointing to differences in prevalence 
among different social categories within a given risk category 
in a community suggested intervening along these lines (Friedman,
1997). The programmes in this section encompass the most widely 
publicized approaches to community level HIV prevention including: 
interventions based on social influence and social networks, outreach 
programmes, school-based programmes, condom promotion and social 
marketing, community organizing and empowerment and policy level 
interventions. Each of these types of interventions either try 
to reduce individual vulnerability to or transmissibility of HIV, 
change community norms, limit dispersal of high seroprevalence 
networks or change community organizational structures making 
them less dangerous (Friedman, 1997). Changing community cultures 
or community norms provides motivation and reinforcement for individual 
HIV risk reduction. Many of the following programmes use ideas 
from the theory of reasoned action, the diffusion of innovations 
model and the theory of social influence to mobilize peer pressure 
or to ostracize individuals who continue high-risk practices.
Policy level changes such as closing of bathhouses and enforcing 
condom use in brothels also account for significant impact in 
community risk practices.</P>

<H4><A NAME-"anchor506197"x/A>Social influence and social network 
interventions</H4>

<P>Based on the theories of social influence, diffusion of innovation, 
reasoned action and social cognitive theory, these interventions 
use peers and social networks to disseminate information. Social 
influence interventions identify key persons in communities who



are capable of influencing others. The social cognitive theory 
posits that trusted role models are an important factor in the 
environment and the environment has a reciprocal relationship 
both with behaviour and the individual. In the theory of reasoned 
action, perceptions of social norms have a critical influence 
on behaviour. Social norms created by opinion leaders will ideally 
have a strong effect on behaviour. Diffusion of innovation theory 
asserts that changing behaviour will more likely happen if the 
new behaviour is compatible with accepted social norms of a specific 
social network, is simple to do, and has observable outcomes (Kalichman, 
1998). One's social network can be a source of emotional and instrumental 
support and a reference that establishes social norms.</P>

<P>Research implemented using peer educators to influence social 
networks in gay communities showed significant self-reported changes 
in safer sex practices after intervention (Auerbach, 1994). Encouraging 
results in changing social norms and safer sex behaviour have 
also been noted in a number of community-level social influence 
interventions in the USA. One programme implemented among men 
frequenting gay bars in three Southern cities began by identifying 
and recruiting opinion leaders. Project staff then trained leaders 
in risk-reduction, and the final stage involved opinion leaders 
in disseminating prevention messages to friends and other members 
of their social networks (Kalichman 1998, Kelly, 1992). In a later 
study using the same methods, researchers used a randomized experimental 
design with four test and four control cities and showed a decrease 
in population-level rates of risk behaviour after one year (Kelly,
1997).</P>

<P>The Mpowerment project was similar to the above studies but 
focused on young gay men in a midsize urban community in the USA, 
and included in the intervention package a publicity campaign 
and small group sessions concentrating on individual behavioural 
change (Kegeles, 1996). In the test city, there was a 26% reduction 
in unprotected anal intercourse compared to 3% in the control 
city. A follow-up study examined the effectiveness of the different 
programme components (small groups, social events, and outreach) 
on post-intervention sexual risk-taking. The small groups had 
a large effect size, but reached substantially fewer men than 
social events and outreach. Although not as powerful, the social 
events and outreach were critical to the effectiveness of the 
programme as sources of recruitment to the small groups and as 
a means of reaching men not interested in attending small groups.
Authors concluded that the effectiveness of programme components 
were not independent; the synergy created by the whole programme 
makes the net effect of the intervention activities greater than 
the sum of its parts (Kegeles, 1998a).</P>

<P>Sikkema et al. tested a comparable approach with women living 
in urban, low-income housing developments. The intervention included 
outreach, small groups and community activities to encourage social 
norms supportive of safer-sex as well as reduction of individual 
high-risk behaviour (Kalichman, 1998). Women who were identified 
as opinion leaders participated in a 4-session skills-building



intervention centered on HIV prevention knowledge and behaviour.
These women recruited other women who participated in the same 
intervention and the cycle continued until about half the women 
in the housing development were reached. At the same time, social 
norm-changing events were being implemented. Results of this randomized 
controlled trial found that condom use reported by women in the 
intervention site increased from 29% at baseline to 41% at 3- 
month follow-up (Kalichman, 1998).</P>

<P>The National AIDS Demonstration Research Projects implemented 
in more than 60 sites in the USA to evaluate strategies among 
IDUs, combined research methodologies but focused on the social 
networks of IDUs as the primary target group. The Indigenous Leader 
Outreach Intervention Model which combines medical epidemiology 
and community ethnography guided the project. Former IDUs were 
employed as outreach workers whose job was to identify and access 
the social network, document the norms, values and situational 
factors relating to risk practices. Former IDUs were also responsible 
for delivering the HIV prevention services. After a four-year 
intervention, incidence of HIV decreased from 8.4 to 2.4 per 100 
person years. Sex risk practices decreased less dramatically than 
drug risk, but went from 71% to 45% (Wiebel, 1996). The same model 
was tested among sex workers in Indonesia with encouraging results 
(Gordon, 1998).</P>

<P>Interpreting these results for social influence interventions 
indicates that multi-component, individual and community level 
that combine cognitive-behavioural and norm-changing activities 
can result in positive changes for MSM and heterosexual women.
Despite the fact that all published reports described here were 
based on interventions in the USA, since they are based on conversations 
with peers one could assume that they would be ideal for other 
populations (even non-literate) as well.</P>

<H4><A NAME="anchor506763"x/A>Outreach interventions</H4>

<P>Outreach interventions are conceptualized in a similar manner 
to social influence interventions in that they use individuals 
to pass on information within social networks, however the influential 
person may or may not be from the targeted community. The outreach 
worker enters the social system to instigate behavioural change 
as an individual change agent. Targeted communities are often 
hard-to-reach groups such as drug users, sex partners of drug 
users, sex workers as well as isolated rural populations. The 
aims of outreach have often been harm reduction strategies such 
as providing condoms to sex workers, but not necessarily addressing 
sex work itself.</P>

<P>Three large-scale research trials in the USA examined the effects 
of outreach delivered primarily to injecting drug users. The National 
AIDS Demonstration Research Projects targeted over 36,000 out-of 
treatment injecting drug users. Results indicated that sexual 
practices were much more difficult to change than sharing of drug 
using equipment. The projects did show reductions in sex risk



practices, but less dramatically than for drug risk practices 
(Wiebel, 1996).</P>

<P>A second initiative entitled the AIDS Evaluation of Street 
Outreach Projects supported by the CDC was conducted in six US 
cities, and showed promising outcomes as well as being cost-effective. 
Again, this project found drug using behaviour easier to change 
than sexual behaviour. A third outreach project (AIDS Community 
Demonstration Projects) was implemented in five US cities and 
had multiple target groups including: IDUs and their partners,
MSM, female sex workers, street youth and men who have sex with 
men but do not identify as gay. The health belief model, social 
cognitive theory, the theory of reasoned action and the transtheoretical 
stages of change model guided the outreach intervention. Following 
formative research, volunteer outreach workers implemented the 
intervention, by disseminating innovative, carefully designed 
materials and messages. The evaluation indicated that the communities 
moved across the continuum of stages of change following the intervention. 
A dose-response effect was noted according to exposure to the 
intervention materials (Guenther-Grey, 1996, Kalichman, 1998)</P>

<P>lnterventions using outreach as a strategy have been carefully 
tested in the USA among diverse populations and have shown encouraging 
results. This approach lends itself as well to hard-to-reach populations 
and has been used in many parts of the world though randomized 
controlled trials have not been reported outside the USA.</P>

<H4><A 'NAME="anchor507304"></A>School-based interventions</H4>

<P>By the early 1990s, school-based programmes for HIV education 
existed in about three quarters of industrialized countries and 
60% of developing countries according to a survey of 38 countries 
(Cohen, 1992). Besides interventions that simply provide basic 
AIDS information in the classroom, multi-dimensional school-based 
programmes generally include classroom skills-building sessions, 
school-wide peer-led activities, and social norm changing programmes. 
Promotion of condom use was the theme most frequently adopted 
in programmes for youth in and out of school (Cohen, 1992). An 
extensive review of school-based interventions revealed that no 
comprehensive school-based HlV-prevention interventions evaluated 
showed signs of promoting sexual acting out or hastening the onset 
of sexual intercourse (UN AIDS, 1997). It was found that effective 
interventions had a number of characteristics in common:</P>

<UL>
<LI>accurate information was provided about the risks involved 
in unprotected sex, enabling informed behavioural decision making 
<Ll>programmes included skills building sessions enhancing self-efficacy 
for safer-sex negotiating practices
<LI>components were often based on social cognitive theory including 
modeling of safer behaviours (Kirby, 1994)
<Ll>activities were conducted in small groups or had a minimum 
of 14 hours of contact
<Ll>opportunities for youth to personalize information were provided



<LI>social pressures to engage in sex were addressed with strategies 
for resisting peer pressure
<LI>reinforced supportive group norms and appropriate individual 
values for engaging in safer behaviour were emphasized 
<Ll>extensive training was provided for teachers and/or peers 
who were to implement the training.

</UL>

<P>The element distinguishing school-based programmes from other 
interventions for youth was the supportive structural aspect played 
by schools and teachers, and the interaction between school, parents, 
students and community (Peersman, 1998, Kalichman, 1998).</P>

<H4><A NAME="anchor508005"x/A>Condom promotion and social marketing</H4>

<P>lt has now been proven numerous times that correct use of condoms 
is an effective method of preventing HIV transmission. Yet, countless 
research studies have identified obstacles to their use in settings 
throughout the world, including inaccessibility and partner communication 
among other factors.</P>

<P>Most initial HIV prevention programmes included condom promotion 
and free distribution as part of a comprehensive HIV prevention 
package. Free distribution was essentially aimed at introducing 
condoms where they were not previously available or distributing 
them to destitute populations at high risk such as sex workers 
and refugees. Although this approach accomplished its intended 
out-come of making condoms accessible without delay to large populations, 
the lack of sustainability and reliability of free condom distribution 
programmes commanded the introduction of condom social marketing 
strategies especially aimed at certain populations.</P>

<P>Condom social marketing, which may well be the most developed 
of public health communication approaches, aims to remove the 
barriers to condom use by using commercial marketing techniques 
such as advertising and packaging to make the product accessible, 
affordable and attractive to all types of people. The theories 
underlying social marketing programmes derive from many different 
disciplines including operant conditioning and social cognitive 
theories as well as economic and marketing principles. Social 
marketing has been termed a 'strategic planning' approach based 
on the theoretical 'principal of exchange' which explains that 
people will only change their behaviour to something less pleasant 
(like condom use) if they perceive an adequate benefit (Kennedy, 
personal communication). Social marketing techniques highlight 
the importance of adapting the campaign to suit the characteristics 
of the population group being targeted. It dedicates sufficient 
time to formative research, which necessitates asking the consumer 
always and often about his or her point of view. Modifying products 
requires a good understanding of the culture of the target group.
Availing condoms at non-traditional outlets such as truck stops, 
bars, and hotels is integral to social marketing success. Flooding 
these non-traditional outlets with condoms aims not only to increase 
availability but also to increase social acceptability (World



Bank, 1997).</P>

<P>Results of these programmes have shown dramatic increases in 
condom sales in countries, such as Cote d'Ivoire, Uganda, 
and Malaysia where condoms were practically unavailable before 
social marketing campaigns (World Bank, 1997). After a 3-year 
peer-led condom promotion programme among sex workers in West 
Bengal, India, found that condom use rates rose from 3% to 81%, 
a social marketing campaign was launched. Six months into the 
project using peer education and community participation, free 
distribution of condoms had decreased by 50% and the same amount 
of condoms had been sold (Banerjee, 1998). Social marketing programmes 
have also been developed in Mexico, Dominican Republic, Canada,
Brazil, Vietnam, Pakistan, Zambia, Botswana, Cameroon, South Africa 
and Haiti for HIV prevention (Holtgrave, 1997, PSl, 1998). Evaluations 
have shown success in increasing condom use especially among adolescents 
in Zambia and among married women in small urban areas in Pakistan 
(PSl, 1998).</P>

<P>Besides condom promotion, social marketing techniques have 
also been effective for other HIV prevention strategies such as 
promotion of testing and counselling for adolescents in the USA 
(Futterman, 1998), and the recruitment of research participants 
in Puerto Rico (Torres-Burges, 1998).</P>

<H4><A NAME="anchor509126"></A>Community organizing, empowerment 
and participatory action research</H4>

<P>Empowerment approaches are built on the premise that positive 
public health impact is fostered by recognizing the relationship 
between social structure and health, and by recognizing that lasting 
change is a process that initiates from within a community. Empowerment 
in connection with HIV in the USA has its historical roots in 
public health and community psychology (Beeker, 1998). From the 
field of education, Wallerstein defined empowerment as:</P>

<BLOCKQUOTE>
<P><I>"Empowerment education, as developed from Paulo Freire's 
writings, involves people in group efforts to identify their 
problems, to critically assess social and historical roots of 
problems, to envision a healthier society, and to develop strategies 
to overcome obstacles in achieving their goals. Through community 
participation, people develop new beliefs in their ability to 
influence their personal and social spheres. An empowering health 
education effort therefore involves much more than improving 
self-esteem, self-efficacy or other health behaviours that are 
independent from environmental or community change; the targets 
are individual, group and structural change. Empowerment embodies 
a broad process that encompasses prevention as well as other 
goals of community connectedness, self-development, improved 
quality of life, and social justice." (Wallerstein, 1988)</l></P> 

</BLOCKQUOTE>

<P>Beeker suggests a definition of an empowerment intervention



as follows:</P>

<BLOCKQUOTE>
<P><I>"A community empowerment intervention seeks to effect 
community-wide change in health-related behaviours by organizing 
communities to define their health problems, to identify the 
determinants of those problems and to engage in effective individual 
and collective action to change those determinants." (Beeker,
1998).</lx/P>

</BLOCKQUOTE>

<P>Empowerment approaches assume that health behaviours are not 
completely under volitional control of individuals, thus are not 
entirely isolated events, but embedded within social, cultural 
and economic surroundings.</P>

<P>The impact of society's defined gender roles on protective 
health behaviour of women highlights the importance of empowerment 
approaches, especially for HIV-vulnerable women. Beeker describes 
ideally what the components of an intervention based on community 
empowerment for women would look like. The intervention would 
address the cultural environment by recognizing gender roles that 
define women as subordinate to men; the physical environment by 
including access to appropriate services and materials such as 
battered women's shelters and both male and female condoms; the 
structural environment such as opportunities for women to change 
their economic status; and the policy/ legal environment such 
as businesses providing paid leave for community service and child 
care (Beeker, 1998).</P>

<P>Community participation at all levels of implementation is 
an integral aspect of community empowerment approaches. Interventions 
include community organizing, and participatory action research 
(PAR) into their programmes (Israel, 1994, Hiebert, 1998). A strength 
of PAR resides in the ability of participants in conjunction with 
committed and creative professionals to adapt methods and content 
to diverse contexts. The positive out-comes of PAR arise from 
its collaborative, trust-building capacity, with direct community 
input that responds to emerging changes in social, political and 
economic situations (Stevens, 1998). These interventions seek 
to support communities to be self-determining in their ability 
to integrate HIV programmes into existing community structures 
by assessing their own needs and priorities, defining, implementing
and evaluating their own work <A HREF="#l"><SUP><FONT S1ZE="-1">1</F0NT></SUP>< 
/AXA
NAME="ln"x/A> .</P>

<P>Empowerment approaches have been used for AIDS risk reduction 
through numerous different strategies and in countless different 
settings and contexts. The literature describes empowerment interventions 
directed at women, young gay men, youth, people with HIV and AIDS 
as well as many other communities at risk.</P>

<PXTABLE WIDTH="90%" BORDER="l" CELLSPAC1NG="2" CELLPADD1NG="10">



<TR>
<TD WIDTH="100%" BGC0L0R="#blc4ef>
A CDC-funded intervention developed for young, pregnant women 
from low income communities in the USA, randomly assigned women 
to one of three arms (four sessions AIDS prevention, 4 sessions 
health promotion, control). The HIV prevention arm focused on 
enhancing women's skills in negotiating eondom use with their 
partners using role-play and rehearsal, among other methods. 
Consistent with empowerment ideals, the content included other 
health matters in addition to HIV prevention and activities were 
developed to encourage a feeling of'communal mindedness' in 
the group. The idea was to promote mutual support in the process 
of behavioural change. Results indicated that women in the HIV 
prevention group showed greater changes in intention and practice 
of safer sexual behaviours than women in other groups (Beeker,
1998). Comments by authors of the report concluded that women 
in the HIV prevention group gained a sense of perceived control 
over their lives.</TD>

</TR>
</TABLE></P>

<P>An intervention using PAR among lesbian women highlighted the
power of community ownership of the project and its continuity
over time that provided a space for engagement and commitment
where women focused on community mores, values, and social expectations
about sexual relating, drug use and HIV. The feeling of solidarity
with peer educators enabled women to reduce risk behaviours (Stevens,
1998).</P>

<P>Empowerment can have far-reaching positive health and welfare 
benefits. Schuler et al. describes the impact of involving women 
in credit programmes on contraceptive use. She found that, in 
Bangladesh, rural credit programmes for women can play an important 
role in changing fertility norms and accelerating eontraceptive 
use by strengthening women's economic positions and fostering 
women's empowerment (Schuler, 1994).</P>

<P>Other empowerment interventions for sex workers include a project 
in Zambia, where women fish traders who often experience sexual 
exploitation have been supported in forming economic cooperatives 
as a way of protecting themselves against HIV. A second example 
is a programme in India where women have been taught how to collectively 
save sufficient savings to pay bonds binding them to sex work 
(Aggleton, 1998, Tawil, 1995).</P>

<P>Importantly, Beeker reminds us that empowerment approaches 
do not strive to substitute for individual psychosocial interventions, 
but to 'widen the lens to include person-in-environmenf approaches.
She notes that there is increased commitment to community participation, 
but that there remains a difficultly surmountable gap between 
empowerment rhetoric and practice. For that gap to be bridged, 
one key element is progress in operationalizing new concepts and 
constructs, and testing hypothesized relationships between, for 
example, community participation and community capacity to effectively



address health issues (Beeker, 1998). Although tools for measurement 
of single and multi-level (from personal to community level) empowerment 
have been developed and tested, they have not yet been used on 
a wide scale (Israel, 1994).</P>

<H4><A NAME="anchor509684"x/A>Policy level interventions</H4>

<P>Policy level interventions are 'enabling' approaches that attempt 
to remove structural barriers at a larger level. Many believe 
that AIDS interventions are moving from solely investigating individual 
approaches to multidimensional models of community mobilization, 
empowerment and structural policy level interventions (Beeker 
1998, Parker 1996).</P>

<P>The earliest and some of the most effective efforts of community 
level change for HIV have resulted from social action. ACTUP, 
formed in 1987 in New York, is responsible for many successful 
policy initiatives for people living with HIV and AIDS as well 
as advocating for everyone's responsibility to practise safer 
sex.</P>

<P>Another widely recognized policy level intervention is the 
100% Condom Programme in Thailand that mandated condom use in 
brothels and during other commercial sex encounters. Components 
of the programme included a requirement that sex workers use condoms 
with all clients, that condom use be monitored, that brothel owners 
and managers assist in promoting condom use with uncooperative 
clients and that there should be sanctions against brothel owners 
for non-compliance (Aggleton, 1996). The programme showed a dramatic 
increase in self-reported condom use during commercial sex acts 
(14% to 90%), a decline in reported STD attendees in government 
clinics, and a decline of HI V positive army conscripts (Friedman,
1997). Success of the programme has been attributed to the fact 
that it was based on harm reduetion in a population at very high 
risk. It did not try to eliminate the brothels but attempted to 
reduce HIV transmission within them, and it used national policy 
which ensured a broad and lasting effort (Friedman, 1997).</P>

<H4><A NAME="anchor510178"x/A>Conclusion</H4>

<P>HIV prevention at the community level is an integral component 
to check further spread of HIV. By working with communities, in 
contrast to individuals, one is focusing on changing policy, social 
structures, social norms and cultural practices that surround 
individual risk behaviours. Community level changes working at 
the level of changing subcultures have potential to effect long-term 
maintenance of changed behaviours, by changing the environment 
surrounding individuals to support safer behaviours. At the same 
time, many of these approaches highlight the importance of participatory 
methods to include and empower individuals. It is important to 
note that many of the interventions mentioned above may have initially 
focused on one level (such as policy, or empowering individuals), 
but as the programmes developed they generally include more target 
levels including changing local cultures and subcultures (Friedman,



1997). Programmes discussed here have been the most widely publicized 
approaches to community level HIV prevention yet many more innovative 
projects exist worldwide.</P>

<P>Finally, development of methods for implementation and evaluation 
of community-level programmes has not been operationalized on 
a broad spectrum. Assessing effectiveness of these programmes 
introduces a number of challenging issues such as measuring community 
level changes using the community as the level of analysis rather 
than the individual. Additionally, identifying elements of the 
intervention to measure, thus defining new community level indicators 
and obtaining large enough sample sizes to detect significance 
add new challenges to community level evaluation. This makes design 
of such programmes and the ability to carry them out possibly 
more complex than individual-based programmes.</P>

<H3> </H3>

<H3><A NAME="anchor510826"x/A>CHAPTER 111: EXAMPLES OF THE IMPACT 
OF THEORY-DRIVEN 1NTERVENT10NS</H3>

<P>Theoretic models that have proven useful in explaining and 
predicting changes in HIV-related sexual behaviour provide guidance 
in the design and implementation of prevention programmes (Wingood,
1996). Reviews of theory-driven interventions have noted that 
these interventions emphasize both intrapersonal and interpersonal 
factors, provide skills training, try to modify social norms and 
are thus more effective at reducing risk behaviour among participants 
(DiClemente, 1995). (See Table 3.)</P>

<P>This section summarizes positive outcomes of theory-based interventions 
by specific population groups, including women, men, and youth.
Although injecting drug users fit into any of the above categories, 
we have placed them in their own group as interventions target 
them specifically.</P>

<H4><A NAME="anchor511358"></A>(A) WOMEN</H4>

<P>A review of 51 reports through 1997 on studies worldwide noted 
the lack of interventions identifying the mechanisms of preventive 
effects and theoretical frameworks upon which interventions are 
built (Ickovics, 1998). This review found differences in effectiveness 
between target populations and between different types of interventions.
Interventions targeting sex workers were the most likely to find 
increased condom use, decreased incidence of STDs, and reduction 
in unprotected intercourse (9 out of 10 studies). Effectiveness 
for other groups at risk was more varied: 13 out of 18 studies 
of African-American or Latino descent women were effective, as 
were 3 out of 10 studies for IDUs, 1 out of 3 for partners of 
IDUs, 2 out of 3 for STD clinic patients, 4 out of 7 for US college 
students, and 6 out of 14 studies for mixed gender community groups 
(Ickovics, 1998).</P>

<P>lckovics et al. identified seven types of interventions tried



among women globally: small group, community-wide, media, HIV 
counselling and testing, individual counselling, classroom education 
and laboratory experiment. Community-wide (12 out of 14) and small 
group interventions (13 out of 19) were more likely to show significant 
results. Interestingly, Ickovics' review noted that higher intensity 
(5 or more sessions) were less effective than low-intensity small-group 
programmes for women. Authors suggested this may reflect the more 
resistant population targeted. Several international programmes 
incorporated peerled diffusion of innovations approaches and all 
reported statistically significant increases in condom use (6 
studies out of 6). According to this review, less effective interventions 
for women overall were individual counselling (0 out of 4) and 
HIV testing and counselling (3 out of 6) as primary prevention.
Testing and counselling and individual counselling, however, have 
shown effectiveness as secondary prevention with serodiscordant 
couples (Ickovics, 1998).</P>

<P>A review of randomized controlled trials in the USA conducted 
by Wingood and DiClemente found that all effective interventions 
for women had a number of identifiable characteristics. In contrast 
to the review by Ickovics, the four studies mentioned were guided 
by the social cognitive theory (a theory based on the individual, 
taking into account environmental and behavioural factors, which 
places a strong emphasis on self-efficacy) provided skills in 
condom use and sexual communication and emphasized support for 
continued maintenance of safer sexual behaviour. In addition, 
all effective interventions were peer-led and addressed gender-related 
influences such as gender-based power imbalances within the relationship 
(Wingood, 1996).</P>

<P>Generally, successful skills training interventions for women 
consider cultural factors and attempt to personalize messages 
(Kalichman, 1997). Targeting women in the USA, and adolescents 
in the USA and Holland with behavioural skills enhancement programmes 
have produced positive effects (Kalichman, 1997). Studies among 
women in the USA have generally included four to five sessions 
and demonstrated positive outcomes with medium- sized effects.
Condom use has increased up to double the rate at baseline. Specific 
components of behavioural skills enhancement that have been tested 
comprised of: risk education and sensitization, condom use and 
safer sex skills training, and sexual communication skills training 
(Kalichman, 1998). Kalichman notes that behavioural skills enhancement 
training has not been tested experimentally outside the USA, so 
it is unclear to what extent it would benefit women in other countries.</P>

<P>An intervention among women in a New York City housing project 
was based on the diffusion of innovation theory in combination 
with community mobilization. Women were recruited, organized and 
trained to help develop role model stories for the project newsletters.
These women were also expected to initiate discussions with their 
peers regarding HIV prevention. Information was diffused rapidly 
and seemed to promote discussion and condom use among the housing 
project women. Reported condom use of female sex partners within 
the housing project for IDUs rose from 15% to 45% (Friedman, 1997).</P>



<P>The theory of gender and power provided a model for the design 
of a successful gender-appropriate social skills intervention 
for African American women in San Francisco. The intervention 
addressed how to successfully negotiate safer sex and improve 
partner norms favorable to consistent condom use in comparison 
to a control group that received similar training in a delayed 
fashion. The results showed significantly greater consistent condom 
use, greater sexual self-control, greater sexual assertiveness, 
and increased partners' adoption of norms supporting consistent 
condom use in the intervention group (DiClemente, 1995).</P>

<P>The stages of change model was used to guide a 6-month longitudinal 
study among women in drug treatment, housing shelters, and hospital 
clinics in the USA, and showed that women exposed to individual 
stage-tailored counselling were twice as likely to report consistent 
condom use with main partner 'at last sex contact' as women receiving 
free on-site reproductive health counselling and services (Galavotti 
1998). The stage-based counselling also proved useful at preventing 
relapse from consistent use further along in the process of change.
One study assessed the AIDS Risk Reduction Model (ARRM) with HIV-positive,
largely disadvantaged, women in the USA and found that 6 variables
representing the four important constructs of the model were associated
with consistent condom use (Kline, 1994). The strongest predictor
of condom use was perceived self-efficacy in influencing the partner's
sexual behaviour, yet no significant relationship between condom
use and general self-efficacy was detected. The two other partner-related
variables associated with condom use were his seronegativity and
his not wanting more children. The respondents' reproductive intentions
were not significantly associated with condom use. The three variables
that were negatively related to condom use were: having a conflictual
relationship with primary partner, believing that condoms reduce
sexual pleasure; and the use of drugs or alcohol in the previous
four weeks.</P>

<P>With regards to the health belief model, among heterosexual 
adults in Holland barriers to condom use, such as reduced pleasure 
of sex, were predictive but cues to action were not related to 
condom use intentions (Buunk, 1998). The perception that most 
others in the reference group would engage in condom use with 
new sexual partners was an important predictor of condom use intentions 
and emphasizes the importance of the social environment with respect 
to AIDS protective behaviour.</P>

<P>Again internationally, an intervention guided by the social 
cognitive theory and community health promotion implemented in 
North-eastern Thailand targeting village women was evaluated using 
surveys, focus group discussions and village meetings. Elicitation 
research identified the importance of including entire villages 
in the intervention rather than women alone. The evaluation found 
that eight of the nine outcome goals were achieved with significant 
increases in married women taking the initiative in reducing the 
risk posed to them by the sexual activities of their husbands 
(Elkins, 1997). Specific measures taken by women included negotiating



condom use with their husbands, and telling their husbands not 
to visit prostitutes. Men surveyed, however, did not change their 
condom use behaviour (Elkins, 1997).</P>

<P><TABLE W1DTH="90%" BORDER="l" CELLSPAC1NG="2" CELLPADD1NG="10"> 
<TR>

<TD W1DTH="100%" BGCOLOR="#blc4ef>
One of the rare studies designed to identify the independent 
effects of intervention components on behavioural outcomes was 
conducted among African American women from an inner city US 
community. Women were randomly assigned to one of the following;
(1) sexual communication skills training, (2) self-management 
skills training, (3) combination of sexual communication and 
self-management skills training, (4) HIV education and risk sensitization.

The study found that all four intervention conditions increased 
AIDS knowledge and intentions to reduce risk behaviours. Communication 
skills training produced higher rates of risk-reduction discussions, 
but combined skills training and sexual communication resulted 
in the lowest rates of unprotected sexual intercourse at follow­
up. Authors concluded that a combination of behavioural skills 
training and communication is the most effective for reducing 
risk among vulnerable women in the USA (Kalichman, 1998).</TD>

</TR>
</TABLEx/P>

<P> </P>

<H4><A NAME="anchor512157"x/A>Sex workers</H4>

<P>Among the numerous studies involving sex workers, only two 
will be highlighted here. A year-long intervention targeting sex 
workers, brothel owners and clients in Thailand used multiple 
small group sessions with peer educators who were experienced 
women and were called 'superstars'. The 'model brothel' aspect 
of the programme worked with owners to enforce mandatory condom 
use by sex workers, and clients were educated to use condoms. 
Volunteers were trained to pose as clients to test sex workers' 
condom negotiation skills. Results indicated that sex workers 
increased their refusal of sex without a condom rate from 42% 
before the intervention to 92% following the programme. The authors 
concluded that this multifaceted approach specifically focusing 
in sex workers, and acknowledging the importance of working with 
clients and owners was critical to their success (Visrutaratna, 
1995).</P>

<P>A second study that mentioned the theoretical background and 
its usefulness for sex workers noted the utility of health belief 
model and social cognitive theory. One study guided by these two 
models worked with four groups of female sex workers in Indonesia 
and found that both increases in knowledge and condom use were 
significantly related to the number of intervention sessions the 
women attended (Ford, 1998). Results reflected the different social 
context of sexual behaviour of the four groups of sex workers



and indicated that the four groups of women had different levels 
of knowledge about AIDS, different socioeconomic levels, different 
numbers of clients and different self-efficacy. Beliefs about 
the benefits of condoms were highly predictive of condom use in 
3 of the 4 groups. In the group with lower knowledge about AIDS, 
perceived susceptibility to other STDs, rather than HIV, was related 
to condom use. Self-efficacy was highly predictive of condom use 
in 3 out of 4 of the groups of sex workers. In the fourth group 
self-efficacy was already high as this group of sex workers do 
not rely on pimps and contact clients independently. Authors highlight 
that sex work is a complex business that includes multiple sub-populations 
and distinct settings (Ford, 1998). These diverse realities must 
be considered in intervention design and implementation.</P>

<H4><A NAME="anchor512747"x/A>Conclusion</H4>

<P>lnterventions targeting women have lagged behind those of men
historically. Women were left out of prevention efforts early
in the AIDS epidemic especially in Europe and the US. Today, considering
gender, relationship and contextual issues as central to decisions
regarding sexual behaviour were universally important for the
success of the interventions discussed above. Thus using gender-driven
theory across cultures might prove useful as sexual encounters
in some situations can be imposed and gender roles as well as
cultural values and norms sometimes define, or at the least, influence
sexual behaviour (Amaro, 1995). One international review found
that peer-led community interventions guided by the diffusion
of innovation theory were more successful overall than individual
level interventions. Skills training especially in condom use
and sexual communication, and perception of risk were important
variables among women in US studies. As with other populations,
interventions facilitated by peers were often more successful
than those using a facilitator from outside the target group as
peers can often target more appropriate, context specific methods
for risk reduction.</P>

<P>Only one study, guided by the AIDS risk reduction model, reviewed 
here looked specifically at HIV-infected women and found that 
factors related to her sexual partner were more influential than 
many personal variables.</P>

<P>lnterventions with female sex workers often used the health 
belief model and the social cognitive theory with significant 
results in diverse settings worldwide. Successful programmes often 
realized the importance of including brothel owners and clients 
in their activities, thus considering the wider environmental 
factors associated with the behavioural practices involved. The 
sex worker study conducted in Indonesia highlighted the importance 
of considering diversity among what is often generically termed 
a 'sex worker' population. By using a theory driven intervention, 
investigators were able to identify critical differences in predictive 
constructs between different sex worker groups.</P>

<H4XA NAME="anchor513303"x/A>(B) MEN</H4>



<H4>Men having sex with men (MSM)</H4>

<P>A recent review of interventions with gay men found that studies 
generally fall into 3 types: individually based, small-group and 
community- level (Kegeles, 1998). At the individual level, the 
review noted one unique study that randomly assigned men to one 
of 3 groups: (1) standard group that analysed HlV-prevention posters, 
(2) self-justification group that was asked to recall, as vividly 
as possible, an occasion where they had unsafe sex and then justify 
according to a pre-determined scale, and (3) control group received 
no intervention. After 2 months, the self-justification group 
was significantly less likely to report unsafe sex than the other 
2 groups (Gold, 1995).</P>

<P>One randomized controlled HlV-prevention study in the USA using 
the small-group approach, used a 12-week intervention with 3 booster 
sessions among 104 men randomized to either receive, (1) the HIV 
risk-reduction intervention or (2) a waiting list control group.
The four main areas covered in the intervention were HIV risk 
education, behavioural skills training, sexual assertiveness training 
and lifestyle changes for relapse prevention. The intervention 
group showed significant reductions in rates of unprotected anal 
intercourse and increased rates of condom use immediately after 
the intervention, but 40% relapsed 16 months later (Kelly, 1991). 
Similar intervention components were tested among ethnic minority 
men and were found effective in reducing numbers of partners and 
rates of unprotected intercourse, with the strongest effects among 
Chinese and Filipino-American men (Choi, 1996).</P>

<P>In a third study using group intervention approach among African 
American men, components included: (1) discussions on being Black 
and gay or bisexual, building social support, and large-group 
discussion of AIDS misperceptions among Black men, (2) enhancing 
positive feelings about safer sex, practice of condom application 
skills, developing plans to use condoms, and (3) dealing with 
issues of partner resistance, analysing one's own hurdles to staying 
safer, problem-solving safer-sex alternatives, role play exercises, 
maintenance of safer sex, and establishing social norms for safer 
sex. Participants were randomly assigned to either a single session, 
a triple session or a wait-list control group. Results indicated 
that men in the triple-session intervention group significantly 
reduced unprotected anal intercourse after 12 months of follow-up 
(Peterson, 1996).</P>

<P>Controlled studies with men who have sex with men (MSM) have 
indicated several characteristics that have enabled men to change 
behaviour and maintain safer sex:</P>

<UL>
<LI>eroticizing safer sex materials
<Ll>brief training on establishing and maintaining safer sex 
relationships
<Ll>how to negotiate safer sex



<LI>training on how to reduce stress 
<LI>intensive group counselling (Auerbach, 1994)

</UL>

<P>Behavioural skills-enhancement interventions targeting MSM 
in diverse cultural settings have consistently demonstrated increased 
condom use during anal intercourse, with the greatest changes 
occurring with non-primary partners (Kalichman, 1997).</P>

<P>The diffusion theory has been shown to be effective in changing 
sexual behaviour of men who have sex with men of different studies 
in the USA (Kelly, 1991, 1992, Kegeles, 1996). The model was tested 
in 3 small southern cities and results indicated systematic reduction 
in the population's high-risk behaviour with 15% to 29% reductions 
from baseline levels (Kelly, 1992). Kegeles et al. used the diffusion 
theory to design an intervention to address determinants of high 
risk sex in young gay men in the USA. The authors identified natural 
channels of communication to highlight sexual risk behaviour among 
the concerns of young gay men and to find alcohol and drug-free 
alternative environments for them (Coates, 1996). While comparison 
communities made no significant changes, intervention communities 
showed significant changes in unprotected anal intercourse with 
primary and non-primary partners (Kegeles 1996).</P>

<H4><A NAME="anchor514406"x/A>Heterosexual men</H4>

<P>Within specific populations such as STD clinic attendees, self-efficacy
was used to predict risk reduction in two different studies in
the USA. Unfortunately, there is a dearth of information on behavioural
interventions tested among heterosexual men. Kalichman notes that
the behavioural interventions that have been tested in randomized
controlled trials have not been effective in reducing high-risk
sexual behaviour (Kalichman, 1997). In one randomized controlled
trial conducted among inner-city African American men a cognitive-behavioural
skills-building intervention was compared with an AIDS educational
Intervention. No significant differences between groups was noted
for AIDS related knowledge, intention to use condoms or condom
use. Yet, there were some important lessons learned from this
study. Greater importance should be placed on relevant issues
for the specific population. In a population with multiple competing
risk practices, a social service programme that can provide AIDS
education along with drug treatment and job services may be more
effeetive. The other two issues raised by this study were: the
format of small group discussions was not well received by all
men in the study and that cognitive-behavioural skills training
programmes for HIV risk reduction should not be assumed to fit
all vulnerable populations (Kalichman, 1997). Possible reasons
suggested by Kalichman were that heterosexual men may lack a sense
of vulnerability for HIV as they were not identified as engaging
in high-risk behaviours for HIV as portrayed early in the epidemic
in the USA (Kalichman, 1998).</P>

<H4><A NAME="anchor514623"x/A>Conclusion</H4>



<P>The first decade of interventions with MSM noted substantial 
risk reduction with behavioural theory driven interventions including 
identifiable characteristics such as eroticizing safe sex, and 
improving sexual communication. Kalichman noted that we should 
not be too optimistic as applying aging results to a dynamic epidemic 
may not continue to give intended results (Kalichman, 1998). Our 
responses should be evolving as fast as the epidemic changes.
More recently innovative programmes have started aiming at the 
community level rather than the individual. Interventions based 
on the diffusion of innovations theory have shown community level 
change with gay men in the USA. Most studies highlight that safer 
sex is easier with one's non-primary partner than with one's primary 
partner.</P>

<P>Choi points out the limited utility in strictly individually-based 
theories for specific groups at risk such as Asian-Pacific Islander 
men who have strong cultural demands and community stigma against 
homosexuality. Without considering these powerful contextual influences 
on behaviour, interventions cannot expect significant results.
Peterson describes how issues of being an African American MSM 
were directly addressed in their intervention along with social 
support and condom skills. As with other population groups, the 
intervention must be tailored to suit its population group, that 
is the group itself should be able to express its needs and priorities 
for the programme to be successful.</P>

<P>Despite the impressive results with gay men in diverse settings, 
there are few positive findings with heterosexual men in the industrialized 
world. As this group was not seen as vulnerable early in the epidemic, 
interventions concentrated on MSM and IDU populations. STD patients, 
however have been targeted with mixed results. Two studies in 
the USA, guided by the social cognitive theory found increased 
condom use and one in the UK found no effect on behaviour. In 
developing countries, approaches such as testing and counselling 
have proven successful at motivating behavioural change among 
heterosexual men. Specific population groups, such as farm workers 
in Zimbabwe were targeted with an intervention guided by the social 
ecological model for health promotion.</P>

<H4><A NAME="anchor515463"x/A>(C) YOUTH</H4>

<P>Globally, most young people have begun sexual intercourse by 
the age of 18 or 19 and at least half by the age of 16 (UN AIDS,
1998). In the USA about half of all adolescents are estimated 
to be sexually active and this percentage increases to over 80% 
in some minority groups (Reitman, 1996). Young people between 
the ages of 15 and 24 make up the majority of new HIV infections.
Most of them live in the developing world, but industrialized 
countries also face severe problems. USAID has estimated that 
by the year 2010 there will be a total of 41 million orphans who 
have lost their mother or both parents due to HIV/AIDS worldwide 
(UNAIDS, 1998a).</P>

<P>Intervention research with young people shows that the success



of the approach depends heavily on the youth's level of sexual 
experience. Intensive sex education among youth that have never 
had sex has been effective in delaying onset of intercourse among 
high school students.</P>

<P>A comprehensive international review of 110 outcome evaluations 
with youth (Peersman, 1998) found that effective programmes:</P>

<UL>
<LI>focused on understanding social and/or media influences on 
sexual behaviour to be able to strengthen group norms against 
unprotected sex
<Ll>listened to what young people think and believe to ensure 
acceptable and appropriate programmes
<Ll>included modeling and practice of communication or negotiation 
skills
<L1>integrated pregnancy and STD prevention with HIV programmes 
<Ll>focused especially on disadvantaged youth, providing access 
to resources and/or services to address their basic needs (health 
care, legal aid).

</UL>

<P>This review also suggested that, although a clear pattern and 
full understanding are lacking, social learning theories have 
a greater potential than other theoretical frameworks in changing 
youth behaviour. Other cross-sectional surveys found that the 
theory of reasoned action and the health belief model as well 
as the social learning theory can help understand behaviour of 
young people. All successful, theory-based interventions have 
included skills training in addition to information and motivational 
components for young people (Reitman, I996).</P>

<P>Howard and McCabe showed success of the social influence theory 
using slightly older teenagers in the US to identify peer and 
social pressures that encourage negative health behaviours, to 
present factual information, teach assertiveness and discuss problem 
situations. Evaluation results of the programme that included 
536 students from a low-income population in Atlanta showed that 
among students who had not had sexual intercourse, those who participated 
in the programme were significantly more likely to continue to 
postpone sexual activity through the end of the ninth grade than 
were similar students who did not participate (Howard, 1990).
A second carefully implemented intervention guided by social influence 
theory among US middle school students resulted in null findings.
The authors note inadequate community and family-level intervention, 
possible dilution of the messages and perhaps over saturation 
of students with the programme's health messages by the 8 th grade 
(Moberg, 1998).</P>

<P>In addition one study assessing the use of the health belief 
model to predict condom use among university students in Nigeria 
found that the major health belief model variables, including 
perceived benefits of condom use, perceived barriers to condom 
use and cues to action, together with AIDS knowledge and male



gender, signifieantly predieted condom use (Edem, 1998).</P>

<P>Reitman et al. suggest that behavioural constructs need to 
target specific behaviours. Their study, guided by the health 
belief model and the theory of reasoned action, among African 
American adolescents found that addressing condom use, reduction 
of the number of partners, or the frequency of sexual intercourse 
all related to different risk reduction strategies. The adolescents' 
positive attitude toward condoms emerged as the single strongest 
correlate of actual condom use. Although multiple-session interventions 
have shown effectiveness, one project targeting African American 
adolescents demonstrated that a single-session workshop focusing 
on cognitive behavioural skills training produced significant 
increases in HIV-related knowledge, reductions in risk promoting 
beliefs, and lower frequencies of high-risk sexual behaviours 
(Jemmott, 1992).</P>

<P>One of the few studies that tested theoretical constructs in 
a manner that could delineate mediators of change was a single-session 
intervention among US college students to promote STD prevention.
Researchers used regression analyses to show that changes in perceived 
benefits of condom use, acceptance of sexuality, sexual control, 
attitudes toward condoms, and self-efficacy for condom use were 
linked to behavioural intentions to use eondoms. The authors concluded 
that the mechanisms for change in their intervention were affective 
attitudes toward condoms and condom users, as well as self-efficacy 
for condom use (Kalichman, 1998).</P>

<H4><A N AME="anchor516254"></A>Conclusion</H4>

<P>Together, the results of these studies suggest that constructs 
subsumed in behavioural theory have greatly enhanced our understanding 
of risk behaviour among youth in varied settings and situations.
The social influences theory was also useful in one study but 
a second study using the same theory showed null findings. Skills 
training, attitudes, norms and self-efficacy have all proven effective 
in predicting behavioural change among young people. In intervention 
research, these constructs have also been useful in mediating 
actual risk behaviours. Results have shown that young people who 
have already initiated sexual relations must be treated very differently 
than those who have not, and that interventions have to as well 
target specific behaviours rather than risk reduction in general.
Although we noted one study in Nigeria, most theory-based research 
and intervention has been conducted in the USA. Without further 
research, these results may be difficult to apply in settings 
outside the USA. Reitman correctly concludes that cOndom use is 
a behaviour that might be especially sensitive to situational 
or contextual variations especially among diverse populations 
such as the youth.</P>

<H4><A NAME="anchor516836"></A>(D) INJECTING DRUG USERS</H4>

<P>Drug addiction is a major risk factor for HIV infection in 
about 80 countries worldwide (Gibson, 1998). Behaviours associated



with drug use that are risk factors for HIV transmission are sharing 
of drug injection equipment and unprotected sex with an infected 
partner. As this report is focusing on sexual transmission, the 
sharing of drug injection equipment will not be discussed.</P>

<P>In a recent review of 19 interventions primarily in the USA 
targeting injecting drug users (IDU), authors found that interventions 
comprised of:</P>

<UL>
<Ll>individual counselling 
<LI>HIV testing and counselling 
<LI>group interventions 
<Ll>street outreach
<Ll>social interventions (Gibson, 1998).

</UL>

<P>In controlled studies, greater impact on behaviour was shown 
through intense and sustained interventions compared with their 
comparison conditions. In addition, participants in successful 
interventions appeared to be more stable and better motivated 
than their counterparts who were a more heterogeneous group at 
different stages of behavioural change. The latter finding suggests 
that future interventions should target subgroups according to 
risk (Gibson, 1998). As substantial to dramatic behavioural change 
resulted from both test and comparison groups in many studies, 
authors concluded that participating in evaluation research may 
itself have been a valuable intervention and the impact of behavioural 
assessments was deemed partially responsible for this finding.
One recommendation of this review was to consider a social change 
approach to HIV prevention in IDUs in order to influence social 
norms towards safer behaviour.</P>

<P>Globally, it has been noted that IDUs need specific information 
targeting both the individual needs of the IDUs and the social/cultural 
context of injecting drug use (Case, 1992). The support of specific 
health and social services is critical, for if an IDU has been 
motivated by a prevention message to seek treatment or use condoms, 
the service must be more readily available than drugs. Among 16 
countries surveyed in 1992, the success in reaching IDUs varied 
widely with France reaching less than 5% of that population and 
Sweden and Australia reporting over 90% of IDU population reached.
The gaps identified in IDU prevention programmes centre around 
not addressing the social construction of addiction including 
poverty and social inequities that are strong predictors of HIV 
infection. If programmes only focus on harm reduction without 
approaching the larger issues, success will remain limited (Case,
1992).</P>

<P><TABLE W1DTH="90%" BORDER='T" CELLSPACING="2" CELLPADDING="10"> 
<TR>

<TD WIDTH='T00%" BGCOLOR="#blc4ef>
A recent study in Puerto Rico randomly assigned 1004 IDUs to
one of two interventions, either a NlDA-developed standard intervention



or the standard plus an enhanced intervention. The enhanced intervention 
consisted in a client-centred approach focusing on the individual's 
perception of risk, continuous risk evaluation and motivation 
to change as well as environmental resources (such as availability 
of condoms and access to services). The stages of change model 
guided the intervention and was used to track individual's passage 
through a behavioural change process. Participants of the enhanced 
intervention were found twice as likely as participants in the 
control group to use condoms during vaginal sex and 11 times 
as likely to use condoms during anal sex regardless of HIV serostatus.
Increase in condom use was more pronounced among HIV and other 
STD-positive subjects, and with casual more than steady partners 
(Robles, 1998).</TD>

</TR>
</TABLE></P>

<P> </P>

<H4><A NAME="anchor517607"></A>Conclusions</H4>

<P>In contrast to what was commonly thought about IDU populations,
reviews have noted substantial risk reduction among drug users
especially as a result of sustained interventions. Reports on
drug users generally emphasize drug use risk rather than sexual
risk, but those reports that consider both have noted that sexual
risk reduction is much more difficult to achieve than drug use
risk. However, a review in 1998 stated that nearly all studies
that assessed sexual practices found significant reductions in
the number of sexual partners reported by subjects and/or increased
use of condoms (Gibson, 1998). Numerous studies have identified
drug and alcohol intoxication as associated with high risk sexual
behaviour, thus highlighting the importance of understanding and
addressing the social construction of drug use. The s tages of
change model has been useful at guiding interventions with drug
users. As with all of the above population groups, IDUs as well
are an extremely diverse community, that should be seen and addressed
in its complexity. Thus, interventions should target sub-groups
and consider the social construction of addiction to be effective.</P>

<P><TABLE W1DTH="90%" BORDER-"!" CELLSPAC1NG="2" CELLPADDING-" 10"> 
<TR>

<TD WIDTH-"I00%" BGCOLOR="#blc4ef>
<A HREF-"#anchor839307">Table 4</A> summarizes the theories and models that 

have been applied
to different population groups.</TD>

</TR>
</TABLEx/P>

<P> </P>

<H3><ANAME="anchor518I85"x/A>CHAPTER IV: CHALLENGES</H3>

<H4>(A) DESIGN/CONTEXT ISSUES</H4>



<H4>Design</H4>

<P>Interventions based on theory have a better chance of success
and theory can make it easier to understand why an intervention
was or was not successful . Despite their contributions to the
understanding of the psychological processes individuals go through
while attempting to change behaviour, the limitations of the psychological
theories of behavioural change have been well described in the
literature (Auerbach 1994). Most of these models are based on
behaviours that are under intentional and volitional control,
ignoring the fact that sexual behaviour involves two people, is
often impulsive and is influenced by sociocultural, contextual
as well as personal and subconscious factors that may be difficult
to influence. Numerous studies have identified alcohol and drug
intoxication as influencing sexual behaviour highlighting the
importance of understanding the social context around sexual behaviour.</P>

<P>ln a comprehensive review of behavioural interventions for 
HIV/AIDS prevention, Oakley et al. found that the most popular 
type of intervention was giving information. The review looked 
at 68 separate outcome evaluations among young people and adults, 
and suggests that sound and effective interventions are most likely 
to be skills-based interventions provided by peers or clinical 
psychologists in community settings using interviews or role plays 
and targeting behaviour or combined behaviour and knowledge outcomes 
(Oakley, 1995).</P>

<P>The range of study designs is important to note. Randomized 
controlled trials were not considered exclusively for this report, 
as these conditions are almost inevitably only found in the industrialized 
world. In order for this report to consider countries with the 
highest prevalence, the least amount of resources and some of 
the most innovative responses the criteria remained broad. The 
range of outcome measures encountered in doing a review such as 
this one, makes 'success' difficult to define. Many interventions 
oriented by theory rely on reported changes in behaviour as their 
behavioural outcome measure. Some however were satisfied with 
'intentions' to change as intentions often predict behaviour.
Others use markers such as changes in rates of STD infection, 
or HIV infection. All of these outcomes were treated as valid 
in this report, but were noted for the reader to distinguish the 
differences.</P>

<P>One of the greatest limitations of interventions and studies
assessing these interventions was short follow-up time. Lack of
follow-up time can undermine an intervention by not allowing positive
feedback, not waiting for possible changes in social and cultural
norms, and not taking maintenance of behavioural change into consideration.</P>

<H4>Targeting</H4>

<P>There has been mueh discussion around the issue of targeting 
AIDS interventions. From an epidemiological perspective it has



been argued that to have an impact on the sexual transmission 
of HIV, interventions need to reach those most at risk of acquiring 
or transmitting the infection especially early in the epidemic 
(Sepulveda, 1992). In information and education campaigns, many 
suggest that messages are more effective when they can be directed 
toward a specific target population as the language and approach 
ought to fit specific needs and solutions appropriate for different 
communities (Cohen, 1992). Recent simulation studies have also 
argued that targeting interventions to priority groups would be 
an efficient and effective approach for HIV prevention in developing 
countries (Morris, 1997). For example, when addressing specific 
groups such as youth, it has been shown that interventions must 
look at those who have initiated sex as a different group from 
those who have not, to be effective. The danger arises, when the 
epidemic spreads into the general population, targeting most at 
risk populations is no longer sufficient to reduce transmission.
Another concern with regards to targeting to reduce transmission 
is how to define the target group, by occupation, age group, geography 
(Morris, 1997). Identifying populations at risk and targeting 
too quickly can miss important vulnerable groups, such as male 
sex workers in Asia (Ford, 1995). Targeting populations that are 
more vulnerable should not be seen as singling them out and therefore 
increasing stigma. Working with priority groups is still important 
at any stage of the epidemic, but should be combined with other 
activities to reach a broader population equally at risk.</P>

<P>Targeting according to risk of transmission is one aspect, 
but a second issue is how much of the limited resources to place 
on primary prevention and how much on secondary prevention. Some 
studies address specifically targeting prevention efforts at already 
infected individuals.</P>

<H4><A NAME="anchor519034"x/A>(B) GENDER</H4>

<P>A significant number of studies have shown that gender influences 
HIV risk behaviour (Auerbach, 1994, Amaro, 1995). As Ulin (1992) 
notes when referring specifically to women who are poor and dependent 
on their male sexual partners, reducing the risk of HIV transmission 
often means changing the balance of power in the relationship 
and could mean failure in their roles as women which are inextricably 
linked to their fertility. Many women are torn between the value 
of motherhood and the risk of HIV for either them or their child.
The fear of their partner's violence has also been shown to predict 
whether women use condoms (Gomez, 1993). In Uganda, stark gender 
differences were shown in perceptions of risk, women being more 
likely to perceive risk than men (Bunnell, 1996). The sexual double 
standard that sanctions many partners for men while restricting 
female sexuality has engendered confusing HIV prevention messages, 
such as reducing numbers of partners where this may not be protective. 
Data globally affirm that, not only are many women monogamous 
already, but it is unsafe for them to assume they are safe in 
their monogamous situation (Heise, 1995). Especially in high prevalence 
communities rates of discordance among married couples can be 
between 15% and 20% (Allen, 1992, Serwadda, 1995^ Amaro notes



that there is a growing body of knowledge that HIV among women
has to be seen within the larger context (Amaro, 1995). She suggests
strategies such as participatory education that stress longer-term
goals assessing root causes of gender differences including disempowerment
and poverty (Amaro, 1995). Wingood suggests a transition that
will use gender-specific theories for research and programme development
for women and HIV (Wingood, 1995). The same arguments apply with
regards to sex workers in particular, de Zalduando emphasizes
that the women within the broad category of sex workers represent
an exceedingly diverse group with varied life histories and conditions.
Without considering the actual situations within which these women
live and work, it is impossible to envisage the services or supports
needed by this vast range of range people. She advocates the use
of enthnographic methods to understand key norms, sexual situations
and interactions from the women's point of view (de Zalduando,
1990).</P>

<H4><A NAME="anchor5I9862"x/A>(C) CHANGING EPIDEM1C</H4>

<P>As the HIV epidemic and the responses to the HIV epidemic evolve, 
people's experience accumulates predicting the need to update 
theoretical models and response. Since the development of anti-retroviral 
therapies, some studies have assessed preventive behaviour in 
relation to attitudes regarding combination therapies (Remien,
1998). In Uganda, where the epidemic has matured relative to many 
communities in the world, the need to incorporate temporal dimensions 
into measurements of sexual behaviour and perceived risk is clear 
(Bunnell, 1996). The impact of an epidemic where over 50% of the 
population in a community knows more than 30 people who have died 
of the disease is profound. Measuring perceived risk should delineate 
risk due to past and present behaviour as interventions must target 
these risks differently. In a more mature epidemic Bunnell suggests 
"a theoretical framework which recognizes that perceptions 
of risk and sexual behaviour are not always individually determined, 
that gender and context are critical determinants of individual 
control over behaviour, that fear plays different roles at different 
stages of an epidemic and that lay communities can understand 
and utilize risk information" (Bunnell, 1996).</P>

<H4><A NAME="anchor520592"x/A>(D) NULL F1NDINGS</H4>

<P>Few studies report on null findings but those that do are critical 
to complement our under-standing of the relationships between 
context, population group, approach, intervention and theoretical 
background. In some populations behavioural skills training has 
failed to produce significant differences compared to control 
conditions. For example, non-impact has been shown with inner 
city African American men and STD clinic patients in the USA (Branson,
1996). Other reports of null findings include a randomized controlled 
trial among STD patients in the UK. The intervention was guided 
by the social cognitive theory and results indicated little difference 
in self reported behavioural change. It is suggested that community 
as well as individual interventions should address the environment 
in which risk behaviours take place (James, 1996, 1998). Two interventions



that showed little effect were among youth. One was a brief programme 
based on constructs from the SCT and the theory of reasoned action.
Authors suggested a longer intervention that addresses the multiple 
problems of this group that was drawn from a detention center 
and STD clinic (Gillmore, 1997). The second was based on the theory 
of social influence among middle-school students. Authors noted 
that inadequate community and family-level interventions, possible 
dilution of messages and over saturation of students with health 
messages by the 8th grade may have been responsible for the lack 
of positive results (Moberg, 1998).</P>

<H3> </H3>

<H3><A NAME="anchor521193"></A>CHAPTER V: C0NCLUS10NS</H3>

<P>Safer sexual behaviour remains the single most effective method 
of preventing HIV infection. Although tremendous challenges still 
plague public health and the social sciences globally regarding 
AIDS prevention, much has been learned as well. It has become 
clear that effective HIV risk reduction interventions extend beyond 
basic information giving and help: sensitize people to personal 
risk, improve couples sexual communication, increase individual's 
condom use skills, the perception of lower risk practices as an 
accepted social norm, and help people receive support and reinforcement 
for their efforts at changing (Kelly, 1995). These principles 
form the foundation of successful HIV prevention strategies, but 
differences in individual, social, cultural and economic conditions 
dictate different design and implementation of programmes. Even 
if the principles underlying programmes are the same, tailoring 
to specific groups in specific settings will make programmes look 
very different (Kelly, 1998). Not only should programmes be modified 
to fit certain cultural settings, but within cultural groups individuals 
may be at very different stages of readiness to change and successful 
interventions should take individual differences into consideration 
as well.</P>

<P>Changes in behaviour, such as dramatic increase in condom use, 
in very diverse population groups have taken place and some conclusions 
can be drawn. As Ulin suggests, when interventions have enabled 
the participants themselves to take part in mobilizing and setting 
goals themselves, efforts have been highly successful (Ulin, 1992).
Highlights have included the normative changes gay men in many
US cities and sex workers in Thailand have made within their communities.</P>

<P>Another important point stressed by this broad overview of 
approaches to behavioural change is the need to see different 
levels HIV prevention initiatives as complementary. Individual 
approaches have shown impact, but to stem transmission on a larger 
scale for longer term maintenance of changed behaviour, community 
and structural level programmes are a critical complement. These 
approaches, despite showing great potential, have not yet been 
operationalized on a large scale. At this stage programmes should 
emphasize trans-theoretical approaehes that eombine individual 
level constructs with community- level projects that focus on



subcultural norm changing. Community organizing can have the powerful 
affect of imparting a unified sense of purpose and new beliefs 
in the possibility of change (Stevens, 1998).</P>

<P>An important element highlighted by a review by Oakley and 
Darrow was that the quality of evaluations was highly variable 
and often inadequate, which makes it difficult to conclude generalizable 
lessons about what works where from the heterogeneous literature.
On the positive side, it is now possible to report that prospective 
experimental studies and long term follow-up in many different 
settings are feasible (Oakley, 1998).</P>

<P>Despite the many advances in the field and many changes in 
behaviour observed, populations at highest risk have not received 
their share of the attention and resources allocated to AIDS interventions 
globally. The countries with the highest prevalences of HIV are 
those with the least resources and strained medical and social 
support systems. These countries with rapidly changing epidemics 
do not have the means alone to develop randomized controlled trials 
to test behavioural interventions, yet they are the communities 
needing the interventions the most urgently. Most theory-driven 
intervention research has been conducted in industrialized countries 
with very different epidemics to those in developing countries.
It is therefore critical to test models and approaches across 
cultural, economic and social situations.</P>

<P>Following the findings of the importance of social norms and 
sexual communication for various groups including youth, MSM and 
heterosexuals, authors recommend community level interventions 
aiming at strengthening the perception that others also practice 
safe sex (Buunk, 1998). Gender and power imbalances were also 
noted in many studies pointing to the necessity to build gender 
constructs into theories, models and interventions (Buunk, 1998).</P>

<P>Recommendations for interventions aimed at women include greater 
emphasis on gender-related influences of behaviour. Studies in 
the USA and in Africa emphasize that self-protection, especially 
for vulnerable women may be affected by abusive partners, economic 
factors, and norms within sexual relationships (Wingood 1996,
Bunnell, 1996, van der Straten, 1998). These recommendations apply 
to many different situations. In both West and Central Africa 
it has been noted that the ability to discuss sex and contraception 
with sexual partners as well as the imbalance of gender relations 
have a potentially significant impact on the capacity to enact 
changes in sexual behaviour (Edem, 1998, van der Straten, 1995).
As Bunnell states, sharp differences in perceptions of risk between 
males and females in Uganda reflect underlying differences in 
societal power- the case in multiple settings around the world.
To address women's needs for HIV prevention especially in developing 
countries, the development of female-controlled methods needs 
greater emphasis as well as a wider approach to HIV prevention 
that considers the social position of women.</P>

<P>ln an epidemic where changes are occurring rapidly at the level



of the virus, treatment context and within populations at risk 
multidimentional interventions based on theories and models which 
address individual as well as contextual and sociocultural variables 
such as gender, class and ethnicity, and their influence on sexual 
behaviour are urgently needed.</P>

<H3>ENDNOTE</H3>

<P><A NAME="1 "></A>l See Israel etal., 1994orlUCN, 1997 for 
complete definitions and examples of participatory action research.</P>
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<P><B> </B><A NAME="anchor204471"></A><B>Table 1: Overview 
of most frequently used theories of human behaviour</B></P>

<P><TABLE WIDTH="800" HE1GHT="330" BORDER='M" CELLSPAC1NG="0" 
CELLPADDING="10">

<TR>
<TD>
Level</TD>
<TD>
Theory or Model</TD>
<TD>
Behavioral Determinants</TD>
<TD>
Examples of Programme Applicaiton</TD>

</TR>
<TR>

<TD W1DTH="100" HEIGHT="23" VALIGN="TOP">
<B><FONT SIZE="-1" FACE="Arial, Helvetica">Individual <BR>
Level</FONT></Bx/TD>
<TD W1DTH="185" HE1GHT="23" VALIGN="TOP" AL1GN="CENTER" BGCOLOR="#d7d7d7">

<B><FONT S1ZE="-1" FACE="Arial, Helvetica">Health Belief Model</FONT></B></
TD>

<TD W1DTH="222" HE1GHT="23" VAL1GN="T0P">
<P><FONT SlZE="-2" FACE="Arial, Helvetica">Perceived susceptibility</FONT><

/P>

<P><FONT SlZE="-2" FACE="Arial, Helvetica">Perceived severity</FONT></P>

<P><FONT SIZE="-2" FACE="Arial, Flelvetica">Perceived benefits 
& barriers</FONTx/P>

<PxFONT SlZE="-2" FACE="Arial, Helvetica">Cues to action</FONT></TD>
<TD W1DTH="290" HE1GHT="23" VAL1GN="T0P">
<PxFONT SlZE="-2" FACE-'Arial, Helvetica">lncrease level of 
risk perception</FONT></P>

<P><FONT SIZE="-2" FACE-'Arial, Flelvetica">lnfluence beliefs 
of severity</FONT></P>

<PxFONT SlZE="-2" FACE-'Arial, Helvetica">Assess and influence



beliefs about benefits/ barriers of changing behaviour</FONT></TD>
</TR>
<TR>

<TD WIDTH="100" HE1GHT="23" VALIGN="TOP">
</TD>

<TD WIDTH="185" HEIGHT="23" VALIGN-'TOP" ALIGN="CENTER" BGCOLOR="#d7d7d7">

<B><FONT S1ZE="-1" FACE="Arial, Helvetica">Theory of Reasoned 
<BR>

Action*</FONT></B></TD>
<TD W1DTH="222" HEIGHT="23" VALIGN="TOP">
<P><FONT SlZE="-2" FACE="Arial, Helvetica">Attitudes</FONT></P>

<P><FONT SIZE="-2" FACE="Arial, Helvetica">Subjective norms</FONT></P>

<P><FONT SlZE="-2" FACE="Arial, Flelvetica">Behavioral intentions</FONT></TD
>

<TD W1DTH="290" HEIGHT="23" VALIGN="TOP">
<P><FONT SIZE="-2" FACE="Arial, Helvetica">Assess and influence 
attitudes</FONT></P>

<P><FONT SlZE-"-2" FACE="Arial, Helvetica">Assess and inHuence 
norms in the social group</FONT></P>

<P><FONT SlZE="-2" FACE="Arial, Helvetica">Assess and inHuence 
behavioural intentions</FONT></TD>

</TR>
<TR>

<TD W1DTH="100" HE1GHT="23" VALIGN='TOP">
</TD>

<TD W1DTH="185" HE1GHT="23" VAL1GN="T0P" AL1GN="CENTER" BGCOLOR="#d7d7d7">

<B><FONT S1ZE="-1" FACE="Arial, Helvetica">Social Cognitive Theory<BR>
Social Learning Theory</FONT></B></TD>
<TD W1DTH="222" HEIGHT="23" VALIGN="TOP">
<P><FONT SlZE="-2" FACE="Arial, Helvetica">Outcome expectancies</FONT></P>

<P><FONT SlZE="-2" FACE="Arial, Helvetica">Self- efficacy</FONT></TD>
<TD W1DTH="290" HE1GHT="23" VAL1GN="T0P">
<P><FONT SlZE="-2" FACE="Arial, Flelvetica">Sexual communication, 
need for social support to reinforce behaviour change</FONT></P>

<P><FONT SlZE="-2" FACE="Arial, Helvetica">Modeling of safer 
behaviours</FONT></TD>

</TR>
<TR>

<TD W1DTH="100" HE1GHT="23" VAL1GN="T0P">
</TD>

<TD W1DTH="185" HE1GHT="23" VAL1GN="T0P" AL1GN="CENTER" BGCOLOR="#d7d7d7"> 

<B><FONT S1ZE="-1" FACE="Arial, Helvetica">Stages of Change</FONT></B></TD>

<TD W1DTH="222" HE1GHT="23" VALIGN="TOP">



<P><FONT SIZE="-2" FACE="Arial, HeIvetica">Precontemplative</FONT></P>

<P><FONT SIZE="-2" FACE="Arial, Helvetica">Contemplative</FONT></P>

<P><FONT SIZE="-2" FACE="Arial, Helvetica">Preparation</FONT></P>

<P><FONT SIZE-"-2" FACE="Arial, Helvetica">Action</FONT></P>

<P><FONT SlZE="-2" FACE="Arial, Flelvetica">Maintenance</FONT></TD>
<TD WIDTH="290" HEIGHT="23" VAL1GN-"T0P">
<P><FONT SIZE="-2" FACE="Arial, Helvetica">Assess and influence 
outcome expectations and norms, perceived risk</FONT></P>

<P><FONT SIZE="-2" FACE="AriaI, FIelvetica">Assess and influence 
self- efficacy, intention</FONT></P>

<P><FONT SIZE="-2" FACE="Arial, Helvetica">Assess and influence 
self- efficacy, intentions and outcome expectations</FONT></P>

<P><FONT SlZE="-2" FACE="Arial, Helvetica">Assess and influence 
outcome expectations and norms</FONT></P>

<P><FONT SlZE="-2" FACE="Arial, Helvetica">Assess and influence 
norms, self- efficacy</FONT></TD>

</TR>
<TR>

<TD W1DTH="100" HE1GHT="23" VAL1GN="T0P">
</TD>

<TD W1DTH="185" HE1GHT="23" VALIGN="TOP" ALIGN="CENTER" BGCOLOR="#d7d7d7">

<B><FONT S1ZE="-1" FACE-"Arial, Helvetica">AlDS Risk Reduction 
<BR>

Model</FONT></B></TD>
<TD W1DTH="222" HE1GHT="23" VAL1GN="T0P">
<P><FONT SlZE="-2" FACE="Arial, Helvetica">Labelling</FONT></P>

<P><FONT SlZE="-2" FACE="Arial, Helvetica">Commitment</FONT></P>

<P><FONT SlZE="-2" FACE="Arial, Helvetica">Enactment & maintenance</FON 
T></TD>

<TD WIDTH="290" HEIGHT="23" VAL1GN="T0P">
<P><FONT SIZE="-2" FACE="Arial, Helvetica">Assess and influence 
risk perception, aversive emotions and knowledge</FONT></P>

<P><FONT SlZE="-2" FACE="Arial, Helvetica">Assess &. influence 
perceptions of enjoyment, self- efficacy & risk reduction</FONT></P>

<P><FONT SIZE="-2" FACE="Arial, Helvetica">Assess and influence 
communication, informal networking, formal help- seeking</FONT></TD>

</TR>
<TR>

<TD W1DTH="102" HE1GHT="23" VALIGN="TOP">
<B><FONT S1ZE="-1" FACE-'Arial, Helvetica">Social and community 
level</FONTx/B></TD>



<TD WIDTH="184" HEIGHT="23" VALIGN="TOP" ALIGN="CENTER" BGCOLOR="#d7d7d7">

<B><FONT SIZE="-r’ FACE="Arial, Helvetica">Diffusion of lnnovation</FONT></
Bx/TD>

<TD W1DTH="222" HE1GHT="23" VALIGN="TOP">
<P><FONT SlZE="-2" FACE="Arial, Helvetica">Change agent</FONT></P>

<P><FONT SIZE="-2" FACE="Arial, Helvetica">Communication channels</FONT></P
>

<P><FONT SlZE="-2" FACE="Arial, Helvetica">Context</FONT></TD>
<TD W1DTH="289" HEIGHT="23" VAL1GN="T0P">
<P><FONT SlZE="-2" FACE="Arial, FIelvetica">Who are the influential 
people in the community</FONT></P>

<P><FONT SlZE="-2" FACE="Arial, Helvetica">Most effective means 
to spread information including community leaders</FONT></P>

<P><FONT SlZE="-2" FACE="Arial, Helvetica">Assess type of social 
networks in community</FONT></TD>

</TR>
<TR>

<TD W1DTH="102" HE1GHT="23" VALIGN-TOP">
</TD>
<TD WIDTH="184" HE1GHT="23" VAL1GN="T0P" ALIGN="CENTER" BGCOLOR="#d7d7d7">

>
<B><FONT S1ZE="-1" FACE="Arial, Helvetica">Social lnfluences</FONT></B></TD

<TD W1DTH="222" HEIGHT="23" VAL1GN="T0P">
<P><FONT SIZE="-2" FACE="Arial, Flelvetica">Context of social 
interactions</FONT></P>

<P><FONT SlZE="-2" FACE="Arial, Helvetica">Social norms</FONT></P>

<P><FONT SlZE="-2" FACE="Arial, Helvetica">Social rewards & 
punishments</FONT></TD>
<TD W1DTH="289" HE1GHT="23" VAL1GN-"T0P">
<P><FONT SlZE="-2" FACE="Arial, Flelvetica">Equip young people 
with social skills including peer pressure resistance skills</FONT></P>

<P><FONT SlZE="-2" FACE="Arial, Helvetica">Assess and influence 
social norms</FONT></TD>

</TR>
<TR>

<TD W1DTH="102" HE1GHT="23" VAL1GN="T0P">
</TD>

<TD WIDTH-" 184" HE1GHT="23" VALIGN="TOP" ALIGN="CENTER" BGCOLOR="#d7d7d7">

<B><FONT SIZE="-1" FACE="Arial, Helvetica">Social Network Theory</FONT></B>
</TD>

<TD W1DTH="222" HEIGHT="23" VALIGN="TOP">
<P><FONT SlZE="-2" FACE="Arial, Helvetica">Social networks</FONT></P>

<P><FONT SIZE="-2" FACE="Arial, Helvetica">Social support</FONT></TD>



<TD WIDTH="289" HEIGHT="23" VAL1GN="T0P">
<P><FONT SIZE="-2" FACE="Arial, Flelvetica">Assess composition 
of social network</FONT></P>

<P><FONT SlZE="-2" FACE="Arial, FIelvetica">Assess, build up social 
support </FONT></TD>

</TR>
<TR>

<TD W1DTH="102" HE1GHT="23" VALIGN="TOP">
</TD>
<TD W1DTH="184" HE1GHT="23" VAL1GN="T0P" AL1GN="CENTER" BGCOLOR="#d7d7d7">

<B><FONT S1ZE="-1" FACE="Arial, Helvetica">Theory of Gender &
Power</FONT></Bx/TD>
<TD WIDTH="222" HEIGHT="23" VAL1GN="T0P">
<FONT SlZE="-2" FACE="Arial, Flelvetica">Social sexual norms & 
power dynamics</FONT></TD>
<TD W1DTH="289" HE1GHT="23" VALIGN-"TOP">
<FONT SlZE="-2" FACE="Arial, Helvetica">Address social structure 
of gender relation</FONT></TD>

</TR>
<TR>

<TD WIDTH-" 102" HEIGHT="23" VALIGN-"TOP">
</TD>
<TD WIDTH-" 184" HEIGHT-"23" VALIGN-'TOP" AL1GN="CENTER" BGCOLOR="#d7d7d7">

<B><FONT SlZE-"-l" FACE="Arial, Helvetica">Empowerment</FONT></B></TD>
<TD WlDTH-"222" HEIGHT-"23" VALIGN="TOP">
<P><FONT SlZE-"-2" FACE-"Arial, Helvetica">Community organization</FONT></P

>

<P><FONT SlZE="-2" FACE-"Arial, Helvetica">Community building</FONT></TD>

<TD WIDTH-"289" HEIGHT-"23" VALIGN-"TOP">
<P><FONT SIZE="-2" FACE-"Arial, Helvetica">Assess community priorities</FON 

T></P>

<P><FONT SIZE-"-2" FACE="Arial, Helvetica">Assess key activities 
of the community and facilitate alliance building</FONT></TD>

</TR>
<TR>

<TD W1DTH="102" HEIGHT="23" VAL1GN="T0P">
</TD>

<TD WIDTH-" 184" HElGHT-"23" VALIGN-'TOP" ALIGN-"CENTER" BGCOLOR="#d7d7d7">

<B><FONT SIZE-"-l" FACE="Arial, Helvetica">Social Ecological 
Model <BR>
for Health Promotion</FONT></B></TD>
<TD W1DTH="222" HEIGHT-"23" VAL1GN-"T0P">
<P><FONT SIZE-"-2" FACE="Arial, Helvetica">lntra-personal (knowledge, 
attitudes, perceptions of risk)</FONT></P>

<P><FONT SlZE="-2" FACE="Arial, Helvetica">Social, organizational, 
cultural <BR>



(social networks)</FONT></P>

<P><FONT SlZE="-2" FACE="Arial, Helvetica">Political factors 
(regulation)</FONT></TD>
<TD WIDTH="289" HEIGHT="23" VAL1GN="T0P">
<P><FONT SIZE="-2" FACE="Arial, Helvetica">Increase in knowledge, 
skills development, influence</FONT></P>

<P><FONT SlZE="-2" FACE="Arial, Helvetica">Community organizing, 
mass media</FONT></P>

<P><FONT SlZE="-2" FACE="Arial, Helvetica">Advocacy</FONT></TD>
</TR>
<TR>

<TD W1DTH="102" HE1GHT="23" VAL1GN="T0P"></TD>
<TD WIDTH="184" HE1GHT="23" VALIGN="TOP" AL1GN="CENTER" BGCOLOR="#d7d7d7">

<B><FONT S1ZE="-1" FACE="Arial, Helvetica">Socioeconomic &
Environmental Factors</FONT></B></TD>
<TD W1DTH="222" HE1GHT="23" VAL1GN="T0P">
<PxFONT SlZE="-2" FACE="Arial, Helvetica">Policy</FONT></P>

<P><FONT SlZE="-2" FACE="Arial, Flelvetica">Resources; Living 
conditions</FONT></P>

<P><FONT SlZE="-2" FACE="Arial, Helvetica">Access to prevention</FONT></TD>

<TD WIDTH="289" HElGHT-"23" VAL1GN="T0P">
<P><FONT SlZE="-2" FACE="Arial, FIelvetica">Advocacy; Community 
0 rga n i z i n g</F ON T></P>

<P><FONT SlZE="-2" FACE="Arial, FIelvetica">Soeial services</FONT></P>

<P><FONT SlZE="-2" FACE="Arial, Helvetica">lncreasing access 
to prevention (condoms)</FONT></TD>

</TR>
</TABLE></P>

<P><A NAME="anehor361734"x/A><B>Table 2: Models as theories tested 
through research or reviews</B></P>

<PxTABLE WIDTH="800" BORDER="l" CELLSPAC1NG="0" CELLPADD1NG="10"> 
<TR>

<TH VAL1GN="T0P" WIDTH="50">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Author, Year</FONT></TH>
<TH VAL1GN="T0P" WIDTH="150">
<FONT SIZE="-1" FACE="Arial, Flelvetica">Model/ Theory/ Construet</FONT></TH

>
<TH VAL1GN="T0P" WIDTH="150">
<FONT SIZE="-1" FACE="Arial, Helvetica">Target group (n), country</FONTx/T 

H>
<TH VALlGN="TOP" W1DTH="150">
<FONT SIZE="-1" FACE="Arial, Helvetica">Research Methodology</FONT></TH> 
<TH VALIGN="TOP" W1DTH="300">



<FONT SIZE="-1" FACE="Arial, Helvetica">Results</FONT></TH>
</TR>
<TR>

<TD VAL1GN="T0P" WIDTH="50">
<F0NTSIZE="-1" FACE="Arial, Helvetica">Edem, 1998</FONT></TD> 
<TH VALIGN="TOP" W1DTH=" 150" ALIGN="LEFT">
<P AL1GN=LEFT><F0NT SIZE="-1" FACE="Arial, Helvetica">Health 
belief model</FONT></TH>
<TD VALIGN="TOP" WIDTH="150">
<FONT SlZE-"-l" FACE="Arial, Helvetica">University students (395), 
Nigeria</FONT></TD>
<TD VAL1GN="T0P" W1DTH="150">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Self- administered questionnaire 
dis- tributed in classroom setting.</FONT></TD>
<TD VAL1GN="T0P" W1DTH="300">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Three variables (condom 
benefit beliefs, cues to action, condom barrier beliefs) were 
significantly correlated to intentions to use condoms and past 
condom use.</FONT></TD>

</TR>
<TR>

<TD VAL1GN="T0P" W1DTH="50">
<F0NTS1ZE="-1" FACE="Arial, Helvetica">Ford, 1995</FONT></TD> 
<TH VAL1GN="T0P" W1DTH="150" AL1GN="LEFT">
<P AL1GN=LEFT><F0NT S1ZE="-1" FACE="Arial, Helvetica">Health 
belief model</FONT></TFl>
<TD VAL1GN="T0P" W1DTH="150">
<FONT S1ZE="-1" FACE="Arial, FIelvetica">Male sex workers (80)
& clients (100), Indonesia</FONT></TD>
<TD VALIGN="TOP" W1DTH="150">
<FONT S1ZE="-1" FACE="Arial, Helvetica">lndividual survey interviews 
including questions on AIDS/ STD knowledge, sexual behavior and 
psychosocial measures related to risk taking.</FONT></TD>
<TD VALIGN="TOP" WIDTH="300">
<FONT SIZE="-1" FACE="Arial, Helvetica">For tourists, factors 
related to condom use were condom beliefs, self- efficacy, susceptibility 
of STD infection, and STD knowledge. For sex workers factors 
related condom use were condom beliefs and self- efficacy.</FONT></TD> 

</TR>
<TR>

<TD VAL1GN="T0P" W1DTH="50">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Ford, 1998</FONT></TD> 
<TH VALIGN="TOP" WIDTH="150" ALIGN="LEFT">
<P ALIGN=LEFT><FONT SlZE="-r FACE="Arial, Helvetica">Health 
belief model 4- Social cognitive theory</FONT></TH>
<TD VALIGN="TOP" WIDTH="150">
<FONT S1ZE="-1" FACE="Arial, FIelvetica">lndonesia-Female 
sex workers</FONT></TD>
<TD VALIGN="TOP" W1DTH="150">
<FONT SIZE="-1" FACE="Arial, Helvetica">Testing of 2 behavior 
change models in 4 different groups of SW, in differ- ent socioeconomic 
settings</FONT></TD>
<TD VAL1GN="T0P" WIDTH="300">
<FONT S1ZE="-1" FACE="Arial, Flelvetica">'Results reflect



social context of sexual behaviour’. Where knowledge of
HIV is low, susceptibility to STDs and pregnancy related to condom
use. Self- efficacy and belief that condoms can increase pleasure
were related to condom use. In a more independent group self-
efficacy not related, but susceptibility to HIV related to condom
use. In higher priced group, condom use related to beliefs about
AIDS prevention and pleasure as well as self- efficacy.</FONT></TD>

</TR>
<TR>
<TD VALIGN=’TOP" WIDTH="50">
<FONT SIZE-"-l" FACE="Arial, Helvetica">Buunk, 1998</FONT></TD> 
<TH VAL1GN="T0P" W1DTH="150" ALIGN="LEFT">
<P ALIGN=LEFT><FONT S1ZE="-1" FACE="Arial, Helvetica">Health 
belief model. Protection Motivation Theory, Anticipated regret.
Social norms</FONT></TH>
<TD VALIGN="TOP" W1DTH="150">
<FONT SIZE="-1" FACE="Arial, Helvetica">Heterosexual men and 
women at risk (711), Holland</FONT></TD>
<TD VALIGN="TOP" W1DTH="150">
<FONT SIZE="-1" FACE="Arial, Helvetica">Heterosexual adult females 
and males interviewed for predictors of intention to use condoms 
with new partners</FONT></TD>
<TD VALIGN='TOP" W1DTH="300">
<FONT SlZE-'-l" FACE="Arial, Helvetica">A limited number of well 
described variables can explain variance in intention to use 
condoms: self efficacy, anticipated regret and descriptive social 
norms (belief that most others in the reference group would use 
condoms with new sexual partners)</FONT></TD>

</TR>
<TR>

<TD VALIGN="TOP'' WIDTH="50">
<FONT S1ZE="-T' FACE="Arial, Helvetica">Reitman, 1996</FONT></TD> 
<TH VALIGN="TOP" WIDTH="150" ALIGN="LEFT">
<P ALIGN=LEFT><FONT SIZE="-1" FACE="Arial, Helvetica">Health 
belief model. Theory of reasoned action. Social cognitive theory</FONT></TH

<TD VAL1GN="T0P" W1DTH="150">
<FONT S1ZE="-1" FACE="Arial, Helvetica">African- American youth 
(312), USA</FONT></TD>
<TD VAL1GN="T0P" W1DTH='M 50">
<FONT SIZE="-1" FACE="Arial, Helvetica">lnterviews</FONT></TD> 
<TD VAL1GN="T0P" W1DTH="300">
<FONT S1ZE=''-1" FACE="Arial, Helvetica">Adolescent’s positive 
attitude toward condoms was strongest correlate of condom use, 
and lower self- efficacy was most strongly related to high- risk 
sexual practices.</FONT></TD>

</TR>
<TR>

<TD VALIGN="TOP" WIDTH="50">
<FONT S1ZE="-1" FACE="Arial, Helvetica">0’Leary, 1992</FONT></TD> 
<TH VALIGN="TOP" WIDTH="150" ALIGN="LEFT">
<P ALIGN=LEFT><FONT SIZE="-1" FACE="Arial, Helvetica">Social 
cognitive theory</FONT></TH>
<TD VAL1GN="T0P" W1DTH=’T50">



<FONT S1ZE="-1" FACE="Arial, Helvetica">College students, USA 
(923)</FONTx/TD>
<TD VALIGN="TOP" W1DTH="150">
<FONT SIZE="-1" FACE="Arial, Flelvetica">Survey on 4 college campuses</FONT> 

</TD>
<TD VAL1GN="T0P" W1DTH="300">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Stronger perceptions 
of self- efficacy to engage in safer behavior, expecting fewer 
negative outcomes of condom use, and less frequency of sex in 
conjunction with alcohol or other drug use significantly predicted 
safer sexual behaviour.</FONT></TD>

</TR>
<TR>

<TD VALIGN="TOP" WlDTH-"50">
<FONTSIZE="-r FACE="Arial, Helvetica">Nemoto, 1998</FONT></TD>
<TH VAL1GN="T0P" WIDTH="150" ALIGN="LEFT">
<P AL1GN=LEFT><F0NT SIZE="-1" FACE="Arial, Helvetica">Social 
cognitive theory Self-efficacy</FONT></TH>
<TD VAL1GN="T0P" W1DTH="150">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Asian community (254), 
USA</FONT></TD>
<TD VALIGN="TOP" WIDTH="150">
<FONT SIZE="-1" FACE="Arial, Helvetica">Interviews of Chinese,
Filipino, and Vietnamese adults identified in needle exchange, 
jail, night clubs, and bars</FONT></TD>
<TD VALIGN="TOP" W1DTH="300">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Self-efficacy to practice 
safer sex was significantly associated with condom use in past 

■ 6 months. Cultural ideas such as shame and fatalism influenced 
condom use and self- efficacy.</FONT></TD>

</TR>
<TR>

<TD VALIGN="TOP" W1DTH="50">
<F0NTS1ZE="-1" FACE="Arial, Helvetica">Alary, 1998</FONT></TD>
<TH VAL1GN="T0P" W1DTH="150" AL1GN="LEFT">
<P AL1GN=LEFT><F0NT S1ZE="-1" FACE="Arial, Helvetica">Theory 
of reasoned action. Theory of planned behavior. Social learning 
theory</FONT></TH>
<TD VAL1GN="T0P" WIDTH="150">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Seronegative MSM (2000), 
Canada</FONTx/TD>
<TD VALIGN="TOP" WIDTH="150">
<FONT S1ZE="-1" FACE="Arial, Flelvetica">Interviews and self-administered 
questionnaire every 6 months</FONT></TD>
<TD VAL1GN="T0P" W1DTH="300">
<FONT SlZE="-r FACE="Arial, Helvetica">Psychosocial variables 
associated with incident high risk sex were lower perceived behavioural 
control and perception of higher risk linked other sexual practices</FONT><

/TD>
</TR>
<TR>

<TD VAL1GN="T0P" W1DTH="50">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Rotheram- Borus, 1998</FONTx/TD>



<TH VALIGN="TOP" WIDTH="150" ALIGN="LEFT">
<P AL1GN=LEFT><F0NT SIZE="-1" FACE="Arial, Helvetica">Cognitive- 
behavioral</FONT></TFl>
<TD VALIGN="TOP" WIDTH="150">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Youth, USA</FONT></TD>
<TD VAL1GN=”T0P" W1DTH="150">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Review of cognitive- 
behavioral interventions for seropositive youth</FONT></TD>
<TD WIDTH="300" VALIGN="TOP">
<FONT S1ZE="-1" FACE="Arial, Flelvetica">Significant reductions 
in risk behavioral with cognitive-behavioural interventions.</FONT></TD>

</TR>
<TR>

<TD VAL1GN="T0P" W1DTH="50">
<FONT SIZE="-1" FACE="Arial, Helvetica">Gregson, 1998</FONT></TD>
<TH VAL1GN="T0P" W1DTH="150" AL1GN="LEFT">
<P ALlGN^LEFTxFONT S1ZE="-1" FACE="Arial, Helvetica">Knowledge;
Perception of risk</FONT></TH>
<TD VAL1GN="T0P" W1DTH="150">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Women (1294), Zimbabwe</FONT></TD>

<TD VALIGN="TOP" W1DTH="150">
<FONT S1ZE="-1" FACE="Arial, Helvetica"> Women of childbearing 
age were interviewed</FONT></TD>
<TD VAL1GN="T0P" WIDTH="300">
<FONT SIZE="-1" FACE="Arial, Helvetica">Effective behavioural 
change associated with greater knowledge, experience and personal 
risk perception, but obstructed by low female autonomy, marital 
status economic status, alcohol consumption, labor migration.</FONT></TD>

</TR>
</TABLE><TABLE W1DTH="800" BORDER="l" CELLSPAC1NG="0" CELLPADDING="10"> 

<TR>
<TD VALIGN='TOP" WIDTH="50">
<FONT SIZE="-1" FACE="AriaI, Helvetica">Newcomb, 1998</FONT></TD>
<TH VAL1GN="T0P" W1DTH="150" ALIGN="LEFT">
<P ALIGN=LEFT><FONT SIZE="-1" FACE="Arial, Helvetica">lmplicit 
cognition</FONT></TH>
<TD VAL1GN="T0P" WIDTH="150">
<FONT SIZE="-1" FACE="Arial, Helvetica">Men and women (579),
USA</FONT></TD>
<TD VAL1GN="T0P" W1DTH="150">
<FONT S1ZE="-1" FACE="Arial, Flelvetica">Participants completed 
a confidential questionnaire on a variety of health behaviors 
and predictors.</FONT></TD>
<TD VALIGN="TOP" W1DTH="300">
<FONT SIZE="-1" FACE="Arial, Helvetica">Memory association variable
predicted unprotected sex, but poly- drug use was the strongest
and most consistent predictor of the sexual behaviours.</FONT></TD>

</TR>
<TR>

<TD VAL1GN="T0P" WIDTH="50">
<F0NTS1ZE="-1" FACE="Arial, Helvetica">PSl, 1998</FONT></TD>
<TH VALIGN="TOP" WIDTH="150" AL1GN="LEFT">



<P ALIGN=LEFT><FONT S1ZE="-1" FACE="Arial, Helvetica">Condom 
social marketing</FONT><FONT SIZE="+2" FACE="Arial, Helvetica"><A 
HREF="#anchor467142">*</A></FONT></TH>
<TD VAL1GN="T0P" WIDTH="150">
<FONT SIZE="-1" FACE="Arial, Helvetica">Women & men (806), 
Zambia</FONT></TD>
<TD VAL1GN="T0P" WIDTH="150">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Comparison of survey 
in 1990 with survey in 1996.</FONT></TD>
<TD VAL1GN="T0P" WIDTH="300">
<FONT SIZE="-1" FACE="Arial, Helvetica">Findings suggest that 
condom marketing, promotion and distribution activities have 
been responsible for an increase in the use of condoms in Lusaka.</FONT></T 

D>
</TR>
<TR>

<TD VAL1GN="T0P" W1DTH="50">
<FONTSIZE="-l" FACE="Arial, Helvetica">Levy, 1998</FONT></TD>
<TH VALIGN="TOP" WIDTH="150" ALIGN="LEFT">
<P AL1GN=LEFT><F0NT S1ZE="-1" FACE="Arial, Helvetica">Perceived 
self- efficacy. Perceived community norms Behavioral intention 
towards safer sex</FONT></TFl>
<TD VALIGN="TOP" W1DTH="150">
<FONT SIZE="-1" FACE="Arial, Flelvetica">Prevention agencies for 
under-served populations (youth, IDU), USA</FONT></TD>
<TD VAL1GN="T0P" WIDTH="150">
<FONT S1ZE="-1" FACE="Arial, Flelvetica">Evaluation survey.</FONT></TD> 
<TD VALIGN="TOP" W1DTH="300">
<FONT SIZE="-1" FACE="Arial, Helvetica">lncrease in the number 
of people who hang out with others who use condoms (community 
norms) Increase in number of people who used condoms the last 
time they had sex (behaviour) Increase in number of people who 
feel confident that they can tell their sex partners that they 
want to use a condom (self- efficacy)</FONT></TD>

</TR>
<TR>

<TD VAL1GN="T0P" W1DTH="50">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Godin, 1996</FONT></TD>
<TH VAL1GN="T0P" WIDTH="150" AL1GN="LEFT">
<P ALIGN=LEFT><FONT SIZE="-1" FACE="Arial, Helvetica">Theory 
of planned behavior</FONT></TH>
<TD VALIGN="TOP" WIDTH="150">
<FONT SIZE="-r FACE="Arial, Helvetica">Seropositive gay men 
(96), Canada</FONT></TD>
<TD VALIGN="TOP" W1DTH="150">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Cohort study, 6 month 
follow- up visits. Face to face interviews.</FONT></TD>
<TD VAL1GN="T0P" WIDTH="300">
<FONT SIZE="-1" FACE="Arial, Helvetica">The best predictor of 
intention to use condoms (and of reported condom use) and of 
having sex without anal intercourse was perceived behavioural 
control.</FONT></TD>

</TR>
<TR>



<TD VAL[GN="TOP" WIDTH=”50">
<FONT SIZE="-1" FACE="Arial, Helvetica">Jemmott, 1992</FONT></TD>
<TH VALIGN="TOP" WIDTH="150" ALIGN="LEFT">
<P AL1GN=LEFT><F0NT S1ZE="-E’ FACE="Arial, Helvetica">Theory 
of planned behavior</FONT></TH>
<TD VALIGN="TOP" WIDTH="150">
<FONT SIZE="-1" FACE="Arial, Helvetica">Adolescents (179), USA</FONT></TD> 

<TD VALIGN="TOP" WIDTH="150">
<FONT SIZE="-1" FACE="Arial, Helvetica">Confidential self- administered 
questionnaire.</FONT></TD>
<TD VAL1GN="T0P" WIDTH="300">
<FONT S1ZE="-1" FACE="Arial, Flelvetica">Attitudes and subjective 
norms predicted intentions to use condoms and perceived behavioural 
control significantly added to the correlation.</FONT></TD>

</TR>
<TR>

<TD VAL1GN="T0P" WIDTH="50">
<F0NTS1ZE="-1" FACE="Arial, Helvetica">Lurie, 1995</FONT></TD>
<TH VAL1GN="T0P" W1DTH="150" AL1GN="LEFT">
<P AL1GN=LEFT><F0NT S1ZE="-1" FACE="Arial, Helvetica">Socio-economic 
factors</FONT></TH>
<TD VALIGN="TOP" WIDTH="150">
<FONT SIZE="-1" FACE="Arial, Helvetica">Sex workers (600), Brazil</FONT></T 

D>
<TD VALlGN="TOP" W1DTH="150">
<FONT SIZE="-1" FACE="Arial, Helvetica">Cross sectional study 
of prevalence of antibodies to FIIV, syphilis, hepatitis B, behavioral 
factors and socio- economic factors.</FONT></TD>
<TD VAL1GN="T0P" WlDTH-"300">
<FONT S1ZE="-1" FACE="Arial, Flelvetica">Compared to those with 
a higher socioeconomic status (SES), sex workers with a lower 
SES worked longer hours and had more clients. Sex workers with 
lower SES were more likely than those with higher SES to be infected 
with HIV, syphilis and hepatitis B.</FONT></TD>

</TR>
<TR>

<TD VALIGN="TOP" W1DTH="50">
<FONT SIZE="-1" FACE="Arial, Helvetica">Kline, 1994</FONT></TD>
<TH VALIGN="TOP" WIDTH="150" ALIGN="LEFT">
<P ALIGN=LEFT><FONT SIZE="-1" FACE="Arial, Helvetica">AlDS risk 
reduction model</FONT></TH>
<TD VALIGN-'TOP" W1DTH="150">
<FONT S1ZE="-1" FACE="Arial, Helvetica">HlV- infected women (215), 
USA</FONT></TD>
<TD VALIGN="TOP" WIDTH="150">
<FONT SIZE="-1" FACE="Arial, Helvetica">HIV infected women from 
New Jersey medical and social service agencies interviewed.</FONT></TD>
<TD VAL1GN="T0P" WIDTH="300">
<P><FONT SIZE="-1" FACE="Arial, Helvetica">Factors influencing 
condom use:</FONT></P>

<UL>
<LI><FONT SIZE-'-l" FACE="Arial, Helvetica">High perceived self-



efficacy to influence partner</FONT>
<LI><FONT SIZE="-1" FACE="Arial, Helvetica">Partner HIV- negative</FONT>

<LI><F0NTS1ZE="-1" FACE="Arial, Helvetica">Partner doesn’t 
want more children</FONT>

</UL>

<P><FONT S1ZE="-1" FACE="Arial, Helvetica">Negatively influencing 
condom use;</FONT></P>

<UL>
<LI><FONT SIZE="-1" FACE="Arial, flelvetica">Conflicts with partner</FONT>

<LI><FONT S1ZE="-1" FACE="Arial, Helvetica">Use of drugs and/or 
alcohoK/FONT>
<Ll><FONT S1ZE="-1" FACE="Arial, Helvetica">Belief condoms reduce 
sexual pleasure</FONT>

</UL>
</TD>

</TR>
<TR>

<TD VAL1GN=’T0P" W1DTH="50">
<FONTSIZE="-l" FACE="Arial, Helvetica">Rickman, 1994</FONT></TD>
<TH VALIGN="TOP" W1DTH="150" AL1GN="LEFT">
<P ALIGN=LEFT><FONT S1ZE="-1" FACE="Arial, Helvetica">Sexual 
communication</FONT></TH>
<TD VAL1GN="T0P" WIDTH="150">
<FONT S1ZE="-1" FACE="Arial, Helvetica">lncarcerated Latino adolescents 
(2132), USA</FONTx/TD>
<TD VAL1GN="T0P" W1DTH="150">
<FONT SlZE-'-l" FACE="Arial, Helvetica">Sexually active adolescents
detained in Los Angeles county juvenile hall were interviewed
regarding their sexual communication history and condom use </FONT></TD>
<TD VAL1GN="T0P" W1DTH="300">
<FONT S1ZE="-1" FACE-'Arial, Helvetica">High numbers of lifetime 
sexual partners, low rates of condom use. Respondents who communicated 
with their sex partners about each others’ sexual history 
were significantly more likely to use condoms.</FONT></TD>

</TR>
</TABLEx/P>

<PxA NAME="anchor467142"x/A>*Theories behind social marketing 
come from many different backgrounds including the commercial 
marketing, ‘4 Ps’ (making the Product appealing, the 
Price acceptable, the Placement convenience adn the Promotion 
tailored to a particular audience), operant conditioning and social 
cognitive theories.</P>

<P> </P>

<P><A NAME="anchor714765"x/AxB>Table 3: Models and theories 
used to guide interventions</B></P>

<PxTABLE BORDER="l" CELLSPACING="0" CELLPADDING="10" WIDTH="800">



<TR>
<TH VAL1GN="T0P" WIDTH="109">
<!><FONT SIZE="-1" FACE="Arial, Helvetica">Author, Year*</FONT></I></TH>
<TH VALIGN-"TOP" WIDTH="145">
<!><FONT SIZE="-r’ FACE-"Arial, Helvetica">Target group (n), 
country </FONT></I></TFl>
<TH VALIGN="TOP" WIDTH="147">
<!><FONT SIZE="-1" FACE="Arial, Flelvetica">Model/Theory/ Construct</FONT></ 

Ix/TH>
<TH VALIGN="TOP" W1DTH="152">
<!><FONT S1ZE="-I" FACE="Arial, Helvetica">Research Methodology</FONT></I>< 

/TH>
<TH WIDTH="244" VALIGN='TOP">
<!><FONT S1ZE="-1" FACE="Arial, Helvetica">Results</FONT></l></TH>

</TR>
<TR>

<TH COLSPAN="5" ALIGN="LEFT" BGCOLOR-"#blc4ef’ VAL1GN="T0P">
<P AL1GN=LEFT><F0NT SIZE="-1" FACE="Arial, Helvetica">Women</FONT></TH>

</TR>
<TR>

<TD VALIGN="TOP" WIDTH="109">
<FONT SlZE-"-l" FACE="Arial, Helvetica">DiClemente 1995</FONT></TD>
<TD VAL1GN="T0P" W1DTH="145">
<FONT S1ZE="-1" FACE="AriaI, Helvetica">African American women 
(128), USA</FONT></TD>
<TH VALIGN="TOP" WIDTH="147" ALIGN="LEFT">
<P AL1GN=LEFT><F0NT SIZE="-1" FACE="Arial, Helvetica">SCT &
Theory of Gender and Power</FONT></TFI>
<TD VALIGN="TOP" WIDTH="152">
<FONT SlZE-'-l" FACE="Arial, Helvetica">Community based intervention 
includ- ing 5, 2 hour group sessions led by peer educator focusing 
on gender and ethnic pride, knowledge, skills & norms</FONT></TD>
<TD VAL1GN="T0P" W1DTH="244">
<FONT S1ZE="-1" FACE="Arial, Helvetica">lncreased consistent 
condom use, greater sexual communication & increased partners’ 
adoption of norms supporting condom use.</FONT></TD>

</TR>
<TR>

<TD VALIGN="TOP" W1DTH="109">
<F0NTS1ZE="-1" FACE="Arial, Helvetica">King, 1995</FONT></TD>
<TD VAL1GN="T0P" W1DTH="145">
<FONT S1ZE=”-1" FACE="Arial, Helvetica">Women (586), Rwanda</FONT></TD>
<TH VALIGN=’TOP" W1DTH="147" AL1GN="LEFT">
<P AL1GN=LEFT><F0NTS1ZE="-1" FACE="Arial, Helvetica">Structural</FONT></TH

>
<TD VAL1GN="T0P" WIDTH='T52">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Participants were provided 
with family planning services and methods</FONT></TD>
<TD VAL1GN="T0P" W1DTH="244">
<FONT S1ZE="-1" FACE="Arial, Flelvetica">Access to and information 
about hormonal contraceptives increased use & reduced attrition 
among both H1V+ and HlV-women in the study.</FONT></TD>

</TR>



<TR>
<TD VAL1GN="T0P" WIDTH="109">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Elkins, 1997</FONT></TD> 
<TD VAL1GN="T0P" WIDTH="145">
<FONT SIZE="-1" FACE="Arial, Helvetica">Village women (600) & 
men (479), Thailand</FONT></TD>
<TH VAL1GN="T0P" WIDTH="147" ALIGN="LEFT">
<P ALIGN=LEFT><FONT S1ZE="-1" FACE="Arial, Helvetica">SCT and 
communi ty health promo- tion</FONT></TH>
<TD VAL1GN="T0P" WIDTH="152">
<FONT SIZE="-1" FACE="Arial, Helvetica">lntervention was village 
based including training, motivational audio-drama, posters and 
village meetings. Evaluation consisted of: KAP surveys, focus 
group discussions and village meetings.</FONT></TD>
<TD VALIGN="TOP" WIDTH="244">
<FONT SIZE="-1" FACE="Arial, Helvetica">Eight of the nine outcome 
goals were achieved with married women taking initia tive in 
reducing risk posed to them by the sex activities of their husbands.</FONT> 

</TD>
</TR>
<TR>

<TD VALIGN="TOP" W1DTH='M09">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Galavotti, 1998</FOTsIT></TD> 
<TD VAL1GN="T0P" W1DTH="145">
<FONT S1ZE="-1" FACE="Arial, Helvetica"> 1289 at risk & 322 
HIV-positive women USA</FONT></TD>
<TH VAL1GN="T0P" W1DTH="147" ALIGN="LEFT">
<P AL1GN=LEFT><F0NT S1ZE="-1" FACE="Arial, Helvetica">Stages 
ofchange</FONTx/TH>
<TD VALIGN="TOP" WIDTH="152">
<FONT SIZE="-1" FACE="Arial, Helvetica">Behavior change counselling 
interven- tion delivered by trained peer para-professional counselors 
based on stage-tailored individual counselling sessions.</FONT></TD>
<TD VAL1GN="T0P" W1DTH="244">
<FONT S1ZE="-1" FACE-'Arial, Helvetica">Women exposed twice as 
likely to report condom use with main partner at last sex and 
always use of condoms</FONT></TD>

</TR>
<TR>

<TD VAL1GN="T0P" W1DTH="109">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Stevens, 1998</FONT></TD> 
<TD VAL1GN="T0P" W1DTH="145">
<FONT S1ZE="-1" FACE-'Arial, Helvetica">Lesbian and bisexual 
women (3665)</FONT></TD>
<TH VAL1GN="T0P" W1DTH=”147" AL1GN="LEFT">
<P AL1GN=LEFT><F0NT SlZE="-r FACE="Arial, Helvetica">PAR &
Peer education</FONT></TH>
<TD VALIGN="TOP" W1DTH="152">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Collective consciousness-raising 
qualitative field interviewing & individualized HlV-prevention 
education in an intense 2 year intervention</FONT></TD>
<TD VALIGN="TOP'' W1DTH="244">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Outcomes suggest that 
the project supported changes to reduce risk, assisted participants



in the realm of partner negotiations, and began to change community 
conventions about sexual expectations and practices.</FONT></TD>

</TR>
<TR>

<TH COLSPAN="5" AL1GN="LEFT" BGCOLOR="#blc4ef VALIGN="TOP">
<P ALIGN=LEFT><FONT SIZE="-1" FACE-"Arial, Helvetica">Sex Workers</FONT></T 

H>

</TR>
<TR>

<TD VALIGN="TOP" WIDTH="109">
<FONT SIZE="-1" FACE="Arial, Helvetica">Fox, 1993</FONT></TD>
<TD VALIGN="TOP" WIDTH="145">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Female sex workers (134), 
Honduras</FONT></TD>
<TH VAL1GN="T0P" W1DTH="147" ALIGN="LEFT">
<P ALIGN=LEFT><FONT SIZE="-1" FACE="Arial, Helvetica">NS-information 
and accessibility of condoms</FONT></TH>
<TD VALIGN="TOP" W1DTH="152">
<FONT S1ZE="-1" FACE="Arial, Helvetica">SWs attending STD clinics 
given weekly talks and free condoms</FONT></TD>
<TD VAL1GN="T0P" WIDTH="244">
<FONT S1ZE="-1" FACE="Arial, Flelvetica">Statistically significant 
increase in mean condom use from 64% to 70% of client contacts.
Recommend targeting clients.</FONT></TD>

</TR>
<TR>

<TD VAL1GN="T0P" W1DTH="109">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Asamoah-Adu, 1994</FONT></TD> 
<TD VALIGN="TOP" WIDTH="145">
<FONT SIZE="-1" FACE="Arial, Flelvetica">Female sex workers (107), 
Ghana</FONT></TD>
<TH VALIGN="TOP" W1DTH="147" AL1GN="LEFT">
<P AL1GN=LEFT><F0NT S1ZE="-I" FACE="Arial, Flelvetica">peer education 
& condom promotion</FONT></TH>
<TD VAL1GN='T0P" W1DTH="152">
<FONT S1ZE="-1" FACE="Arial, Helvetica">SW followed over 4 year 
study. Intervention included peer education and condom promotion.</FONT></T 

D>
<TD VAL1GN="T0P" W1DTH="244">
<FONT S1ZE="-1" FACE="Arial, Flelvetica">Reported condom use increased 
dramatically in first 6 months. Relapse occurred after 3 years.
Recommend targeting clients.</FONT></TD>

</TR>
<TR>

<TD VALIGN='TOP" WIDTH="109">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Opare, 1994</FONT></TD>
<TD VAL1GN="T0P" WIDTH="145">
<FONT S1ZE="-1" FACE="Arial, Flelvetica">Female sex workers (30), 
Ghana</FONT></TD>
<TH VALIGN="TOP" W1DTH='T47" AL1GN="LEFT">
■<P AL1GN=LEFT><F0NT SlZE="-r FACE="AriaI, Helvetica">NS -audiovisual 

aids to influence attitudes & behaviors</FONT></TFl>



<TD VALIGN^'TOP" WIDTH="152">
<FONT SIZE="-1" FACE="Arial, Flelvetica">Education conducted through 
SW opinion leaders; video, discussion and condom demonstration 
conducted.</FONT></TD>
<TD VAL1GN="T0P" WlDTH-"244">
<FONT SIZE="-1" FACE="Arial, FIelvetica">Condom use rose from 
10% to 100 % as sex workers identified very high perception of 
risk.</FONT></TD>

</TR>
<TR>

<TD VAL1GN="T0P" WIDTH-" 109">
<FONT SIZE-"-l" FACE="Arial, Helvetica">Visrutaratna , 1995</FONT></TD>
<TD VALIGN="TOP" WIDTH-" 145">
<FONT S1ZE="-1" FACE-"Arial, Helvetica">Female sex workers (500) 
broth- el owners & clients, Thailand</FONT></TD>
<TH VALIGN="TOP" WIDTH-" 147" ALIGN-"LEFT">
<P ALIGN-LEFTXFONT SIZE-"-l" FACE-"Arial, Helvetica">Perception 
of risk, condom negotiation, policy</FONT></TH>
<TD VALIGN-'TOP" W1DTH="152">
<FONT SlZE-"-l" FACE-"Arial, Helvetica">A year-long intervention.
Small group sessions with SW & peer educators. Brothels required
condom use through owners & education of clients. Specially
trained volunteers posed as clients to test SW negotiation skills.</FONT></

TD>
<TD VALIGN-'TOP" WIDTH-"244">
<FONT S1ZE="-1" FACE-"Arial, Helvetica">Sex workers increased 
their refusal of sex without a condom from 42% to 92% following 
the programme.</FONT></TD>

</TR>
<TR>

<TD VALlGN="TOP" WIDTH-" 109">
<FONT S1ZE="-1" FACE-"Arial, Helvetica">Williams, 1995</FONT></TD>
<TD VALIGN-"TOP" WIDTH-" 145">
<FONT SIZE="-1" FACE-"Arial, Helvetica">Female sex workers Nigeria</FONT></ 

TD>
<TH VALlGN="TOP" WIDTH-" 147" ALIGN="LEFT">
<P ALIGN-LEFTXFONT SIZE-"-l" FACE="Arial, Helvetica">NS -health 
education, condom pro- motion & STD services</FONT></TH>
<TD VALIGN-"TOP" WIDTH-" 152">
<FONT SIZE-"-l" FACE="Arial, Helvetica">Health education using 
film, peer educators distribute educational materials, condom 
promotion with free distribution and later cost recovery & 
compre- hensive, client oriented STD services.</FONT></TD>
<TD VALlGN-"TOP" WIDTH="244">
<FONT SIZE="-1" FACE="Arial, Helvetica">Sex workers and clients 
knowledge about AIDS and STDs increased. Condom use among sex 
workers and clients increased between baseline and follow-up.</FONT></TD>

</TR>
<TR>

<TD VALIGN-"TOP" WIDTH-" 109">
<FONT SIZE-"-l" FACE="Arial, Helvetica">Chan, 1996</FONT></TD>
<TD VALIGN="TOP" WIDTH-"145">
<FONT SIZE-'-l" FACE-"Arial, Helvetica">Female sex workers, Singapore



(128)</FONTx/TD>
<TH VALIGN="TOP" WIDTH="147" AL1GN-"LEFT">
<P ALIGN=LEFT><FONT S1ZE="-1" FACE="Arial, Helvetica">Behavioral 
(sexual communication)</FONT></TFI>
<TD VAL1GN="T0P" WIDTH="152">
<FONT S1ZE="-1" FACE="Arial, FIelvetica">Condom negotiation, support 
from peers and brothel owners and health staff.</FONT></TD>
<TD VAL1GN="T0P" W1DTH="244">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Significant improvement 
in negotiation skill, in always refusing sex without a con-dom 
and significant decrease in gonorrhea rates in intervention vs. 
control group</FONT></TD>

</TR>
<TR>

<TD VAL1GN="T0P" W1DTH="109">
<FONTSIZE="-r FACE="Arial, Helvetica">Ford, 1996</FONT></TD>
<TD VAL1GN='T0P" W1DTH="145">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Female sex workers (300)
& clients (300), lndonesia</FONT></TD>
<TH VAL1GN="T0P" W1DTH="147" AL1GN="LEFT">
<P AL1GN=LEFT><F0NT S1ZE="-1" FACE="Arial, Helvetica">Health 
belief model & Social cognitive theory</FONT></TH>
<TD VALIGN-'TOP" W1DTH=" 152">
<FONT SlZE-"-l" FACE="Arial, Helvetica">3 session series to: 
increase knowledge, perceived susceptibility and skills related 
to condom use and partner negotiation among SW. Increase knowledge 
among clients and pimps using outreach workers.</FONT></TD>
<TD VAL1GN="T0P" W1DTH="244">
<FONT S1ZE="-1" FACE="Arial, Flelvetica">Knowledge and condom 
use increased significantly between baseline and follow-up for 
both SW (from 18-75%) and (29-62%) and clients of SW in both 
intervention sites.</FONT></TD>

</TR>
<TR>

<TD VAL1GN="T0P" W1DTH="109">
<FONT SlZE="-r FACE="Arial, Helvetica">Basu, 1998</FONT></TD>
<TD VAL1GN="T0P" W1DTH="145">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Female sex workers India^FONTX/TD

>
<TH VAL1GN="T0P" WIDTH-'147" AL1GN="LEFT">
<P AL1GN=LEFT><F0NT S1ZE="-1" FACE="Arial, Helvetica">PAR- 
though not stated explicitly</FONT></TH>
<TD VAL1GN="T0P" W1DTH="152">
<FONT S1ZE="-1" FACE="Arial, Helvetica">lnvolving sex workers 
in research</FONT></TD>
<TD VAL1GN="T0P" W1DTH="244">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Accurate sensitive data 
collected Rapport-building activity</FONT></TD>

</TR>
<TR>

<TD VAL1GN="T0P" WIDTH="109">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Kelly, 1998</FONT></TD> 
<TD VAL1GN="T0P" W1DTH="145">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Female sex workers Viet



Nam</FONT></TD>
<TH VALIGN="TOP" W1DTH="147" ALIGN="LEFT">
<P AL1GN=LEFT><F0NT SIZE="-1" FACE="Arial, Helvetica">PAR- 
though not stated explicitly</FONT></TFI>
<TD VAL1GN="T0P" W1DTH="152">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Involving sex workers 
in research</FONT></TD>
<TD VAL1GN="T0P" WIDTH="244">
<FONT SIZE="-1" FACE="Arial, Helvetica">Regardless of method 
used, must involve participants in research</FONT></TD>

</TR>
<TR>

<TD VAL1GN="T0P" WIDTH="109">
<FONT SIZE-"-l" FACE-"Arial, Helvetica">Gordon, 1998</FONT></TD>
<TD VALIGN="TOP" W1DTH="145">
<FONT SIZE="-1" FACE="Arial, Flelvetica">Female sex workers Indonesia 
(500)</FONT></TD>
<TH VALIGN="TOP" WIDTH="147" ALIGN="LEFT">
<P ALIGN=LEFT><FONT SIZE="-1" FACE="Arial, Helvetica">ILOM model</FONT></TH

>
<TD VALIGN="TOP" WIDTH="152">
<FONT S1ZE="-1" FACE="Arial, Flelvetica">Works on changing norms; 
sharing behavioral values</FONT></TD>
<TD VAL1GN="T0P" W1DTH="244">
<FONT SIZE="-1" FACE="Arial, Helvetica">Mobilizes the community 
and changes culture</FONT></TD>

</TR>
<TR>

<TH COLSPAN="5" AL1GN="LEFT" BGCOLOR="#blc4ef VALIGN="TOP">
<P ALIGN=LEFT><FONT SIZE="-1" FACE="Arial, Helvetica">Youth</FONT></TH>

</TR>
<TR>

<TD VALIGN="TOP" WIDTH="109">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Howard, 1990</FONT></TD> 
<TD VAL1GN="T0P" WIDTH="145">
<FONT SIZE="-1" FACE="Arial, Helvetica">low income youth USA 
(536)</FONTx/TD>
<TH VALIGN="TOP" WIDTH="147" ALIGN="LEFT">
<P AL1GN=LEFT><F0NT SIZE="-1" FACE="Arial, Helvetica">Social 
influence</FONT></TFI>
<TD VAL1GN="T0P" WIDTH="152">
<FONT SIZE="-1" FACE="Arial, Helvetica">5 classroom periods led 
by teenagers slightly older than participants presenting factual 
information, identifying pressures, role-playing responses to 
pressures, teaching assertiveness and discussing problem situations</FONT>< 

/TD>
<TD VAL1GN="T0P" W1DTH="244">
<FONT S1ZE="-1" FACE="Arial, Helvetica">By end of 8 th grade 
students in the programme were five times less likely to have 
begun sex than similar students who were not in the programme.
There was a stronger influence on girls than boys. The programme
was not effective for students who had already initiated sex.</FONT></TD>



</TR>
<TR>

<TD VALIGN="TOP" WIDTH="109">
<FONTSIZE="-r FACE-"Arial, Helvetica">Jemmott, 1992</FONT></TD>
<TD VALIGN="TOP" WIDTH="145">
<FONT SIZE="-1" FACE="Arial, Helvetica">African American adolescents,
(109), USA</FONTx/TD>
<TH VALIGN-"TOP" W1DTH="147" AL1GN="LEFT">
<P ALIGN=LEFT><FONT SIZE-FACE="Arial, Helvetica">Social 
Cognitive Theory</FONT></TFl>
<TD VALIGN="TOP" W1DTH="152">
<FONT S1ZE="-1" FACE="Arial, Helvetica">lntervention included 
a pre and a post-test + factual information, outcome expectancies 
about condom use and self-efficacy training.</FONT></TD>
<TD VALIGN="TOP" W1DTH="244">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Participation in the 
programme was associated with increased AIDS knowledge and intentions 
and self- efficacy to use condoms.</FONT></TD>

</TR>
<TR>

<TD VAL1GN="T0P" WIDTH="109">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Walter, 1993</FONT></TD>
<TD VALIGN="TOP" W1DTH="145">
<FONT SIZE="-1" FACE-"Arial, Helvetica">Youth (72% Black or Hispanic)
(1316), USA</FONTx/TD>
<TH VALIGN="TOP" W1DTH="147" AL1GN="LEFT">
<P AL1GN=LEFT><F0NT S1ZE="-1" FACE="Arial, Helvetica">Health 
belief model. Social cog- nitive theory, and a model of Social 
influence</FONTx/TH>
<TD VAL1GN="T0P" W1DTH="152">
<FONT SIZE="-1" FACE="Arial, Helvetica">School based, teacher 
delivered 6-session intervention.</FO'NT></TD>
<TD VAL1GN="T0P" W1DTH="244">
<FONT S1ZE="-1" FACE-"Arial, Helvetica">Significant effects in 
intervention vs. control group in: knowledge, beliefs, self-efficacy, 
and risk behavior scores (no. partners, consistency of condom 
use, high risk partners, diagnosis of other STD)</FONT></TD>

</TR>
<TR>

<TD VAL1GN="T0P" W1DTH="109">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Re, 1996, 1998</FONTx/TD>

<TD VAL1GN="T0P" W1DTH="145">
<FONT SlZE="-r FACE="Arial, Helvetica">Youth (389), Argentina</FONTx/TD>

<TH VALIGN="TOP" W1DTH="147" AL1GN="LEFT">
<P ALIGN=LEFT><FONT SIZE-"-1" FACE="Arial, Helvetica">NS - 
participatory methods</FONT></TH>
<TD VAL1GN="T0P" W1DTH="152">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Peer education workshops 
and com- munity project</FONT></TD>
<TD VALIGN="TOP" W1DTH="244">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Peer educators were positive 
role models and were able to translate messages as ‘peer



gender specialists’; adolescents had low risk perception 
overall.</FONTx/TD>

</TR>
<TR>

<TD VAL1GN="T0P" WIDTH-" 109">
<FONT S1ZE="-1" FACE-"Arial, Helvetica">Gillmore, 1997</FONT></TD>
<TD VALIGN="TOP" WIDTH-" 145">
<FONT S1ZE="-1" FACE-"Arial, Helvetica">Youth in detention and 
at STD clinic (396), USA</FONT></TD>
<TH VALIGN-"TOP" WIDTH-" 147" ALIGN="LEFT">
<P ALIGN-LEFTXFONT S1ZE="-1" FACE-"Arial, Helvetica">Social 
cognitive theory & Theory of reasoned action</FONT></TH>
<TD VAL1GN-"T0P" WIDTH-" 152">
<FONT SlZE-"-l" FACE="Arial, Helvetica">Testing of 3 behavioral 
interventions:</FONT></TD> comic book videotape group skills training that 

emphasizes negotiating skills for condom use 
<TD VALIGN-'TOP" W1DTH="244">
<FONT S1ZE="-1" FACE-"Arial, Helvetica">Few differences among 
conditions; skill based intervention not sufficient to induce 
consistent condom use in heterosexually active high risk adolescents.
Authors suggest longer intervention addressing multiple problems.</FONT></T 

D>
</TR>
<TR>

<TD VALIGN-'TOP" WIDTH-" 109">
<FONT SIZE-"-!" FACE="Arial, Helvetica">Moberg, 1998</FONT></TD>
<TD VALIGN="TOP" WIDTH="145">
<FONT SlZE-"-l" FACE-"Arial, Helvetica">Youth (2483), USA</FONT></TD> 
<TH VALIGN="TOP" WIDTH="147" AL1GN-"LEFT">
<P ALlGN-LEFTxFONT SIZE-"-l" FACE="Arial, Helvetica">Social 
influence</FONT></TH>
<TD VALIGN-'TOP" WIDTH-" 152">
<FONT SIZE-"-!" FACE="Arial, Helvetica">Middle school students 
assigned to either of 3 conditions using blocked randomization: 
age appropriate, intensive and control</FONT></TD>
<TD VAL1GN-''T0P" WlDTH-"244">
<FONT SIZE-"-!" FACE="Arial, Helvetica">Null findings despite 
careful implementation of school-based component. Authors note, 
inadequate community and family-level interventions, possible 
dilution of message, & over saturation of students with health 
messages by 8 th grade.</FONT></TD>

</TR>
<TR>

<TD VALIGN=''TOP" WIDTH-" 109">
<FONT SIZE-"-!" FACE-"Arial, Helvetica">Kelly, I992</FONT></TD>
<TD VALIGN="TOP" WIDTH="I45">
<FONT SIZE-"-1" FACE-"Arial, Helvetica">MSM USA</FONT></TD>
<TH VALIGN-"TOP" WIDTH-''147" ALIGN-"LEFT">
<P ALIGN-LEFTxFONT SIZE-"-1" FACE-'Arial, Helvetica">Diffusion 
theory </F ON T> </T H >
<TD VALIGN-''TOP" WIDTH-" 152">
<FONT SIZE-"-!" FACE-"AriaI, HeIvetica">Sequential stepwise lagged 
design, in 3 cities, opinion leaders were contracted to have 
conversations with peers to endorse actively and visibly the



importance and acceptability of behavioral change as well as 
to convey strategies for change implementation.</FONT></TD>
<TD VAL1GN="T0P" W1DTH="244">
<FONT S1ZE="-1" FACE="Arial, Flelvetica">Intervention produced 
systematic reductions of 15% to 29% from baseline in the population’s

high-risk behaviour with same pattern of effects sequentially 
replicated in all 3 cities.</FONT></TD>

</TR>
<TR>

<TD VAL1GN="T0P" W1DTH="109">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Kegeles, 1996</FONT></TD>
<TD VALIGN="TOP" WIDTH="145">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Young MSM (300), USA</FONT></TD> 
<TH VAL1GN="T0P" W1DTH="147" AL1GN="LEFT">
<P ALlGN-LEFTxFONT SlZE-"-l" FACE="Arial, Helvetica">Diffusion 
theory Implemented in 2 small communities with 1 control group, ■ 
used natural channels of communication to create alcohol and 
drug-free alternatives and to place FlIV risk among the concerns 
of young gay men.</FONT></TFl>
<TD VAL1GN-"T0P" W1DTH="152">
<FONT SIZE="-1" FACE="Arial, Helvetica">Significant (27%) reductions 
in proportions of young gay men engaging in unprotected anal 
intercourse with all men, but higher among secondary partners 
than boyfriends.</FONT></TD>
<TD WIDTH="244" VAL1GN="T0P">
</TD>

</TR>
<TR>

<TD VAL1GN="T0P" W1DTH="109">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Kelly, 1996</FONT></TD>
<TD VAL1GN="T0P" WIDTH-" 145">
<FONT S1ZE="-1" FACE="Arial, Helvetica">MSM (1/3 ethnic minority)
(429), USA</FONT></TD>
<TH VALIGN="TOP" ALIGN="LEFT">
<P ALIGN=LEFT><FONT S1ZE="-1" FACE="Arial, Helvetica">Cognitive-behavioral

+ maintenance</FONT></TH>
<TD VAL1GN="T0P" WIDTH-" 147">
<FONT SIZE="-1" FACE="Arial, Helvetica">Participants were randomly 
assigned to one of 4 1-day interventions: cognitive-behavioural 
risk reduction & relapse prevention, cognitive-behavioural 
risk reduction & personal relationships or the same 2 with 
3 months of follow-up telephone and group boosters.</FONT></TD>
<TD VALIGN-'TOP" WIDTH-" 152">
<FONT SIZE="-1" FACE="Arial, Helvetica">Greatest reduction and 
greatest maintenance of risk behaviour change among men in cognitive- 
behavioural group with discussion and problem-solving about personal 
relationship issues.</FONT></TD>

</TR>
<TR>

<TH COLSPAN="5" ALIGN="LEFT" BGCOLOR-"#blc4ef>
<P AL1GN-LEFT><F0NT S1ZE="-1" FACE-"Arial, Helvetica">lnjecting 
Drug Users</FONT></TH>



</TR>
<TR>

<TD VALIGN='TOP" WIDTH="109">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Lawrence 1994</FONT></TD>
<TD VALIGN="TOP" W1DTH="145">
<FONT SIZE="-1" FACE="Arial, Helvetica">Drug-dependent youth 
(19), USA</FONT></TD>
<TH VAL1GN="T0P" WIDTH="147" ALIGN="LEFT">
<P ALIGN=LEFT><FONT SIZE="-1" FACE="Arial, Helvetica">Cognitive-behavioral< 

/FONTx/TH>
<TD VAL1GN="T0P" W1DTH="152">
<FONT SIZE="-1" FACE="Arial, Flelvetica">Substance dependent adolescents 
in residential treatment received a 5 session HIV risk reduction 
intervention that provided HIV education, social competency skills 
and problem solving training.</FONT></TD>
<TD VALIGN="TOP" WIDTH="244">
<FONT SIZE="-1" FACE="Arial, Helvetica">Subjects showed increased 
knowledge about AIDS, better attitudes about prevention, greater 
internal and lower external locus of control scores, increased 
self-efficacy, and higher perception of vulnerability.</FONT></TD>

</TR>
<TR>

<TD VAL1GN="T0P" WIDTH="109">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Wiebel, 1996</FONT></TD>
<TD VALIGN="TOP" WIDTH="145">
<FONT SIZE="-1" FACE="Arial, Helvetica">IDU (641), USA</FONT></TD>
<TH VALIGN="TOP" WIDTH="147" ALIGN="LEFT">
<P ALIGN=LEFT><FONT SIZE="-I" FACE="Arial, Helvetica">lLOM model</FONT></TH

>
<TD VALIGN="TOP" WIDTH="152">
<FONT SIZE="-1" FACE="Arial, Helvetica">Ex-addicts deliver HlV-prevention 
services targeting IDU social networks in community settings</FONT></TD>
<TD VALIGN="TOP" WIDTH="244">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Observed incidence of 
HIV infection decreased from 8.4 to 2.4 per 100 person years.
Sex risk behaviour decreased but much less dramatically than 
drug risk behavior.</FONT></TD>

</TR>
<TR>

<TD VAL1GN="T0P" WIDTH="109">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Fishbein, 1996</FONT></TD>
<TD VALIGN="TOP" WIDTH="145">
<FONT SIZE-"-l" FACE="Arial, Helvetica">lDUs, female sex partners 
of IDU, SW, MSM who don’t gay identify USA</FONT></TD>
<TH VAL1GN="T0P" WIDTH="147" AL1GN="LEFT">
<P AL1GN=LEFT><F0NT S1ZE="-1" FACE="Arial, Helvetica">Stages 
of change</FONT></TH>
<TD VAL1GN="T0P" W1DTH="152">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Small media intervention 
materials were developed for each specific population focusing 
on key theoretical behaviour change variables as well as condoms.</FONT></T 

D>
<TD W1DTH="244" VAL1GN="T0P">



<FONT S1ZE="-1" FACE="Arial, FIelvetica">Signiricant interactions 
indicating greater increases in intervention than comparison 
areas were found with respect to condom use with non-main partners, 
and similar but non-significant effect with respect to condom 
use with main partners.</FONT></TD>

</TR>
<TR>

<TD VAL1GN="T0P" WIDTH-" 109">
<FONT SIZE="-1" FACE="Arial, Helvetica">Robles, 1998</FONT></TD>
<TD VALIGN="TOP" WIDTH-" 145">
<FONT SIZE-"-!" FACE-"Arial, Helvetica">Drug users (80% male)
(1004), Puerto Rico</FONT></TD>
<TH VALIGN-'TOP" WIDTH-" 147" AL1GN-"LEFT">
<P ALlGN-LEFTxFONT SlZE-"-l" FACE-"Arial, Helvetica">Stages 
of change ere considered.</FONT></TH>
<TD VALIGN-’TOP" WIDTH-" 152">
<FONT SIZE-"-l" FACE-"Arial, Helvetica">Enhanced intervention 
took place outside of office, included 8, 45 minute sessions 
using ‘motivational interviewing’ drawing on individual’s 
perception of risk, motivation to change, continuous risk evaluation, 
negotiation and communication skills, Community and environmental 
resources w</FONT></TD>
<TD WIDTH="244" VALIGN="TOP">
<FONT SIZE="-1" FACE="Arial, Helvetica">Use of condoms 

during vaginal sex increased from 26.4% to 36.9%. Significant 
predictors of condom use: HIV-positive, STD diagnosis, and participation 
in enhanced program. Effect stronger with non-primary partners.</FONT></TD>

</TR>
<TR>

<TH COLSPAN-"5" ALIGN="LEFT" BGCOLOR-"#blc4ef VALIGN-"TOP">
<P ALIGN-LEFTXFONT SIZE-"-!" FACE-"Arial, Helvetica">STD Clients</FONT></T 

H>
A - counselling intervention + leaflet + condoms B - leaflet + condoms C - 

no intervention 
</TR>
<TR>

<TD VAL1GN="T0P" WIDTH-" 109">
<FONTSlZE="-r FACE-"Arial, Helvetica">James, 1996</FONT></TD>
<TD VALIGN-"TOP" WIDTH-" 145">
<FONT SIZE="-1" FACE="Arial, Helvetica">STD patients (492), UK</FONT></TD>

<TH VALIGN="TOP" WIDTH-" 147" AL1GN-"LEFT">
<P ALIGN-LEFTXFONT S1ZE="-1" FACE-"Arial, Helvetica">Social 
cognitive theory</FONT></TH>
<TD VALIGN-"TOP" WIDTH-" 152">
<FONT SIZE-"-1" FACE-"Arial, Helvetica">RCT - 3 groups (group 
A, group B, group C)</FONT></TD>
<TD VALIGN-"TOP" WlDTH-"244">
<FONT S1ZE="-1" FACE-"Arial, Helvetica">Group A were significantly 
more likely than group C to carry condoms, no difference between 
A & B or B & C. Intervention had no effect on self-reported 
behaviour.</FONT></TD>

</TR>



<TR>
<TD VALIGN="TOP" W1DTH="109"> ■
<F0NTS1ZE="-I" FACE="Arial, Helvetica">Kamb, 1996, 1998</FONT></TD> 
<TD VAL1GN="T0P" WIDTH="145">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Heterosexual STD patients 
(4328), USA</FONT></TD>
<TH VALIGN="TOP" WIDTH="147" ALIGN="LEFT">
<P ALIGN=LEFT><FONT S1ZE="-1" FACE="Arial, Helvetica">SCT+ Theory 
of reasoned action self- efficacy and perceived norms</FONT></TFl>
<TD VAL1GN="T0P" W1DTH="152">
<FONT SlZE="-r FACE="Arial, Helvetica">RCT-of 3 strategies:
(1) educational messages, (2) brief counselling, (3) enhanced 
counselling (greater number of counselling sessions) with steps 
toward risk reduction beliefs, attitudes and behavioural intentions, 
skills training to increase self-efficacy</FONT></TD>
<TD VAL1GN="T0P" W1DTH="244">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Decrease in rates of 
STDs in; brief counselling (19%), enhanced counselling (22%) 
vs. information only</FONT></TD>

</TR>
<TR>

<TD VAL1GN="T0P" WIDTH="109">
<FONT S1ZE="-1" FACE="Arial, Helvetica">0’Leary, 1998</FONT></TD>
<TD VAL1GN="T0P" W1DTH="145">
<FONT S1ZE="-1" FACE="Arial, Helvetica">STD & health agency 
patients, USA (3706)</FONT></TD>
<TH VALIGN^'TOP" WIDTH-" 147" AL1GN="LEFT">
<P AL1GN=LEFT><F0NT SIZE="-1" FACE="Arial, Helvetica">Social 
cognitive theory</FONT></TH>
<TD VALIGN="TOP" W1DTH=’T52">
<FONT S1ZE="-1" FACE="Arial, Helvetica">7 SCT interventions (1) 
randomized same-sex groups including information video with question 
and answer period, or (2) informational comparison condition.</FONT></TD>

<TD VAL1GN="T0P" W1DTH="244">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Elements of SCT (self-efficacy, 
condom use skills, expectations of partner reaction) were significantly 
different between intervention and control group.</FONT></TD>

</TR>
<TR>

<TH COLSPAN="5" AL1GN="LEFT" BGCOLOR="#blc4ef VAL1GN-"T0P"> 
<P AL1GN=LEFT><F0NT SlZE-"-l" FACE-'Arial, Helvetica">Minority 
Groups</FONTx/TH>

</TR>
<TR>

<TD VAL1GN="T0P" WIDTH-" 109">
<FONT SlZE-"-l" FACE="Arial, Helvetica">Wallerstein 1988</FONT></TD> 
<TD VAL1GN-"T0P" WIDTH-" 145">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Hispanic, Native American, 
Anglo, USA</FONTx/TD>
<TD VAL1GN="T0P" WIDTH-" 147">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Empowerment</FONTx/TD> 
<TD VALIGN-"TOP" WIDTH-" 152">



<FONT S1ZE="-1" FACE="Arial, Helvetica">Visits to hospital and 
detention center, peer education strategies & training, social 
learning, resistance to peer pressure, life skills competencies 
and decision- making about alternative choices, analysis of media 
that influ- ence consumption.</FONT></TD>
<TD VALIGN="TOP" W1DTH="244">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Statistically significant 
self reported perception of riskiness of drinking, driving and 
drug use</FONT></TD>

</TR>
<TR>

<TD VALIGN="TOP" WIDTH="109">
<FONTSIZE="-l" FACE="Arial, Helvetica">Kalichman, 1997</FONT></TD>
<TD VAL1GN="T0P" WIDTH="145">
<FONT S1ZE="-1" FACE="Arial, Flelvetica">lnner-city African American 
het- erosexual men (81)</FONT></TD>
<TD VALIGN="TOP" W1DTH="147">
<FONT SlZE="-r FACE="Arial, Helvetica">Theory of Reasoned Action</FONT></T 

D>
<TD VAL1GN="T0P" W1DTH=" 152">
<FONT S1ZE="-1" FACE="Arial, Flelvetica">RCT of a 4 session cognitive 
behav- ioral skills training intervention in com-parison with 
an HIV education control condition.</FONT></TD>
<TD VAL1GN="T0P" W1DTH="244">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Both interventions significantly
increased AIDS-related knowledge, intentions to change HIV risk
behaviors, and reduced unprotected vaginal intercourse. There
were no significant differences between groups on any of the
measures at post-intervention or follow-up assessments.</FONT></TD>

</TR>
<TR>

<TH COLSPAN="5" AL1GN="LEFT" BGCOLOR="#blc4ef VALIGN='TOP">
<P ALIGN=LEFT><FONT SIZE="-1" FACE="Arial, Helvetica">Others</FONT></TH>

</TR>
<TR>

<TD VAL1GN="T0P" W1DTH="109">
<FONTSIZE="-l" FACE="Arial, Helvetica">Svenson, 1996</FONT></TD> 
<TD VALIGN="TOP" W1DTH="145">
<FONT SIZE="-1" FACE="Arial, Helvetica">University students (37,000), 
Sweden</FONT></TD>
<TH VALIGN="TOP" W1DTH="147" AL1GN="LEFT">
<P ALIGN=LEFT><FONT SIZE="-1" FACE="Arial, Helvetica">Diffusion 
theory, comm.unity organization</FONT></TH>
<TD VAL1GN="T0P" WIDTH="152">
<FONT SIZE="-r FACE="Arial, Helvetica">HlV-STD prevention approach 
based on community organization and action, target group empowerment 
and use of opinion leaders as peer educators</FONT></TD>
<TD VAL1GN="T0P" W1DTH="244">
<FONT SIZE="-1" FACE="Arial, Helvetica">Consistent condom use 
with new sex partners was significantly higher among project-contacted 
students than controls, perceived safer sex social norms.</FONT></TD> 

</TR>
<TR>



<TD VALIGN="TOP" W1DTH="109">
<FONT SIZE="-1" FACE="Arial, Helvetica">Otto-Salaj, 1998</FONT></TD>
<TD VAL1GN="T0P" W1DTH="145">
<FONT SIZE="-1" FACE="AriaI, Helvetica">SeriousIy mentally ill 
patients (89 men & 103 women), USA</FONT></TD>
<TH VALIGN="TOP" WIDTH-'147" ALIGN="LEFT">
<P ALIGN=LEFT><FONT SIZE="-1" FACE-"Arial, Helvetica">Cognitive-behavioral

(self-efficacy, personal risk assessment)</FONT></TH>
<TD VAL1GN="T0P" WIDTH="152">
<FONT SIZE="-1" FACE="AriaI, Helvetica">Random assignment to 
one of 2, 7 session, skills building (assertiveness, negotiation 
to resist coercion to engage in high-risk behaviour and to initiate 
communication with partners about condom use or other safer sex 
practices), self-management of risk behaviours, reinforcement 
of safer behaviour</FONT></TD>
<TD VAL1GN="T0P" W1DTH="244">
<FONT SIZE="-1" FACE-'Arial, Helvetica">Compared to comparison 
group, participants in HIV risk-reduction intervention reported 
increases in both frequency and percent of condom use in vaginal 
intercourse occasions, self-esteem, positive condom attitudes 
and risk reduction behavioural intentions. Risk reduction higher 
in females than males.</FONT></TD>

</TR>
<TR>

<TD VAL1GN="T0P" W1DTH="109">
<FONT SIZE="-1" FACE="Arial, Helvetica">Hiebert, 1998</FONT></TD> 
<TD VAL1GN="T0P" W1DTH="145">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Canada</FONT></TD>
<TH VAL1GN="T0P" WIDTH="147" AL1GN="LEFT">
<P AL1GN=LEFT><F0NT S1ZE="-1" FACE="Arial, Helvetica">Participatory 
action research</FONT></TH>
<TD VALIGN="TOP" W1DTH="152">
<FONT SIZE="-1" FACE="Arial, Helvetica">Participants defining 
needs and figuring out how to meet those needs</FONT></TD>
<TD VALIGN="TOP" W1DTH="244">
<FONT SIZE="-1" FACE="Arial, Helvetica">Participants took control 
of project</FONT></TD>

</TR>
<TR>

<TD VAL1GN="T0P" WIDTH="109">
<FONT SIZE="-r FACE="Arial, Helvetica">Henry, 1998</FONT></TD> 
<TD VALIGN="TOP" W1DTH="145">
<FONT SIZE="-1" FACE="Arial, Helvetica">Community leaders and 
governmental officials, Kenya</FONT></TD>
<TH VAL1GN="T0P" WIDTH="147" ALIGN="LEFT">
<P ALIGN=LEFT><FONT S1ZE="-1" FACE="Arial, Helvetica">Structural 
changes</FONT></TH>
<TD VAL1GN="T0P" W1DTH="152">
<FONT SIZE="-1" FACE="Arial, Helvetica">Government + religion 
+ business; making changes at the policy level</FONT></TD>
<TD VALIGN="TOP" WIDTH="244">
<FONT S1ZE="-1" FACE-'Arial, Helvetica">Governmenfs first 
comprehensive national poliey on HIV/ AIDS in 1997 through years



of research, dialogue and consensus-building.</FONT></TD> 
</TR>

</TABLE><BR>
</P>

<P>Abbreviations</P>

<UL>
<DL>

<DD>* = indicates year of publication 
<DD>NS = theory not stated in the report 
<DD>RCT = randomized control trial 
<DD>SCT = social cognitive theory 
<DD>

</DL>
</UL>

<P><A NAME="anchor839307"x/A><B>Table 4: Summary of Theories 
and Models by Population Group</B></P>

<P><TABLE BORDER-"!" CELLSPACING="0" CELLPADDING-" 10" WIDTH-"700"> 
<TR>

<TH VALIGN-"TOP" WIDTH-" 100">
<I><FONT SIZE-"-l" FACE-"Arial, Helvetica">Population Group</FONT></I></TH>

<TH VAL1GN="T0P" WIDTH-"200" BGCOLOR-"#blc4ef>
<1><F0NT SIZE="-1" FACE="Arial, Helvetica">Theory/Model</FONT></I></TH> 
<TH VAL1GN-"T0P" WIDTH-"400">
<1><F0NT SlZE-"-l" FACE="Arial, Helvetica">Comments</FONT></l></TH>

</TR>
<TR>

<TH VAL1GN="T0P" WIDTH-" 100" AL1GN="LEFT">
<P ALIGN-LEFTxFONT SIZE="-1" FACE-"Arial, Helvetica">Heterosexual 
Women</FONT></TH>
<TH VAL1GN="T0P" WlDTH-"200" BGCOLOR="#blc4ef>
<FONT SIZE="-1" FACE-"Arial, Helvetica">Social Cognitive Theory 
(SCT)</FONTx/TH>
<TD VALIGN-'TOP" WIDTH="400">
<FONT S1ZE="-1" FACE-"Arial, Helvetica">Psychological theories 
such as SCT provided guidance to interventions (especially in 
the USA), suggesting skills training and strategies to modify 
perceived peer or partner normative beliefs about risk- taking.
Skills training included talking with partners about sex and 
condom use and practicing condom use skills.</FONT></TD>

</TR>
<TR>

<TH WIDTH-'TOO" VAL1GN="T0P" AL1GN="LEFT"></TH>
<TH VALIGN-'TOP" WIDTH="200" BGCOLOR="#blc4ef>
<FONT S1ZE="-1" FACE-"Arial, Helvetica">Theory of Gender and 
Power</FONT></TH>
<TD VAL1GN-"T0P" WIDTH="400">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Among African American 
women in the USA, this model helped guide an intervention based 
on improving partner norms and increasing sexual communication



skills.</FONT></TD>
</TR>
<TR>
<TH WIDTH="IOO" VALIGN="TOP" ALIGN="LEFT"></TH>
<TH VALIGN="TOP" W1DTH="200" BGC0L0R="#blc4ef>
<FONT S1ZE="-1" FACE="Arial, Flelvetica">Diffusion of Innovations 
with Community Mobilization</FONT></TFI>
<TD VALIGN="TOP" W1DTH="400">
<FONT SIZE="-1" FACE="Arial, FIelvetica">This model was used effectively 
in among low income women in the USA</FONT></TD>

</TR>
<TR>

<TH W1DTH="100" VAL1GN='T0P" ALIGN="LEFT"></TH>
<TH VAL1GN="T0P" W1DTH="200" BGCOLOR="#blc4ef>
<FONT SlZE="-r FACE="Arial, Helvetica">Stages of Change</FONT></TH>
<TD VAL1GN="T0P" W1DTH="400">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Stages of Change model 
was used to guide interventions in the USA. In the US study among 
women in drug treatment, investigators found stage tailored counselling 
more effective than standard</FONT></TD>

</TR>
<TR>

<TH W1DTH="100" VALIGN="TOP" ALIGN="LEFT"></TH>
<TH VALIGN="TOP" W1DTH="200" BGCOLOR="#blc4ef'>
<FONT SIZE="-1" FACE="Arial, Flelvetica">AIDS Risk Reduction Model</FONT></T 

H>
<TD VALIGN="TOP" WIDTH="400">
<FONT SlZE="-r FACE="Arial, Helvetica">Authors noted that in 
this US- based study the strongest predictors of increasing condom 
use were partner- related variables</FONT></TD>

</TR>
<TR>

<TH WIDTH="100" VALIGN="TOP" AL1GN="LEFT"></TH>
<TH VAL1GN="T0P" W1DTH="200" BGCOLOR="#blc4ef>
<FONT S1ZE="-1" FACE="Arial, Helvetica">Perception of Risk</FONT></TH>
<TD VALIGN="TOP" W1DTH="400">
<FONT SIZE="-1" FACE="Arial, Helvetica">This construct has been 
used in studies with women in Africa and predicted condom use 
especially in low HIV prevalence settings.</FONT></TD>

</TR>
<TR>

<TH VAL1GN="T0P" W1DTH="100" AL1GN="LEFT">
<P ALIGN=LEFT><FONT S1ZE="-1" FACE="Arial, Helvetica">Sex Workers</FONT></T 

H> FACE="Arial, Helvetica">The HBM and SCT used together 
<TH VALIGN="TOP" W1DTH="200" BGCOLOR="#blc4ef>
<FONT SlZE="-r FACE="Arial, Helvetica">The HBM and SCT used 
together</FONT></TH>
<TD VALIGN="TOP" WIDTH="400">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Different constructs 
were useful for different sub- populations, but self- efficacy 
and the benefits of condoms were predictive of reducing risk 
among many groups in Indonesia.</FONT></TD>

</TR>
<TR>



<TH W1DTH="100" VALIGN="TOP" ALIGN="LEFT"></TH>
<TH VALIGN^'TOP" WIDTH="200" BGCOLOR="#blc4ef'>
<FONT S1ZE="-1" FACE="Arial, Helvetica">ILOM</FONT></TH>
<TD VALIGN="TOP" W1DTH="400">
<FONT SIZE="-1" FACE="Arial, Flelvetica">This model emphasizing 
changing cultural norms and mobilizing the community, was used 
in Indonesia.</FONT></TD>

</TR>
<TR>

<TH WIDTH-" 100" VAL1GN="T0P" AL1GN="LEFT"></TH>
<TH VAL1GN="T0P" W1DTH="200" BGCOLOR="#blc4ef>
<FONT SIZE="-1" FACE="Arial, Helvetica">Diffusion of lnnovations</FONT></TH

>
<TD VAL1GN-"T0P" W1DTH="400">
<FONT S1ZE="-1" FACE="Arial, Helvetica">This model was used effectively 
in community interventions with women internationally</FO'NT></TD>

</TR>
<TR>

<TH W1DTH="100" VAL1GN="T0P" AL1GN="LEFT">
<P ALIGN-LEFTXFONT S1ZE="-1" FACE="Arial, Helvetica">Homosexual 
Men</FONTx/TH>
<TH VAL1GN="T0P" WIDTH-"200" BGCOLOR="#blc4ef>
<FONT SIZE="-1" FACE="Arial, Helvetica">AlDS Risk Reduction Model</FONT></T 

H>
<TD VAL1GN="T0P" WIDTH="400">
<FONT S1ZE="-1" FACE="Arial, Helvetica">This model was useful 
in guiding an intervention among African American men to address 
self- identity, social support, sexua communication and behavioural 
commitment.</FONT></TD>

</TR>
<TR>

<TH W1DTH="100" VAL1GN="T0P" AL1GN="LEFT">
<P AL1GN=LEFT> </TH>
<TH VAL1GN="T0P" WlDTH-"200" BGCOLOR="#blc4ef’>
<FONT SIZE-"-]" FACE-"Arial, Helvetica">Diffusion Theory</FONT></TH>
<TD VAL1GN-"T0P" W1DTH="400">
<FONT S1ZE="-1" FACE="Arial, Helvetica">The diffusion theory 
has been useful in guiding effective interventions with gay men 
in the USA in a few different studies.</FONT></TD>

</TR>
<TR>

<TH WIDTH-" 100" VALIGN-"TOP" AL1GN-"LEFT"></TH>
<TH VAL1GN="T0P" W1DTH="200" BGCOLOR="#blc4ef>
<FONT SIZE="-1" FACE="Arial, Helvetica">HBM, SCT Theory 
of reasoned</FONT></TH>
<TD VAL1GN="T0P" WlDTH-"400">
<FONT SIZE="-1" FACE-"Arial, Helvetica">A combined behavioral 
model was used with Asian and Pacific Islander men in the USA 
and found greater than 50% Action (TRA) combined reduction in 
unprotected anal intercourse in Chinese and Filipino men.</FONT></TD>

</TR>
<TR>

<TH WIDTH-'TOO" VALlGN-"TOP" AL1GN="LEFT"></TH>
<TH VALIGN="TOP" WIDTH-"200" BGCOLOR-"#blc4ef’>



<FONT SIZE="-1" FACE="Arial, Helvetica">TRA & SCT combined</FONT></TH>

<TD VALIGN="TOP" WIDTH="400">
<FONT SIZE="-1" FACE="AriaI, FIelvetica">Using constructs from 
both models, perceived behavioral control was most predictive 
for gay men in Montreal.</FONT></TD>

</TR>
<TR>

<TH W1DTH="100" VAL1GN="T0P" AL1GN="LEFT">
<P ALIGN=LEFT><FONT S1ZE="-1" FACE="Arial, Helvetica">Heterosexual 
Men</FONTx/TH>
<TH VAL1GN="T0P" W1DTH="200" BGCOLOR="#blc4ef>
<FONT SIZE="-1" FACE="Arial, Helvetica">Social Cognitive Theory</FONT></TH> 

<TD VALIGN="TOP" W1DTH="400">
<FONT SIZE="-1" FACE="Arial, Helvetica">Elements such as self- 
efficacy, and condom use skills improved following an intervention.</FONT><

/TD>
</TR>
<TR>

<TH W1DTH="100" VAL1GN="T0P" AL1GN="LEFT"></TH>
<TH VAL1GN="T0P" W1DTH="200" BGCOLOR="#blc4ef>
<FONT S1ZE="-1" FACE="Arial, Helvetica">SCT & TRA combined</FONT></TH>

<TD VALIGN="TOP" W1DTH="400">
<FONT S1ZE="-1" FACE="Arial, Flelvetica">Self- efficacy & 
perceived norms were useful to predict decreases in STDs among 
men STD clinic attendees</FONT></TD>

</TR>
<TR>

<TH widths" 100" VAL1GN="T0P" AL1GN="LEFT">
<P ALIGN=LEFT><FONT SlZE="-r FACE="Arial, Helvetica">Youth</FONT></TH> 
<TH VAL1GN="T0P" W1DTH="200" BGCOLOR="#blc4ef>
<FONT SIZE="-1" FACE="Arial, Helvetica">Social Cognitive Theory</FONT></TH> 

<TD VAL1GN="T0P" WIDTH="400">
<FONT S1ZE="-1" FACE-'Arial, Helvetica">lnterventions guided 
by SCT have increased self- efficacy and increased condom use 
in diverse youth populations in the USA</FONT></TD>

</TR>
<TR>

<TH W1DTH="100" VAL1GN="T0P" AL1GN="LEFT”></TH>
<TH VAL1GN-"T0P" W1DTH="200" BGCOLOR="#blc4ef>
<FONT S1ZE="-1" FACE="Arial, Helvetica">Health Belief Model</FONT></TH>
<TD VAL1GN="T0P" W1DTH="400">
<FONT S1ZE="-1" FACE="Arial, Helvetica">Perceived benefits to 
condoms, perceived barriers and cues to action were predictive 
of condom use among university students in Nigeria</FONT></TD>

</TR>
<TR>

<TH W1DTH="100" VAL1GN="T0P" AL1GN="LEFT"></TH>
<TH VALIGN="TOP" W1DTH="200" BGCOLOR="#blc4ef>
<FONT S1ZE="-1" FACE="Arial, Helvetica">HBM & TRA combined</FONT></TH>



<TD VAL1GN="T0P" WIDTH="400">
<FONT S1ZE="-1" FACE="Arial, Flelvetica">Attitudes towards condoms 
- a strong predictor of condom use among African American adolescents</FONT 

></TD>
</TR>
<TR>

<TH W1DTH="100" VALIGN^'TOP" ALIGN="LEFT"></TH>
<TH VAL1GN="T0P" WIDTH="200" BGCOLOR="#blc4ef'>
<FONT S1ZE="-1" FACE="Arial, Helvetica">Social Influence</FONT></TH>
<TD VAL1GN="T0P" WIDTH="400">
<FONT SIZE="-1" FACE-"Arial, Helvetica">This model has been particularly 
useful among youth in the USA who have not yet had sexual intercourse</FONT 

></TD>
</TR>
<TR>

<TH W1DTH="100" VAL1GN="T0P" AL1GN="LEFT"></TH>
<TH VALIGN^'TOP" W1DTH="200" BGCOLOR="#blc4er>
<FONT S1ZE="-1" FACE="Arial, Helvetica">Stages of Change</FONT></TH>
<TD VALIGN-'TOP" W1DTH="400">
<FONT S1ZE="-1" FACE="Arial, FIelvetica">An intervention guided 
by this model in Puerto Rico found increases in condom use among 
drug users</FONT></TD>

</TR>
<TR>

<TH VALIGN="TOP" W1DTH="100" AL1GN="LEFT">
<P AL1GN=LEFT><F0NT S1ZE="-1" FACE="Arial, Helvetica">lDUs</FONT></TH>
<TH VAL1GN="T0P" W1DTH="200" BGCOLOR="#blc4ef'>
<FONT S1ZE="-1" FACE="Arial, Helvetica">lLOM Model</FONT></TH>
<TD VAL1GN="T0P" W1DTH="400">
<FONT S1ZE="-1" FACE="Arial, Helvetica">This outreach model has 
shown reductions in sex risk practices, but greater reductions 
in drug risk practices</FONT></TD>

</TR>
</TABLE>

</BLOCKQUOTE>
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