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D u n g  the past twenty years, since the HIV/AIDS epidem~c was first recogmzed, there has been 
significant effort and progress in conta~nmg the spread of the d~sease However, the spread of the 
~nfection contmues, fuelled by economic and polltical challenges that stram health budgets and 
household coping mechamsms Since the early 80's an estimated 30 million people worldw~de have 
been infected with the vlrus, of wh~ch nearly seventy percent live in Sub-Saharan Afr~ca 

In Sub-Saharan Afhca, 7 4% of all individuals 15 to 49 years of age are infected w t h  HIV There are 
sigmficant regional vanations in levels of HIV infection among countries, between urban and rural 
areas and between populations The est~mated seroprevalence ranges between 2 to 12 percent in urban 
areas and can be as high as 40 percent among groups engaged m sexual nsk taking Heterosexual 
transmission accounts for most mfections, with 50% of these m women and with over 400,000 infants 
infected m 1997 alone The best available source of information about rates of HIV IS sentinel 
surveillance systems tracking HIV rates of pregnant women at antenatal care centers F~gure 1 shows 
different levels of HIV seroprevalence amongst pregnant women In selected urban areas The rate of 
increase of prevalence varies also 

F~gure 1 HIV Seroprevalence Rate for Pregnant 
Women In Selected Urban Areas of Africa, 
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At national levels, there is a h ~ g h  vanation In South Africa, nearly 20% of pregnant women are 
infected, in Zambia the HIV prevalence is 15 percent among pregnant women (aged 15 - 16 years), 
whereas m Senegal the est~mate is as low as 2% among pregnant women 



Socletal Impact of HIVIAIDS 

1) Human Toll Morbldlty & Mortality 
Apart fiom the h g h  rates of morbidity in the Afixa, mortality rates are nsing drastically reducing life 
expectancy by as much as thrty years Figure 2 shows the "death gap," the difference between death 
rates with and wthout AIDS by age group The greatest losses to HIVIAIDS are between the ages of 

F~gure 2 Impact of HIV on Age-Spec~f~c Mortal~ty 
Rates at Approx~mately 20°/0 Adult Prevalence 

Soum U S Bureau of the Census lnternallonal Pmgrams C nter 1998 

20 and 45 dmng which an individual is economically most productive and supportive to the family 
Also, HIVIAIDS has a profound effect on mortality of infants and chldren below the age of five due to 
intrauterine infection and perinatal transmission In countnes like Zambia and Zimbabwe infant 
mortality rates have doubled and child mortality rates may tnple by the year 2010 Yet because of 
population momentum at the national level, population growth w~ l l  continue to rise even in the worst 
h t  countnes 

2) Economlc Impact 
Thus far, the economic impact of HIV has been observed at the family and community level Not 
surprisingly, the poorest are most severely affected A household with a member infected mth AIDS 
wl l  bear expenditure Increases due to medical care special diet, etc and loss of income due to lower 
agricultural production, absenteeism caused by illness, or death of fhends and relatives In industry 
and commerce, as well as other sectors the epidemic is expected to have a further impact due to 
workforce inefficiency, loss of trained staff and the costs of searching for and traimng of replacements 
All these causes, plus diversion of government expenditures to fight the epidemic are predicted to add 
up to have macro-economic effects Attempts to model economic impact estimate economic growth to 
be 25 percent lower than it would have been otherwise 



3) Social Disruption 
Not only do persons w t h  HIV suffer as they get sick with AIDS and prematurely d ~ e ,  their family 
members, fnends and colleagues bear immense burdens of care and social stigma that exacerbate the 
direct impact of HIV Hard won gains in girls' education are threatened when families wthdraw their 
daughters from school in order to work or care for the sick The pernicious effects of AIDS stigma 
jeopardize social relationships, employment and even access to health care - not only for people living 
with HIVIAIDS (PLWHA) but also for people thought or assumed to have the infection 

HIVIAIDS also stresses already vulnerable systems in health care, and community life Some 
comrnunit~es in h g h  prevalence areas have already exceeded their abilities to absorb destabilized 
families, orphans and dependents However, we have not yet seen the peak number of orphans who 
will require additional support In Sub-Saharan countries, orphanhood is expected to m e  to 13 5 
percent of children under age 15 by the year 20 10 The sharp increase in orphanhood wdl reduce 
enrollment in schools and increase chld labor 

4) Polltical Destabilization 
Just as civil conflict increases the opportunities for HIV to enter new environments, AIDS itself also 
threatens political stability revealing the fault lines of communities and nations The military is one of 
the most affected sectors in East and Southern Africa In the aftermath of conflict, HIV can be spread 
as decommissioned personnel return home Tanzania's 1992 invasion into Uganda and the 1994 
genocide in Rwanda, for example, are partially blamed for the surge in AIDS in those regions 
Similarly, the difference in the HIV prevalence among the general and displaced population has been 
noted For example, in Mozambique there is a threefold difference in HIV prevalence between the 
general and displaced populations (Figure 3, below) 

F~gure 3 Confl~ct, War, and HIVIAIDS 

HIV Seroprevalence Rates among General and D~splaced Populabons In Mozamb~que 198711992 

Consequences of pol~trcal and cwil unrest and subsequent population displacement have led to an 
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Overvlew of USAID1s Efforts m Afrlca 

Since the international ep~demic was recogmzed, USAID has been a global leader In bilateral and 
multilateral support for HIVIAIDS preventlon USAID was one of the key advocates for developing a 
UN system-w~de response to the epidem~c, and smce 1996 has also been the lead sponsor of UNAIDS 
USAID, other donors, UNAIDS, and national governments work together at the country level, so while 
it IS difficult to hlly isolate the contnbution of a smgle donor's efforts in Ahca ,  several nationwide 
and targeted programs have had a sign~ficant impact m achieving results 

USAID has focused on preventing the heterosexual transmission of HIV in over twenty countries 
Sign~ficant progress has been made via programs that 

increase knowledge about HIV among the population , 
change nsky sexual behavior, through education, motivation and innovation, 
promote condom use, 
increase the availab~lity of condoms and access to qual~ty ST1 and other reproduct~ve health 
servlces, 
conduct research to improve the cost-effect~veness of programs 

Recently USAID has responded to the escalating call to help countrles develop effectwe and affordable 
approaches to HIV care and support 

Miss~on programs have had very different experience with the epidemic, coordinat~on among Ministries 
of Health, NGOs, other donors, and the scale and scope of their programs M~ss~ons  have responded with 
single interventions such as adding condom social marketmg to an ex~sting child surv~val or reproductive 
health portfoho, to comprehensive programs including behav~or change communication, condom social 
marketmg, the control of sexually transmitted infections (STI), policy dialogue and research M~ssion 
programs are at d~fferent levels of achieving their objectwe of HIVIAIDS prevention and m~tigation A 
vanety of ind~cators to measure the performance of HIVIAIDS related programs are used and only a few 
missions are able to determme seroprevalence rates Figure 4 summarizes the ind~cators used by USAID 
programs in Afnca to measure the results (wth the number of mlssions using the ind~cator) 
While a small number of quantitative ~ndicators can never capture the success and synergies that are being 

F~gure 4 Program lnd~cators 
(Number of M ~ s s ~ o n s  Us~ng)  

0 HIV S e r o p r e v a l e n c e  (4) 
Few countrles are able to determme seroprevalence trends 

Seroprevalence changes in Uganda are bemg further analyzed for 
programmatic implicat~ons 

Behaworal l n d ~ c a t o r s  

Condom use (6) 

lnd~cators of Knowledge and Att~tudes 
Knowledge of two means to prevent HIV transmlsslon (4) 

Knowledge of condoms as means of preventlon (2) 

S e r v ~ c e  S u p p l y  lndlcators 
Condom supply soclal marketing (11) 

Access to HIV testing and counseling (4) 

Quality of  HIVISTD servlces (1) 

Number of new HIV pos~tive lndiv~duals counseled (1) 



observed every day, especially in the comprehensive multl-faceted programs implemented in countries 
such as Zambia and Uganda, these measures asslst in monitonng programs and optimizing the potential 
for success 

Key Issues 

Mltqatlon is Essential to HIV Prevention 

Since the outset of the epidemic, USAID and other donors have focused their resources on 
HIV prevention, as the most cost-effective strategy to control the epidemic But as the 
numbers of people l~ving with HIVIAIDS (PLWHA) have increased (to an est~mated 20 8 
million Ahcans by the end of 1997), this position is no longer wise 

Mit~gation efforts are desperately needed, including care and support for individuals and 
communities, and structural interventions to reduce the economic, pol~tical and other societal- 
level barners that create HIV risk and Impede prevention programs 

As a customer focused Agency USAID must respond to the expressed needs of cornmun~ties 
and governments that are struggling with overburdened health systems and escalating demands 
for HIV-related medical care 

In addition, PLWHA are the most important cl~ents for prevention intervent~ons and the most 
effective agents of behavior change communications HIVIAIDS programs are strengthened 
by the participat~on of PLWHA, and lose credibility when the needs of this ~mportant audience 
for care and support are ignored 

HIVIAIDS still 1s bemg compartmentallzed 
Despite rhetoric of "multi-sectorality" in state of the art pol~cies and many Afncan national 
HIVIAIDS strategies, the reality is that HIV is still too often approached at the government 
level as the responsibility of Ministries of Health alone A recent World Bank situation 
analysis in Malawi where nearly a third of adults in urban areas are believed to be HIV 
seropositive, likened the threat of AIDS to a military threat - and called for a full-scale 
mobil~zation, as though the country was facing a war Any other threat that threatened to take 
out a tenth to a third of the adult population would surely evoke the kind of concerted, cross- 
sectoral mobilization we have seen in response to major military and natural disasters Yet the 
equally lethal threat of HIVIAIDS languishes in the under-funded and under-staffed ministries 
of health, where it IS often Ignored bv public and private sector leaders ahke 

Stlgma and Silence lead to Inact~on 

HIVIAIDS makes people uncomfortable - both because of its health consequences, and also 
because early in the epidemic, it became associated with behaviors and populations that violate 
social norms 



Silence about HIVIAIDS and the stigma and discrimination societies have heaped upon it, 
not neutral, it actually makes the stigma worse Things that people don't talk about are 
perceived as "bad " 

These associations and feelings have caused and been used to rationalize senous 
d~scnmmation and harm to people who do or are suspected of having HIV at their jobs, in 
then homes, m their relationships and cornmumties The stigma of HIVIAIDS thus greatly 
increases the practical as well as the emotional burdens on PLWHA and their families 

Fear of those consequences, and fear of being identified or associated w ~ t h  HIVIAIDS, leads 
people to fear learning their own serostatus, and to conceal their fear and their serostatus from 
others T h ~ s  has complex and devastating effects on prevention programs Fear of being 
thought to have HIVIAIDS, or to be practicmg nsky behavior, is a common reason men give 
for not using condoms Fear of being associated w t h  HIVIAIDS makes leaders Ignore it in 
their policy documents and speeches 

Lack of Leadership and Political Will 

Mobilizing support of political and other key leaders has been a continuing challenge since the 
outset of the epidem~c, due to a complex of factors including HIVIAIDS stigma and the 
competition for their attent~on and scarce resources from other serlous health and development 
challenges T h ~ s  problem is not unique to Ahcan  countries, nor to the developing world 

Lack of visible public engagement about HIVIAIDS by respected community and national 
leaders reinforces HIVIAIDS stigma, and creates the false impression that the problem is not 
sufficiently grave to warrent policy-makers' attention In such an envirnrnent it IS impossible 
to mobilize the kmds of broad social and economic support required to provide services for 
prevention and care 

On the other hand, involvement by key policy-makers and publ~c oplnlon leaders creates a 
supportive environment for HIVIAIDS programs, makes it easier to prov~de accurate HIV and 
ST1 information and services, st~mulates creative thlnlung across sectors about how their 
activities could become "part of the solution," and conveys the message to ordinary people that 
responsible citizens are or should be involved with HIVIAIDS prevention,care and support 

Current Monitoring and Evaluation (M&E) Methods are Insufficient for Decision-malung 
Although results-based programming has improved rational strategy and program design, the 
R4 process has reaffirmed the awareness that 

- available monitoring and evaluation methods are incomplete 
- some desired data are expensive to collect, and are not appropriate for annual reporting 

(e g some outcomes change more slowly than others) 
- quality control on data collection, reportmg, and analysis and dissemination has been 

relatively neglected 



In order to know "what works" under what circumstances, HIVIAIDS and ST1 programs have 
two jobs to do establishing the effectiveness of particular interventions (e g do some forms 
of voluntary counseling and testing reduce subsequent high nsk sexual behavior?), improving 
the delivery of established interventions (e g what is the best way to treat and prevent 
asymptomatic STIs in women?) Thus the M&E agenda is broader than in some more 
established development fields 

To Improve the fit between data gathenng strategies and the needs of decision-makers, players 
at all levels require Increased awareness and training in the interpretation of M&E 

To approach the above mentioned Issues the recommendat~ons of USAID are as follows 

Take a leadersh~p role m addressing AIDS-related st~gma 
Create a forum for d~scussion of HIVIAIDS stlgma by and for Afncans Ass~st African 
partners to develop anti-stigma strategies whlch build upon lessons learned from the 
previous public health campaigns that have reduced stigma (e g mental ~llness, adopt~on, 
TB) 

Help re-mob~llze leadersh~p and pollt~cal wlll in HIV/AIDS 
Step up efforts withm all development sectors to engage a w~der array of African leaders In 
solutions to their countries' HIVIAIDS problems 
Strengthen linkages with the US domest~c HIVIAIDS community to develop better models 
of polit~cal leadership and pollcy makers 
Engage other "crit~cal agents of change" (community business and foreign policy partners) 
in this effort 

Increase the strategic focus on adolescents 
Increase programming on HIVIAIDS and reproductive health designed for and with 
adolescents 
Leverage adults' concerns about their youth to motivate behavior change and support 

Develop and use more effectwe evaluation methods and strategies 
Continue collaboration of USAID Africa and Global Bureaus with UNAIDS, US Bureau of 
the Census, CDC and other key partners to define and dissemmate second generation 
sentinel surveillance methods 
Finalize field test and refine common indicators for HIVISTI programs including measures 
for care and support and other new mtervention strategies 
Promote standardization for Improved comparabihty across programs and across sources 


