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Executive Summary

Introduction

AIDS has grown to epidemic proportions in much of sub-Saharan Africa in a few years; urban and
peri-urban antenatal mv infection rates have reached 2S-4O percent in countries such as Zambia and
Rwanda. Rapid population growth, averaging about 3 percent in sub-Saharan African countries
continues to outpace the capacity of these societies to feed, keep healthy, and educate their children
and provide jobs for them when they mature. The consensus among most demographers is that
although the impact of AIDS on future population growth wiII be significant - approximately one
percentage point - the rate ofgrowth will continue at a high leveL At the same time, it is important
to note that the impact of AIDS will be more substantial than the general population numbers would
suggest because ofits disproportionate impact on the economically productive segments of the society
(i.e., the 20-35 age group).

Although the rate of demographic growth is a key element in economic development, the concern
for the health and welfare of individual mothers, children, and families continues to be· a dominant
rationale for family planning in sub-Saharan Africa. In many cases, this concern is accentuated by
the AIDS epidemic as increasing numbers of orphans ar.: seen and as substantial additional care and
support burdens are placed on families aftlicted with AIDS.

There are definite points of contact between the programs that deal with the threa~ of AIDS and
those that deal with reproductive patterns threatening the lives of mothers and children and the
economic weD-being of families. The public health community sees a potential for more effectively
addressing these two critical concerns through some degree of integration of populationlfamily
planning and HIV/AIDS programs and activities through increased coordination of efforts.

Scgpe of Stud!

Through ALD.'s HIV/AIDS Prevention in Africa (HAPA) project, a team of five family planning
and H1V/AIDS experts, supplemented. by ALD. personnel, was commissioned by REDSO/WCA to
undertake this study of the potential for integration of lnV/AIDS prevention and control and
population/family planning programs and activiaes in sub-Saharan Africa. The scope ofwork for the
study requested that the team

• assess the technical and administrative feasibility and program implications for
integrating HIV/AIDS activities into established population/family planning programs,
and

• provide strategic guidance and practical, appropriate advice to USAID missions with
regard to ways in which population/familyplanning programs can contnbute effectively
to deterring the spread of the AIDS epidemic.

Interviews with program leaders in Washington, D.C., Geneva, 2lnd several countries of sub-Saharan
Africa, review of pertinent documents, and site visits to various family planning and IUV/AIDS
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activities in Zimbabwe, Botswana, and Uganda, enabled the team to review the potential for and
implicatiom of integration of family planning and mv/AIDS activities.

Study Fmding,s and Conclusions

Advantages and Disadvantages of Integration

Although the study cautiom against wholesale integration of activities, it sees many potential
advantages to integration under certain circumstances. The possible advantages include such things
as exploiting the experience of non-governmental organizations (NGO) which have been working in
the family planning field; moving both family planning and mY/AIDS programs into a more non-fixed
facility, community-based mode; addressing target audiences of men and youth more effectively
(including more open and frank discussion of human sexuality and contraceptives); and carrying out
research or developing policy thrusts common to both interests more efficiently. Some disadvantages
include previous disappointing experience with integration of family planning with matemal and child
health (MCH); the potential for overloading presently weak systems; and the ditTerenr.e in the
opinions of HIV/AIDS and family planning programmers as to which are the more appropriate
contraceptives.

Lessons learned from Family Planning Programs

Some of the lessom leamed from family planning programs are applicable to mY/AIDS programs.
These lessons range from the need to develop strong policy support to the programmatic imperative
of getting outside the clinic, perhaps outside the health system itself, to take programs closer to the
community and address the audiences that to date have been ill served by family planning, especially
men and youth. Family planning programs have also demlJmtrated the need for strong training and
information, education, and communication (lEe) programs and the paramount importance of the
consistent availability of appropriate services and a full supply of commodities.

CountIy &perience with Family Planning and mv/AIDS Programs

In visits to Botswana and Zimbabwe, two of the best family planning programs in Africa were
observed. The family planning program in Uganda, bowever, is more like that of many others in sub­
Saharan Africa which have not developed the infrastructure, the trained personnel, the systems of
supervision and logistics, and the strong lEe program necessary for effectively serving more than a
small portion of the population. Botswana and Zimbabwe have vertical and integrated approaches
to family planning, with MCH and family planning both operating in a strong policy climate that
suggests that further integration with IDV/AIDS could be productive. Efforts by NGOs in Uganda
to integrate family planning with MCH and HIV/AIDS, on the other hand, demonstr.ate that
considerable effort will be required to make integration successful.

In each countl)' visited, the perception of local govemment and health care leadership was that some
kind of integration between family planning and IUV/AIDS u inevitable. The understanding of
integration and the steps suggested to be taken were countl)' specific and varied with the policy
climate, the relative strength of the family planning program, and the previous experience with
integration of other activities. A common theme was that regardless of the degree of integration
planned at top program levels, there was bound to be some kind of integration at the client level.
Clients come to family planning and HIV/AIDS service providers with concerns that cut across both
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programs. "I'1m means that service provideJrS must be better equipped to deal with these concerns.
As HIV/AIDS is recognized as affecting the total population in sub-S~' m Africa more than being
confined to specifir. target groups, lDV/AIDS and family planning programs were seen to have much
the same population to be served. A concern for orphans, burdens on enended families, and the
health of mothers exposed both to InV/AIDS and pregnancy were the basis for most service
providers seeing a close reiationship between the two program:;.

Suggested Areas for Integration of ActiYities

.'\lthough the report emphasizes that any attemi'lt at integration must be selective, country and
program specific, and must emphasize coordinat:on of efforts rather than a complete merging of
program operations, suggestions are made for the kinfih oC integrated activities that might be
undertaken. For example, policy dialogue could be oombined to in~ national support of both
family planning and HIV/AIDS programs, reduce constraints on open discussion of human sexuality
(especially with youth), and remove barriers to the importation or advertising of condoms. Cross
training or joint training of HIV/AIDS and family planning service providers c(luld be developed to
assure Dhnimum competence of the two groups in each of the disciplines, to improve counseling skills,
to involve additional service providers, and to improve program management. Consideration could
be given to the opportunities for joint planning, if not joint programming, of lEe activities, not only
for the general public but also for special targeted programs for youth and men. These will be
especially effective if mass media and interpersonal communication are complementaIy, if lEe
programs sre accompanied by strong service delivery, if the popular media of song and drama are
utilized, and if the community is involved in the production and testing of the messages.

,
The greatest potential for integrated actions in service delivery lies in expanding non-clinical,
community-based approaches that may be made more acceptable to health planners as HIV/AIDS
concerns are combined with those of family planning. These could be especially productive if
organized to reach men and youth who have to date been poorly served by family planning programs.
Social marketing of contraceptives, especially condoms, would be a logical way to join the objectives
of both mv/AIDS and family planning programs in a cost-effective way that catalyzes the
participation of the private sector, improves the overall policy climate for both fa:niIy planning and
HIV/AIDS prevention, and meets tbe needs of a substantial number of the population. Concerns
are expressed, however, that non-targeted free distnbution of condoms may impede development of
effecrlve social marketing and that an excessive emphasis on self-sufficiency may inhibit reaching lhe
lower-income groups.

Many areas of social and biomedical research lend themselves to an integration of the concerns of
family planning and HIV/AIDS. This is especially so of those areas that provide more knowledge of
human sexuality, decision making, power relationships between men and women, the impact ofAIDS
on family formation, how contraception or pregnancy affects the progression ofHIVIAIDS, improved
contraceptive technology in the midst of the HIV/AIDS epidemic, and improved methodologies for

_~__._ .. .. .__~ess~~~~~~.~t_~_ff~tivenefs ~f_~~~~!~_P~_~.~!.~~u~g~hc:ir~pa~_. __ ...._....

Greater integration of the cornmoditiesllogistics systems of family planning and HIV/AIDS programs
could provide a joint opportunity for. improved forecasting of condom needs. At present, a serious
problem is seen in the projection of needs, purchase, and distribution of condoms. Improved
modeling for projections will be required as well as better means to measure actual use. Decisions
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are essential regarding the most appropriate sources ofsupply and funding. Training and support for
improved warehousing and distnbution will be required to meet the growing demand for condoms.

Although substantial problems are recognized in developing cost-effective approarhes to the
prevention of~ally transmitted diseases (STD) and in meeting logistics requirements, a potential
is seen for including more attention to this area both as a way to enhance family planning programs
and to combat the mv/AIDS epidemic.

Program Management CoIlCel'm

Program management concerns are identified such as the high number of donor-drlven programs
which necessitates substantial efforts at coordination of donor agencies if integration is to be
successful; the weakness of most local organizations which calls into question their capacity to carry
out effective integrated programs; and the problems of reorganization which may be exacerbated by
economic structural readjustment programs. AID.'s management concerns include an overall
shortage of qualified personnel assigned to positions essential for planning and implementing
integrated programs and bureaucratic procedures in ALD. which are more likely to foster separate
rather than integrated programming. USAID missions need more fleJnbility to be able to combine
family planning and mY/AlDS activities within one strategic objecti'le and thus be able to support
local initiatives towards integration. Suggestions are given for dealing with these concerns both in
the management section of the study and in an appendix which provides a checklist for asses.~ing the
potential for intep,rating HIV/AIDS and family planning programs.

Constraints to Integration

Constraints to integration are seen both at the policy and programmatic levels with inadequate
national support, infleJnble bureaucratic procedures, lack of coordination, lack of enthusiasm on the
part of entrenched interests in bureaucracies, and shortages of resources impeding progress.
Insufficient supplies of commodities and inadequate distnbution systems further constrain programs
that also suffer from excessive medical orientation, weak approaches to youth and men, contraceptive
technologies for HIVIAIDS and family planningwhich are not fully compatible, and the concentration
of technical and financial resources in the urban areas.

A further, important constraint to successful integration of activities is the dichotomy between the
apparent policy on HIV/AIDS prevention and control in ALD./Washington and that expressed in
sub-Saharan Africa by host country personnel and staff at USAID missions. The perceived
A.LD./Washington position focusing more on specific core group, high-risk target populations inhibits
integration with family planning programs which target couples of reproductive age. The opinion in
sub-Saharan Africa is that HIV/AIDS is· much more aftCcting the general population, making
integration with family planning more rational.

(Su~equent to field visits, AI.D. Office of Health staff reported to the study team that the
-------------A,LD.7WiSlifrigfOri--approaclifo HlVlAIDS oontroTBrid-prevel1nori iSbOtli more UciaDIeth8ii that

which had been stated by ALD./Washington staff and staffof the centrally funded AIDS Control and
Prevention (AIDSCAP) project and broader than the perception of the Washington position which
predominated in discussions with field personnel. This clarification of policy needs to be articulated
by the Office of Health to all concerned.)

x·
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Recommendations

1. ALD.~s Offices of Population and Health and Bureau for Africa should prepare joint
guidance for USAID missions in sub-Saharan Africa which will

clarify the present and potential demographic impact of the AIDS epidemic and
emphasize continuing a strong population and family planning program, both for
family health and welfare and demographiclmacroeconomic development reasons;

indicate the potential for integration of IUV/AIDS and family planning activities that
should be examined Oil a country-specific basis;

demonstrate how centrally funded projects can be used to implement integrated
activities, as appropri~lte;

clarify the way in which the Bureau for Africa will review project implementation
documents to allow for flexibility for integration of.HIV/AIDS and family planning
activities within the context of funding, strategic prioritization, management
considerations, :lDd the limitations of present methods of cost-effectiveness analysis;

resolve issues relating to the dichotomy drawn between target populations in
HIV/AIDS and family planning programming; and

elevate the priority to be given by USAID missions working with other donors in
policy dialogue with host countries to efforts to secure greater national financial
commitment and leadership for both family !lIaoning and IUV/AlDS programs.

2 Those designing projects either for IUV/AIDS prevention or family planning programs
should carefully assess the potenti&1 for integrstion within these projects, articulating mutually
supportive objectives. Only in exceptional cases should these designs attempt fuU integration of the
two programs. They should initially focus on selective integration or coordination ofspecific activities
in which joint action is clearly advantageous and in which mass movement of human or financial
resources is not required.

3. In policy dialogue and project development, program leaders should look beyond the
health rationale for support of family planning or InV/AIDS programs and the health system for
solutions.

------.-----~-- ..-----4: --Yragrant-desTgners seeiUig tom8iiniIZC the potentialbenetitSof futegfatlon' shOUld
give first priority to those joint activities that lead programs outside of fixed facilities, involve the
community, and make services readily available and culturally sensitive through community-based
activities (e.g., community-based distribution, workplace programs, social marketing, utilization of
traditlonal healers, and programs with youth organizations). African leadership must be fully involved
in the design and implementation of the program to assure its sensitMty to local customs and
respotlSiveness to local needs.
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s. While not ignoring the particular needs of men and of women of reproductive age,
highest priority in integrated programming must be given to developing more effective programs to
deal with the needs of youth.

6. Program designers should also give attention to the potential for integration of fa:Jnily
planning and lUV/AIDS activities both within clinics in the family planning program and witlW: the
fixed facilities of the mv/AJDS program (e.g., counseling centers).

7. Collaborative efforts should be taken by family planning and IDV/AIDS program
managers to include family planning information/counseling in the services offered to the increasing
numbers of couples who are making use of the lUV/AJDS anonymous testing centers.

8. Regardlessof the degree andcomplexityofintegration planned, projectdesigners must
give attention to securing adequate numbers of and providing training for program managers and
service delivery personnel

9. Those engaged in family planning and lUV/AIDS programming should initiate a
dialogue to identify the points at which lEe campaigns could be mutually supportive.

10. Whether integrated or not, IEC campaigns should utilize both mass media and
interpersonal communication in mutually supportive ways.

11. In light of the serious nature of the population/family planning and mv/AIDS issues,
programs must take every reasonable action to assure frank and open discussion of human sexuality
and the dangers posed for adolescents by pregnancy and mY/AIDS.

12 Program manag\~rs must assure that the developmentofadequateservices accompanies
the IEC programs that are promoting them.

13. A strong program of research should be developed, especially as the potential for
integration gives more impetus to reviewing certain issues important to both family planning and
lUV/AIDS.

14. The donor community, together with host countries, must give highest priority to
finishing the work begun on rationalizing the projection of condom needs, purchasing the highest
quality condoms at the cheapest price, delivering commodities, and developing adequate procedures
for intemallogistics and quality control.

15. More emphasis should be placed on social marketing. Programs should be viewed as
having important benefits for both family planning and IUV/AIDS prevention. The creation and
development ofmv/AIDS prevention condom sociaJ marketing programs should be encouraged and

~ . ._ . __~~~~ __~ f~~y_plal!~~~_~_~g~!1_~~_ons. ___.___.

16. Social marketing should be viewed as a cost-efft:etive service delivery mechanism. In
developing these program" however, such emphasis should not placed on financial self-sufficiency
that it. leads to low sales and restricts the ability to reach low-income populations.

17. Familyplanning programs should include the STD and IUV/AIDS components in their
curricula, service delivery guidelines, and training programs for service providers.
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18. If increased programming for lDV/AIDS and family planning is contemplated and
especially if the programs are to effectively explore opportunities for integration in bilateral prognllDS,
A.LD. must strengthen its staff, especially at the USAID mission level

19. ALD. should continue to be supportive of the many private and intemational
organizations that are in the family planning and/or lDV/AIDS programming arena.

20. The donor community, together with host countries, should increase attention to
coordination and information sharing, especially if there are to be attempts to bring two programmatic
elements together that are often supported by different donors. Care should be taken, however, to
ensure that coordination is facilitative and does not inlubit initiative.

xiii
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1. Introduction

1.1 The Status of the mY/AIDS Epidemic in Sub-Sabamn Africa

Acquired immune deficiency syndrome (AIDS) was fiIst recognized in Africa in 1985. Since that
time, the disease has spread rapidly throughout all parts ofsub-Saharan Africa. Of the 263,051 AIDS
cases worldwide reported to the World Health Organization (WHO) through June 1990, 25 percent
(or 64,404) were from sub-Saharan countries. This was up from the June 1989 statistics which
showed that only 16 percent of the cases reported to WHO were from sub-Saharan Africal

WHO has estimated that as of the end of 1991, there have been more than 400,000 rases of AIDS
in sub-Saharan Africa and that 6.5 million sub-Saharan African adults are infected with the human
immunodeficiency virus (HIV) which causes AIDS.2 WHO estimates are generally considered to be
significantly lower than reality. Although these figures are alarming in themselves, it must be noted
that AIDS cases are greatly under-reported throughout Africa (probably more so than in the rest of
the developing world) IIIld that the percentage of the wor.ld's AIDS cases attnbutable to Africa is
therefore even higher.

The countries hardest hit by the epidemic were originally in East and Central Africa (Uganda,
Rwanda, northwest Tanzania, Congo, Zaire, Zambia, and Zimbabwe). However, the epidemic has
spread throughout the rest of Eastern Africa, Southern Africa (especially Botswana), and parts of
Western Africa.

Although seroprevalence (i.e., rate of mv infection) in high-risk behavior populations (commercial
sexworkers, truck drivers) is often used to descn"be the epidemic, seroprevalence levels obtained from
antenatal clinics give a better picture of the infection rate among the general sexually active
JXlpulation. Urban and peri-urban antenatal seroprevalence rates in many countries have increased
to 25-40 percent (e.g., Zambia, Zimbabwe, and Rwanda).

It has frequently been hypothesized that seropleVa1ence rates will level off (i.e., the number of new
infections wiD equal the number of deaths) in a given population. Although this is a phenomenon
typical of communicable disease epidemics, the level of seroprevalence at which the AIDS epidemic
will stabilize is still unknown.

Throughout Africa, it has generally been found that the better educated, wealthier individuals have
tended to have higher infection rates. This was certainly true in the earlier stages of the epi<!emic.
When antenatal seroprevalence rates reach 30-40 percent, however, diffeIences in infection rates
become insignificanL This initial socioeconomic impact, combined with the disproportionate impact
AIDS has on the young adult ,-,opulation, has grave consequences for economic developmenL Given
trained penonnel shortages in all !killed fields, a oountry's ability to develop at previously planned

-- rates isquesffonibTe~·-·-n._... . -- . .._-

'Statistics from WHO 1990. AIDS 4:703-7.

2wHo: CUmnJ and FIllt.n Dhnensions ofw HlVIAIDS Pandemic: A Capsule Sununary. January 1992, WHO/GPA
RESISFII92.1.
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Infection rates are now growing rapidly among youth (e.g., Zambia. and Uganda) and rural popula­
tions (e.g., Uganda, Zambia, Zimbabwe, and Botswana). In most sub-Saharan COunltries, the age
group with the highest number of AIDS deaths as well as the highest seroprevalence 1C11els is women
aged 20-25. This means that most of these individuals were infected during their teenage years.

Rural infection rates have generally been significantly lower than urban rates, but rates :in many rural
area'S are beginning to increase following the pattern observed in urban areas. Therefbre, it can be
expected that rates in many rural areas will approach those of urban areas over the next three to six
years. Furthermore, the absolute number of infected persons may be greater in rural areas even if
the rates are lower; the majority of people live in rural areas in sub-Saharan Africa.

Although these numbers are themselves significant, numbers alone do not adequately reflect the
situation. Consider, for example, that many employers are now finding it increasingly difficult to
maintain a daily.work force due to the increased number of deaths and funerals; that mortuaries and
CI:meteries are now being overloaded so that there is an additional 2-3 day wait for funerals: that the
n.umber of orphans has begun to overwhelm traditional coping mechanisms (e.g., Zambia and
Uganda); and that a key custom of African societies - attending the funerals of family friends - is
f:roding due to the overwhelming number of funerals (e.g., Uganda and Kenya).

----.

1.2 IDV/AIDS Programmatic Trends in Sub-Saharan Africa

All countries in sub-Saharau Africa have National AIDS Control Programs (NACP) based in the
Mini..try of Health (MOH). The NACPs have developed, in conjunction with WHO's Global
Programme on AIDS (GPA), medium term plans which have been operaticnalized into practical
intervention projects. Most countries have been operating under these plans for three to five years.

The NACPs were established as vertical programs within the MOB, but act as independent
organizations. Frequently, NAm are housed in buildings separate from the MOH and their budgets
are totally donor supported. With a few exceptions (e.g., Ethiopia), the costs for mY/AIDS-related
activities have been borne almost totally by the donor community. On an Africa-wide basis, the
largest donors have been the United States, the Scandinavian countries, France, and Germany.

In general, the country donors have continued to pledge increasing amounts of resources each year
to international donor agencies for InV/AIDS activities. There has, however, been a growing trend
among donors. to fund bilateral activities within the context of countries' medium term plans but
outside the control of t.he WHO/GPA-MOH structure. This shift has resulted from an increasing
frustration on the part of the donor community with the perceived lack of WHO/GPA effectiveness
at the country ievel (as indicated by a WHO/GPA self-evaluation).

~ ••_. •• d.__Th~_~J?()y!~::d.~!!~_.spt~J!lJl~_f\l~~tiQ~c;~.I;J!gely_.~t~~J!tc;_~n~CX!.o~_a fC:>!!J1_~I,_~~~t~rnize.c!"
health system. However, given the general weak infrastructure and resource limitations of many
health delivery systems in sub-Saharan Africa, there is a growing trend to establish mY/AIDS-related
activities through other sectors such as the business community and traditional healers. Although the
MOBs and WHO/GPA have accepted this trend, it is being driven by those outside the system,
namely those being affected by the epidemic - the community.

The Agency for International Development's (AI.D.) programs in this area have been dominated,
to date, by the centrally funded AIDS Technical Support Project (ATSP) - specifically by

2
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AIDSlECH, the technical component and AIDSCOM, the communication component. These
proja:ts have been completed and replaced by the AIDS Control and P~ntioD. Project (AIDSCAP)
which is to provide assistance to 10-15 wpriority countrieswworldwide (5-6 in Africa). The remainder
of AID.'s centrally funded mv/AIDS prevention portfolio is divided between a direct grant in
support of the WHO/GPA and funding for behavioral research, support to the Centers for Disease
Control for activities in developing coW!tries, non-governmental organization (NGO) networking
support, and biomedical research in STDs and microbicides.

ALD. also supports bilateral mission-designed mv/AIDS prevention projects which are being
designed and implemented at the oountIy level with significant local input. In general, these locally
designed projects are targeting ~he geneml population through community-based activities, youth,
involving traditional healers, and c.tablishing anonymous testing and rounseling centers (e.g., Ghana,
C6te d'Ivoire, Uganda, Zambia, and Zimbabwe). This differs from the centrally funded ALD.
activities which have focused more on specific core group, high-risk target populations.

Anotter major programmatic trend is the increasing use of professionals living in Africa and African
community leaders to implement and direct mv-related activities rather than relying almost
exclusively on technical assistance provided by non-Africa-based consultants.

The impact of }llV-related activities in reducing the transmission of HIV is not well known.
Although there have been some attempts at impact evaluation, there is no consensus among
researchers on a set of consistent outcome and impact indicators.

I

1.3 Population and Family Planning

In sub-Saharan Africa, the rationale for family planning is frequently expressed in terms of family
welfare and the high levels of infant and maternal mortality associated with present reproductive
patterns. A situation in which children are born too early Qr too late in a woman's lifetime, or are
too closely spaced or in large numbers contnbutes to premature births, poor nutrition, and a host of
family economic problems.

Additionally, the rate at which society's responsibilities increase with rapidly growing total numbe:s
is staggering. At the current growth rate of about 3 per cent per annum, the population sIze of sub­
Saharan Africa will reach one billion people during the second decade of the next century, only 23
years from now. Some of the countries in the region have more than half their populations below
age 15; the average size of this age group in the region is 45 percent of the population. This high
proportion of young people means there is a growing number of females in the reproductive age
group, which in tum means future high population growth. It is expected that the group ofwomen
between ages 20 to 24 on the African continent will reach 38 million by the year 2000 and 79 million
by the year 2025. More than one-quarter of the world population by the year 2050 will live in Africa,

.------ --·-----accorduigfOllieVriifeaNatr6nspopuralf6ri·-prorecti6ii~-atremendousmcrease--iiiTtSsliiireuoDi-tI1e
current 12 percent. This situation may not change much despite the mv/AIDS epidemic. Some
epidemiological studies have concluded that although the impact of AIDS on future population
growth will be significant (approximately one percentage point), the rate of growth will continue at
a high level. For this reason, as well as for reasons of family health and welfare, serious intelVentions
for fertility reduction as well as HIV/AIDS prevention will need to continue. (Appendix F provides
a fuller discussion of the demographic impact of the AIDS epidemic on sub-Saharan Africa. The
most significant conclusion of the discussion is that the only circumstances that would lead to negative
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population growth would be replacement level fertility combined with national adult HIV prevalence
levels of 15 percent or more, and that the largest contn"bution to reduced population growth rates
in such situations would be reduced fertility, not increased mortality due to AIDS.)

Rapid population growth is aggravating the already precarious economic situation in the region,
particularly in countries with little arable land such as Burundi, Ethiopia, Ghana, Kenya, Nigeria,
Rwanda, and Togo. High infant and child mortality rates are, in part, caused by malnutrition and
food shortage due to agricultural stagnation in the region. A reduction in fertility, therefore, still
stands to encourage faster economic growth.

The demographics for the region are presented in Table 1 below, which includes the size of certain
target groups for both family planning programs and IDV/AIDS programs. The countries of the
region have been grouped into five categories according to their urban populations. The number of
males above age 15 is 123 million and 102 million women are in the childbearing ages, 15 to 49 years.
Some 86 million are youths between ages 15-24 years.

The concentration of population in several countries has some implications from the strategic point
ofview in establishing development projects. Six countries have fewer than 1 million people. Twelve
countries having 10 million people or more constitute 72 percent of the total population in the
region; 31. countries have the remaining 28 percent. The same 12 largest countries have similar
shares for males above 15 years (70 percent), women 15-49 (71 percent), and youths 15-24 (72
percent). Family planning and lnV/AIDS projects could have a major impact in terms of population
served if developed properly in these larger countries.

Table 1
POT~D in S1Jb.SaharaD Africa

(1992)

Population No. of Total Males Females Youth Urban Growth loP
Urban Countries Population Age 15+ 15-49 15-24 Pop. Rate Donor

% Ora.

(1) (2) (3) (4) (5) (6) (7) (8)

less tbaD 1 6 2.6 0.7 0.6 0.6 38.9 3.6 4
million

1-4 million 12 26.4 7.9 6.0 4.'/ 32.5 2.7 6

5-9 million 13 100.8 28.3 23.1 19.4 23.6 3.1 9

10-19 million 7 98.0 26.5 21.8 18.4 27.6 3.3 10

20 and more 5 235.9 59.9 50.9 43.6 20.2 3.1 18

r
TOTAT 4'.\ t - .463.7... " ... 1~'.\ _. 1M4. .1!£1 .,1:1 < '.\1 a4.,. =rz: --- ·x r-' --'r -7-- ... -t- ·X'- -1

Soun:e: Population Reference Bureau Population Data Sheet 1992; United Nations Inventory or Population Projects in Developing
Countrla 1992
(2) (3) (4) (5) in millions or people
(6) perc:ebtage or total population
(7) annual nte or natunl increase
(8) avenae number of donon per country providing external asaistance to the family planning programs
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Family planning programs in sub-Saharan Africa are at different stages of development. Most a~"'C

integrated with the maternal and child health (MCH) services provided by the government. Some
countries (e.g., COte d'ivoire, Ghana, and Kenya) have established private sector programs which are
in the preliminary stages of implementation. Community-based distnbution (CBD) programs have
not spread substantially; Zimbabwe's is the only example of a program with significant CBD activity.
Social marketing is beginning to playa significant role in the region. About 15 social marketing
programs have recently been established, largely in response to the AIDS epidemic. These programs
are expected to provide a substantial share of condoms. Among the most effective methods, oral
contraceptives are the most popular, but some countries have a good partic;pation of more
permanent and semi-permanent methods. In Kenya, for example, sterilization and the IUD combined
are the most used methods. The use of the condom is still low, and it is used mo~ for sexually
transmitted disease (SID) prevention than contraception.

Implementation of family planning programs has been possible because ofdonor support (see the last
column of Table 1 for the amount of institutional support from multinational and bilateral donor
organizations). Approximately 18 donors and A.LD. Cooperating Agencies are currently helping
family planning programs in sub-Saharan Africa.

With a few exceptions, modem method contraceptive prevalence rates are low (see Table 2 on next
page). Only two countries, Botswana and Zimbabwe, have passed the 20 percent level of modem
method contraceptive prevalence considered necessary to initiate fertility reduction. Kenya and
Swaziland are approaching the 20 percent prevalence level; the other countries are still at a very low
level-6 percent or less. Condom-specific prevalence rates are insignificant: 1.2 percent in Botswana
and Zimbabwe, 0.5 percent in Kenya, and below that level in the rest of the countries. This has been
despite the campaigns of some countries in the region to promote the condom as a contraceptive
method during the past few years.

Family planning programs have developed contraceptive logistics and management information
systems which have been implemented or are in the process of being implemented in a few countries.
The development of standard indicators and definition of terms hr.ve been important tools for
managing the programs. The amount of contraceptives distnbuted and couple years of protection
(CYP) are some simple measures used to monitor program performance. Records on new acceptors
and visits and continuation rates have also contributed to program monitoring, although to a lesser
extent. Impac~, indicators such as contraceptive prevalence rater and fertility rates estimated from
Demographic and Health Surveys (DHS) are becoming widely used by government programs and
donors. The extensive use of some methods for testing acceptance of family planning messages, such
as small group discussions, has also been important in the implementation of information, education,
and communication (lEe) activities.

1.4 Purpose of Study, Scope of Work, Team Composition, and Methodology

A.LD.'s Regional Economic Development Support Office/West Central Africa (REDSO/WCA) has
recognized the importance of addressing both the problem of HIV/AIDS and the need for family
planning to sustain and/or improve the quality of life in sub-Saharan Africa. REDSO htiS also noted
that gains have already been made in more closely associating these issues in program development
and implementation. Moreover, African leaders and HIV/AIDS and family planning service providers
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Table 2
ContraceptNe PrevaJeDc:e and Birth Rates

in Selected African Countries

PopulatiO!1 Countries Contraceptive Birth Rate
Prevalcnce Ratc· (ocr 1.000 PODulation)

Less. than 1 million Swaziland 17 44

14 million Lesotho 2 41

TotO 3 50

Liberia 6 47

Botswana 32 40

5-9 million Benin 1 49

Burundi 1 47

Rwanda 1 51

Mati 1 52

Malawi 1 53

Seneal 2 4S

10-19 million COte d'Ivoire 1 SO

U28Dda 3 52

Cameroon 4 44

Ghana 5 44

Zimbabwe 36 41

20 and more. EtbiODia 3 47

Ni~ria 4 46

Kenya 18 4S

• Percell. of married WOlDen in tbe reproductive aces usiD. modem CODtraeeptM: methods.
Source: Populatioa Reference Bureau Population Data Sheet 1992; United NatioallDventory of PopuJatloa Projects in Deve1opiD.
Countrielll992
Note: Prevalence ntel are takeD from DemoanPbic and Health Surveys conducted at different times, lOme of tbem u lon,lgo u 1985.
The situation daaibed by thia iDdicator may have c:baDpd durinl the pat few yean.

stated that with the AIDS epidemic there is even more reason to have family planning programs.
This is based on their recognition of the health and economic burden of excessive childbearing on
families as they deal with the consequences of the AIDS epidemic. In the words of the minister of

______. h~Ul QfZinlbabwe~"...... th~e ~1,l~ !familyplaPAin~~dmY/AlDSl are inextri~b1yjntertwined." .

Through AIDe's lDV/AIDS Plrevention in Africa project, REDSO/WCA commissioned this study
to review more closely the potential for increased collaborationfmtegration in these two program
areas. Acccrding to the scope tJf work (see Appendix A), the study's objectives were to
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• assess the technical and administrative feasibility and program
implications for integrating IDV/AIDS activities into established
populationlfamily planning programs, and

• provide strategic guidance and practical, appropriate advice to USAID
missions with regard to ways in which population/family planning
programs can contnoute effectively to deterring the spread of the
AIDS epidemic.

In reviewing these issues and in discussions with the Bureau for Africa, it became clear that the
potential for including family planning activities in IllV/AIDS prevention programs was equally
relevant. Although a review of the relation to S1Ds was not required in the scope of work, the
Bureau for Africa representative requested this be addres..~ to the degree time and team expertise
permitted. He also requested that the re:commendations be addressed to a broader audience than
the USAID missions. The scope of work was also modified to include review of programs in only
three countries.

The Population Technical Assistance Project (pOPTECH) fielded a team offive family planning and
lUV/AIDS professionals which was to be supplemented by REDSO/WCA staff. William Bair and
Juan Londono were selected to provide expertise in the field of population and family planning;
Joseph Wiseman in the area ofIDVIAIDS prevention and control; Ann Leonard in IEC and training;
and Peter Oancy in the private sector and social marketing. As REDSO/WCA was unable to
participate in the field review, William Lyerly of ALD.'s Bureau for Africa Office of Analysis,
Research, and Technical Support (ARTS) assisted the team in the field. John Paul Clark of that
same office joined the team as Lyerly returned to Washington following fieldwork in Uganda. Celia
Woodfill of the Office of Population of AlD.'s Bureau for Research and Development joined the
team for the fieldwork and analysis. Souleymane Barry ofREDSO/WCA was able to assist the team
throughout the analysis and report writing stage in COte d' Ivoire.

The team conducted a literature review (see Appendix B for a bibliography) and interviewed key
persons in Washington, D.C. and at WHO in Geneva. The team undertook field visits to Zimbabwe,
Uganda, and Botswana to interview African leaders and USAID personnel as well as. to review
programs in operation. (Appendix C provides a list of contacts.) The framework for reviewing the
countrysituations included the standard components ofpopulation/family planning programs - policy,
training, lEe, research, evaluation, and service delivery - with a few additions to meet the needs of
this particular review. The framework also drew on material prepared by Mario Jaramillo for
assessing family planning and HIV/AIDS programs.
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2 Advantages and Disadvantages of Integrating mY/AIDS
and Population/Family Planning Programs

Definition of and Rationale for Integration

In discussing the integration of family planning, IDV/AIDS, and SID activities, the concept of
"integration" needs to be understood in terms of a spectrum of activities. That is, integration could
range from a coordination ofselected activities to a full integration of programs. The exact point on
tim spectrum would be country specific. It would also vary depending upon the area of the country
(urban, peri-urban, or rural) and upon the administrative level (national, regional, district, or village).
For example, in some areas, integration may take the form of family planning and HIV/AIDS
professionals establishing regular meetings to inform each other of activities and to exchange useful
strategies. In other areas, integration may coordinate certain activities so that family planning and
HIV/AIDS educators are better informed about the other discipline and will know where to refer
clients when questions are raised. In still other areas, specific activities (e.g., targeting youth,
condom supply and distribution) may be fully combined so that both disciplines develop one joint
program to achieve mutual goals.

Integration is also a process which involves the identification of opportunities to consolidate or
combine family planning and HIV/AIDS activities/resources in a manner which would enhance the
ability of each to meet its objectives. This process needs to identify the relative strengths of each
discipline that can be used to help each succeed.

At whatever level family planning and HIV/AIDS activities are integrated, there must also be a
mutual advantage to both parties as a result of the integration. Mutual advantage may mean that the
programs can more effectively meet the established needs of their client populations, or that programs
are bet~er able to identify and meet the unmet needs of new target populations. Mutual advantage
may also be characterized by improvements in the quality or appropriateness of program initiatives.

The case for integration of family planning and HIV/AIDS activities can be made on several fronts.
Primary among these are that limited resources means effective use of those resources is essential and
that integration would facilitate mon. effective outreach to key target groups especially youth and
men. Other reasons for integration are particular to the AIDS epidemic - factors which intensify the
need for expanded, effective family planning programs. These include the increasing number of
deaths of parents which is causing the number of orphans to rise rapidly and the increasing number
of deaths among the economically productive population which is greatly increasing the dependeDcy
ratio.

Yet another reason for pursuing integration lies in the profound impact the AIDS epidemic is having
- .____ _ _ ., •• _ ,. , _..... • • •.. #0 • ••

--- -----"OiT {ClaLIOm uc..wccn -mar--amr- women.··---rue-eplUCWIC IS" lequnmg 1leW"reveJS m wnnnumcauun-
between men and women. With the AIDS epidemic adding a life-and-death overtone to sexual
activity, women must more than ever be able to exercise more authority over the conditions under
which they are willing to participate in such activity. Although economic and cultural conditions often
exert a strong bias in favor of male sexual dominance and present disease prevention technology (use
of the condom) is more in the control of the man than the woman, programs need to work toward
increasing the sense of responsibility on the part of the two partners as well as giving the woman
confidence and communication skills to enhance her protection. Through this increased
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communication, women would also be enabled to take a more active and effective role in decisions
related to the number and timing of their offspring, an obvious concern for family planning programs.

2.2 Advantages of Integration of Activities

Operationally, integration will mean different things in different countries depending on the relative
strengths of the programs, the degree to which either AIDS or population growth is or is not
perceived to be critical, and the leadership styles and aspirations of the several parties involved. As
stated above, it will take various forms ranging from simple exchange of information among
organizations, formal coordinating commissions and meetings, sharing of certain facilities,
transportation or commodities, joint planning and implementation of discrete activities to union of
program direction and implementation. It win mean something different at the headquarters level
from what goes on at the service delivery point or in the community.

Experience suggests that integration will be most effective when not forced but arrived at by
voluntary decisions of the various groups, each of which has something to contribute to the overall
goal and each ofwhich will recognize a benefit. The fonowing are suggested ways in which potential
advantages could accrue to both family planning and lllV/AIDS programming.

• With a more integrated approach, it may be easier for NGOs to develop experience
and expertise in mv/AIDS. Over the years many NGOs, universities, and national and international
public agencies have developed interests and strengths in population/family planning, but this does
not necessarily mean they are qualified for work in lllV/AIDS activities. Through integrated efforts,
their private sector, organizational development, training, or research capabilities could be tapped
more effectively for lllV/AIDS programming. Other donors who have become interested in
lllV/AIDS might initiate or increase their support for fa:nily planning as wen. The key institutions,
those at the national level, may find it more attractive, if not more efficient, to work on these two
critical development issues in a more comprehensive and coordinated fashion.

• Integration may strengthen the rationale of policy makers at USAID or in host
countries for resource allocation (personnel and financial) to population and HIV/AIDS activities
since a "critical mass" of program activities is more easily managed if the activities are closely
coordinated. This recognizes that, with the additional economic burden imposed upon countries and
families by the AIDS epidemic, there is even more reason to strengthen family planning's contnDution
to slowing population growth and rmeliorating the family welfare problems caused by large numbers
of closely spaced children. The possibility must also be considered, however, that joining the two
might lose the constituency for one or the other resulting in a net loss instead oF, ~ain.

• Ongoing family planning programs are largely clinical in much of sub-Saharan Mrica
with a weak infrastructure and a coverage network that can only deal with a limited percentage of

'7------..-~.~.--.-,.- th,. F"'FlI1~t1n!,._..!be-.A_JDS epidemi': 2d~..:: :I~-dimension~~~the appnr:u!~ support
from medica~ religious, community or political leaders necessary to make non-clinica~ private sector,
and commercial approaches possible. The same is true for mass media advertising, promotion, and
lEe for both family planning and lllV/AIDS activities. There is a great potential for wider coverage
of the population (with both HIV/AIDS and family planning activities) by jointly developing non­
clinical approaches to adolescents, men, and women through expanded CBD programs, factory or
workplace services, work with. ~iiiditional healers, and social marketing.
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• Although not all target audiences are the same, there is a considerable overlap
between those for family planning and those for HIV/AIDS prevention activities, particularly as mv
in Africa is being transmitted widely in the general population. If program priorities are carefully
maintained, an integrated approach has the potential for providing more efficient service deliveIy to
this similar target population.

• HIV/AIDS programobjectives provide more potential for contactswith men andyouth
- areas which are weak in present family planning programs.

• Integrated efforts could be more effective in achieving improved status for women,
which is important to developing the changed behavioral patterns necessaty for both effective
IfiV/AIDS and family planning programs.

• Non-clinical IDV/AIDS and family planning programs have more potential to reach
the adolescent population in those places (such as Kenya, Sierra Leone, and Tanzania) where this
kind of information and services may presently be denied them. Integration could produce a more
effective vehicle to combine the messages of avoiding an undesired early pregnancy and 8\"Oiding
lllV/AIDS with much the same prevention mechanisms.

• Direct and explicit language about contraceptives (condoms) which may not have been
possible for family planning may now be acceptable in the light of the AIDS epidemic. Concern
about HIV/AIDS may open the door for more direct and frank discussion of sex and contra~ptives

in the media, in schools, or even in religious settings.

• Integration would provide the opportunity for family planning and HIV/AIDSworkers
to learn together about improved techniques in individual and group counseling for imparting
information on contraceptive 1Jse, reproduc~ health, and risk avoidance.

• Concern about IDV/AIDS transmission to clinic clients or care providers may be
useful in enhancing quality of care iu family planning clinics.

• Integration of family planning and mv/AIDS lEe activities and coun.~ling in the
appropriate environment could increase the options available to clientele of either service.

• Integrated counseling could provide the motivation to use effective family planning
as HIV-positive women may not want to have another child when counseled about the 25-40 percent
chance they have of transmitting AIDS to the child or the possibility of the mother, father, or both
dying and not being able to care for a child. The desire to have a child may still outweigh these
concerns; some ·behavioral research that is of interest to both family planning and IDV/AIDS
programs could be undertaken jointly to measure the validity and strength of this supposition.

~~. ..__ .... __.. __._. . .~ :m~~!!a.ti()n_~ulclJ.)~@_..It.lo.iDt.. Q!lportp~j~ .. fQr..streogthening.._the.~vstem...for
projecting needs, procuring, storing, and distributing family planning contraceptives and condoms for
lllV/AIDS and for family planning. On the other hand, unless additional resources are added to
strengthen the present weak logistics system, large additional supplies of condoms could cre,ilte
substantial problems.

• Many behavioral research questions are common to both family planning 81nd
HIV/AIDS programs - e.g~, what is required to change sexual behavior, age of initiation and
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frequency ofsexual activity, taboos orspecial cultural patterns surrounding sex, number and frequency
ofchange ofpartners, power dynamics and issues ofeconomic dependency between men and women,
decision making/communication on sabetween partners, fears and rumors about sexually transmitted
disease or about side effects of contraceptives.

• Concern about AIDS could increase attention to prevention and treatment of SlDs
and could stimulate development of less expensive and easier-ta-use detection and treatment
technologies which could generally enhance the quality of family planning programs. Additionally,
this could reduce the number offemale disorders presently attn"buted to side effects ofcontraceptives.

Disadvantages of Integration of Activities

• The integration ofactivities mayoffer the opportunityfor expanding and strengthening
current institutional capabilities. Hadditional resources are not made available, however, integration
could overload weak structures to the detriment of achieving either family planning or mY/AIDS
program targets. With rare exceptions, neither public Dor private sector family planning organizations
in sub-5aharan Africa have thus far demonstrated the institutional capacity to reach more than asmall
percentage of the population required to effect fertility reduction or to have an impact on the rate
of HIV infection.

• A major reason for the weakness of family planning delivery systems in sub-Saharan
Africa has been the decision in most countries to integrate family planning into programs of one of
the least powerful ministries, the MOR. Even within the lower-Iev:l MCH department in which it
is usually placed, a family planning program receives low priority. In many instances, the presumed
advantages of integration (similar to those suggested in Section 22) have not been obtained.
Attention to family planning has been diluted and health workers overload~ with an additional
responsibility which they did not see·as contributing to their other objectives. This is not to say that
integration cannot work, but that in most cases it has not been carried out in a way to secure its
positive benefits.

• Association with mY/AIDS activities may be perceived by leaders and clients in such
a way as to tarnish the "image" of family planning. HIV/AIDS activities could be perceived as dealing
with sick people (who could pass on the disease to family planning clients), dealing with prostitutes
or with men who engage in extra-marital sexual activity, or as stimulating adolescent promiscuity.
This concern could be mitigated by emphasizing the preventive aspects ofboth mY/AIDS and family
planning activities and their support for and protection of healthy family life.

• Although both mY/AIDS and family planning activities target the sexually active
population, the motivational messages to be communicated are sufficiently different that lEeactivities
must use careful research and a variety of approaches. Exceptions to this would include activities

_ ..__.__ ... .. t"rgl"!dng youth. or.. !l:nr.iSll. mSlrJrl"!tingwhir.h in ~nmP,.ind~nr.P,!I: .haYe. f'nnntf ~. ta. r,omhinp, .thp.m~

appealing to several target audiences as, for example, in Zaire.

• As family planning clinics may be urged to get more involved in SID and mY/AIDS
prevention and control, there could be a temptation to move toward a more comprehensive
reproductive health program with tests, diagnoses, and treatments that may not be cost-effective
public health interventions. This must be balanced against the value of a "client needs" orientation
to service delivery which places greater emphasis on more comprehensive services in response to
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individual client requirements rather than emphasizing the greater coverage/cost-effectiveness
concerns of public health programs. Operations lesearch and further analysis would help to
determine the degree to which family planning or mY/AIDS objectives would be furthered or
hindered by a more comprehensive approach.

• The concern for protecting family planning service providers and clients against
mY/AIDS infection could have a backlash effect if excessive emphasis creates fear of procedures
which have not been proven to be substantially "dangerous· in this regard.

• There is some dichotomy between the emphasis in clinical family planning programs
on utilization ofthe more effecti,'e longer-actingcontraceptives and the mY/AIDS program emphasis
on condoms as the only effective method of disease prevention. This need not be a critical issue in
the development ofjoint mY/AIDS-family planning non-clinical community-based distnbution, social
marketing, or programs for youth, however. These would be new activities in much of sub-Saharan
Africa and would represent gains in fertility control even though using less-effective methods.

• H coordination or integration is developed with such rigidity and control over finances
or policy that it stifles initiative or limits the involvement of the private sector, it could constrain
project growth.

• Bureaucratic problems which delay or adversely affect the implementation of either
the family planning or mY/AIDS program in a given country may consequently undermine the
effectiveness of the "partner" program if the two programs are linked in that country. This situation
could be ameliorated by more flexible regional or central funding mechanisms and/or integrated
bilateral projects. At present, choosing locations for joint family planning-mY/AIDS activities is
hampered by the differences in criteria used by donors for determining emphasis countries for
population/family planning and lllV/AIDS prevention and control activities.

• Until more clear-cut decisions and better forecasting are made by donors and local
governments on condom supply to meet the requirements ofHIV/AIDS programs, there will be some
disadvantage to the population/family planning program. AI.D.'s Office of Population questions
spending disproportionately more for condoms in the future than it normally would for their
perceived value for fertility control•
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3. Lessons Learned from Family Planning Activities with
Relevance for Programming IllV/AIDS Activities

This section discusses those lessons learned from family planning activities3 that are relevant to
IUV/AIDS activities, in general, and not specifically to issues concerning the integration of family
planning and HIV/AIDS activities. \\'hiIe recognizing that the specific lesson identified is important,
it must be emphasized that the lesson still needs to be interpreted in an IllV/AIDS-specific context
before implementation.

3.1 J»oliGY

• Population and family planning programs are solidly justified on economic,
environmental, and healtb grounds. Nevertheless, there are strong political and religious
CODSideratioos that must be addressed to secure the permission and active support ofkey iradividuab
at both the national and community Ievek in order to implement effec:tiwe progt'3lS To this end,
family planning programs have developed good analytic tools for presentation in policy dialogue.
Equally important for success has been the strength of a committed group of leaders on the national
scene to bring both the political and technical dimension to the forefront and to drive the.program
in the face of opposition.

Policy dialogue is key to implementing effective HIV/AIDS prevention pro3fams. Experience has
shown that without the active support of key individuals, HIV/AIDS prevention activities cannot be
initiated or are initiated in such a manner that they are doomed to failure. Although the need for
this support is true for all aspects ofHIV/AIDS-related programs, the support of key individuals is
especially needed {or activities targeting youth.

• Family planning programs have stressed the concept of voluntary choice in
reproductive decisions. In some iostances, in which countries have delayed making family planning
iDformatioo • well as services avaDable until population growth became a emD, program managers,
with the support of natiooalleadelS, have moved toward more drastic approaches. In China, these
approaches effected reductions in the birthrate. Coercive approaches to sterilization in India,
however, have produced negative results.

Throughout most of sub-Saharan Africa, the AIDS epidemic has already reached crisis proportions.
As the situation worsens over the short- and medium-term,· substantial dialogue with national and
community leaders wiU be needed so that coercive measures are not implemented and so that
effective behavior modification programs can be allowed to effect change. However, a discussion of
the more coercive family planning methods that have been implemented elsewhere may be important
in inducing national and community leaders to act before such methods become essential.

~ parallcls are found in Zabin, Laurie ct at. Lessons UQ1Md from Family Planning and TlvirApplication to AIDS
lnvtndon, WHO/GPA. Draft 1992.

4ne number of AIDS cases will COI1tinue to increase as tbose individuals already infected with mv becomc ill with the
disease.
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~ Complete integration of programs (e.g., family planning with MCH) may be necessary
for politica! reasons and/or because of limited resources. For integration to be effective, the
limitations of integration must be recognized and IDC"dtanivos aDd~ints introduced to ensure
attention to priority concerns. These include personnel in place with sole responsibility for the
program and with sufficient organizational status to have control over resources, strong
interdisciplinary training programs, and clearly stated targets which are consistently monitored
Integration is not a panacea; it has as much potential for damaging programs as it has for improving
them. Care must be taken to ensure that the right conditions exist to use this approach if the
optimum benefit is to be gained.

• A great number of local and international NGOs and agencies have played a key role
in the development and implementation ofpopulatioD/CamilyplanningpICIf8IDS. They have provided
a constituency for family planning which has survived the ebb and flow of interest by political and
development leaders. They have produced a cadre of experienced and dedicated personnel who
provide much of the innovative thinking, technical expertise, intemational contacts, and day-to-day
management of programs that have contnbuted greatly to the expansion of the program. They have
also provided a buffer for political leadership which may not have wanted'. direct involvement

'.
This same type of constituency is developing around mY/AIDS at the local level. As national
governments have been slow to react to the AIDS epidemic, local and intemational NGOs and
agencies h~ve led, and continue to lead, the fight against the epidemic.

• A strong inwhement of the private sector 1m been key to sua:ess in many family
planning programs. The private sector often brings more entrepreneurial experience, flexibility,
initiative, and willingness to experiment with new approaches than governments can or will provide
and is often the key to gaining popular support for or involvement in progr,ams.

mY/AIDS programs are already demonstrating the value of private sector participation especially in
countries where national governments have been slow to respond. There is still much more that can
be done, however, to fully engage the business community, factories, anel'. commercial farms in
mY/AIDS-related activities.

• SUCO"SSfuI family planning programs have developed a strong training component to
develop the management and administrative skills of program directors, as well as the technical and
communication skills of service providers (clinical and non-clinical, public and private).

This emphasis on training is valid for mY/AIDS-related programs especially given the high rates of
turnover of well-trained individuals. As reducing this turnover is a·priority, training must also be

~-_._ ..._..__~~1Jl9~gj~.by. the deyelopmel1t()f_t:.areer tracks.

• ODe of the faDurc::a in family planning has occurred when training provided to local
organizations and individuals has been grounded in principles that are of little use to the local
community, for example, when medical policies are based on risk assessment and alre-giving potential
appropria~e to Western conditions when, in fact, local conditions are quite different
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3.3

ffiV/AIDS programs have suffered the same problem as prevention and control approaches have
often been based on a more 'Nestem world epidemiologic model

IEC and Motivation Campaiw

~ Mass media campaigos can be used sua:essfuIIy to infmm people about issues and the
availability ofSCIVices and can abo be helpful in beginning to change attitudes. Carefully designed
and tested messages carried by mass media are an efficient way to reach a broad audience with a
consistent message. They have proved most effective when they provide specific information, such
as where to go for services. They have generally been less effe·r,tive, however, in modifying behavior
which requires a coordinated effort in the areas ofeducation, training, interpersonal communication,
and communityoutreach. Interpersonal communication is generally more effective when coordinated
with and supported by mass media campaigns.

The crisis nature of the AIDS epidemic has opened the way in a few circumstances for a more frank
and direct communication campaign. In general, however, the impact of mass media in modifying
behavior has been limited. This has been due, in part, to the political and religious restrictions p!aced
upon the format of media campaigns as well as the specific information to be presented through the
media.

• In order to develop effectiveme aDd motivation campaigos, it is DeCt':SS8IY to inwlve
the intended audience in the design and dissemination ofmaterials and programs. Expatriate advisors
and project staff have perceptions and biases that often result in production of materials and design
of programs that have little or no meaning for the intended users. Rather, lEe and motivation
activities must effectively deal with the individual and social pressures that determine an individual's
sexual behavior.

To date, the IECimotivation compJnent ofH1V/AIDS prevention programs has not adequately dealt
with the underlying individual and social pressures determining an individual's sexual behavior. Newer
research, however,such as that conducted in the Copper Belt of Zambia with traveling fish sellers
is leading in this new direction. There also appears to be an increasing use of local individuals in the
design and implementation of IECfmotivation campaigns which will help to improve the quality and
impact of the activities.

• Effect.ne c:ounselinJ~ that provides di~ts with. information needed to make cboic:es .
and that addresses fears and misconceptions can result iu more success.ful aDd long-term use offamily
planning methods.

Given the nature ofAIDS, HIV/AIDS-related programs are developing counseling skills beyond those
required for many forms of contraceptive choices. Itwill, therefore, be easier to add family planning

~__. __ ._ ..___.__..!~J~_~_~~~_I~!b_~!Lfo.rJaD1ily_pl8AAll.1K..coDlDl.~D,icatoJ$ to develop. a .fuUrange of counseling.skills
related to HIV/AIDS and to have the time to apply them.

• The general population is often less ICDSitive than its leadership as to what is
acceptable to talk about or do in famDy planning Sensitivities held by leadership and/or the incorrect
perceptions of sensitivities by the donor community have often resulted in less than effective
programs and inadequate information being communicated.
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mv/AIDS programs are also demonstrating this phenomenon, especially as they expand efforts to
deal with youth and to introduce humor and frank language into discussions of human sexuality,
including condom use. Although leadership perceptions must be dealt with, communities are finding
ways (e.g., through local drama groups) to openly discuss the issues and to provide a variety of
behavior modification techniques.

• The involvement ofoommunity personnel in the delivel}' (if not the development) of
services 2.Dd information ~ one of best ways to ensure that a program is more -needs oriented" and
being deI.ivered in a culturally acceptable and understandable way. Although communicators must
talk of sexual practices in dealing with family planning matters, they· can speak in euphemistic or
culturally safe teIlIlS without doing damage to the informational requirements of explaining
contraceptive use.

mv/AIDS counselors must be more direct in discussing the sexual practices that should be changed.
They must be comfortable with the technical language and yet must understand the cultural language
as only a person from the community can.

3.4 Service Delivery

• An emphasis OD phjsician involvement, especially at supervisal}' levels, in program
design or implementation can be a serious c:onstraint to program impact. This is not to denigrate the
outstanding contribution of the medical profession to family planning programs, especially in
performing specialized medical functions. Rather, it is to emphasize the importance ofnon-physicians
who can design and implement programs with a greater understanding of the intended beneficiaries,
and who can maintain community-based programs more consistent with resource availability. It is also
to emphasize the need to break out of a health-oriented and clinic-based approach to family planning
and to explore other ways of delivering contraceptive services too the community.

lnV/AIDS programs also acknowledge the contribution of the medical profession which has made
a tremendous contribution in identifying the virus and its routes of transmission and in efforts to
discover a biomedical approach to its control. Until a medical solution (e.g., vaccine, drugs) to the
epidemic is found, however, effective interventions remain based in behavioral science, community
mobilization, and preventive health approaches, which tend to be the area of social scientists rather
than physicians.

• A public health orientation to goal setting is essential, although care needs to be taken
to not lase sight of the needs ofindividual clients and families. Family planning programs must reach
coverage levels consistent with fertility reduction objectives (i.e., exceeding 20 percent contraceptive
prevalence) or levels likely to have an impact on infant or maternal mortality or nutritional status.

_O __OdO__O··_On the-lJtt-"rt-.."~, qn~l;ty c ..r". mud be prmrl~M to intiiyitin~1 clipntsanti thp,ir needs and concerns
must be recognized.

In facing an epidemic which is demonstrating such a rapid doubling time as AIDS, it is even more
important to reach coverage .levels that are significant in containing the spread of the virus. At the
same time, any program that depends on behavior change must be particularly cognizant of the
human element in its programming.
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• Programs cannot afford to JUs opportunities to work with important target groups,
a liz generally bec1 the cae with family planning programs vis-a-vis adobcents and often DICIL

Many, if not most, of the family planning programs in sub-Saharan Africa have addressed primarily
the women of reproductive age, usually those who already have children and come to an MCH clinic.
Generally, programs have not done well in dealing with men despite their key role in reproductive
decisions. Additionally, limited organizational capacity and/or policy decisions have precluded
effective work with adolescents among whom the rate of pregnancy is rapidly increasing, presenting
both health and social problems.

The urgency of responding to the AIDS epidemic is opening avenues to these groups which both
family planning and mY/AIDS activities can utilize. mY/AIDS prevention activities have
demonstrated the key role of focusing on these groups, especially youth and men.

• Family planning programs have tended to be implemented among urban populations
which are«aier andcbeaper to reach and oommunicatewith and where program management _ well
a supply and supervision ~ easier to maintain. Program expansion to other areas has then been
planned with interventions based on initial success. There has also been a transfer of knowledge and
an attitude change from the urban to the rural population due to normal patterns of internal
migration.

To date, a similar urban-oriented approach to HIV/AIDS prevention has occurred. This is because
the epidemic has been significantly greater in the urban population. As the .epidemic rapidly
increases throughout a larger section of the peri-urban and rural communities, however, HIV/AIDS
programs will be forced to actively target rural populations. In addition, as a major target group for
H1V/AID8-related programs is migrant labor, it is increasingly important to educate the laborers
before they migrate to the urban area.

• In general, family planning service providers, communicators, and community
personnel are already overburdened and becoming more so. Prioritization of family planning
activities ~ required to ease the burdens on providers _ is the provision of additional resources to
support additional responsibilities.

There is a great scarcity of personnel able to develop and implement effective IUV/AU)S prevention
activities. As the epidemic grows and new areas of service delivery (treatment, home-blSed care) are
given greater emphasis, the need for additional service providers will become even more critical.

• Sua:essfuI family planning programs have been more client oriented than provider
oriented in their approaches. For example, when programs have changed the hours of clinic
operation or the availability of service providers to be more responsive to clients' work or
transportation constraints rather than the providers' schedules, attendance has increased. When

_._~~~1.1~_~~~.~e~_giye~_~()~~c.~()i~~L~nt!~cept!~~~~110_cIs r~tb.~~ .th;ln b.aying to ~pond to a
provider bias with regard to choice ofmethods, client satisfaction has increased. Additionally, services
available in the community rather than at fIXed facilities more convenient to services providers have
served more clients.

This is an important lesson for IUV/AIDS-related programs. Too often, ffiV/AIDS activities have
been designed by and for people outside (whether expatriate or MOH) the community. These
activities reflect the attitudes of the "outsiders" designing the program rather than helping the
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community to cope with, and adapt to, the impact of the epidemic as well as develop local methods
to reduce mv transmission.

• Development ofeffeCJve contraceptive technology offering several cham fur' useD

aDd ezperimentation with new service delivelJ modalities have been key to successful programming

Similarly, IEClmotivation components of IDV/AIDS programs are realizing that presenting a
spectrum of risk-reduction behaviors to an audience is more effective in modifying behavior than
presenting only one or two alternative behaviors.

• The ooocept of relative riU: ;messment (as it applies, for example, to the dimibutioD
of oral oontraceptives) bas been effective in designing programs and in securing the support of
political, professional, and oommunity leaders.

This concept can be applied in IDV/AIDS programs; for example, as high-risk mv clients are
counseled in choosing the most effective contraceptives to avoid the risk of pregnancy or as
seropositive women are counseled in terms of breastfeeding their infants.

• Clinical services are essential for some technologies. However, programs that are
largely clinic based without additional outreach activities tend to serve a limited population in a
manner not 61ufficient for accompmhing stated public health objectives.

As there exists no IDV/AIDS prevention technology deliverable through a clinical setting, IDV/AIDS
programs are already experimenting with outreach approaches to youth, men, and the rural
population that could benefit family planning in an integrated effort.

-

3.5 Social Marketing

• Social marketing is one part of an effective distribution program. Although there are
limits to the percentage ofthe population social marketing can serve, it bas great potential in its cost­
eOic:ient use of private sector resources. In sub-Saharan Africa, however, an over-emphasis on
financial self-sufficiency would limit access to key target groups, especially the very poor.

The AIDS epidemic has given new impetus to the social marketing of condoms in Africa and is
demonstrating its value for HIV/AIDS prevention and control.

3.6 Commodities

__ • ~n __ ·A key. to suc:cessforfilmiJyp1anlliDg.pl'Q!J1UQS has beeD the constant and adequate
supply of oontraceptm:s, supported by an effective system of procurement and d~tnbution.

This principle cannot be overstated in HIV/AIDS programming as a rapidly expanding demand for
condoms is already presenting procurement and distribution problems. In the HIV/AIDS context,
commodities also include HIV testing kits, SID medications, gloves, snd needles.
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3.7 Research and Evaluation

• In addition to emphasizing aetion-oriented programs to e:uend contraceptNe scniccs
to the general population, family planning programs have reaJi'red the need for a strong program of
biomedical, behavioral, and operations resc:arcb. This research was required to improve contraceptive
technology; increase knowledge ofsexual, repl\;ductive, and contraceptive-use behavior; improve lEe
programs; develop more efficient service delivery; and measure impact.

For nearly identical reasons this ~e emphasis on research (and some of the same research) is
required for HIV/AIDS programming.

• Programs need to develop both process and impact measurements for monitoring
progress. Targets must be established within the perspective ofachieving owerall goals, yet they must
be rea&tic in the light ofwhat B practicaJJ,J achievable. In general, family planning programs have
adopted the use of contraceptive prevalence and total fertility rates as measures of success.

Due to the perceived sensitivities surrounding the AIDS epidemic, impact evaluations of lllV/AIDS
prevention programs have not been carried out. Rather, most evaluations to date have been limited
to some kind of management review. Some qualitative and process evaluations carried out to date
have been useful. The pres,:nt absence, however, of impact evaluations of ongoing and proposed
HIV/.AIDS-related activities is severely hindering the ability of professionals in the field to reduce the
transmission of lllV. At the same time, it should be noted that· it is more difficult to document
increases and decreases in mv infection rates than it is to document increases in contraceptive use.

3.8 Management Considerations

• Family planning PIOl,-aJDS are much more labor intensive than capital inteosive as they
iJm>he both technical and political considerations, require substantial changes in human behavior,
and ba\'e considerable tecbnicaI asrJstance as weD a procurement requirements.

This concept is just as valid for mY/AIDS programs and the requirements for adequate personnel
at the management and service delivery level are just as great and often in just as short supply.

• Appropriate utilization of ALD. resources requires adequate tedmicaI and
management support at tl7.e USAID mission level to plan, mordiDate, monitor, and facilitate the
implementation of A.LI'J.-supported activities. The quality and quantity of technical and
administrative backstoppvJg from AI.D./Washington and the REDSOs has also had much to do with
the success or failure of f.hese efforts.

Similarly, tbequalityof AI.D.-funded lDV/AIDS-related activities will be related to the quaJif:}' and.
··quantTty of tne ilsSislarlCe provided by A.lD. field and washington ~personnel.

• Although the role of AI.D. technical and management personnel and those of
international NGOs and agencies must be recognized, host country institutions and leadership are key
to successful program implementation. Program design must be responsive to their needs and
interests and must have their involvement. Solutions to problems of implementation frequently lie
within the indigenous institution.
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As the InV/AIDS prevention program is too often donor driven in Africa, this lesson has not been
applied. IEe messages have often not been responsive to local needs; research has been designed
to answer questions more of interest to Western researchers than to the local communities; and
targeting strategies have not been consistent with the realities of the spread of the epidemic.
Significantly more national and local leadership and involvement in the design and implementation
of activities is needed.
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4.1

4. Ways in Which Family Planning and lllV/AIDS
Activities Can Be Integrated

Policy Development

Policy development efforts have been carried out independently by those concerned with either
IDV/AIDS or population/family planning. The potential exists for dealing with both these issues in
a more integrated way, not only to capture the attention of policy makers but also to clarify the inter­
relationship; between the two programs and to gain recognition of the crisis nature of both issues.
The integrated approach to policy making would be especially important to unify action and maintain
priorities if a decision has been made to pursue further integration at the programmatic level.

Before integration or coordination of activities can take place, groundwork needs to be laid in three
areas in which policy development can occur: the policy environment, the day-to-day implementation
of activities, and the donor community.

Policy Emiromnent

The first level of policy development involves providing an enabling environment in which technical
issues can be solved. This requires the active support of senior-level persons in order to implement
effective family planning and IDV/AIDS programs. These individuals include political and religious
leadership and key members of the business and local communities. This support cannot be limited
to a few speeches made primarily for the donor community's benefit, but must be continuous, despite
other demands, and must point toward implementation-related issues. It is important that this
support be manifested in key areas:

• The amount of host country resources budgeted and provided for
family planning and IDV/AIDS-related activities (Zimbabwe provides
significant resources for its family planning program but few for its
IDV/AIDS prevention program);

• The removal of governmental lllnd church restrictions on effectively
targeting youth to prevent HIV infection and teenage pregnancy (as
is needed, for example, in Uganda and Zimbabwe);

• Mobilization of the trained and educated elite; and

• The elimination ofgovernmental policies that prohibit the use of mass
media for condom and contracl:ptive promotion (as is needed, for
.,..,..,.r.Tn1'fp-' U .•- exdmple,-m ~anua).

Additionally, if there is interest in developin!~ more integration between HIV/AIDS and family
planning efforts, policy discussions must review tth~ benefits that will accrue to each program through
integration and must clearly determine what contribution each of the program elements is expected
to make.

23



Overall, with regard to both family planning and HIV/AIDS, the national policy environment has not
responded to the crisis nature of these two issues. Host countries have been slow in recognizing the
existence ofAIDS (not recognized in Zimbabwe until June 1990) or in devoting significant resources
to combat the problem (Botswana still does not have a full-time head of its HIV/AIDS program).

Day-to-Day Implementation Issues

At this level, policy development is more straightforward, but its success depends upon work done
at the first level discussed above. Activities required at this level include

•

•

Removing tariffs, duties, and other restrictions on importing condoms
and contraceptives as has been done in COte d'!voire (and as is
needed in countries such as Zimbabwe, Uganda, and Tanzania); and

Decreasing the cost of advertising time for family planning and
HIV/AIDS messages on state-controlled television and radio as has
also been done in COte d'!voire (and which needs to be done in
countries such as Zimbabwe and Zambia).

The DoDOr Community

The donor community has an important role to play in both family planning and HIV/AIDS policy
development. This role extends beyond the limited emphasis placed by donors on the formal health
sector and includes their wider influence in the general economic development of the host country.
Although family planning and HIV/AIDS prevention are health issues, they are also based in broader
socioeconomic and development contexts. Donors could exert their influence outside the health
sector to help develop a real commitment to family planning and HIV/A!DS-related issues. The
power of donors to influence commitment from multiple sectors is not without precedent. For
example, donors have exerted their influence to establish economic structural adjustment programs
despite host government reluctance (e.g., in Zimbabwe, Zambia, and Tanzania). Similar influence
could be exerted to establish effective HIV/AIDS prevention and family planning programs, perhaps
more effectively if the two areas were dealt with in an integrated fashion.

The donor community has, however, been unwilling to establish policy dialogue with host
governments, especially in the Office of the President; as a result, programs have been implemented
that were doomed to fail. With few exceptions, USAID missions and U.S. embassies have been
reluctant to enter into policy dialogue with presidents, cabinet members, and other influential persons
to help establish effective programs. One of the exceptions is Ugands, where discussions with the
government resulted in the establishment of AZT (an antiretroviral drug) trials (they did not,
however, succeed in changing government policy on key issues such as the effective promotion and
distribution of condoms).

.- --_._-, .-.-..---~......"._-_.,_. ._..- .-..--._- .---

Certain of the policies of donors and their contractors have also proved to be problematic. Many of
these policies are based on U.S. or European concepts which are insufficiently sensitive to the unique
issues related to implementing effective family planning and HIV/AIDS prevention programs in sub­
Saharan Africa. These policies include

• WHO/GPA and AI.D./Washington's insufficient response to host
country requests for support to establish anonymous testing centers
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(which are attracting couples in situations in which integrated
HIV/AIDS and family planning counseling would be possible);

• The continued emphasis on the part of the donor comidunity to fund
short-term consultants (who often have a more narrow focus on either
family planning or HIV/AIDS) rather than developing expertise in
host countries;

• An unrealistic emphasis on sustainability in a declining economic
situation (which affects both HIV/AIDS and family planning
programs); and

• AI.D.lWashington's apparent policy on HIV/AIDS prevention which
focuses more attention on core, high-risk groups (diff,rent from those
targeted for family planning) unlike African leaders who see
HIV/AIDS affecting a much broader group and requiring more
preventive work among the general population. The African leaders'
approach is more compatible with integration of HIVIAIDS and family
planning activities.

(Subsequent to field visits, AlD. Office of Health staft' reported to
the study team that the AlD.lWashington approach to HIV/AIDS
control and prevention is both more flexible than that which had been
stated by AI.D./Washington staff and ~taff of the centrally funded
AIDS Control and Prevention (AIDSCAP) project and broader than
the perception of the Washington position which predominated in
discussions with field personnel. This clarification of policy needs to
be articulated by the Office of Health to all concerned.)

4.2 Training

Training activities in support of both family planning and HIV/AIDS activities in sub-Saharan Mrica
remain weak. Short-term, didactic, lecture-style courses are still the norm, and participants are sent
to the field with little or IJOthing in the way of follow-up and support Because the cadre of
professional trainers is small, much use has been made of the training of trainers (TOT) approach.
Botswana, for example, has relied heavily on this approach. Training and performance assessments,
however, have revealed that few of those attending TOT workshops actually impart to their fellow
workers any of the knowledge or skills gained because frequently they have no time to do so, they
lack the skills needed to train others, and because there is a lack of incentives.

One-time, centralized training programs are not likely to have much impact on increasing people's
f:1r;11~ IlJIftA i",,,,rn'"ftft .1.-=-:.. ftAo.t"' ............4 ..... a-"''',ica - ......·.:,Ia-·· "'1iCiC·:- ~ - - _ .... ,."- develop --I!u j.~..-~ ....t. as i _Ub~~iiicail_'"GD'"0'V't FlU WIU l-:J. X t:J ....~ tU IlIeD, Ii - .....

long-term planning of training activities that includes provision for refresher courses, adequate
supervision, support from program administration, and career tracks for skilled personnel. Such
planning should be in response to the long-term needs of the institution rather than being driven
solely by the availability of donor funding for specific training initiatives.

Most training activities (except for more complicated clinical procedures) would probably be more
meaningful to participants if they were held locally and if they offered a chance for on-the-job
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experience and supervision within the place of work. Likewise, the need to monitor the continuing
performance of staff periodically and provide reinforcement are critical to bringing about an overall
improvement ofservices. Such an approach is central to the training support to be provided through
the new USAID population project in Botswana. The MOH in Uganda also has realized the
importance of situating the locus of expertise for training and supervision at the district level A
more comprehensive approach to providing training to health care workers can also be a means of
improving morale of health workers and reducing job turnover.

Given the weakness of the training system within both the public and private sectors, the integratio1n
of IDV/AIDS into family planning training or vice versa must be approached carefully. Likely areas
would appear to be the following:

• Family planning workers amid be trained to provide basic information about
BIV/AIDS to auswer family planning clients' questions aDd to protect tbemselw:s and their clients
from infection. Unless staff are already doing fairly comprehensive counseling (which is seldom), it
is doubtful they will be able to deal with the added requirement of providing counseling for
IDV/AIDS. Introducing comprehensive HIV/AIDS counseling requires particular skills on the part
of trainers as well as trainees because both will have anxieties about HIV/AIDS. An integral part
of such a process is coming to terms with one's own anxieties and attitudes regarding sexuality and
IDV/AIDS. Therefore, for the short term, the sensible approach would be to provide family planning
workers with basic information to enable them to help clients understand the implications of
IDV/AIDS in making a choice of contraceptives and to make referrals for further counseling, IDV
testing, or HIV/AIDS support services. In cases in which good counseling is already a part of a family
planning program, consideration could be given to doing more in-depth counseling of clients about
prevention, testing, and notification of partners.

In addition, the Western, one-on-one model of counseling may not be appropriate in the African
context. For example, counselors at the STD Clinic in Mulago Hospital in Kampala were discouraged
that despite extensive counseling, clients frequently returned to them within a matter of months·
reinfected with an SID. Further investigation led them to an understanding that, in Africa, an
individual does not necessarily take action on her or his own. Rather, the individual's behavior is a
product ofa broader familial and societal context. Therefore, modification ofbehavior to adopt safer
sexual practices or to adopt family planning must be considered in this broader context. Group
counseling, training of peer counselors, and broader community education programs are examples of
ways to approach this concern.

Family planning service providers would require additional training (similar to that being provided
in Uganda) both to allay their own fears about AIDS and to provide protection for themselves and
their clients against infection. This is particularly important for those engaged in surgical procedures
but should be part of other service delivery training as well. This training would need to be carefully
designed to provide appropriate protection, but would also need to be a practical approach designed

.... to Ier.o,.,anhe localcapabilities to provi-de equipment. andsupplies.. . .... ..

• IUV/AIDS workers could also be trained to provide basic information to clients to
help them make choices about their reproductive life style, semaI activity, and c:onmu:eptive options
in the light of their mv status. Training would need to be updated as further knowledge is gained
through biomedical and social science research on the interaction of these factors and on the
availability of newer contraceptive technology associated with AIDS concerns. lUV/AIDS workers
would also need to know where to refer clients for additional family planning services. In some
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instances, training could also prepare HIV/AIDS workers to deliver other contraceptives in addition
to the present distnbution of condoms.

• In some instances, joint training cou1d be provided for program manageu of both
family planning and HIV/AIDS programs. There are areas ofgeneral program management that are
common to both programs such as policy development, fund raising, program planning and budgeting,
delegation of responsibility, supervision, d-.ovelopment. of training programs, organization of IEC
programs, focus on outreach and community involvement, emphasis on youth, common understanding
and approaches to contraceptive issues, personnel management, coordination and information
sharing, procurement of goods and services, optimum use of technical assistance, monitoring and
evaluation, and development/contracting and dissemination/utilization of appropriate research. One
area of particular importance to both programs is in the projection of condom needs, proper
warehousing, and distnbution.

• Training for c:ertain specialjzm skiIb coUld be coordinated for HIV/AIDS and family
planning workers. Some laboratory sld1ls are common to both programs as are those of the
developmentoflEC materials, elements ofresearch design and implementation, computer technology,
advertising, and marketing. In some cases these skills could be taught in joint training programs; in
others it may be more appropriate merely for one program to include trainees of the other program
in its specialized course.

• As highly respected and influential members of the community, traditiooal healers are
a potential resource for providing information and counseling for both family planning and IDV/AIDS
and aIsG for the diagnosis and treatment of SIDs, if they are better trained for these roles.
Traditional healers continue to play an important role in the delivery of health care in Africa. In
many areas, more than 75 percent of people will consult with a traditional healer, sometimes in
concert with seeking medical attention. Although family planning programs have been generally
ineffective in involving traditional healers or traditional birth attendants in providing contraceptive
services, further experimentation in this area is justified in light of the significant role they play in
health care.

4.3 me Activities

Integration of family planning and IDV/AIDS IEC activities could take place at several levels: in
general and targeted mass media campaigns; in targeting specific audiences such as people in the
workplace (including management), the trained and eduCclted elite, men, and youth; and in
interpersonal communication at the motivation/service delivery level such as in clinics, CBD programs,
and other outreach activities.

Throughout the process of planning integrated activities in these various areas, it will be important
.._._.J~k~pjn mind _$Qmeoflhe lessonsJeamed over.the.;ye.anl. in the imrlpmpntSl1inn of n::c sartiyiti_

For example, underlying the design and implementation ofeffective IEC activities is the requirement
that the messageslinformation take into consideration the individual and social pressures which
determine sexual behavior, whether in terms of family planning or mY/AIDS-related issues. Most
early IEC campaigns for both family planning and IDV/AIDS were done without addressing these
considerations. IEC for IDV/AIDS prevention campaigns in all three of the countries visited, for
example, have promoted the adoption of behavior that generally does not make sense within the
cultural context and offers no assistance to individuals seeking to successfully integrate safer sexual
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behavior into their lifestyles. Although these campaigns have been able to raise awareDess of
lUV/AIDS, they have done little to influence positive behavior modification.

To successfully address issues of behavior modification, IEC activities must be carefully planned and
tested to be sure that they are relevant to the target community. Where the population is fairly
homogeneous, media channels are adequate, and literacy is relatively high, design and production of
some materials and messages at the national level may be appropriate (such as for most ofBotswana).
In a country like Uganda, however, with a predominantly rural population, low literacy, and poor
coverage by mass media, programs will have to developed and/or modified at the local level if they
are to be effective.

A little, but increasing amount of research is being done (particularly in Uganda) on perceptions of
sexuality among different segments of the society. It will be important for the results of this type of
research to be incorporated into IEC programs. In addition, the need to be subtle, to use humor and
not be boring is of increasing importance in affecting behavior modification, whether for family
planning or lUV/AIDS. In both Botswana and Uganda, the most popular print materials developed
by lUV/AIDS prevention progrnms have been comic books. In other countries, comic strips running
in newspapers have shown popular appeal.

Another important communication channel is community drama and music. Both traditional and
modem (e.g., "rock") music have proved to be effective ways to convey information and create
awareness of both family planning and lUV/AIDS in a variety of settings around the world. The
"AIDS Song" recorded by one of Zaire's most popular singers is reported to h&ve had a significant
impact on increased sales on condoms in that country. Likewise, in Uganda, singer Philly Lutaaya's
public disclosure of his HIV-positive status and documentation of his fight against AIDS on film have
played aJ;l important role in bringing discussion of HIV/AIDS prevention out into the open.

Underlying many aspects of IEC is a series of policy-related questions which must be dealt with
before effective IEC can be implemented. For example, IEC issues relating to the prevention of
pregnancy for mv-positive women is first a policy question, i.e., have policy makers decidf".d that
mv-positive women should be advised not to become pregnant? Similarly, should women be taught
about and provided with effective methodS to protect themselves from both IDV infection and
pregnancy? .Is reliance on condoms as a family planning method going to put more women at risk
of an unwanted pregnancy? Are school girls going to be taught techniques with regard to safe sex
with older men who support them financially in return for sexual favors? Dialogue, debate, and study
of these questions will be necessary to establish national and institutional policies. Both family
planning and IDV/AIDS programs will then be able to incorporate these policies into the design of
their IEC and counseling activities.

Fmally, an important consideration in the development of any IEC strategy is that people need to
be provided with a variety of alternative behaviors from which they can select rather than simply
~~jQld~b3ttb~$bQulddQ._The ~JelDent of choice emPQWCrs~pl~t()t~_action in suppoJ:'t
of their own health needs and objectives. Integration of family planning and IDV/AIDS IEC
activities and counseling in the appropriate environment could increase the options available to
clientele of either service.

The following are suggested ways in which integration of HIV/AIDS and family planning lEe
activities could be implemented:
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• An initial step toward integrationwould be for staffworking on HIV/AIDS and family
planningme to initiate a dialogue in terms ofwhere their needs overlap and where they differ, what
worts and what does not work, and where they might be able to share or jointly develop resources.

As part of this process, it would be helpful to examine the ways in which many family planning and
social marketing programs have made use of research and marketing techniques originally developed
in the private sector. These techniques could be useful to family planning and IfiV/AIDS programs
in determining where, when, and how integration of family planning and mY/AIDS messages would
be appropriate and when they would not. Although integration of family planning and IfiV/AIDS­
related IEC may seem natural since both deal with sexual issu~ there are differences between the
two sexual relationships. For example, the audience for family planning information is more often
couples in some type of longer-term relationship while for IfiV/AIDS prevention, the two individuals
are often involved in a short-term relationship. The motivations to practice safe sex in these
circumstances are very different. Mass media could be used to deliver me$Sages for both family
planning and IDV/AIDS prevention, but it is not necessaIy, and perhnps not possible, that
information relating to both issues be effectively communicated in every mer.sage.

One rationale often given for the integration of family planning and HIV/AIDS-related IEC is that
the family planning message will help to cover any stigma attached to IDV/AIDS. Such an approach
may be true in some cases but should be used only after an in-depth analysis of the local situation.
Basically, lEe should be used to get rid of any "stigma," not to cover it up. In Uganda, where there
is a very conservative and powerful religious influence, the Islamic Medical Association has gained
support from its religious leaders to discuss use of the condom for prevention ofIDV/AIDS because
condom use is already acceptable as a method of family planning. On the other hand, a o.tholic
missionary hospital is now promoting use of condoms solely b-o-ea1me th'ey are the only effective way
to prevent the spread of HIV even though the hospital cannot promote condom use as a method of
family planning.

• A simple step that would benefit both family planning and mv/AIDS activities 'WOu1d
be the development ofsimple, easy-to-.understand, pictorial iostructioos OD bow to com:ctly use and
dGpose of condoms. These instructions could be made available wherever condoms are being
distributed.

• The increasingly large number of lnV-testing centers provides an especially good
opportunity for providing CamBy planning counseling These centers are frequently utilized by
couples; in some, couples make up more than SO percent of the clientele. Originally developed in
Rwanda and Uganda, these centers have now been established in many countries and are proving to
be an important element in a comprehensive behavior modification program.

• The importance of targeting youth and men for HIV-prevention activities offers an
opportunity for family planning programs to reach these audieDces with family planning information.

e .. .... _._ .... _.~ t~~_pa.s~_~a.Jl1!ly .pl~~.~i!1g_ p~~grams I!~ g~nerally negl~tecJthese groups. . . '. _

As observed in all the countries visited, the urgency of addressing the AIDS epidemic has often been
instrumental in creating a more open climate for discussion of issues that have been ignored or kept
vague within the family planning context. In trying to change behavior to prevent the spread of
IfiV/AIDS, it is necessary to deal with issues such as sexuality, gender, and the economic dependence
ofwomen on men. This will mean addressing real issues such as sex as recreation, motivation of men
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to modify behavior, need for dialogue between men and women, protection of teenage girls, etc. The
lessons leamed will also be useful in designing more effective lEe for family planning.

• EstablMing mechaniqm for dimibution and utilization of relevant IEC materials by
both family planning and HlV/AIDS mmponems with muJtHedor iDstitutioDS (such • the MinistIy
of Heslth) and between iostitutioDS (e.g., MinistIy of Health and MinistIy of EducatiOll1) could be a
relatively simple and oost-ef£ective step toward integration.

•

No matter how good lEe materials may be, they will be of little use if they do not get into the hands
of clients. In two of the three countries visited, clinics and health posts in outlying areas were
frequently devoid of any information materials about either family planning or AIDS. Botswana, for
example, has skilled staff and good production facilities within the MOH and has produced a great
deal of material on both family planning and IUV/AIDS. However, recent evaluations of both
programs stress the fact that few ifany of these materials can be found ou!Side of GabofCIne and that
no mechanism has been established either to routinely supply all health facilities or for staff of those
facilities to order materials. In Uganda, the AIDS Control Prograaune (located within the MOH)
produces IEC materials on AIDS but these are not distributed through the MOH system. Rather
they are made available to NGOs who make the effort to travel to Entebbe to pick them up.
Effective and timely distribution of materials should be an important consideration of any IEC
campaign.

See Appendix J for a brief review of experience with family planning and lnV/AIDS lEe activities
in Africa and other locations. .

I
_i
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4.4 Service DeliveO'

Non-Cinical Activities

• Given the IimitatiODS of clinical services in dealing with a substantial portion of the
population, it is imperathe to develop community- or workplace-based outxeaeh activities beJond
fimI facilities. Both family planning and HIV/AIDS programs now tend to take a heallth-based
approach when a broader communitydevelopment orientation is required. The programs are typically
headed by physicians and the health system is the priority for service delivery. Innovativc~ service
delivery modalities are inhtbited by health policy, the resources of the private sector are not
appropriately involved, and coverage of the population is limited. In Uganda, for exampll~ family
planning programs have been successful in reaching only a small proportion of the populatlion (less
than five percent of the women of reproductive age). Though dealing with an importalllt target
population for lUV/AIDS (women of reproductive age) they have made little effort in reaching men
and youth. They are underfunded and do not have a widespread infrastructure or adequate support
systems of logistics, supervision, monitoring, or evaluation. While more vigorous and well supported

___.. __.... __.than.the familYI"lanning BCLivitif':.4l; the :HIV:/A.1DS preventionservi-ees a..re_also OnlyHdealing with a
small proportion of the population, often through fixed facilities which are limited in number and
coverage of program. The integration of family planning and IUV/AIDS service delivery could
contnbute to changing this approach if both concerns are brought together on commul:Uty- or
workplace-based outreach beyond the fixed facilities.

NGOs may be more susceptible to change and improvement than cumbersome public sector institu­
tions. These groups have more flexibility and often more willingness to experiment with new
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approaches than public sector agencies. At the same time, they are generally not adequately funded
and their ability to develop widespread coverage to the ruraI population is limited. If resources are
made available, however, family planning NGOs could make an important contnbution (along with
public sector activities) to the development of integrated lfiV/AIDS-family planning activities.
Generally, family planning programs in the private sector and in Zimbabwe through the parastatal
Zimbabwe National Family Planning Council are more vertical in approach, focusing more specifically
on family planning methods and information. They hnre often emphasized clinical services, but
increasingly they are developing outreach CBD activities.

Community- or workplace-based programs can be directed to business or factory employees or
agricultural workers on large tea estates or sugar plantations as is -being done with varying degrees
of success through the Commercial Farmers Union in Zimbabwe or the Federation of Ugandan
Employers. Programs can be directed toward youth as envisaged by the recently instituted private
family planning association in Botswana. They can extend services to families beyond the reach of
prt:Sent fixed facilities through CBD programs and could include the rapidly growing community-based
lfiV/AIDS support groups such as The AIDS Support Organization (TASO) in Uganda or the home­
based care program reported to be successfully reaching out to the community surrounding the
Cbinkankata Hospital in Zambia.

This non-cIinical effort would be largely new territory for both IUV/AIDS and family planning
programming. Mutually supportive objectives could be identified in initial planning and hencbmark
progress measures could include indicators common to both. Efforts could be funded to achieve both
purposes. Emphasis on the use of the condom for these "new" target populations regardless of
whether for family planning or HIV/AIDS prevention and control purposes would obviate much of
the concern over the appropriateness of hormonal contraceptives in the presence of mY/AIDS. It
would also mitigate the concerns of family planning leaders who may continue to emphasize the
longer-acting, more effective contraceptives in clinic programs but who would appreciate the
contribution this new outreach emphasis on condoms can make to attaining family planning
objectives.

MOB MCHIFP PnlgraJm

• ElJorts- could be made to integrate IDV/AIDS activities in those family planning
plOgl'8lU that hDe bec:n accorded high priority within an MCH program. In this situation, the policy
climate is such that the introduction of HIV/AIDS activities shoule! not divert attention from other
important MCHIFP priorities. Public sector family planning programs have usually been developed
within the MCH program of the MOH. In the best of circumstances, family planning is given
appropri:lte priority in the organizational structure of the ministry and high-quality personnel are
assigned responsibility within the structure to plan, supervise, and monitor the family planning
activities. Some personnel are trained with specialized family planning skills, and personnel at all
levels have adequate training to understand family planning as an essential health intervention and
to be supportive of the family planning services at the service delivery level (as in the integrated
M~pl"()gram in ~~\\'8.~a andin the. :Municipal ~ealth progr8lP$ in Zimbabwe)__Newresponsi­
bilities cannot be added without appropriate training, however. Additional financial, material, and
personnel resources are required to add HIV/AIDS activities if the system is already operating at full
capacity.

In other circumstances, family planning appears in name only in the MCH/FP organizational chart
of the MOH. There is no one with authority responsible for the family planning program. The
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program may be further diluted through decentralization to weak regional or district levels which are
even less well equipPed to provide appropriate attention to family planning management
requirements. A few persons may be identified to provide family planning services in poorly equiPPed
facilities at specified times during the week. There is little support from other clinic workers who see
family planning as taking time away from rather than contnDuting to their particular objective. The
programs are pnorly funded, administrative and .logistics systems are inadequate, and there is little
management information available or analysis being made of it. These conditions are often
exacerbated by medical policies that either do not provide for adequate delegation of responsibility
to lower level professionals or which require clinical procedures tho'lt imPede rather than facilitate
access to family planning services. Although this descn1>es the extreme, family planning programs
have many of these char:icteristics in countries such as Uganda, Mali, Senegal, Ghana, and zaire.
The degree to which these conditions are impeding performance in integrated MCHIFP or the extent
to which they can realistically be changoo will determine whether much can be gained in either
improved family planning performance or effective support of IllV/AlDS activities as a result of
integration.

The family planning program with both vertical and integrated components in Zimbabwe is already
significantly addressing IDV/AIDS prevention concerns through the distnDution of condoms in the
urban and rural areas. Similarly, a strong MCHIFP program is poised in Botswana to be a significant
channel for IDV/AIDS information and condom supply. In Uganda, however, the Basic Health
Services Project (funded by the German Technical· Cooperation [GTZ)) demonstrates that the road
to more unified programming is not easy. Despite having both AIDS and family planning emphases
in the program for more than two years, only in the last six months has the program been able to
bring the two components together in pl'actical planning exercises. The family planners must continue
to be a "squeaky wheel" to gain adequate attention in the vigorous efforts at IDV/AIDS prevention.
This appears to be due to several factors, among them leadership's perception of the relative
importance of the two facets of the program and an ambivalence over the role of hormonal
contraceptives - the emphasis in family planning activities on hormonal contraceptives and (to a
lesser degree) the IUD is somewhat irJ conflict with the emphasis on the condom in the IllV/AlDS
prevention program. (See Appendix E for a fuller discussion of service delivery in these three
countries.)

• ainic services which are not a large supplier ofooncloJm at this time oould do more
in this regard. For example, family planning clinics in Zimbabwe have reduced client registration
requirements to :l minimum and increased supplies of condoms to clients to a maximum, thereby
greatly expanding distnbution. Evaluators may be concerned whether these condoms are distnbuted
for family planning or HIV/AIDS. This distinction, however, does not seem as important as that of
addressing both fertility and disease prevention concerns in the most practical way possible.

mv/AIDS Programs
-..,,---..-..•. -_ .. ,-. -

• The opportunity elists for offering at least a minimum level of family planning
informdiOD and oommodities al0DJ~ with IDV/AIDS aoivities. HIV/AIDS counselors I'e""..ognize that
for those at high risk for mv infecltion, pregnancy represents a considerable risk for the AIDS client,
the outcome of the pregnancy, the: future of a potenthlly orphaned or mY-positive child, andtbe
health and economic welfare of the: extended family. There is genuine interest on the part of service
providers to make the connection between family planning and HIV/AIDS. Counselors and their
supervisors, however, express the need for more training in family planning before they can etfectively
add this component in their work with HIV/AIDS clients.
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4.5

In Botswana, much of the HIV/AIDS prevention activities are expected to be integrated into the
MOH and local government service delivery system; in Zimbabwe, they are already to some degree
within the MOH system and the parastatal family planning council. Other avenues of service are
aimed toward to..rget groups at high risk such as commercial sex: workers. Men and their families are
targeted on large commercial farms. An even more diverse approach is taken in Uganda There, the
mY/AIDS program is finding wa}'S to work through a broad variety of outlets with many public and
private sector institutions delivering both HIV/AIDS information and counseling and condoms.

It will likely require more policy development efforts as well as training to help all service providers
to see the inter-relationship of the!'~' activities. It will also require continu~d monitoring to assure
the integrated delivery of these services.

Cmss-Infection Control

• A specific area in which family planning providers must be aware of mY/AIDS
caocems is in assuring stmle clinical procedures to protect themselves or their clients from the
spread of the mv virus. This has been recognized, for example, in Uganda in those clinics in the
program of the Family Planning Association of Uganda that emphasize the roD. Disposable gloves
have been made avail able in some locations as well as inexpensive bleach solution for
decontamination, disinff.:ctant for cold sterilization, or autoclaving equipment for sterilizing
instruments through boiling. The requirements for sterile procedures, the cost and logistics
implications, and the potential for undue apprehension on the part of the client calls into question
the requirement both in Uganda and Zimbabwe for a pelvic examination before initiating hormonal
contraceptiyes. The need for strict attention to useptic procedures is particularly important in the
voluntary surgical contraception programs which are beginning to take on importance in such
countries as Kenya and Ghana and ,ue being encouraged in others such as Zimbabwe and Uganda.
Only a small amount of HlV is sprc::ad from clinic procedures. It is essential,· however, that family
planning programs not contribute to the problem. The clinical protocols of the International Planned
Parenthood Federation (IPPF) and the Association for Voluntary Surgical Contraception (AVSC)
as well as the training programs of the Johns Hopkins Program for International Education in
Reproductive Health (JHPIEGO) on controlling infection are assisting in this area.

Referral MtcbanisJm

• Establishment of effective refeml meclJaniRm will be a aitical element of any
integration strategy. Since it is unlikely that many of the family planning or HIV/AIDS centers or
services will have or want to develop full capability in the other discipline, .the development of
referral systems will need to be undertaken. It should be recognized from the outset, however, that
because little of this nature has been functional in Africa to date, it will be important for providers
to keep the process simple and the expectations modest. At a minimum, service providers will need
• • - __ - ,_ - - .. t. _ _'.'" ._ -. •• _.'" •• • _ •• _• •. • •.••.w mow-wncrc otiJCr $Cl Vlta·are- avauaUIe~ -vpelallOUS lesealcn coma DeIp m aetermme WDetDer
additional mechanisms such as referral slips or means of verification of outcome are feasible.

Social Marketing

• The potential for social marketing to lint famDy p1aJming with IDV/AIDS prevention
in a mutually reinforcing manner is considerable. The growth of social marketing programs in Africa
should be viewed as an important opportunity for integration. Social marketing programs serve the
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interests ofboth family planning and mv/AIDS prevention activities. The advantages of using social
marketing as a bridge between the two go beyond a shared interest in the condom; important
advantages also accrue in the overall policy environment and through improved outreach strategies,
strengthened i:1stitutional capabilities, and increased cost-effectiveness.

Both family planning and HWIAlDS programs benefit from cJumges in the policy environment which
social marketing can effect. In COte d'Ivoire, for example, an mY/ADDS prevention social marketing
effort was the catalyst for reforming several condom distnDution and promotion issues. Changes
which occurred include the removal of the pharmaceutical monopoly on retail sales, removal of
U..llport duties and sales taxes, allowing brand name mass media advertising, and granting reduced
advertising rates. Family planning benefits from all changes in the policy environment which make
contraceptives more affordable and available. Family planning will also benefit as the social
marketing program develops and markets other contraceptives.

AU interests are served by social marketingprograms because they increase condom use. Possible family
planning concerns about the need to emphasize longer-term methods are tempered by the numbe:r
of new users that condom social marketing can attract. In COte d'Ivoire, a recent consumer intercept
survey showed that about 30 percent of all purchasers had never used a condom prior to thle
introduction of condoms through social marketing.

Both family planning and lUV/AIDS efforts are served because condoms appeal to consumers felr
multiple reasons. In Zaire, Cameroon, and COte d'Ivoire, where brands are positioned primarily for
InV/AIDS prevention, consumer intercept studies indicate that up t.o 40 percent of consumers w;e
the condoms for contraception as well as lUV/AIDS prevention. Alternatively, research shows that
brands positioned for family plan4ing purposes can be reinforced by mY/AIDS informatielD
campaigns; many coDSumers perceive the condom's role in sm prevention as an important addition.al
benefit. In Zimbabwe, where contraceptive social marketing began as a family planning initiative,
condom sales are driven largely by consumers seeking protection from S1Ds.

Experience shows that different marketing approaches are effective. In some countries, a positi~

"lifestyle" approach to condom promotion has succeeded in generating demand among consumf:rs
seeking to use the condom for multiple reasoDS. Other countries, such as Cameroon and the
Philippines, have used different brands to segment the market.

Both family planning and HWIAlDS programs benefit from communication strategies and progroms
which advertise condoms and educate the public on the benefits ofcondom use. In some cases, brand­
specific condom advertising for family planning has faci1imted the eventual acceptance of lUV/AJDS
prevention commumcation activities. In cate d'Ivoire and Burkina Faso, condoms are brand
advertised in the mass media for :mY/AIDS prevention whereas the same campaigns for family
planning purposes would be unthinkable. In Uganda, where brand advertising of condoms met
lesistauce nOlD leiigious-and government sources ami-iIadwbe-withdrawn, me controversy created
by the debate intensified discussion about the lUV/AIDS epidemic and the effectiveness of various
prevention strategies. In most cases, mass media condom advertising has the long-term benefit of
desensitizing the public promotion and discussion of contraceptives.

Both family planning and lUV/AIDS programs seek expanded contraceptive distribution. FtJrmily
planning could benefit by adopting more creative distribution strategies which target youth and men. and
extend service delivery outside ofthe clinic. Examples of these strategies are found in many lUV/Jill)S
prevention social marketing campaigns which use a variety of non-traditional commercial outlets,
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including bars, hotels, restaurants, night clubs, and roadside stands. In a few cases, lllV/AIDS
prevention programs can be assisted by better use of existing family planning distnbution networks.
This was the case in Uganda and Zimbabwe, where family planning programs possess important clinic
and CBD networks, yet socially.marketed condoms sold in the commercial sector were not available
in these networks.

Social marketing's use ofprivate sector resources could help bring new sldlls and technical support to
family planning programs. For example, commercial advertising and public relations organizations
could help family planning programs develop more effective communication strategies and programs.
In Zimbabwe, for example, the family planning organization has an impressive video and recording
studio which is underutilized. An example of more effective cooperation with the private sector
would be the loan of the facilities to local advertising firms in exchange for creative assistance in the
preparation of family planning lEe materials. Fma1ly, promoter/salesmen who are employed by many
social marketing programs to train retailers in order to improve knowledge of contraceptive methods
can also train retailers about the use of the condom and in lUV/AIDS prevention strategies. This
approach is being used in Uganda

See Appendix I for a brief review ofexperience with family planning and lUV/AIDS social marketing
in Africa and other relevant locations.

4.6 Condom Supp1)! and Logistics §ystem

• Both lllV/AIDS prevention and family planning programs need a sure supply of
product and a place to store it Greater integration of the commoditiesllogistics SJSteDIs of family
planning and mY/AIDS prograIm could provide a joint opportunity for improved forecating of
condom needs. Family planning could also benefit from the experience gained by many lllV/AIDS
prevention social marketing programs in the importation of low-cost, high-quality Asian brands.
Finally, some economies of scale might be gained through combining storage facilities.

Although greater integration with regard to coordination of condom commodity needs, warehousing,
quality control, and distribution makes sense, two realities may preclude immediate realization of this
goal: difficulties in estimating the condom needs of lllV/AIDS and family planning programs and
the inadequacy of most government logistics systems in sub-Saharan Africa.

Estimation of Condom Needs

The donor community has shown some concern about the growing demand for condoms to prevent
mv/AIDS. WHO has sponsored several meetings of an interagency group to grapple with this issue,
but as yet there is no clear understanding of who will be responsible for providing condoms in the
iuture. WHO estimates tiIat,ursattsfythe groWing demana rot condoms, an 8ddffiOnaIbillion uiuls
will be needed annually worldwide by the year 2000 at a cost exceeding $23 m.ilIion per year.
Shipments of condoms to the developing world, and in particular to sub-Saharan Africa, have been
increasing tremendously during the past few years. USAID, the principal donor of this product,
provided about 30 million condoms to African programs in 1985, and for the year 1991 the shipments
to the area increased to more than 150 million.

Several models l:ave been developed to estimate the amount of condoms needed for mY/AIDS
prevention programs. Estimations based on two of these models for 14 sub-Saharan countries show
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that the differences between the amount supplied and the estimated figure are quite large (see
Appendix H). Further, there is little knowledge of how well the condoms in those countries have
been used; on the contrary, there is some indication that they may not have been used. The case of
Zimbabwe is a good example: the specific prevalence rate from the 1988 DHS for condoms was 1.2
percent; the prevalence rate obtained from CYPs generated by the condoms supplied in that year was
9.6 percent. Although it is difficult for a DHS to verify actual condom use, this degree of difference
must raise some concern.

In addition, the number of family planning and IDV/AIDS programs in sub-Saharan Africa is
expanding rapidly, creating an illusion of demand. For eDIl1ple, among the 33 institutions working
in family planning and lllV/AIDS prevention programs in Uganda, 18 were either created or started
their involvement during 1992 The new outlets and regional warehouses have to acquire stock for
the first time to feed the pipeline; this does not reflect actual use. Distribution may reflect use once
the program becomes fully operational and clients are demanding the condoms on a regular basis.

Logistics Systems

In family planning programs, contraceptives are made available through government logistics systems.
IDV/AIDS projects usually have a parallel distribution system or are integrated within the existing
government logistics system for all contraceptive methods. Social marketing programs have their own
logistics systems.

Most government logistics systems are experiencing several problems: 1) Because of delays resulting
from clearing contraceptives through customs, it can take from 3-24 months for consignments to be
available at the central warehouse (considerably reducing the shelf-life of the contraceptives). 2)
With few exceptions, facilities, particularly in the public sector, are inadequate. The central medical
stores where contraceptives are usually stored are often inadequate to guarantee product quality.
Staff fail to maintain good records and to follow a first-in, first-out supply system, and insufficient
transportation is common. 3) Personnel at almost all levels are not well trained to provide good
supervision and sound management ofcontraceptives. All of these problems yield frequent stock-outs
and expired contraceptives including condoms at almost all levels of the distribution system.

The establishment ofsocial marketing programs may increase the capacity ofcountries in sub-Saharan
Africa to distribute condoms. Some countries (e.g., Zaire, Cameroon, cate d'Ivoire) claim success
for their social marketing programs; these programs in other countries (e.g., Zimbabwe, Uganda,
Ghana) are experiencing difficulties.

--- ::-

4.7 Research and Analysis

-Resemh Topics

• Some particularly important raearch topics are of interest to both lID/lAmS
prevention and family planning programmers and hfie a direct bearing on integration of activities.
Topics include, among others, research on adolescent sexuality and sexual behavior; referral systems
and the effective implementation of infection control procedures; and different methods of disease
and pregnancy prevention, including female barrier methods (see Appendix K for a more
comprehensive list of research topics.)
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.Ado~t Selliality and Scmal Behavior

There is an urgent need for practical, focused behavioral research on both mv/AIDS prevention and
family planning, in general, and especially with regards to youth. This includes research on adolescent
sexuality and sexual behavior and condom use. More needs to be learned about the individual and
social pressures influencing the sexual behaviorr of adolescents in different settings and the economic
pressures influencing the issue of girls and boys providing sexual favors to older men and women in
return for financial support.

Referral Systems

Effective referral systems (for counseling, HlV testing, SID diagnosis and treatment, and family
planning services) is important in countries sUI:h as Uganda, where it may not be feasible or desirable
to fuUy integrate family planning, STD, and mv/AIDS activities. Operations research on ways to
design and optimize the functioning of refeml systems should be a top priority in such settings.
Methods for monitoring these systems and for assessing their effectiveness need to be fine-tuned
and/or developed.

Infection Control

Infection control is an important issue for family planning, STD, and mY/AIDS prevention programs.
Oients and p.roviders must be protected from the potential risk of mv and STD infection.
Operations resc.~rch is needed to develop methods for ensuring that procedures for infection control
are consistently implemented.

Diseue and Pregnancy Prevention

Additional research concerning different methods of protection is needed. For example, the relative
risks of methods which are more or less effective at pregnancy prevention and disease prevention
should be analyzed per community. With regard to barrier methods, there appears to be a large
demand in Uganda imd in other countries for female-controlled methods that will provide protection
against mY/AIDS. Acceptability and efficacy trials with the female condom and other female­
controlled methods should be considered by interested communities, especially if costs can be
reduced. Ongoing local research concerning knowledge, attitudes, and practices about male condoms
(such as that being conducted in Uganda) is extremely important and should continue. More research
on local conditions and condom quality is also urgently needed.

Another issue is that concerning the use-effectiveness (for disease prevention and contraception), the
cost-effectiveness, and the acceptability of the simultaneous use of two contraceptive methods in
contrast to the use of only one mechanicml or chemical barrier method. 'Ibis issue will be different
---~eu:-- --"'~--u!d ~ .......,-_!"'--_..1 lueally tnt ..Lu_ imp'- - .! - ..,- - faillilyp'--- . -- -0-(- u" FE" is LLl1l6 aDU ..u"...... u... -.uW1UC1CU" _" unr.sc- lClllcnLmg UlC lanmng pi g awe

mv Status and Attitude 1toward Family Planning

A topic of interest to both H1V/AIDS and family planning programs is the relationship between an
individual's mY status and his or her attitudes concerning family planning.
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Imohement of Traditional Healers

More studies are needed on ways to involve traditional healers in both family planning and
IDV/AlDS activities, such as those being conducted in Zimbabwe and Uganda. Those programs
testing the feasibility of using traditional birth attendants and traditional heaiers to educate their
communities about IDV/AIDS prevention and family planning and/or to distn"bute condoms should
be continued and expanded upon. Operations research on utilizing family planning CBD workers as
IDV/AIDS educators should also be considered. In Zimbabwe, voluntary lfiV/AIDS educators in
the workplace appear to have been quite successful at educating their peers. The potential for
utilizing these educators as family planning motivators in the workplace could be explored further in
operations research studies.

SuneiUance and Health Infonnadon Systems

More information is needed about the incidence of STDs and IDV/AIDS in the population.
Surveillance and health information systems need to be expanded or developed to provide
information to managers and policy makers responsible for designing, monitoring, and evaluating
effectiveness of health services. Information about the incidence of reproductive tract infections and
IDV/AIDS among women attending ante-natal and family planning clinics and on relevant sexual
behavior could be collected by adding a reproductive tract infection-IDV/AIDS component to existing
data collection instruments, such as the demographic and health surveys. The module would contain
questions about recurring and new infections, use of condoms for disease prevention, and number
of sexual partners and would need to be complemented by physical exams and laboratory tests. One
limitation of the DHS ;,S that in its present form, it is primarily designed to analyze information about
married women of reproductive age and information is needed about the rest of the population,
especially adolescents.

Evaluation Methodologies

Although there are common methods for evaluating family planning, STD, and IDV/AIDS prevention
programs such as knowledge, attitudes, and practice (KAP) surveys, condom sales, SID reinfection
rates, and teenage pregnancy rates, more appropriate ones need to be developed.

Economic Analyses

• Another area of interest to both HIV/AIDS and family planning progt'8D • the use
of ccooomic aualyses in both resource aL1ocation aDd program evaluation. Population and health
initiatives, new or established, compete for limited resources. This competition has required decision
makers to seek tools to aid them in allocating resources and choosing among competing program
alternatives. Economic tools, such as cost-benefit and cost-effectiveness analyses, have been developed

--to-aittinthis plucess.Tht:sc-two-appIOach(;$I'Ciate pluglaill~w piOgfilw uutpuU Of benefits.
Although there are debates about methodological issues such as valuation, discounting, and
differential weighting for time, age, andsocial preference, these assessments are becoming increasingly
influential criteria for both resource allocation and program evaluation.

Cost-effectiveness methodologies have been used to evaluate both family planning and IDV/AIDS
prevention programs. One of the advantages of cost-effectiveness analysis for the evaluation of
health and population programs is that the benefits or "effects" of a program can be described in non­
monetary terms. Cost-benefit analysis, by contrast, requires that aU benefits be expressed in monetary
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terms, meaning that a monetary value must be assigned to benefits such as averted death, illness, or
pain. Cost-effectiveness analysis circumvents the value judgements imposed by cost-benefit analysis
and allows programs with similar objectives to be compared on the basis of a single, appropriate cost­
effectiveness ratio. This methodology requires that the various benefits of a program be combined
into a single measure of effectiveness linked to program impact or outcome objectives. For example,
if a disease prevention or treatment program seeks to reduce mortality and morbidity in the target
population, the observed effects may be combined into a single measure such as healthy years of
productive life gained. The cost-effectiveness ratio would be expressed as programmatic C1)St (in
monetary terms) per healthy year of productive life gained. Family planning programs may use a
different measure of impact, such as percentage increase in contraceptive prevalence, and calculate
accordingly the cost-effectiveness ratio as programmatic costs (in monetary terms) per couple
contracepting.

Integrated programs will face the challenge ofdealing with multiple and possibly non-commensurable
outcome objectives. A single measure of program impact is unlikely to be adequate for program
evaluation and alternative strategies will need to be identified. Simple solutions to the problem of
evaluating integrated programs in economic terms may not be adequate. An apparently simple
approach could be the measurement of tr3ditional family planning and IDV/AIDS prevention
outcomes separately with separate attributions of cost. This "dis-integration" of combined programs
at the time of evaluation could significantly obscure the unique benefits to be derived from program
integration. If integrated initiatives are to be successful in establishing their efficiency and competing
with alternative formulations for health :>romotion, considerable attention will need to be focussed
on this issue.
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5.1

5. Integration of SID Control with Family Planning
and IDV/AIDS Prevention Programs

Integration with Family Planning Programs

S1Ds can lead to such reproductive health problems as pelvic inflammatory disease, cervical cancer,
infertility in women, and blindness in children born to infected women. In many developing countries,
S1Ds rank among the top five diseases for which health care services are sought.

The incidence of SlDs may have a negative impact on family planning programs at the community
level because, in addition to their impact on women., reproductive health, S1Ds may create the
perception of a contraceptive side effect. STDs also may act to diminish willingness to delay initial
childbearing or to space births in a community because of the fear of SID-associated sterility.

Currently feasible areas of integration into family planning programs include symptom-based
diagnosis; simple, low-cost tests for identifying STDs; education about STDs and HIV/AIDS and
counseling about condoms; partner notification; training family planning workers about SlDs and
HIV/AIDS; referral systems; and development of tailored STD management guidelines. SID
prevention includes curative treatment because treating an infected person means that future
transmission of STDs to other individuals is also prevented. An international STD Diagnostic
Network of leading experts in the field of SID research and control was formed in 1990 to facilitate
the development of inexpensive, simple, and rapid diagnostic tests that can be performed easily and
quickly by health care workers in a village setting.

The potential benefits of incorporating SID control activities into family planning programs include
improved quality of family planning services, increased accessibility ofservices for youth and men, and
decreases in unwanted pregnancies and disease with the more effective use of condoms. Improved
referral and treatment services can result in the improved functioning and credibility of all services
involved.

Many family planning programs already include some components of SID control in their curricula,
service delivery guidelines, and training programs. For a number of reasons, however, the impact of
these integrated activities has not been determined.

Some family planning program managers assert that they provide "integrated- STD-family planning
services which include SID prevention, screening and/or diagnosis and treatment. In some cases,
integration means referral to SID clinics and other treatment facilities. In a very few cases, family
planning programs are attempting to provide diagnosis and treatment on site. In other cases,
uilegrati6ri bas taken'place iri-nameonly. .. ...- -

•

5.2 Integration with HIVLAIDS Programs

•

The presence of STDs, particularly genital ulcers, may enhance the transmission of HIV by as much
as fifty-fold in a single act of intercourse. At the same time, HIV infection can prolong the course
and increase the severity of many STDs. Bacterial STDs, which include chancroid and syphilis (the
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... primary bacterial SIDs causing genital ulcers), gc.norrhea, and chlamydial infection, can be cured.
Diagnosis and treatment, as well as prevention of bacterial SIDs, are important both as an
mY/AIDS prevention strategy and as a reproductive health strategy. No cure is available for
mY/AIDS or for other viraI SIDs; prevention, therefore, is essential to their management

Efforts to prevent and control STDs have the potential to reduce the transmission of mY as well
as the after-effects and secondary results (such as pelvic inflammatory disease and infertiIity) ofSID
infection. Recent analyses have shown the relative low cost of many interventions to prevent S1Ds
and their after-effects or secondary results in comparison to other widely accepted health
interventions such as childhood immunization (GlobalAccess t'J STD Diagnosis, 1992; Germain et aL,
1992; and Over, 1990).

AI.D.'s mY/AIDS prevention strategy includes sro diagnosis and treatment as one of its primary
components. SID diagnosis and treatment have been added to mY/AIDS prevention programs in
Burkina Faso, Burundi, Cameroon, Kenya, Mali, Niger, and Zimbabwe. AI.D.'s programs are
designed to target SID interventions to core groups whose behavior puts them at high risk,
urban/high density areas with high SID prevalence, and symptomatic individuals in urban/high density
areas. These targets are selected for SID intervention because they represent the vector for spread
of SIDs to the general population and are thus the most efficacious intervention point. In most
countries where resources for the diagnosis and treatment of S1Ds are extremely limited, AlD.
encourages strategic interventions that target these high-risk groups. Where funds and medical
resources are more plentiful, AI.D. supports the introduction of broadbased diagnosis and treatment
ofSIDs.

5.3 Constraints to Integration

Some of the most important constraints to integrating STDs into either mY/AIDS prevention or
family planning programs are related to the limitations of SID control activities. Perhaps the two
most important limitations are the lack of low-technology methods for diagnosis and treatment
(especially for women) available for use in low resource settings and the logistics and high costs of
diagnostic supplies and treatments. Other constraints include a lack of trained personnel; the
weakness or lack of referral systems, in combination with there being few functioning STD programs
in existence; the difficulty of implementing partner notification systems; and the weak or nonexistent
surveillance systems for identifying who has S1Ds and which STDs they have.

••

•

42 ."



6.1

6. Host Country and AI.D. Management Considerations
and Project Design and Implementation Issues

Host CountJy Management Considerations

.-

Host country management considerations concerning the integration of family planning and
mY/AIDS activities include the following:

• In most countries, much of the health sector activities are donor driven or funded.
An effective integration of family planning and InV/AIDS-related activities would therefore require
the coordination and cooperation of multiple donor agencies, which has proven to be problematic
in the pasL

• Considerations regarding economic structural adjustment program may prevent
changes in the MOH or civil service that would be required ~o run an integrated program effectively.
This situation could arise because of restrictions imposed with regard to the establishment of new
posts in the MOH or in reassigning personnel to new positions.

• In many countries, it is difficult to identify local organizations with the organizational
and technical capabilities to implement either family planning or InV/AIDS·related projects (e.g.,
COte d'Ivoire, Tanzania, Zambia). Given this general organizational and infrastructural weakness and
that many organizations are already functioning at or beyond their absorptive capability, integration
could result in overloading the few viable and functioning organizations.

6.2 A.ID. Manag~mentConsiderations

USAID Missions

USAID management considerations concerning the integration of family planning and mY/AIDS
activities include the following:

• There is not a consistent, clear understanding at the missions (reflecting some
differences in AI.D.lWashington as well) as to a) the continuing importance of population programs
as well as mY/AIDS programs; b) the readiness of AI.D.lWashington to accommodate both these
priorities separately or in an integrated fashion in strategic planning; c) the flexibility of
AID.lWashington and central project contractors to respond to host country initiatives and priorities;
_1lnc:!!:I1JI!~.iInPOrt!l_Il~<?.( c:levating b~th.popul~tion and myIAIDS concerns in policy dialogue with
host country officials.

• There is an overall shortage of mission health, population, and nutrition officers
throughout sub-Saharan Africa, as well as a shortage of technical backstopping capacity in
AI.D.lWashington. Integration may place an additional management burden on missions in that
AI.D. Bureaus are "compartmentalized" and are not organized to facilitate an integrated approach.
As integration is a new process, additional effort will be required to design and develop new
integrated projects and programs.
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• The design and monitoring of effective integrated projects requires a much greater
knowledge about local capabilities and constraints than missions generally possess. This is one of the
reasons many programs have been designed as vertical programs. Therefore, additional technical
personnel with more knowledge of local situations would be required if integration is to succeed.

• There may be a tendency among USAID contractors, as well as Health, Population,
and Nutrition Offices, to view an integrated project from their particular area of expertise, i.e.,
emphasizing either the population or the HIV/AIDS aspect of the project rather than implementing
the project in its truly integrated form.

A.LDJWashington

As ALD. continues to move toward a fewer number of "mega-projects" (those in which all activities
are under the direction of one Cooperating Agency), integration beComes more of a necessity.
Integrated projects will, however, require unprecedented levels of cooperation between the Bureau
for Africa, the Offices of Population and Health in the Bureau for Research and Development, and
field missions to resolve many issues, including the following:

• The question ofwho will pay for integrated programs (Office of Population or Office
of Health core funds or Development Fund for Africa) and what mechanism and mix will be used
for co-funding;

• The question of how funding will be attributed against separate earmarks and targets
(even though the Development Fund for Africa provides greater flexibility, congressional targets
relating to the fund still separate. family planning and HIV/AIDS activities);

• The question ofwhether integrated programs will be compatible with A.I.Do's existing
system of strategic objectives and targets of opportunity under the "focus and concentrate"
restrictions;

• The realization that the need to develop new indicators assessing program impact and
the increasing pressure on missions to assess short-term "people-level impact" may deter the initiation
of new innovative and integrated programs; and

• The question of how integrated programs will resolve the potential conflicts between
AlD. priorities as determined by "AIDS emphasis countries" and "population priority countries."

In addition to the separate management considerations of AI.D.lWashington and the field missions,
there may exist a basic conflict as to who will design and implement integrated projects. For example,
as stated earlier, there tends to be a major difference in target groups between mv/AIDS projects

._.__ " : " : r. I~ " " : ~ nrn,. "f u " : ,. t .."'l1., ht.." " lOn..t ,.t"......_.sa au-~ atnrna" vn- nntO'W """'"'SU-V"V7 -anr -....-_&~-.---a&j."~ • .
- with those designed by the Office of Health targeted toward high-risk core groups and those
designed in the field targeted toward a more general population.

6.3 Project Design and Implementation Issues

The fonowing issues need to be considered when developing an integrated family planning-mv/AIDS
program. The list is not exhaustive and therefore should not serve as a detailed "road map." It is
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intended to highlight important issues that should be taken into consideration during thl~ design
process.

• Because of the "leading edge" nature of integrating family planning-HIV/AIDS
activities, it will be important for missions to consult with Bureau for Africa/ARTS, Office ofHealth,
and Office of Population staff with regard to the latest information and guidance before b(~ginninp,

design.

• The contractors chosen to implement programs should be those who are capable of
canying out both family planning and HIV/AIDS activities or those who are willing to work with
other contractors in a coordinated and integrated manner.

• Special attention needs to be given to evaluation.

• It will be important for all project designs to include a focus on youth-oriented
activities (or explain why such a focus is not included).

• All design teams, whether for family planning or HIV/AIDS projects, should include
a person whose concentration has been in the other field so that areas of coordination can be
included.

• For those' programs that were initially designed with little or no
coordinationrmtegration of activities, there will be a need for a system of periodic reviews to identify
places in which coordination could be expanded. This will1"equire sufficient project flexibility to allow
modification of activities during the life of the project. A step-by-step or "rolling design" approach
would be most effective in overcoming obstacles and constraints as encountered.

• Although the "mega-project" type of project may appear to be easier to administer,
a well·coordinated and integrated approach implemented by appropriate contractors, utilizing the
comparative advantages of each, would be the optimal design.

• Project design will need to analyze the respective strengths and weaknesses of each
program component (i.e., family planning and HIV/AIDS) so that complementarity can be achieved
in implementation (see Appendix L for a checklist to assess family planning and InV/AIDS programs'
potential for integration).

.
• The use of the non-project. assistance mechanisms should be considered an

appropriate approach in the integration of family planning and HIV/AIDS efforts, especially in
promoting policy development and for ensuring coordination within and among ministries.

Sunder this mechanism, a host govemment and USAID jointly agree to a set (or sets) of conditions precedent and to
the dollar amounts to be disbursed to the government upon tbe successful fulfillment of the conditions precedent.
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7.1

7. Constraints to Integration of Family Planning,
lllV/AIDS, and SID Activities

Constraints at the Policy Level

• In most sub-Saharan African countries, the MOR is one of the weaker ministries and
generally does not possess the institutional capacity to undertake the crit.:cal analyses required to
design and implement successful integration of programs.

• There is often a gap in knowledge and understanding between local family planning
and mY/AIDS programs and the priorities of donor agencies. This can result in donors' imposition
of !:'2ppropriate and sometimes unwanted activities on countries as well as missed opportun.:ties to
pnMd(~ needed support for innovative local initiatives. A good example of this situation is the
dichotomy between the apparent policy on lllV/AIDS prevention ~nd control in AID./Washington
and that expressed in sub-Saharan Africa by host country personnel and staff at USAID missions.
The AID./Washington position focusing more on specific core group, high-risk target populations
inhibits integration with family planning programs which target couples of reproductive age. The
opinion in sub-Saharan Africa is that HIV/AIDS is much more affecting the general population,
making integration with family planning more rational.

• Many donor organizations lack the flexibility within their bureaucracies to provide
support across program lines, thus reinforcing the tendency towards maintenance of vertical
programming structures within national programs.

• The policy commitment necessary to mobilize support for family planning or
InV/AIDS programs has not been forthcoming at the highest echelons of most national governments
in sub-Saharan Africa.

• Existing family planning and mY/AIDS programs are already short of both human
and financial resources and most governments have few, if any, additional resources to contribute.
Most health care providers have insufficient time for clients as it is without increasing their burden
and further reducing the quality of services provided.

• Perceptions of family planning and HN/AIDS solely as health issues, rather than as
a combination of social, economic, and health issues, restrict the ability of these programs to draw
support from other, often more affiuent and influential sectors such as business and labor.

• In few sub-Saharan African countries have private sector organizations developed the
strength necessaly iorefiective famiiypianning programs, to say nothing of their capaCity to take On
added responsibilities in mY/AIDS programming.

• Economic structural adjustment policies hinder, if not prevent, implementation of the
changes necessary to successfully integrate programs.

• The term "integration" carries negative connotations for some development
professionals, particularly many of those working in family planning who have seen integrated
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MCHIFP efforts give inadequate attention to family planning in the midst of competing health care
priorities.

• Special interest group:» (such as conservative religious organizations) in manycountries
can offer opposition to promotion of either family planning or use of condoms for lllV/AIDS
prevention.

72 Constraints at the Programmatic Level

;

• Insufficient supplies of commodities and resources needed to operate either family
planning or lnV/AIDS programs (e.g., condoms, pharmaceuticals, IEC, and transport) hinder
successful program implementation and reinforce tendencies not to share resources across program
lines.

• Limitations of in-country logistics pose critical problems even in the presence of
adequate supplies.

• Although young people are a target group that could benefit greatly from integrated
programming, neither lnV/AIDS nor family planning programs have developed effective approaches
to this group. In large degree, this is also true of efforts aimed toward men.

• Integration may pose a threat to entrenched interests within bureaucracies, who might
consequently resist such approaches or implement them half·heartedly.

• Insufficient behavioral research has been carried out in both family planning and
mY/AIDS prevention concerning community-level perceptions to allow the development of quality
lEC that can motiva~ positive behavior modification. Integration of family planning and IDV/AIDS
messages might only complicate this situation.

• It has been extremely difficult to develop valid evaluation protocols for measuring the
impact of lllV/AIDS prevention activities. This lack of valid protocols may hinder integration.
Similarly, the limitations of cost-accounting/cost-effectiveness analyses inhibit decision making for or
against integration on these grounds.

• Western medical bias that restricts health service:; to delivery by medically trained
providelS inhibits the provision of services through existing community resources such as traditional
healelS, traditional birth attendants, and fieldworkelS who are already in a position to reach and
influence people. Many programs have had difficulty organizing sufficient training for either

..... HlYJAIDS prevention.or femily planning.programs•.. Adding the requirements for cress training in
the other discipline could present on even greater challenge.

• Perhaps the two most important limitations to integrating STDs into either lnV/AIDS
prevention or family planning programs are the 1:lck of low-technology methods for diagnosis and
treatment (especially for women) for use in low-resource settings and the logistics and high costs of
diagnostic supplies and treatments. Other constraints include the lack of trained pelSOnnel; the
weakness or lack of referral systems, in combination with there being very few functioning STD
programs in existence; the difficulty of implementing partner notification systems; and weak or
nonexistent surveillance systems for identifying who has STDs and which SIDs they have.
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• Referrals are an important component of integrated family planning and lDV/AIDS
activities. Existing mechanisms for handling referrals are, however, minimal to nonexistent and in
some cases there are no places to which people can be referred.

• The concentration of technical and economic resources in urban areas limits the ability
and willingness of programs to make the effort required to serve people in rural areas, where the
majority of the population in most sub-Saharan African countries l!ves.

• The technologies for contraception and for prevention ("f H1V/AIDS are not fully
compatible. No policies have yet been developed to address the issue of whether two family planning
methods should be used at once to ensure prevention of pregnancy and protection from mY.

• Non-targeted, free distnoution of condoms by either the organized IllY/AIDS or
family planning programs can work against utilizing the resources of the private sector to promote
condom use and availability.
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8. Conclusions
,...
.-

Policy

1. A review of the estimates being made of the probable impact of the mv/AIDS
epidemic on demographic factors in sub-Saharan Africa suggests that the epidemic will have a tragic,
and in some ~es a drastic, impact on families and whole societies, with significant reductions in
population growth rates and changes tu de'allographic profiles. The consensus among most
demographers is that although the impac~ of AIDS on future population growth will be significant
- approximately one percentage point - the rate ofgrowth will continue at a high level. In any case,
population and family planning programs remain vital c:lements in achieving needed improvements
in family health ant1 welfare as well as being essential for economic development. Any lack of
appreciation of this situation within the develo!'ment community could further delay support for
strong family planning programs in sub-Saharan Africa and could impede attempts to integrate
mv/AIDS concerns with those of family pl?.nning.

2 In order to avoid any delay of support for strong family planning programs or any
impediment to integration of mv/AIDS and family planning, it is important that ALD.lWashington
articulate a concise statement on the demographic impact of IllV/AIDS in sub-Saharan Africa that
highlights the need to continue support for population/family planning activities, both for
demographic growth and family health and welfare reasons.

3. Experience with successful efforts at integration offamily planning and other maternal
and child health concerns in Zimbabwe and Botswana suggest that under the right conditions definite
benefits can be gained from integration of certain elements of mv/AIDS programwing with that of
family planning.

4. Some degree of integration seems inevitable in any country in which the mvIAIDS
epidemic has begur! to affect people's lives. The questions to be resolved are when, where, and how
to integrate, and when a combination of effort will playa useful role in promoting pr"6fam goals.

s. Effective integration will require strong policy support for both family planning and
HIV/AIDS programmatic elements by govemment and private sector organization decision makers.
This will need to include recognition of mutual benefits, the mutually supporting roles of each
element, and the contribution that ~ach must make to the other. This recognition must be articulated
to and shared by all levels of personnel in the programs.

6. Dependence on donor assistance is impeding national commitment to both family
-----.- ....-- .. "pfaiiiiiligaridffiVTAIDS programS. Stibsblrifialpolic}idiaIogue iSsiill requiredio secure·thekiridor .

commitment that is manifested by national investment as well as strong national leadership in program
planning and implementation.

7. Successful integration of family planning and InV/AIDS activities will require
resolution of the dichotomy between the apparent policy on :arv/AIDS prevention and control in
A.I.D.lWashington which is perceived by field personnel to focus more on specific core group, high­
risk target populations and that expn:ssed in sub-Saharan Africa by host country personnel and staff
at USAID missions which targets a broader, general population.

IL
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8. Integntion of family planning and HIV/AIDS prevention activities must be selective,
country and situation specific, and must emphasize coordination of efforts rather than a complete
merging of program operations.

9. Country-specific decisions will largely be determined by the relative strengths or
weaknesses of the policies and programs of a country's family planning and mv/AIDS institutions
and the stage of maturity of the programs. Realistic appraisals must be made of the need for
increased financial, physical, and personnel resources required if increased activities are to be
undertaken.

10. USAID missions in sub-Saharan Africa need more flexibility to be able to combine
family planning and mv/AIDS activities within one strategic objective and thus be able to support
local initiatives towards integration.

11. Traditional methods of analyzing cost-effectiveness are not appropriate or adequate
for dealing with integrated programs having non-integrated objectives.

12 Any form of integration that involves massive movement of resources, either human
or financial, is more likely to weaken rather than strengthen program performance.

13. The contribution of the many private and international agencies and bilateral donors
is not to be underestimated in what they bring either to family planning or mv/AIDS programs. They
are a source of expertise, innovative approaches, support in seeking policy change, and they provide
important financial and human resources. They are generally amenable to integrated approaches and
Can be expected to be helpful partners and/or leaders in seeking areas for more integrated
programming.

14. With the multitude of donors and Cooperat.ing Agencies in family planning and
HIV/AIDS programming, the requirements for coordination are apparent. There are instances in
such countries as Uganda where, despite good efforts, the coordination required for effective
integrated programming is yet to be developed. Coordination at its best will facilitate efforts and help
to avoid duplication of effort. At its worst, it·becomes restrictive and stifles initiative.

IS. The present medicallhealth orientation of both family planning and IDV/AIDS
programs is constraining their coverage and effectiven~iS in addressing these serious societal
problems. This orientation needs to be countered by a recognition that both family plannh.~ ~nd

mv/AIDS affect and are affected by socioeconomic conditions beyond the field of health such as
the status of women, general poverty and deprivation, education, and job opportunities.

Service Delivery

16. It would be imprudent to depend on either the logistics, service delivery, or lEe
capacity of present family planning programs in much of sub-Saharan Africa for substantial
contnoutions to the mv/AIDS program. Only as the family planning programs are strengthened in
specific joint activities with HIV/AIDS can they make an effective contribution.

52

r



j-

17. Those designing and implementing both family planning and IllV/AIDS prevention
programs need to have an understanding of the local culture and need to be aware of the individual,
familial, and societal pressures that affect an individual's sexual behavior. There is a need for
increased involvement of African expertise, especially in this area.

18. A particular benefit of integration of HIV/AIDS and family planning activities would
be a greater focus on reaching youth and men.

19. As an increasing percentage of those using anonymous IDV-testing centers are either
couples or individuals attending the centers immediately before marriage, these centers appear to be
a particularly useful location to include information and services for family planning.

20. Referral of clients for other appropriate services is a simple, yet potentially useful
fmE of integration. In most settings, however, effective mechanisms for referrals are nonexistent.

21. lllV/AIDS and family planning programs both can benefit from efforts to establish
and enhance service delivery capacity, such as introduction of family planning and lllV/AIDS
prevention into workplace, social marketil'g, and other programs.

22. Traditional healers and traditional birth attendants represent a potential resource for
provi:iion of information and education about HIV/AIDS prevention and family planning as well as
provision of condoms, given their prominence within African society. They could also play an
impol1tant role in offering diagnosis and treatment of sros, if given proper training. Lack ofsuccess
by fam.ily planning programs to date in utilizing this resource should be recognized in developing
experimental plograms.

23. To be effective, both family planning and HIV/AlDS programs need to cultivate strong
and positive relationships with the community. Services wiD reach more people if they are expanded
beyond the confines of the clinic and taken into the community.

24. lllV/AIDS prevention programs have moved more aggressively than family planning
to involve the community in the delivery of services. Integration would facilitate utilization of these
channels for family planning.

25. Family planning programs stand to benefit from the community participation and
outreach strategies being utilized by IDV/AIDS programs more than the latter benefits from the
clinical services provided by family planning.

26. HIV/AIDS prevention and family planning activities clearly overlap in terms of
reducing the risk of pregnancy for HIV-positive women. There are very different perspectives,
however, between the two programs in terms of what constitutes effective contraception. . The

--'--'amdom;-whtcila- me- mOSt 'eftectiVe-metfiod (0 reouceHIV-transmiSSion,-- is --not ·coriSideroo-a
particularly effective method of family planning. The dramatic increase in condom use for HIV/AIDS
prevention needs to be analyzed in terms of its potential to increase contraceptive prevalence.

Training

27. There is a tremendous need for more and better training of service providers in both
family planning and HIV/AIDS. However, in times of economic structural adjustment, civil unrest,
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drought, and the like, which are affecting most countries in sub-Saharan Africa, it is questionable
whether this need can be met given the declining economic situation in most settings. It is important
to be realistic in terms of what service providers can be trained to do under these constraints.

IEC

28. A combination of mass media and interpersonal communication which are related and
mutually supportive would be the most effective means of creating general awareness of lflV/AIDS
and fostering changes in behavior.

29. Although it would be both appropriate and useful to provide some level of integration
of lEe programs for HIV/AIDS and family planning, it is not necessary that every message and
activity within the programs be integrated.

30. Although it s important to design and target messages for specific audiences, care
must be taken not to marginalize or stigmatize these target groups or create unfavorable reactions
among other important target groups.

31. Drama and music have proven to be useful channels for IEC, for both family plannhlg
and lflV/AIDS prevention. They are highly appropriate in sub-Saharan Africa where the oral rather
than the written tradition of sharing knowledge still predominates. They can also be particularly
useful in areas where literacy is low.

32 It is frequently noted that IDV/AIDS has made it easier to talk about family planning.
There is still a long way to go, however, towards dealing openly and frankly with issues such as
sexuality and gender roles - especially in areas where conservative voices inhibit this discussion with
youth as well as the advertising and public promotion of condoms.

33. IEC efforts are only effective when the services they promote are appropriate for
clients' needs, readily available, and of good quality.

STDs

34. Although the importance of STDs' is recognized (including the additional difficulty of
diagnosis and treatment of female SIDs), and a number of countries are attempting integration of
S1Ds with family planning and HIV/AIDS activities at the policy level, little is actually happening in
terms of services.

3S. Although cost issues related to condom supply are being widely discussed, the lack of
low-cost, easy-ta-use methods of diagnosis and treatment of STDs has been largely ignored.

~-"-'-"'-.'"- ••---.•.,-- ••••".-'-- ••-.-.-.- ,,-. --.~._ .• _. .--_ .••__• ._._, T' ,". __

Commodities Supply/Logistics

36. There is no real knowledge to date as to how to project the need for condoms.
Conflicting estimates are apparent at all programming levels. This key HIV/AIDS prevention and
control element is receiving fragmented and inadequate attention from national programs and the
donor community. The issue of how many condoms are required must be resolved in the context of
urgent decisions as to who will buy them, from whom, and when.
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37. More coordination and effective action are needed in condom distribution. This
involves the identification of target groups and the establishment of appropriate cost recovery policies
and distnoution mechanisms. In-country supply channels are generally inadequate to handle greatly
increased quantities. Condom coordinating committees, in which donors and distnoution agencies
discuss and decide policy, are one vehicle to help achieve increased coordination.

Social Marketing

38. Specific groups will always need free condoms, but many are best served through social
marketing programs which can make products widely available at affordable prices, even to the very
poor.

39. The potential for social marketing to link family planning with IDV/AIDS prevention
is considerab~e. The advantages of using social marketing as a bridge between the two goes beyond
a shared interest in the condom; important advantages also accrue in the overall policy environment
and through improved outreach strategies, strengthened institutional capabilities, and increased cost­
effectiveness.

Research

40. Both IDV/AIDS and family planning programs would benefit greatly from increased
research in human behavior, particularly with regard to sexuality, gender roles, and the economic
dependence of women.

Management

41. USAID management capability (i.e., numbers and qualifications of staft) is stretched
to its capacity in most cases. Increased programming and that of an integrated nature developed
through bilateral country programs will require more staff experienced in these areas.
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9. Recommendations

Policy

1. The Offices of Population and Health and the Bureau for Africa should prepare joint
guidance for USAID missions in sub-Saharan Africa which will

clarify the present and potential demographic impact of the AIDS epidemic and
emphasize continuing a strong population and family planning program, both for
family health and welfare and demographic/macroeconomic development reasons;

indicate the potential for integration of HIV/AIDS and family planning activities that
should be examined on a country-specific basis;

demonstrate how centrally funded. projects can be used to implement integrated
activities, as appropriate;

clarify the way in which the Bureau for Africa will review project implementation
documents to allow for flexibility for integration of HIV/AIDS and family planning
activities within the context of funding, strategic prioritization, management
considerations, and the limitations of present methods of cost-effectiveness analysis;

resolve issues relating to the dichotomy drawn between target populations in
mY/AIDS and family planning programming; and

elevate the priority to be given by USAID missions working with other donors in
policy dialogue with host countries to efforts to secure greater national financial
commitment and leadership for both family planning and HIV/AIDS programs.

2 Those designing projects either for HIV/AIDS prevention or family planningprograms
should carefully assess the potential for integration within these projects, articulating mutually
supportive objectives. Only in exceptional cases should these designs attempt full integration of the
two programs. They should initially focus on selective integration or coordination ofspecific activities
in which joint action is clearly advantageous and in which mass movement of human or financial
resources is not required.

3. In policy dialogue and project development, program leaders should look beyond the
health rationale for support of family planning or HIV/AIDS programs and the health system for
solutions. There must be greater recognition of the socioeconomic implications of both these
"'''"''hi....... "-Iftr1 ".."t.r i ..."..I.,_fttAftt in ."'_ .,,1...:,," "f ,1:,.,.:",I:"AC' "'~Ill'" ",. A,I..",,,,.:,,.. "",u"'I:,.. ,:;..........,..........,1...-_ _ - .. -r*.:u ._.aue ~6*.-••• ·.u i Vi 'tU"· U U,,'UU, -vs-.,cu'paaaawo D"W¥U'"aa-W_U.CiU""U,·~UUUU._,auv

social welfare, as well as the military, women's and youth organizations, and local government

Programmatic

Service Delivery

4. Program designers seeking to maximize the potential benefits of integration should
give first priority to those joint activities that lead programs outside of fIXed facilities, involve the
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community, and make services readily available and culturally sensitive through community-based
activities (e.g., CBD, workplace programs, social marketing, utilization of traditional healers, and
programs with youth organizations). African leadership must be fully involved in the design and
implementation of the program to assure its sensitivity to local customs and responsiveness to local
needs.

S. While not ignoring the particular needs of men and of women of reproductive age,
highest priority in integrated programming must be given to developing more effective programs to
deal with the needs of youth. This is clearly a high priority group both for lUV/AIDS and family
planning programs and is the logical first order of business for integrated programs which can
naturally deal with both program elements.

6. Program designers should also give attention to the potential for integration offamily
planning and HIV/AIDS activities both within clinics in the family planning program and within the
fixed facilities of the lllV/AIDS program (e.g., counseling centers). At a minimum, this would involve
greater attention to infection control in family planning clinics, the ability to answer simple questions
about lllV/AIDS or make appropriate referrals, and the ability to take HIV/AIDS into consideration
when explaining contraceptive options to clients. It would also include HIV/AIDS counselors being
able to explain the benefits and general methods of family planning to HIV/AIDS clients and to make
appropriate referrals. (Often the referral system itself will need to be developed.) To the degree
consistent with local capabilities and available resources, these activities would also include attention
to SID diagnosis and preventive treatment.

7. Collaborative efforts should be taken by family planning and HIV/AIDS program
managers to include family planning in the services offered to the increasing numbers of couples who
are making use of the lllV/AIDS anonymous testing centers.

Training

8. Regardless of the degree and complexityof integration planned, project designers must
give attention to securing adequate numbers of and providing training for program managers and
service delivery personnel. Since most HIV/AIDS and family planning objectives are associated with
modifying human behavior, communication skills as well as technical skills must be given appropriate
attendon. Family planning service providers should be equipped with enough basic knowledge about
IUV/AIDS to enable them to address their own concerns and those of their clients and to ensure
they practice safe clinical procedures.

IEC

9. Those engaged in family planning and HIV/AIDS programming should initiate a
dialogue to identify the points at which lEe campaigns could 'Je mutually supportive. Not all

~-_ ... --.. .. nlwsagc&3hould beintegl'ab.:dand- target audiences wilt-sometima di£fel'~'T'nere-'Shoukt,howc;~el,

be considerable overlap especially in messages to youth. Those messages for target groups "outside
the family" should neither stigmatize nor marginalize these target groups nor make concern for HIV
and/or use of the condom something alien to the family setting. lEe interventions should empower
people to make decisions and take action to modify their behavior.

10. Whether integrated or not, IEC campaigns should utili7.e both mass media and
interpersonal communication in mutually supportive ways. They should also be based on careful
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research on local perceptions and the realities of the individual and social pressures that determine
sexual behavior. They should make use ofculturally acceptable approaches such as music, community
drama, and involvement of local celebrities and should develop innovativt.= approaches to making
counseling more effective in the African context, in which individuals rar/.=Iy act on their own but
within a broader familial and societal context.

11. In light of the serious nature of the population/family planning and InV/AIDS issues,
programs must take every reasonable action to assure frank and open disc.ussion of human sexuality
and the dangers posed for adolescents by pregnancy and mv/AIDS. Thiis discussion should always
present the issues in ways compatible with the mores of the society and should include practical
advice for those who may already be sexually active with one or more partrJers. For this group, access
to publicized information about condoms and the ready availability of supplies must receive priority
attention.

12 Program managers must assure that thedevelopment ofadequate services accompanies
the lEC programs that are promoting them. These services must be readily available and of such
quality that the needs of clients who respond will be satisfied. The atte:ntion this requires to on the
job trainirig, supervision, and a good system of logistics should also a:iSure that lEC materials are
appropriately disseminated.

Research

13. A strong program of i'esearch should be developed, ,:specially as the potential for
integration gives more impetus to reviewing certain issues important to both family planning and
HIV/AIDS. These areas would include behavioral, biomedical, and operations research as well as
studies that are required more specifically for IEC and marketing programs. Attention must also be
given to developing better tools for cost-effectiveness analyses and evaluations of integrated programs.

Commodities SuppIy/Logistic:s

14. The donor community, together with host countries, must give highest priority to
finishing the work begun on rationalizing the projection of condom needs, purchasing the highest
quality condoms at the cheapest price, delivering commodities, and developing adequate procedures
for internal logistics and quality control.

Social Marketing

15. More emphasis should be placed on social marketing. Programs should be viewed as
having important benefits for both family planning and HIV/AIDS prevention. The creation and
development ofHIV/AIDS prevention condom social marketing prograIruI should be encouraged and
assisted by family planning organizations. A total country policy shoulid be developed related to
pricing and tv the targeted distrdnition of free eondotns.

16. Social marketing should be viewed as a cost-effective service delivery mechanism. In
developing these programs, however, such emphasis should not placed on financial self-sufficiency
that it leads to low sales and restricts' the ability to reach low-income populations. All condom social
marketing programs should price their lowest-price condom to be easily affordable to the target
population.

S9



STDs

17. Family planning programs should improve the sm and HIV/AIDS components in
their curricula, service delivery guidelines, and training programs for service providers. Although
additional diagnostics appropriate to the developing world are necessary for optimal assessment of
reproductive tract infections, currently available techniques should be utilized whenever possible.
Screening and treatment protocols should be developed per setting. If SID services are to be
incorporated into family planning or into any primary health care service, logistics systems for supplies
will need to be improved, and information management systems will have to be strengthened to
include information about SID clients. Potential areas for integration of family planning into sm
and/or IllY/AIDS prevention programs and vice versa include lEe activities, training, screening, and
referral.

Management

18. If increased programming for HIV/AIDS and family planning is contemplated and
especially if the programs are to effectively explore opportunities for integration in bilateral programs,
AlD. must strengthen its staff, especially at the USAID mission level. Vacant positions should be
filled, and new positions will probably be required in countries likely to increase their programming.
Similarly, AI.D. must continue to ensure a strong technical support capability in the REDSOs and
in AI.D./Washington to assist in the design and evaluation of these activities.

19. AI.D. should continue to be supportive of the many private and international
organizations that are in the family planning and/or HIV/AIDS programming arena. Increased
demands for coordination of efforts are outweighed by the contribution these groups make through
innovative approaches and their ability to work in areas that may be considered too sensitive for
government support.

20. The donor community, together with host countries, should increase attention to
coordination and information sharing, especially if there are to be attempts to bring two programmatic
elements together that are often supported by different donors. Care should be taken, however, to
ensure that coordination is facilitative and does not inhibit initiative.
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Appendix A

Scope of Work

Background

Projection models of the transmission dynamics of HIV/AIDS suggest
that AIDS is capable of significantly reducing popUlation growth
rates over a few decades. The disease is also believed to have
some impact on the dependency ratio of a popUlation. Under this
PIO/T, POPTECH will provide technical assistance for the
development of a strategy and recommendations for the inte~'ation

of AIDS activities into popUlation/family planning (P/FP) programs.

objectives

The objectives of this activity are to (1) assess the technical and
administrative feasibility and program implications for integrating
AIDS activities into established P/FP programs and (2) provide
strategic guidance and practical, appropriate advice to USAID
Missions in regard to ways in which P/FP programs can contribute
effectively to deterring the spread of the AIDS epidemic.

Scope of Work

The contractor will provide a team of 4 specialists to conduct the
stUdy on the implications of the AIDS epidemic for P/FP programs.
The team will be comprised of a Senior P/FP Advisor, a Senior
Medical Epidemiologist, an Information, Education and Communication
(IEC) Materials Development Expert, and a Health Care Planner.
Specifically, the contractor will:

review the literature on the demographic consequences of
AIDS in developing countries (this includes centrally
funded activities as well as bilateral);

a.dvise'onthe -extent: to which AIDS prevention and control
activities can and shoula be incorporated into family
planning programs;

develop ways in which AIDS information, education and
communication (IEC) can be incorporated into different
components of P/FP interventions;

• P ,II. . p I
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identify les~ons learned from P/FP programs which are
also relevant for HIV/AIDS prevention and control
activities;

propose approaches to involve family planning providers
in AIDS prevention goals with P/FP contraceptive goals;
and,

propose policies, directives, guidelines, and strategies
to REDSO/WCA for stimulating the development of
complementary activities with regard to HIV/AIDS and P/FP
programs in Africa.

Methodology

The team will interview key U.S.-based personnel involved in P/FP
and HIV/AIDS (2 days in AID/W) as well as World Health organization
(WHO) staff in Geneva (2 days). The team will visit four (4)
African countries which have existing family planning programs
and/or a serious HIV/AIDS problem to gather relevant information
through document reviews, in-country interviews and site visits.
At the completion of each country visit, team members will brief
the bilateral USAID Missions on their analysis of the situation and
issues. Countries suggested for team visits are Zaire, Mali,
Uganda, Rwanda, Cote d' Ivoire, and Malawi (subject to mission
interest and concurrence). REDSO/WCA will inform the contractor of
specific countries chosen at least 30 working days prior to
commencement of the study.

Reporting Requirements

The team will spend approximately 5 full weeks in the field (AID/W,
Geneva, four African countries) before returning to Abidjan where
the remaining time will be spent writing the draft report. A six­
day work week is authorized. All team members will participate in
drafting the report during week 6, and the team leader will
finalize the draft report before leaving Abidjan. A copy of the
draft report will be submitted to REDSO/WCA/HPN Officers and the
HIV/AIDS Advisor prior to the team leader's departure from Abidjan.
REDSO/WCA staff will provide comments to POPTECH within 30 working
days after receipt of the draft report, and POPTECH will edit,
~.i"",,' 01........ ... ~ ...............;~ ... 'D"C'nQt"\ ITAI"''1J, Y.• '; +-... , 0 "'0""'; ot:! o~ "''''0 ,..0po,.. w~ th ~ 1"··_··,·......."&&Q"...... cro- ~a - l!'aW"y~-·-..--~t' ...~ 'Y'r"............. .... 1:'------ _. ---- __ _ --~

30 working days of receipt of REDSO's comments.

The report, which is to be written in English, must address all the
items listed under the Scope of Work section of this PIOtTo
Annexes to the report should include, but are not limited to, a
bibliography, names and adaresses of persons contacted and
interviewed during site visits, and copies of any relevant policy
papers/guidelines currently being followed/proposed by countries
visited.
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Team composition and Qualifications

1. Senior P/FP Advisor (Team Leader)

Graduate degree in public health or related ii~ld and a minimum of
ten years experience in identifying, impl~'lT!entj,ng, managing, and
evaluating P/FP programs/projects in les~ developed countries,
preferably in Africa. In-depth knowledge of USAID procedur~s,

demonstrated leadership/management abilities and French fluency (S­
3/R-3).

2. Senior HIV/AIDS Medical Epidemiologist

Graduate degree in epidemiology. A minimum of ten years experience
in identifying, implementing and evaluating medical epidemiology
programs and a minimum of 5 years experience in HIV/AIDS,
preferably in Africa. J:n-depth knowledge! of mathematical anti
projection models and French fluency (S-3, R-3).

3. lEe/Materials Development Expert

Graduate degree in communications or education or related field and
a minimum of 10 years experience in the development and evaluation
of health education materials and programs. Previous experience
with HIV/AIDS and/or P/FP IEC programs and materials development is
very desirable. French fluency (S-3, R-3).

4. Health Care Planner

Graduate degree in pUblic health, health financing and economics or
related field and a minimum 10 of years experience in planning and
developing health care programs and systems in less developed
countries. Previous experience in P/FP programs and/or HIV/AIDS
and the ability to work in French.
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List cf Persons Contacted

WashiD.zton, D.C.
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James D. Shelt(;;~, Research
Mark Barone, Research
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Barbara Crane, Policy and Evaluation
Richard Cornelius, Policy and Evaluation
Willa Pressman, Regional Coordination
W"llliam Johnson, Regional Coordination
Bonita Blac}-burn, Commoclities and Program Suppon
carl Hemmer, Commodities and Program Suppon
Carl Hawkins, Commodities and Program Suppon
Bonnie Pedersen, Information and Training

R&DlHealth

Paul DeLay
lonna Trilivas

Mica Bureau

Connie Collins, AFR/ONIffPPI
William Lyerly, AFRIARTS
Jean Paul Cark, AFRIARTS
Raben Haladay, AFRIARTS
Lenni Kangas, AFRIARTS
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Tony Schwartzwalder, As.:;ociate Director for Programs/AIDSCAP
Nancy Williamson, Family Health International
David Sokol, Family Health International
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Peter Way

The Futures Group

John May

John Snow Inc.

Mario Jaramillo
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World Health Organization/Global Program on AIDS

Dr. Dorothy Blake, Deputy Director, GPA
Dr. S.E. Ekeid, Chief Office of Cooperation with National Programs
Dr. Stoneburner, Office of Research
Dr. Faustin Yao, Office of Intervention Development and Support
Mrs. Gunilla Ernberg, Administrative Support services
Ms. Eva Lustig, Condoms Management
Dr. Susan Holck, Planning and Policy Coordination

United States Mission

Donald Pressley, A.I.D. Representative
Harold Thompson, Health Attache

Zimbabwe

Blood Transfusion Unit

Mr. Muere, Deputy Director

UNFPA

Mrs. Y. Zenda

USAIDlHarare

Stephen J. Spielman, Deputy Director
Mercia Davids, Population Advisor
Robert E. Armstrong, GOO, Agriculture/Resources Management
Roxanna Rogers, Health Advisor
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Timothy Stamps, Minister of Health

SEATSIFPLM

Nancy Newton, SEATSIESARO, IEC Specialist
Ndungu Wamburu, M.D., SEATS/ESARO, Medical Advisor
Peter Halpert, FPLM, Regional Director

The Futures GrouplSOMARC

Craig Naudf, Regional Representative

Commercial Fanners' Union of Zimbabwe

Peter Frazer-McKenzie, AIDS Control Coordinator, Commercial Farmers' Union of Zimbabwe
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Harare City Health Depanment
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Dr. Mayo, Deputy Director
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Mrs. T Nzuma, Chief, CBD
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Mr. B. Zulu, IEC Specialist

BotswaDa
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Mr. Howard Handler, Mission Director
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Mr. Hector Nava, Human Resource Development Officer
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National AIDS Control Program
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Mr. William Sampson, Consultant, Ill-School Education Program
Ms. Keaise Moeti, Counselor

YWCA

Mrs. Magbaline Mabuse, Project Coordinator
Mrs. Busisiwe Mosiieman, Counselor for i::.CAW
Ms. Motlalepule Leshoai, Counselor for PAcr

Ministty of Health

Mr. L. T. Lesetedi, Principal Family Health Officer, Family Health Division
Mrs. T.S. Mphele, Acting Chief Health Education Officer
Dr. Khin Maung Gyi, Occupational Health Specialist
Mrs. P. Tembo, AIDS in the Work Place Project
Mrs. Lucia Mwakikunga and Mrs. Kelebogile Motihanka, Family Planning in the Work Place Project

Ministty of Education

Mr. Ramatsai and Mrs. Makgothi, Curriculum Development Unit

United Nations

Mr. James KUria, UNFPA Country Director
Ms. Dorcus Mompati, UNFPA Program Officer
Mr. Mophakwane, UNDP

Uganda

USAIDlKampala

Stephen C. Ryner, Deputy Director, USAID
Holly Wise, ClGDO
Joan LaRosa, Healtb/Population Officer
Elizabeth Marum, TAACS
Annie Kaboggoza-Musoke
Racheal Rushota
Roben O. Cannon

Dr. Walter Kipp, Director of GTZ-supfNned Basic Health Services Project in Fon Portal Area
Dr.OkwU} reier,' Acting Projei:i ManagerlM6dii:al Offi~r
Dr. Paul Bitaroho-Kabwa, AIDS Coordinator
Ms. Lucy MUkariga, FP Coordinator
Mr. Kaliba Steven, Project AdvisorlHealth Education
Kenneth Walusaga, Laboratory Director
Ben Agaba Isoke, Counseling Coordinator
Ms. Grace K. Nyakahuma, Home-Based Care Coordinator
Bob Muesgine, Health Educator
Dr. Jennifer Mugisha, (StUdent) Applied Human Nutrition
Gudrun C. Sahlmuller, Senior Medical Assistant, Basic Health Services, FOit Portal
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UN!CEF

Dr. Ndiku. UNICEF
Zebedee Tayolehe, IEC Officer. Family ~e Education Project
Mrs. Joy Mubire. Project Manager. Family Life Education Projec'

Others

Cindy Carlson. Assistant Director. CARE
Dr. Frank Nabwiso. Director. AIDS Infcrmation centre
Mr. Edmond Gumisiriza, Jlc, PTC
Dr. Tom Bano:1, CHDC
Dr. Florence Mirembe, Coordinator. AVSC
Donna Fian&gan, WHO/GPA IEC Specialist
Dr. sam Okware. Deputy Director of Medical Services, D/DMSIFP, Ministry of Health
Dr. Kyabaggu. Acting Director of Medical servi~, D/DMS/AIDS. Ministry of Health
Dr. Florence Ebanyat. Director of MCHIFP. Ministry of Health
Dr. Justus Bazirake, senior Medical Officer. Ministry of Health, Project Coordinator for UNFPA project
Mr. sepuya, Executive Director, Family Planning Association of Uganda (FPAU)
Dr. sekatawa, Program Director, FPAU
Ms. Molly Kisanje, IEC Director. FPAU
Ms. Aminah Mukusa. Nurse Midwife in charge (JlC) of FPAU family planning clinic Kampala
Dr. Moye FI~an, School of Public Health, University of North Carolina
Dr. Bukemya. MOH
Mr. Ibrahim Kirunda. Islamic Med~.:dl Association
Dr. Miirc" Chief of OB/Gyn Depanment of Medical Faculty of Makerere University
Dr. A. B. Karugaba, Prof. OB/Gyn. Coordinator of JHPIEGO.supported training program.

President of Uganda Medical Association
Ro:' Mayinja, Executive Director. ARM1RADES Ltd.
Ms. TumuhaiJwe, Nurse Midwife JlC MOH MCHIFP clinic Kampala
Dr. ADt:Jony Aboda, Supervisor of MCH/FP clinic and Coordinator of Child H~;th and Development
Project, Coordbator for I1'JTRAH supported MCH/FP training project with MOH
Ms. Mollie Eriki, Medical Coordinator. TASO
Ms. Mary Grace Alwano, Senior Project Officer. TASO
Mrs. Noerine Kaleeba. Direc~or, TASO
Mrs. Okeyo. UNDP Development Fund for Women
Ms. C. Rubuobe. Nurse Midwife IIC, MCH/FP Hospital, Fon Portal
Mr. Twoli Yafes. Counsellor. FPAU Clinic, Fort Portal
F.M. Mweheire, Deputy Managing Director, The Toro and Mityana 1, ~ Company Ltd., Kampala
Antonia Ikwap. Ac.."ting Manager, AIDS Information centre
Mrs. Faith Okwi. Accounts Assistant, Tl\SO
Dr. Muld Musa, Islamic Health G:nter
Joy Awan. Resident Advisor, SEATS
Christine Acburobwe, Director, Uganda Private Midwives Association
sandy Buffington, Resident Advisor, MOlhercare
Dr. Warren Namara. Director, ACP
Professor Manins. WHO
Edith Mu~erwa. YWCA Family Planning Project
Jacques Homl)y, Me<lecins sans Frontiers
William salmond, Experiment in International Living
sam Ib~nda, AlProject Manager
Sbem Bukumbi, Training Project Manager
Joseph Tushabe, Research
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Daan W. Mulder, Head of Programme, Medical Research Council, Rr.search Programme on AIDS in Uganda
LanyMarum
Emmanuel Tukwasibwe, Deputy Director, AIDS Information Centre

COte crIvoire

REDSO/WCA

Dr. Souleymane Barry, AIDS Advisor
Mrs. Kath,:rine Jones-Patron, Chief, HPN Office
Frederick fWJert, Director, REDSO/WCA

USAID/COte d' Ivoire

John Paul James, Population Officer
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AppendixD

Relevant Observations from Interviews with
Staff of ALD. Offices of Population and Health,
Bureau for Africa, Family Health International,

and World Health Organization

Washington, D.C.

R&D/POP

R&D POP personnel expressed considerable concern for the spread of HIV/AIDS as well as interest in the
possible contnoution family planning programs could make in its prevention and control. At the same time,
R&D/POP staff had some reservations as to how effective this panicipation/collaboration(mtegration might
be in practice. Concern was expressed that family planning might be "swallowed up" and essentially ignored
in a more integrated approach as has often been the case with the integration of family planning serviCC1 with
maternal and child health services. Several problems of a more technical nature were also mentioned:

•

•

•

•

•

•

Family planning has had more success in reaching married women than the prime targets for
HIV/AIDS campaigns - adolescents, commercial sex workers, and men with high risk life styles (i.e.,
many sexual panners).

Although concern for married women as innocent victims is valid, they are probably not the
population on which most emphasis should be applied in seeking to control the AIDS epidemic.

The most obvious interface between family planning and HIV/AIDS interventions is in condom
distribution. To date, however, this has been one of the weaker family planning methods due to
effectiveness, cost, and acceptability considerations. Nevenheless, the recent rapid increase in mndom
use in Zimbabwe and zaire were cited as examples that demand for this method is increasing in the
light of the AIDS epidemic.

Family planning may have had modest success in helping women choose a family planning method,
but actual counseling on sexual practices bas not been its strong point .•. nor do family planning
programs bave sufficient and adequatel~, trained personnel to do enough quality counseling to have
any real impact on the spread of AIDS.

Family planning clinics' should be concel led witb improving tbe quality of clinical care to pmtect
clients and service providers from HIV/A OS infection. The risks of infection are relatively small,
however, and tbe numbers involved are so 'mited tbat such improvements will have little impact on
the overall spread of the HIV/AIDS epid"'~.Jc.

With the exception of a modest impact on the spread of STDs through condom distribution, family
planning programs have hal; only limitoo experience with STDs. The technology for diagnosis and
treatment has been more time consuming and costly than most family planning programs can afford.
Even with recent advances in technology, this may still be the case for most family planning programs.
Not all R&D/POP personnel are confident that the limited control of STDs to be obtained through
family planning cUnics - which in tum may have only a narrow impact on AIDS - would be a cost­
effective approach either to improving the family planning program or effecting AIDS control.
R&D/POP staff with more of a woman or cUent oriented approach than a public health approach
urged more attention to this issue.
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Among the management considerations cited, tbe following appeared most critical:

•

•

•

Despite some progress in coordination witb WHO/GPA and various other bilateral donors and NGOs,
the progress in predicting growtb in demand for condoms and in preparing to meet tbat demand has
been limited. Altbough AI.D. continues to meet approximately 70 percent of tbe present demand,
some critical problems are associated witb this iss~le. R&D/POP funds are inadequate to meet an
increased demand for condoms; apparently R&DIH~lth funds for AIDS are inadequate for condom
purchase; the AlDSCAP project has no provision for the purchase of condoms; apparently only
limited Africa Bureau Development Fund for Africa (DFA) funds can be used for the purchase of
condoms; the WHO/GPA decision to not asscme a more aggressive role in condom procur.ement has
not been accompaniedby tbe development of national level procurement procedures adequate to meet
the need; AI.D. bas no comparative price advantage since world market prices are significantly lower
tban US procurement; AI.D. is not enamored with tbe quality of testing done by the regional
laboratories supponed by WHO/GPA and PATH in West Africa; and substantial problems remain
to be addressed in logistics management for actual distnoution of tbe condoms.

The C9untry prioritization exercises being carried out by several bureaus and projects within AI.D.
add a substantial complicating factor to any discussion of coordination/ integration. R&D/POP's
Population Priority Countries strategy which focuses on those (20) countries worldwide likely to have
tbe greatest impact on world population growth is not fully compatible with Africa Bureau priorities
for population/family planning programs. Nor are either of these strategies fully compatible with the
status of the AIDS epidemic in various countries or the prIority country list established by AIDSCAP.

R&D/POP personnel perceive the reduction of technical personnel at tbe regional bureau and country
levels to be a further impediment to more coordinated and integrated programming. R&D/POP
suggestions for a Simplified management project centrally funded like the previous Family Health
Initiatives project or the SEATS project are not consistent with Africa Bureau present policy emphasis
on tbe development of bilateral projects at the USAID level.

Even with the constraints mentioned above, R&D/POP personnel could see definite benefits to be gained both
by the AIDS and tbe population program through the "integration" of selected interventions.

• Although little is to be gained from integration of family planning and AIDS at tbe family planning
clinic level, there can be considerable benefit for both parties in other areas. The AIDS epidemic has
given impetus to a more frank and open pUblic discussion of sexuality and contraceptiw::;/condoms
and a willingness to pursue more community-based and social marketing approaches including
metbod-specific mass media lEe, promotion, and advertising.

• More sbould be done and is being done by the OPTIONS project to model and demonstrate the
demographic consequences of AIDS and the continuing need for popullition programs. The AIDS
epidemic has, however, served a useful purpose in elevating the pUblic policy dialogue and achieving
such policy objectives as eliminating impon taxes on condoms/ contraceptives in some countries.

• 1'be AIDS campaign can serve as a vehicle to move family planning messages and services toward
audiences it has previously had some difficulty in reaching, such as adolescents, workplace clients, and
men in general.
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R&DlHealth

R&DlHealth personnel stated general agreement with a presentation by Family Health International (FHI)
staff which emphasized the potential for collaboration of family planning and HIV/AIDS programs. Both
R&DlHealth and FHI have more confidence in potential family planning clinic contributions to AIDS control
through SID control, counseling, and improved family planning clinical safety procedures than does
R&D/POP. FHI also suggested a strategy for high prevalence HIV/AIDS areas that might be questioned by
R&D/POP since it included de-emphasizing IUDs and promoting condoms overother family planning methods
unless the client is clearly a.: low risk of HIV infection. FHI does, however, have reservations about going as
far as one IPPF position tuat involves full integration of family planning and HIV/AIDS and would make
family planning workers "development" workers. FHI did not see a large demographic impact to be gained
from adding HIV/AIDS to family planning programs but did recognize the importance to family planning in
improving the quality of care.

Both FHI and R&DlHealth stressed points with which R&D/POP appeared to agree - the need to promote
condom use more aggressively, especially through social marketing and other community-based approaches;
the desirability ofeducating family planning providers about AIDS, AIDS prevention, and correct condom use;
the need to coordinate condom commodity needs, warehousing, quality control, and distribution for both AIDS
prevention and family planning; and the need for family planning to work closely with AIDS prevention
organizations.

R&DlHealth called attention to the interdisciplinary work being done on a revised A.I.D. AIDS policy
statement that should be available by December 1992

R&DlHealth suggests that pannership with AIDS activities (inclUding SID control) would give family
planning a more client-oriented "needs" focus making it more attractive iO clients and society. At the same
time, R&DlHealth recognizes some problems in achieving more collaboration. For example, the AIDSCAP
project does not target married women (primary clients for family planning) since its targets are high risk
transmitters (commercial sex workers, employed men away from home, SID patiems who are usually men, and
youth which would include girls1). The R&DlHealth AIDS budg.~t (about $90 million annually including $23
million to WHO/OPA) has few funds available to pay for the "AIDS activities" that might be carried (,ut by
family planning programs.1 Solutions have not been found for the future purchases of anticipated increases
in condom requirements. Initial purchases of SID drugs can be made by AIDSCAP but future requirements
are not covered.

Research being carried out in computer modeling suggests that condom distribution is the strongest
intervention presently available in AIDS prevention and control, changed sexual behavior the second strongest,
SID control a weak intervention, and that a SO percent effective vaccine would be stronger than aU the rest.
More work is needed on models to indicate what level of condom use by whom will be needed to have an
impact on AIDS in different situations. At present, inadequate experience and data are available to establish
targets required to achieve and measure impact. The University of Illinois and the Bureau of the Census may
have better information in 6 to 12 months.

More research is required on the possible impact of AIDS on fertility and on the "coping mechanisms" couples
or individuals may use in the face of death or potential death ofa partner or child through AIDS. Effons are

lExperience in project deslgu in the field by one of the tcam members suggests lhatlargeting youth Is not one of AlDSCAP'••tJ'On&
emphases.

:An exception may be the contribution R&DlHcalth has given to IPPF/Westcm Hemisphere to fund AlDS·prevention activities in
addition to ill family planning prognms.
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being made to develop cross-over measurement ofAIDS concerns through R&D/POP.SpoDSored DHS surveys.
DHS, however, has primarily surveyed women who are not the prime targets of AIDS interventioDS.
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Africa BUMau

The Africa Bureau placed considerable emphasis on the problems encountered in meeting AIDS and family
planning priority requirements in many countries of Africa due to conflicting priorities: R&D/POP's
Population Priority Countries strategy, child survival priorities, and AIDSCAP's priority list Additionally,
DFA's emphiSis on economic reform, democratization, and private sector development which leaves little
room for "electives" adds a funher complication. The US Congress's emphasis targets of 10 percent of the
annual $800 million DFA for population, 10 percent for health, and 5 percent for AIDS helps to keep the
money available. The programming process is chaotic, however, especially in light of the shortages of health,
population, and nutrition (HPN) officers in Africa (a figure of 26 needed was stated). Nevertheless, the Africa
Bureau maintains a strong emphasis on bilateral project development It is not actively seeking mechanisms
through bureau, REDSO, or R&D projects which might Simplify USAID planning and management
responsibilities but are perceiVed by the Africa Bureau as diminishing USAID responsibility for making hard
choices in program development

The Africa Bureau has considerable interest in pursuing the integration of family planning and AIDS,
including the development of comprehensive projects. pne bilateral project could include both emphases if
they are perceived as having some real bridging points and not just both put together for cosmetic bureaucratic
purposes. The "analytic agenda" of the Africa Bureau Office of Analysis, Research, and Technical Suppon
(ARTS) needs to include review of the concept of family planning inclUding broader reproductive health
interventions.

Emphasis was given to the need for AIDS activities to be specifically supponive of family planning in order
to "sell" both concerns to USAID directors, host country leaders, and a public which previously may have
rejected open discussion of sex and contraceptives/condoms.
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FHI AlDSCAP

AlDSCAP staffexpressed interest in developing some kind ofcollaboration/cooperation between their project's
AIDS activities and family planning, even though this is not a part of the AIDSCAP mandate. To date, none
of AlDSCAP's field visits have dealt with this potential. Project staff recognize the problem of target groups
not being the same, the need not to overburden village field workers, and the potential for undermining
momentum built for family planning in some situations. At the same time, the potential for coordinated
actions exist , and add-on AIDS activities could be paid for out of the buy-in, from core costs, through a
private voluntary organization (PVO) competitive grant or a research grant mechanism in the project.
AlDSCAP could also receive a regional bureau buy-in for this type activity.

AlDSCAP emphasized this project's difference from others which are reactive to a great number of country
needs. AlDSCAP is designed to focus primary attention on 10 to 15 priority countries world'\'ide, although
some attention (largely technical assistance) can be given to other associate countries. The prrject has a
number of criteria for choosing priority countries -not the least of which is a willingness to bay in to the
project.- Much of this non-technical rationale is forced on AlDSCAP by the nature of its five-year $168
million contract which has only $68 million core funding and $100 million expected from buy-ins. AlDSCAP
admits that the buy-in requirement prt>cludes selection on the basis of greatest need or greatest rJotential for
impact on AIDS.

The three major AIDSCAP programmatic thrusts are

.-

•

•

•

to increase acceptance, usage, and availability ofcondoms (largely through social marketing, although
there is no clear picture of who will buy the condoms for the project);

to change sexual behavior including partner reduction; and

to prevent and treat SIDs.
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WHO/GPA Briefing

On September 9,1992, three team members met with several senior GPNGeneva officials to dis~uss issues
relating to the integration of MCHIFP and HIV/AIDS activities, in general, and specifically GPA's policy
toward such integration. The discussioDS indicated strong support for such integration, in tbe general sense,
at GPA beadquarters. Indeed, it was stated that integration was essential for several reasoDS including the
following:

• The main target group for HIV prevention is youtb, which is also a key target group for pregnancy
prevention;

• Resources can be maximized by integrating activities and taking advantage of every opportunity to
educate people about HIV/AIDS;

• MCHIFP projects focus on tbe family which is adversely affected by the AIDS epidemic;

• MCHIFP programs cannot continue to function during the AIDS epidemic as they did before tbe
epidemic;

• As tbe demand for condoms continues to increase, there is a growing need to coordinate condom
supply and logistics between MCH/FP and HIV/AiDS programs;

• HIV/AIDS information must increasingly reach women, who constitute the key MCHIFP target
aUdience; .

• Given what is believed to be tbe important role between STDs and HIV infection, efforts regarding
reproductive bealth need to be integrated with HIV/AIDS activities;

• Common areas exist in national policy development, and AIDS-related policy development can help
to strengtben MCHIFP policies in many countries;

• Strengtbening social marketing is key to coordination of family planning and HIV-prevention
activities; and,

• Common infrastructure development could occur if there were better coordination between tbe
programs.

SpecifiC areas of needed research common to MCHIFP and HIV/AIDS programs include

• Questions concerning breastfeeding by women who are HIV positive or at high risk for infection;

• Identification of reasons why HIV-positive women continue to become pregnant at tbe same rate as
HIV-negative women;

• Investigation of the amount (in general and by target group) of condom use needed to reduce the
transmission of HIV at tbe national level;

• The impact of HIV infection on pregnancy outcome; and,

• The efficacy of spermicic."es in preventing the transmission of HIV.
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GPA is presently developing joint programs with the family planning and MCH divisions within WHO/Geneva,
and stated that it was working closely with UNFPA and The Population Council on condom supply and
logistics. GPA is also developing policy guidelines concerning the role of MCH/FP in AIDS control.

It was clear from the discussions that the question of integration was only being dealt with at headquarters
level, and that, to date, little ifany effon has been devoted to the practical issues of the integration of day. to­
day activities on the country or community level. Nor does there appc-.ar to have been any serious
consideration of financial questions concerning integration in a time of increasingly limited resources.

The discussions highlighted that GPA's approach to integration will continue to follow its MOH-dominated
focus. The target of GPA's integration efforts will be at MCH/FP clinics and other formal "western- health
facilities, rather than at the traditional community level. Potential contributions by community pressure and
traditional healers in this effon do not appear to have been considered.

Possible exceptions to the MOH-dominated approach within GPNGeneva are the promotion of social
marketing activities and the use of NGOs/PVOs to implement projects.

Constraints to effective integration were also noted, including

i
-i-•
I

I

•

•

The reluctance on the pan of MCHIFP programs to become involved with HIV/AIDS activities as
AIDS is seen as a -dinier- area of concern; and

The reluctance on the pan of individuals directing programs to give up any of their -turr in order to
effectuate an integration of programs.
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AppendixE

Program Profiles: Zimbabwe, Uganda, and Botswana

Zimbabwe Countty Profile

A Overview

1. Population/FamiIy Planning

Zimbabwe has a population of 11 Ir..illion with 47 percent of the population under 15 years. Seventy-five
percent is considered to be rural, and the urban growth rate is in excess of6 percent per year. The crude birth
rate is 40 per 1,000 and the crude death rate is 9 per 1,000 (8 per 1,000 between 1985-90). The population
growth rate is 3 percent (3.2 percent between 1985-90).

The TFR decreased from 7.3 in 1970 to 6.1 at present. FoTty-three percent of married women are currently
using contraception, the highest use in sub-Saharan Africa. In 1988, 96 percent of women reponed having
heard of at least one modem contraceptive method and 98 percent of men knew of the pill and condom. Use
of modem methods has risen from 14 percent in 1980, to 27 percent in 1984, and an estimated 36 percent in
1988. Eighty-five percent of women using modem methods are using oral contraceptives.

Despite high contraceptive prevalence, however, Zimbabwe still has high fertility and popUlation growth. A
significant gap remains between knowledge of contraceptive methods, which is very high, and use of modem
methods even among women who desire to delay or terminate childbearing.

2 HlV/AIDS

In the filst quaner of 1992, 273 AIDS-related deaths were reponed; in the second quaner, the number was
556. The greatest number of deaths were in the 0-4 age group (157), followed by those aged 30-39 (129) and
20-29 (111). In AIDS-related complex (ARC) cases, as well as in seroprevalence, however, the 20-29 age
group has the highest rates.

In the 15-29 age group, women have a higher number of AIDS and ARC cases as well as higher
seroprevalence rates. In the 30-39 age group, however, men have higher rates.

The total number of AIDS cases reported through the first quarter of 1991 totaled nearly 7,000, and it is
estimated that the reporting system records only 30-40 percent of actual cases.

During the secor:d quarter of 1992, a total of 1,509 new cases of AIDS was reported. This represents a 30
percent decrease in the number of cases from the first quarter. However, the decrease is attributed to the
shortage of HIV-screening kits in the second quaner.

The number of reponed ARC cases fell from 4,536 ;n the filst quarter of 1992 to 3,533 in the second quarter.
This decrease is al~o attributed to the shortage ot HIV-screening kits.

D;.ta from ante-natal clinics reOect high seroprevalence levels. Urban areas throughout Zimbabwe record that
25-40 percent of women attending ante-natal clinics are HIV positive. Official Government of Zimbabwe
statistics indicate that there are 6S0,OOO HIV-positive individuals in Zimbabwe.
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HIV is increasing child mortality figures. Mortality rates for children under one increased from 23.6 to 31.8
per 1.000 live births between 1989 and 1990. Of infants dying at Harare Hospital in 1991. 50 percent were
HIV positive.

The MOH reported 249.155 new STD cases during the first quarter of 1992. This was 37;202 cases fewer than
the founh quarter of 1991. It must be remembered. however. that 75 percent of STD cases are seen by
traditional healers and are therefore not reported by ~he MOH.

B. Organization of Programs

1. Population/Family Planning

The Zimbabwe National Family Planning Program includes several ministries. NOOs. donors. and private
providers. The Zimbabwe National Family Planning Council (ZNFPC). a parastatal under the MOH. is
responsible for the design and coordination of family planning activities.

ZNFPC headquarters are located in Harare with administrative offices in aU provincial capitals which operate
provincial mobile and stationary clinics at district levels. Activities at the community level are mainly carried
out by CBD workers. Coordination with the MOH takes place at each level and supervision of faciliti'".S is
shared by the MOH and ZNFPc. ZNFPC units in Harare include medical/clinical. CBD. youth advisory
services. training. lEe, evaluation and research. and management and administration. The training. lEe, and
evaluation units have no provincial counterpans.

ZNFPC supplies approximately 25 percent of users of modern methods through its CBD workers and clinics.
The largest provider of family planning services is the MOH system. comprising MOH and municipal clinics.
as well as district and rural clinics. The MOH is estimated to have about 1.200 facilities which. in 1990.
provided approximately 44 percent of family planning services. In 1986, the MOH began to integrate family
planning services into general MCH and primary health care services. In addition to services available through
the public sector. an increasing number of commercial. workplace-based. NOO. and church affiliated groups
are offering family planning ~rvices.

ZNFPC's role is changing. It will become less op;:rational and function more as a resource for family planning
expertise and as a facilitator for family planning activities. ZNFPC wants to increase the potential for program
sustainabillty by recovering 25 percent of contraceptive costs and 10 percent of clinical costs. as well as
transferring costs from the pUblic to the private sector by increasing the private sector's share from 5 to 17
percent

Although ZNFPC has a strong infrastructurewith senior-level individuals who have been with the organization
for more than 20 years, many of these individuals are now leaving. and ZNFPC is probably overextended in
terms of the amount of activities its qualified personnel can implement. In addition.·due to the Economic
Structural Adjustment Programme (ESAP). ZNFPC cannot fill vacant positions and 25 percent of ZNFPC
headquarters positions are presently vacant. The continued sustainability of ZNFPC is also an issue given
bUdgetary cuts resulting from ESAP-caused budgetary reductions and resource shifts to negate the effects of
the current drougbt.

In 1989190. the Government of Zimbabwe provided 62 percent (ZS10,300.000) of the total funding for family
planning. excluding donated contraceptives. The government currently funds between two-thirds and three­
quarters of family planning activities and the rest are funded by donors including· the World Bank, USAID.
UNFPA, GTZ, lbe Danish International Development Agency (DANIDA). the Norwegian Agency for
Development Coo';)eration (NORAD). and the Netherlands. USAID provided SI.7 million worth of oral
contraceptives (10,260.000 cycles) in 1991. However. USAID's provision of pills is being phased out. and the
current USAID project paper assumes that Zimbabwe will be totally self-sufficient in procurement of pills
from non-donor sources within three years.
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USAIDlZimbabwe's 514 million family planning project (1990-95) will seek to diversify methods, expand
private sector involvement, and enhance the sustainability of family planning activities. The Government of
Zimbabwe/World Bank Family Health Project II (1992-96) will be funded with a World Bank loan (S2S
million) and co-financed by the European Economic Community ($1.6 million), DANIDA (53.8 million),
NORAD (512.6 million), Netherlands (53.3 million), and the Overseas Development Agency (British) (S3.3
million). Only 57.4 million of this money is for family planning, however, with almost 519 million going to
the upgrading of rural hospitals.

2. HIV/AIDS

The AIDS Coordination Program (ACP), a unit in the MOH, has developed a Medium Term Plan which
guides HIV-prevention activities. The budget for the national AIDS program is USS5,640,084 (1992) and
$4,921,384 (1993). The AIDS program is decentralized with most activities being conducted on the provincial
or district level.

The National AIDS Council, which was established in 1m, is charged with making policy concerning
HIV/AIDS. It does not yet have legal status or funding, however. It is composed of representatives of all
ministries, the Office of the President, the Attorney General, churches, business, the medical aid societies, and
traditional healers. ZNFPC is not reprec:ented on the National AIDS Council.

A large number of organiz3tions are working in the are:.l of HIV/AIDS. A directory pUblished in 1992
identifies 33 such organizations. The majority of these groups focus activities in and around Harare, and few
have substantial expenise in HIV prevention.

1992 HIV-related activities funded by donors included

CIDA
DANIDA
EEC
NORAD
ODA
SIDA

UNDP
UNFPA
UNICEF

S 88,000
1,500,000

300,000
250,000
695,000
500,000

500,000
710,000
unknown

IEC and traditional healers
Supplies and reagents
SID pilot project
Undesignated
Undesignated
IEC (SIDA also provides funds directly
to variou~ NGOs)
Improvem~nt of project management
Condoms
Youth

USAID's contributions include

Total US$ obligated for AIDS activities 1987-90
Total local currency
Total (US and local c\l,rrency) completed
Total (US and local currency) ongoing

$6,957,801
1,369,000
7,870,026
456,775

C. Description of ActiviUes

1. Policy Development

The AIDS epidemic has helped to improve the climate for policy developm:~nt relating to family planning in
many areas inclUding
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• Helping to remove duties on contraceptives (although contraceptives are now on the list for available
foreign exchange, there remains a 20 percent tariff); and,

• Making it easier to discuss issues rt-;o:erning sex and contraception with individuals and through the
media.

Work remains to be done in several areas of both family planning and HIV-prevention, however, including

• Making youth 3 priority and removing government restrictions on effectively targeting youth to
prevent pregnancy and HIV irJection;

- •-

I:LI
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2.

Lessening church opposition to the effective promotion and distribution of condoms; and,

Reducing television and radio advenising !ates for public service (family planning and HIV-related)
announcements.

Training

Training can be coordinated in many areas. For example, family planning service providers at aU levels should
be trained to provide SID and HIV-related information, and AIDS edtc:tors should learn about family
planning. ZNFPC has begun to integrate SID and HIV into its family planning curricula. The demand for
this additional training comes mainly from clients who want information aboll.t SIDs and .~t\lDS.

A major constraint exists with regard to the effective provision of HIV-rehted information by family planning
service providers in that these providers are already overworked with insufficient time to provide eacb client
informatioD. in a meaningful way. The financial constraints imposed by ESAP and drought relief bring into
qu~tion the ability of tbe fumily planning program to expand its educational services significantly beyond its
present activities. ThCSI~ lY,;l:.lStraints may require the development of good screening and referral systems
between family planning, ;;;ID, and AIDS services rather than their complete integration. Nevenheless, all
services could have lEe materials on FP, SID and AIDS available for their clients.

3. lEe

ZNFPC, MOH, and the AIDS Coordinatiu!\ Program all have separate IEClhealth education units.
Coordination of IEC activities has begun on a llimited basis. For example, the IEC Unit at ZNFPC has
established a working relatioIl.Ship with the MOH Health Education Unit and the ZNFPC Media Unit will
be used on 70-30 basis by MOH·ZNFPC. The IEC Unit of the AIDS Coordination Programme (ACP) could
be integrated into this loop. Although these activities are occurring on the national level, a significant move
is under way to coordinate the dev~lopment of IEC materials on the provincial and district level. The major
issue is to upgrade the IEC capabilities at the local level especially in the areas of male motivation, youth, and
parent education. In general, the lEC activities of both family planning and ACP are weak, and an
opponunity exists for strengthening the IEC skills of family planning and ACP personnel.

HiV-TCiated iEebas had titde impact in motivating behavior modification. AitiIOugb the integration of faniily
planning and HIV messages may decrease the stigma associated with condoms, this may not necessarily
produce a positive result if messages continue to promote AIDS as something to be ashamed about.

4. Biomedical. Behavioral, and OperatiOns Research; and Surveillance. Monitoring. and Evaluatio.I!

Practical, focused behavioral research in both family planning and HIV prevention is urgently needed,
especially with regards to youth.
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AIDS educators in the workplace appear to have been successful at educating their peers, at least as jUdged
by the decrease in STD rates at their workplaces. Funher operations research in this area could multiply its
utility and encourage integration of HIV/AIDS and family planning activities.

Swveillanee. monitoring, and evaluation of family planning, HIV, and STD prevention activities can be
coordinated or integrated in several ways. Common indicators include condom distn1>ution and sales and HIV
and/or STD and teen-age pregnancy rates. Programs can be monitored using health information system data
and information about behavior change, etc., can be coUected via KAP surveys.

Additional research ~eeds common to both family planning and HIV-prevention are desaibed in Appendix
K.

5. service Delivery

The ZNFPC rIVe-Year Strategy is being revised to include breastfeeding and HIV-prevention activities. A
si,mcant portion of the discussions roncerned tbe integration of HIV-related service deliverj into existing
family planning programs, especially through tbe family planning clinic and CaD system. The integration of
family planning activities into tbe MOH HIV-prevention system was discussed less and may not be practical
at this time.

The business community including the Commercial Farmers' Union, National Transpon Council, and David
Whitebead bas established many HIV-prevention programs in its workplaces and the potential exists for family
planning to be incorporated into tbese activities.

Additional routes of non-traditional service delivery include working with women in high-density
neigbborhoods replicating tbe Bulawayo model ofHIV/AlDS programs for commercial sex workers and youth.

Alternative routes of service delivery could be considered for family planning, HIV, and SID prevention
aClMties including working witb traditional bealers and traditional binh attendants.

6. Social Marketing

A1tbough a large potential for social marketing exists, the SOMARC project bas only distributed about 2S
million condoms per year and projects it will seU 4 miUion this year, in contrast to the 38-40 million
distnbut~ by the government's family planning programs. Even tbough demand in Zimbabwe is relatively
higb in relation to other African countries, little has been done to inaease tbat demand in the commercial
sector.

The SOMARC mandate from A.I.D./Washington was originally only to deal with family planning issues. This
has re<:ently been expanded to include HIV prevention. SOMARC previously targeted onl)' men, tbey are DOW

also targeting women. SOMARC sells condoms for Z$1.8013 through 1,500 outlets.

7. Commodity Supply and Logistics

The supply of commodities, especially condoms and clinic supplies such as gloves. needles, and syringes, is a
major issue for both family planning and HIV.prevention programs. The inadequate supply of HIV-testing
kits has, among other things, called the surveillance system into question.

Condoms are in continual shon suppiy lIr in threat thereof. This is a drain on ZNFPC, whicb could be
focusing on other activities.

Condoms will be supplied through 1994 lrj ODA aad UNFPA; after that, the source of supplies is unknown.
USAID will provide no more condoms.
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8. Government of Zimbabwe and USAID Management Considerations

The many players in the areas of family planning and HIV in Zimbabwe often have their own agendas, and
their activities need to be better coordinated. This need is wen recognized, but the practicalities of
accomplishing the goal are less wen understood.

D. Pc:n:eptionsofAdvan~tagesRelated to the IntegratioD/CoordiDation ofFamilyPlanniDl
mel InV/AJDS Adivities

In general, it was stated that the coordinationfmtegration of family planning and HIV-related activities is a
good thing and should be promoted. Indeed, it was stated that such coordination has already fr1equently
occurred on the local level in response to the demand from the communities.

The family planning program intends to make a greater effon in wgeting men and youth. It was stated that
these are two areas in which both programs should concentrate.

E. CoDStraiD1S to Sua::essfallDtegration/Coordination of Adivities

The major constraint to the successful integration of family planning and HIV-related activities is the shortage
of qualified personnel which is in pan due to general economic conditions and funher compounded by
structural adjustment restrictions. Because of these complications, it is doubtful that governmental
organizations can move beyond their present activities in a meaningful way.

Effective family planning and HIV prevention also involves improving socioeconomic conditions including
water supply and sanitation and improving the status of women as well as formal health-sector activities.
Given the present economic conditions, it may be difficult to improve socioeconomic conditions in the shon­
and medium-terms.

Although youth is the best point of intervention for both family planning and HIV-prevention &ctivities, both
the church and the government have been, and appear to continue to be, opposed to targeting effective
interventions to this group.

F. Conclusions

In Zimbabwe, the integration of family planning and HIV-related activities appears to be occurring at the
community level. This is in contrast to the national situation in which policies and programs remain venical
and separate.

Many areas of potential integration exisL Four areas of highest priority which can have the greatest impact
are

• Condom promotion and distn"bution inclUding social marketing;

____~ "'__ .. Tltrgl'!ting ml'!n _in efforts related. to both JamiJ)' planning and HIV preventiom

• Increasing efforts directed toWard youth to prevent HIV infection and teenage pregnanq; and

• Increasing the involvement of traditional healers to provide HIVand family planning related services.
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Uganda CoontJy Profile

1. PopuJationlFamily Plalllning

Uganda is a least developed oountry with about 16.6 million people and an aonual population growth rate of
3.7 percenL Approximately 90 percent of the population is rural, and 80 percent is engaged in agric:ulture.
The per capita gross national product is S220. Assuming that the current annual growth rate of 3.7 percent
does not change. the population will double in 19 years.

Fenility in Uganda is high; current estimates put the TFR at 7.4. The crude birth rate is 52 per 1,000 per
year. Infant mortality is estimated at 96 per 1,000 live births. The maternal mortality ra~e is ~itimated at 400­
500 per 100,000 births while the crude death rate is 15 per 1,000 per year.

Uganda bas a very young population; about 48 percent is under 15 years. Persoos older than 64 represent
about 4 percent of the population, resulting in an extremely high overall age dependency ratio.

The contraceptive prevalence rate is estimated at 5.5 percent, with 2.7 percent for modern oontraceptlves.
Eighty-four percent of women have knowledge of modem family planning methods, and 70 percent have
favorable attitudes to family planning methods. Contraceptive disoontinuation rates are high: pill 15-20
percent, IUD 10-40 percent, and Depo-Provera 5-7 percenL The reasons for non-use ofoontracept~ es include
objection on the grounds of religion, poor access to and availability of contraceptives, husb~lnd disapproval,
high cost of services, and health contra-indications.

The national attitude toward family planning is ambivalent. Concerns are expressed in many quaners that
access to family planning services enoourages promiscuity.

2. HIV/AIDS

Recent estimates indicate that about 10 percent of the population (approximately 1.5 million people) is
infected with HI". As ofJUly 1991, almost 2S,OOO cases ofAIDS had been reponed to the MOH. Most AIDS
epidemiologists, however, believe that the number of reponed cases represent as little as 15-20 pertent of the
actual number of AIDS cases. Conservative estimates on the cumulative number of adults with AIDS in
Uganda by the end of 1991 were 180,000, ofwhom over 142,000 have already died. During 1.991 alone, nearly
SO,OOO adults died of AIDS.

The current estimate for the disease dOUbling rate is about 8-12 months. Thus, it is estimated that in 1995
there will be 534,000 cases. During the same period, pregnancy-related deaths allnoutabJe to AIDS among
women are expected to push up the maternal mortality rate at least threefold from 4 to 13 per 1,000 births.

The majority of reported AIDS cases (83 percent) are young adults in the age group 15-40 years. Although
there is almost a 1:1 sex ratio among the reported cases, more. females are reported am0.!1}J~C: U!l~~r~year

--_ .._,.,-""._"--" -----'-"-'---cmrpatieDK1fieffectjVe"or~cases-fn ffie" count"i}t, these daia 'suggest that wOmen bc~me infected at a
younger age than m~n.

In the period 1990 to 1995, almost half a million seropositive babies will be born with HIV infection; Dearly
a quarter miWon children are expected to become infected with HIV; and appromnately 208,000 deaths in
children are forecast due to AIDS during that period. Most of the AIDS deaths will bI~ those in the young
to mid-adllllt range who will invariably leave orphans. No reliable estimates or projecti/los have been made,
but as many as a million children could already be orphaned as a result of AIDS.
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B. Organization of Programs

1. PopulationIFamily Planning

Government activities for family planning are implemented through the MCHIFP division of the MOR
Available statistics indicate that Uganda has 1,443 health service delivery pOints - hospitals, health centers,
dispensaries, maternity units, and aid posts. The MOH offers only limited family planning services, and few
clinics stock contraceptives or provide more than token advice on family planning. Only about 10 percent of
all service delivery points offer any MCHIFP services. In 1989190, recurrent expenditure on health was 3.2
percent of the total government budget In 1991/92, the figure rose to 4.05 ~rcent

The bulk: of MCHIFP services are provided by NGOs. It is estimated that NGOs run about 20 percent of the
health units but provide about 40 percent of the health services.

The local IPPF affiliate, the Family Planning Association of Uganda (FPAU), provides family planning, staff
training, and IEC services nationwide. The FPAU provides 33 percent of the family planning services in the
country. Other local NGOs include the Protestant Medical Eureau, the Catholic Medical Bureau (only natural
family planning methods) the Pentecostal churches, the Uganda YWCA, the Islamic Medical Association, and
the Seventh Day Adventist churc!les.

2. HJY/AIDS Prevention and Control

The AIDS Conuol Program, coordinated through the MOH, began in 1986. The program has been sua::essful
in reducing transmission of HIV through blood products and in creating a high level of awareness of the
means of HIV transmission. This high level of awareness has not, however, been matched by significant
changes in high risk social behavior.

The Government of Uganda recently established the National AIDS Commission (ACP) to coordinate a
multisector.a1 AIDS strategy.

AIDS preve:ntion and control activities are implemented by a large number of local and international agencies.
A recent sU,rvey showed that a minimum of 15 agencies work in a given district, with one district having 66
agencies.

3. I22nor suppan of Family· Planning and AIDS Prevention Programs

Donor suppan for family planning and AIDS prevention activities comes from a large number of multil&teral,
bilateral, gcwernment, and private sources. In the family planning arena, major donors are UNFPA and
USAlD. Major funding agencies for contraceptive procurement are USAID, UNFPA, and IPPF.

The UNFPA program committed $16 million in 1988 for a comprehensive pOpulation program. Its five-year
program foc.-uses on basic data collection and analysis; population dynamics; population policy formulation;
maternal allid child health and family planning; population and family life information; 1EC; and on issues
concerning women, population, and development UNFPA- supponed programs are active in 13 districts.

--------.- .. UI\lrFAsupporreu AWS prevention aclMltes are 1neorporatecl illsate mothernooo sensUizallon senunars am
lEe llctivities which are implemented at the sub-county level in five pilot districts. The UNFPA program is
scheclluled to end in December 1992. Planning for the new country program is in progress.

The bulk: of USAID assistance to family planning is provided through the Expanded Family Health services
Project, which began in 1989. The project purpose is to strengthen the capabilities and willingness of the
government:, voluntary organizations, and the private sector to formulate family planning policies and
programs. It bas six inter-related components: population policy activities, research and analynis, training and
support for services, contraceptive and logistics management, lEe, and social marketing of contraceptives.
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The project target is to increase the use of modem methods of contraception f:om current levels to 9 percent
and to provide 180,000 couple years of protection (CYP) through r.ommercial sales of contraceptives. A
national population policy and a management information system are to be established before the end of the
project.

The largest USAID-supponed program is the AIDS education, prevention, and control program implemented
by the Experiment in International living (ElL). The project is a comprebensive effon involving both the
government and the non-governmental sectors. It is designed as an umbrella project with Ea providing
suppon to local NGOs to develop and manage HIV/AIDS prevention projects.

Work! BaDt assistance began in 1987 with the FllSt Health Project. This project supponed safe motherhood
initiatives (in collaboration with UNFPA) in three districts and MCH physical infrastructure rehabilitation
projects countrywide. The second Health and AIDS project, 1993-1997, is being developed.

WHO provides suppon through the provision of a chief technical advisor, wbo works in the MCH/FP division
of the MOH. WHO is also the executing agency (or the UNFPA-funded MCHIFP service delivel}' program
in the MOH. WHO assists the MOH in the fight against HIV/AIDS through the WHO/GPA program.

The large number of projects, botb in the family planning and AIDS prevention sectors, precludes a
comprebensive listing of NOO activities. The following lists some of the more important activities, with
special attention paid to tbose projects wbicb already attempt/acbieve integration of family planning and
HIV/AIDS.

•

•

•

•

•

•

012 implements a community-based primal}' bealtb care program with a maternal bealth component
in tbe Kabarole and Bundibugyo distriets. 012 also implements tbe Engabu condom social marketing
program. HIV/AIDS and family planning programs are being panially integrated at tbe service
delivel}' level.

AVSC supports training in surgical contraception under an agreement with tbe MOH at Makerere
University. HIV prevention information is integrated in tbe training curriculum.

Pathfinder International supports tbe Family Life Education Project, which aims at strengthening
family planning service delivel}' and personnel training programs in tbe Busoga and East Ankole
Dioceses. Programs concentrate on CBD service delivel}'. Coordination with AIDS prevention
activities takes place at tbe district level.

SEATS provides financial and tecbnical 3l.'iSistance to FPAU. Ministl}' of Labor, Islamic Medical
Association, Uganda Private Midwives Association, and tbe MOH. Plans exist to assist tbe Seventh
Day Adventist churches to include family plllnning in their health care deUveI}' system.

CEDPA provides financial and technical assistance to tbe YWCA's Health Improvement Project.
CEDPA addresses youtb in an integrated fami~ planning/AIDS prevention communication program.

CARE Uganda implements reproductive bealth projects through integrat;.m of family planning
...._.:_ z_ t:n __....__A_.. ,.__.:_ .......,:••""_. __:_..,.. n __ : .... --.... :_ ...., ...... _ .. TT"\~"""" ,. =_:__ .... _..
.,"'•• iCWU 111 iIIU So, CJiU1UQU' ;)CJi i ice veil. ei) ~··-rIUJCCU illCiiUUC"t"'UU"C'"~ p...,i:JuunCi LiGiAiD6J 1'"tiRt

CBD activities.

• World Vision has projects with a broad range of services inclUding public healtb with MCHIFP
components and counseling for persons with AIDS.

.- • The African Medical and Researcb Foundation in Kenya implements primal}' bealtb care projects
which inwlve training of CBD workers, traditional l;·!nh attendants, and tbe integration of SID
control.
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Coordination takes place at both the fornlal and informal level:i. At the formal level, meetings are c:baired
by the Ministry of Fmance and Economic Planning during which government and donors exchange views on
the economy and cmcuss program implementation. Meetings regarding family planning and AIDS prevention
issues are thaired by the MOH and the National AIDS Commission, usually on a bimonthly basis.

Informal a>ordination takes place through monthly meetings chaired by the World Bank and under the
auspices of the resident United Nations cooro'inator. ~ince 1991, donor agencies engaged in supporting health
activities meet on a quanerly basis, with agencies taking turns to convening and chairing the meetings.
UNFPA holds regular bimonthly and biannual meetings at the central and district levels during which agencies
and NGOs discuss programs and coordination issues.

Donor Levels aDd 1'reDds

About 70 percent of the MCHIFP budget is donor supponed. This reliance on donor suppon is similar for
AIDS prevention and is not expected to change in the near future.

C. DesaiptioD of Activities

1. Policy Development

Strategic policy issues include the following:

• The official policy of the MOH is to implement community-based health services and health
promotion through a primary bealth care approacb. However, because ofvenically funded programs
by the international donor community and minimal MOH and government budgetary support, the
primary health care approacb has not been put into operation.

• A multisectoral strategy for HIV/AIDS prevention and control has been developed. The
implementation of this strategy was to be facilitated by the establisbment of the National AIDS
Commission, a prime ministerial level coordinating body, which provides representation throughout
all relevant sectors of the government, (i.e., not just the MOH). Although this level of coordination
is appropriate and badly needed in all countries, the effectiveness of this coordinating body in Uganda
bas been limited and Is currently being evaluated by the World Bank, WHO, and other donors.

At tbe MOH level, strategic planning includes the integration of AIDS prevention and family
planning. Actual efforts to integrate or consolidate MCH with family planning and HIV/AIDS with
sm control at tbe community level ar.e limited.

Operational policy issues include tbe following:

• 'Ibe restriction on brand name advenisement of condoms for HIV/AIDS prevention purposes
necessitates the -quiet promotion of condoms- to suppon national AIDS control efforts. 'Ibis

• Operational procedures, wbich require tbe performance of a pelvic examination prior to prescn"bing
oral contraceptives, limit access and ncceptance of tbis effective contraceptive method.

• Reliance by programs on a fixed hCllltb facility approach to health services delivery severely limits
outreach and effectiveness of nationftl health delivery and health promotion efforts.
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2. Training Programs

The training needs on both the family planning and HIV/AIDS side in Uganda are immense. Years of civil
disruption have decimated the cadre of service providers within the MOH structure. Training for family
planning was begun in 1984 under the PHI I project by IN1RAH. This resulted in development ofa training
curriculum. Under the PHI IT projea, seven staff members were established as a training depanment within
the MOH; the department now has only threestaff members. Government salaries are low and skilled people
seek jobs eIsewbere. Initial training activities were focused at the central level, but this approach has not been
effective in meeting the need for trained medical staff in the rural areas where most of the population lives.
Current training efforts are seeking to establish a cadre of trained staff at the district level who can serve as
resource personnel and provide supervision in their areas. Due to the limited number of staffavailable, plans
are to focus on just a few districts - nine in the Western region. suppon for training activities is being
provided by USAID and UNFPA with technical suppon from INTRAH.

A standardized curriculum for MCHIFP has been developed. At this point, there is no integration. Other
programs within MOH, such as Expanded Program on Immunization and AIDS, do their own training. The
only AIDS-related component to tbe family planning training now is on protection from infection.

On the NGO side, FPAU is the main resource in tbe country. Under the SEATS program, it is training the
famiIy planning staff of the workplace and Islamic Medical Association projects as well as FPAU's own
workers. FPAU has doce some TOT training on AIDS for its staff; however, FPAU believes its counselors
are still not able to provide effective counseling on HIV/AIDS. They know little about AIDS beyond the need
to keep instruments sterile. No AIDS materials are available for use by FPAU staff.

FPAU has just started a pilot CaD program and is moving into the area of community outreach. It now bas
a staff of approximately 70-80 field educators working in the rural areas to follow up clients and refer people
to the clinics for services. FPAU hopes eventually to train tbem to provide contraceptives.

AIDS organizations, on tbe other band, do not have to be concerned with tbe provision of clinical services.
Therefore, training for their workers has focused on communication skills, cou~ling, and community
outreach.

In terms of potential integration, there is a clear need for the inclusion of HIV/AIDS in the training of family
planning service providers so that they can at least provide their clients witb accurate information and refer
them for needed SClVices. Family planning programs need to address, on a program-by-program basis, whether
they want to move into the broader area of HIV/AIDS counseling. Given tbe low level of interpersonal
cou3SCling skills and the lack of training resources, such an approach may be impractical at this time.

On the otber band, a number of HIV/AIDS programs have indicated their interest in inclUding some family
planning elements in their programs. This could range from providing information on the bealth benefits of
effective contraception for motbers and children to actually offering methods other than the condom. SiDce
their staff are already being trained in counseling and interpersonal skills, tbe addition of family planning
information to tbeir ponfoUo may not be too difficult It could also be an effective way to advise a much
larger number of people about tbe bealth benefits of family planning.

3. ~

IEC activities in suppon of family planning in Uganda are still at a very early stage of development A
predominantly rural population, years of civil strife, and tbe influence of conservative religious factions have
resulted in a -qUiet- approach to provision of services until recently. The FPAU provided services at a
restricted number of clinics and contraceptives were available through the MOH's MCHIFP program. Given
the breakdown in the medical system witbin the country, however, most of these services were only available
in major bospitals and a few healtb centers. Most IEC materials, generally in tbe form of posters and some
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motivational and method-specific materials, were produced and many, in both Swahili and English, have been
brought in from neighboring Kenya.

The government was one of the first to openly address the AIDS problem in the oounuy and quickly began
an IEC campaign to create awareness among the population. These efforts were in one sense successful in
tbat awareness of HIV/AIDS is quite high. However, almost no time was devoted to developing a strategic
IEC plan nor was there time to carty out pretests of local knowledge, attitudes, and practice. Evaluations of
the early media efforts indicate that many Ugandans could not really identify with lli~ messages. Also, given
the conservative attitude of the government, it was necessary to stress monogamy and abstinence as the
principal means of combating AIDS - something that was perceived as unrealistic by most Ugandans. Use
of condoms cannot be promoted in the media.

At the same time the media campaign was being carried out, a District AIDS Mobilization Project (DAMP)
was launched. DAMP's Objectives were to mobilize government and administrative machinery and the general
public at the local level to take an active role in the prevention and oontrol of HIV/AIDS. The program
promoted abstinence, monogamy, and oondom use. The project was designed by the Health Education Division
of the MOH in oollaboration with the ACP and was ~plemented through a series of three-day training
seminars for health workers, oouncilors, and government staff at different levels. An evaluation of the project
reponed that although course participants acquired useful knowledge,little action resulted. Issues ofsexuality
and social behavior were omitted. In addition, women were consistently under-I\~presented in these training
session.

Based on the evaluation of the HIV/AIDS mass media and DAMP initiatives, the ACP has redesigned its IEC
strategy. Current efforts focus on training of community leaders - women, youth, and religious leaders - to
work within tbeir oommunities. Communication skills are an important oomponent of tbis new project, and
new materials more specifically targeted to different audiences are being developed. DAMP hopes to be able
to develop materials for low-level literates and to prodUce materials in local languages. A major oonstraint
is availability of funds. ACP provides materials on AIDS to the NGO oommunity in Uganda. Although ACP
is located within the MOH, materials are not distn"buted tbrough the MOH system at tbis time.

The intense interest in IEC in suppon of the HIV/AIDS activities has actually served as a catalyst for action
on the family planning front as it has created a more open climate for discussions of reproductive health
issues, espeda1ly oondom use. New initiatives under way include a Population Communication Services­
supponed project with FPAU to produce/procure a range of materials including radio spots, handouts, Dip
cI1ans, posters, etc. Through the SEATS project, FPAU will also be providing training that includes lEe lO
projects operated by the Federation of Ugandan Employees and the Islamic Medical Association. All these
efforts bave some focus on AIDS, but HIV/AIDS is not fully tlt.:grated into the training curriculum.

As new IEC family planning and HIV/AIDS activities get under way, there will be many opponunities for
collaboration and integration. Dialogue between IEC staff in both sectors would be useful and should be
encouraJed. In addition, a areat deal of interesting research has been and oontinues to be carried out that
should be inoorporat.ed into the design of new strategies. Uganda is made up of diverse regions and cultures
and as most of the pc'pulation is in the rural al~..as, community involvement in design as well as operation of
programs would be most beneficial. Some spetific areas that should be explored include targeting specific

__ '__..'.___ m>~D$..~~~IL~,m.,~~!Qut1h,!.,Ji2io~J~d~~~,~lld._~lIlen's_orl!all!za.ti.9.llSi.addrc:ssin!J~_'!es __.9.f.~U.ty,
economic dependency, and relative powerlessness of women within the local oontext; and use of local
languages, local terminology, and humor as a means of personalizing messages. One step has been the
publication of the ·Ekanya Shocked into Sense" comic book about AIDS. The book is written in English,
however, and would need to be translated into local languages to reach a wider audience. In a oountry with
a high rate of illiteracy, especially among women, tbere is also the need for simple print materials about
HIV/AIDS and family planning methods. The need for clear, easy-to-comprehend instructions for condom
use bas been emphasized by a number of organizations.
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With·greater responsibility for lEe attivities moving to the district level, the need not only for effective
ti. Jing in communication tut the means to follow up and support field staff should be undersoored.
Integration should not mean overburdening staffso that they cannot effectively support either family planning
or H1V/AIDS activities. Ukewise, production of effective lEe materials will be meaningless unless effective
distnDution dlannels are established so that workers have the resources they need to do their jobs.

4. Biom~ical. Behavioral and Operations Research and Surveill:mce. Monitoring and Evaluation

Potential research issues include the relationship between an individual'~; HIV status and his or her attitudes
concerning family planning and adolescent sexuality and behavior.

Work testing the feasibility of using traditional birth attendants and traditional healers to inform abOut and/or
deliver condoms in Ugandan communities should be continued. In lieu ofethnographic research, interventions
and lEe efforts must be designed by and for local communities.

Ongoing research concerning attitudes and beliefs about condoms needs to be complemented with some
condom c,uality control studies.

A large demand appea.rs to exist in Uganda for female-controlled methods that will provide protection against
HIV. Acceptability and efficacy trials with the female condom and other female controlled methods should
be considered.

If referral systems between AIDS, STD, and family planning services are established, their effectiveness will
need to be 85CSSed.

Ongoing research in Uganda on S1'O diagnosis and treatment is very importanL This includes the oesearch
on male and female perceptions of ~heir reproductive physiology, health, and sexuality.

More information regarding potential contraceptive interactions with HIV acquisition, transmission, and
disease progression is urgently needed. Research on these issues is being carried out throughout the world
and more information sbould be availab~e on tbese issues witb time.

Common indicators for monitoring family planning and HIV and/or STD prolJl3ms are contained in health
information systems, and for evaluating them tbere are KAP surveys, condoms sales, sro reinfection rates,
and teenage pregnancy rates.

s. Service DeU....erv <Oinical and Non-Oinical. Public. and Private

In Uganda, it appears tbat because of tbeir vigor and extension AIDS programs have more to offer to any
effon to integrate/coordinate family planning and HIV/AIDS activities than do those of family planning.
Program leadership attitudes vary, but service providers express a genuine interest in making the connection
between family planning and HIV/AIDS. Many AIDS counselors recognize that for those at high risk of HIV
infection, or those who already have tested HIV positive, an additional pregnanc.y represents a significantly
greater risk for the AIDS client, the outcome of tbe pregnanc.y, tbe future of a potentially orphaned or HIV-

- . .. positive child, and the bealth andec:onomic welfare of tbeextended family. Q)u~lors _and,t!l~i.tleacle~
- ----------------1iOWever,expresHIie ncccft'Ormore traIiiliigfn family piaiinmg before tileyean effectiveiyadd this component

to their work with HIV clients.

.-
The same interest in and some experience with discussing AIDS with family planning clients is expressed by
family planning providers. They, too, indicate tbe need for more training related to AIDS if they are to be
accurate and effective in their messages. They do not expect to do comprehensive counseling on AIDS in their
provision of family planning services. They could, however, provide basic information, help clients to
understand the implications of AIDS in making a choice of contraceptives, and make referrals for further
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cxnmseling or support services for AIDS. Clinics, which are not a large supplier of condoms at this time, could
do more in this regard.

Family planning providers b:rie sometimes increased their attention to sterile procedures in the face of risk
to themselves or their clients of the spread of the HIV virus. In the FPAU program, in which there has been
an emphasis on the IUD, disposable gloves have been made available as well as inexpensive bleach solution
for decontamination, disinfectant for cold sterilization, or autoclavmg equipment for boiling instluments. The
requirements for sterile procedures, the cost and logistics implications, and the potential for undue
apprehension on the pan of the client calls into question the requirement for a pelviC examinaticn before
initiating hormonal contraceptives. Emphasis in the family planning program on hormonal contraceptives and
to a lesser degree the IUD are somewhat in conflict with the emphasis on the condom of the AIDS control.
program.

With the exception of the GTZ basic health services project in two health distriCts, few formalized efforts have
been made to combine AIDS and family planning service delivery. In fact, the manager of a large tea estate
reported that family planning workers come to the estate from time to time, AIDS control workers come at
different times, and neither promotes the interest of the other. Nevertheless, the ad hoc practical experiences
of -integration- by service providers give promise that more can be done in the future. The 012 experience
demonstrates that the road to more unified programming is not easy. Despite having both AIDS and family
planning emphases in its program for more than two years, only in the !ast six months has it been able to bring
the two components together in practical planning exercises; the family planners must continue to be a
-squeaky wheel- to gain adequate attention in the vigorous efforts at AIDS prevention. This appears due to
leadership perception of the relative imponance of the two facets of the program, male dominance in some
aspects ofprogramming Objectives, ambivalence over the role of hormonal contraceptives as they relate to HIV
transmission and progression, MOH policy, training pr'ograms which limit expansion of community-based
family planning services, and the general weakness of tbe family planning services in the two districts served
by the project.

Although more vigorous and well supported tban the family planning activities, the AIDS preventive services
(condom distnoution along with counseling) are aiso only dealing with a small proponion of tbe population,
often throUgh fixed facilities which are limited in number or strengtb of program.

The areas in whicb the integration offamily planning and AIDS service delivery is more likely to be prodUctive
in the future are in efforts that would allow both programs to work together on the commun!ty leveL The
expanded effon would have the advantage of being largely new territory for both AIDS and family planning.
Their mutually supponive objectives could be identified in initial planning, and benchmark progress indicators
could include indicators common to botb. They could be funded to achieve both purposes. Although program
managers would be accountable for progress in each of the Objectives, the two concerns could be essentially
integrated at the service det.:very/c1ient level. Strong emphasis on the use of ,the condom for these target
populations regardless of whether fur family planning or AIDS control purposes would obviate much of the
concern over the appropriateness of hormonal contraceptives in the presence of HIV/AIDS. The programs
could be designed jointly to assure tbat appropriate approaches were made to particular target groups but in
such a way as to not offend other audiences.

..

6. Service Delivery through Social Marketing

Two condom social marketing projects exist in Uganda. Their products are the Protector and Engabu
condoms. Unpackaged condoms are also sold by the FPAU and some ElL subgrantees directly to consumers
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at clinics, project sites, and through CaD workers and com:nunity bealth workers. Unpackaged condoms can
also be found in drug stores and in the informal commercial sector.

The Protector condom is distn"buted through Armtrades, Ltd., operating under a subcontract to the SOMARC
IT program. Armtrades is an indigenous pharmaceutical distribution company. The company employs 20 full­
time promoterlsalesmen to promote and distn'bute Protector. Technical assistance to Armtrades lis provided
by the SOMARC regional manager, based in Harare, who visits tbe company every two to three months.

The consumer price ofProtector is Ush 150 (USS 0.05 each) for an ~:nvelope containing three Ansell blUe/gold
condoms. Protector is sold primarily through private clinics, pharmacies, and drug stores. An estimated 1,000
retail outlets carry the product.

sates of Protector began in August 1991. Total sales for the year ending July 31, 1992, were 1,107,829 pieces.
Sales for the months of AUgust and september 1992 average about 80,000 pieces a month. Target groups are
consumers in the C and D (lowest) economic classes.

Religious and governmental opposition to Protector mass media promotional activities surfaced sbonJy after
the beginning of the campaign, requiring the suspension of aI: radio, television, and some print advertising.
The suspension remains in effect today. A -quiet- promotion of condoms has now been adopted as
government policy. ~ncouraging brand promotion at the point ofpurchase only and providin.g morewidespread
forms of health edu~tion about condom use.

The Engabu condom is distn'buted by GTZ as pan of its comprehensive primary bealtb care project in the
Fon Portal region. The project acts as the distributor, selling the condoms directly to local reWlers and to
consumers througb project personnel. The consumer price is Ush 100 for an envelope containing 5 condoms.
Although the economic target groups for Engabu are similar to those of Protector, the brand is positioned
with a regional navor, being designed especiaUy for -Ugandan conditions.- The launcb of Engabu was
preceded by several articles in the national press whicb created unfavorable publicity and delayed the shipment
of the condoms to the project site. sales of Engabu began only recently. No sales statistics are available.

Unpackaged Pantber, no-label, and Sultan condoms ar~ sometimes found in retail sbops and in town markets.
Estimates of quantities distributed are not available. Consumer prices range from Ush 20-50 per piece.
Anealotal evidence suggests that many condoms intended for free distn'bution end up being sold in the
commercial sector.

Condoms in commercial shops are not evenly available. In Jinja, Protector seemed only available at selected
drug stores. In Fon Portal, both Protector and Engabu were fairly widely distributed. In botb areas, retailers
were selling the oondoms way above the suggested consumer price, witb Protector selling at between Usb 2SO­
500 per packet of three and Engabu selling at 300 per packet of five. When questioned on tbe purchase price
of Protector, most retailers indicated that they purchased tbe product from resellers at prices of between 150­
200 Usb per packet of three (the suggested retail purcbase price is Ush lOS per envelope). Armtrades is
negotiating with CARE, En., and FPAU to use tbeir distribution networks to sell Protector. 'The company
is also attempting to increase distribution througb greater use of existing commercial wholesale cbannels•

• ___. .2, . ~'!!.n.'.~i_ty(~I1.~_0_n9.sup~ly .a~d Logistics

Condom supply and distribution channels are complex and service providers have exceeded tbe responsive
capacity oforganizations managing condom supplies. A condom policy has yet to be adopted, supplysbortages
and stock-outs at the service level are frequent, storage space is inadequate, the multiplicity of agencies and
organizations involved in MCHIFP and AIDS prevention programs mak.es the distribution system cumbersome
and inefficient, record keeping systems are not fully operational, and training is needed at aU levels of the
logistics management system. This system will be sorely tested in 1993, wben the number ofcondoms required
is estimated to be 20.5 million units, dOUbling the amount required for 1992.

lOS



8. Host Country and USAID Management Considerations

Because of the large nmaber of international donors providing assistance in the health an'J population sector
in Uganda, effective coordination of programs (both service delivery and research) is difficult, at besL UNDP
is thought to be -too bureaucratic and too burdensome because of formality requirements- to facilitate this
multisectoral coordination.

Supervision and oversight of national AIDS and MCHIFP programs is inadequate. This is panicularly critical
if programs are to be integrated through a primary health care approach.

If USAIDlUganda is to integrate HIVISTD and MCHIFP activities, a project authorization which allows a
OexlDle approach is needed. The project authorization should be broad enough in scope to allow inputs from
·companmentalized- central projects as needed.

D. Pen::eptiomofAdvaDtageslDisadvaDtagcs Related to the Integration/COOrdiDation ofFamDyPIanDiD&
aDcIlUV/AIDS Activities

Most of those interviewed evinced a recognition of the close relation between family planning and the AIDS
epidemic. This was generally expressed in terms of family health and welfare.

Service providers generally stated that the question of whether programs should be integrated is irrelevanL
At the client level, these two problems are already joined and clients must receive help in botb areas.

MOH officials noted the need for integration at the service delivery level, witb some continuing separation
of programmatic tbrusts at higher organizational levels. What sbould not be integrated is accountability;
someone must be identified to be responsible fo:' achieving the goals in eacb program area.

The need to involve the community more in the program (both as providers and recipients of services) and
in beooming more responsible for the health status of the community was seen as essential. Greater outreach
beyond static facilities was also seen to be needed.

To date, there has been little formal integration of family planning and HIV/AIDS activities in Upnda.
However, almost all tbe people interviewed expressed interest in some level ofcollaboration. Those working
in family planning were well aware that their workers need to be knowledgeable about AIDS when counseling
their clients. The need to educate service providers about the use of sterile procedures also was well
acknowledged. On the HIV/AIDS side, considerable interest was shown in including information about, ifnot
provision of, family planning methods other than the condom to clients as a means of protecting tbe bealtb
of women and children.

Two different perspectives on integration were expressed by different religious organizations offering health
care. The Islamic MediC1~ Asscx.iation bas staned a clinical family planning program (tbat does not include
an lEe component) and is running two pilot HIV interventions in the community. From tbe association's
perspective, it bas been easier to convince religious leaders that condoms should be promoted for HIV/AIDS
prevention (and that this will not encourage promiscuity) because use of condoms is sanctioned in their

________~!iSi~_':l for~l!'jJy'pI~~~~11le C?~b~~c Hosj!ital at ~~hJ,on the other hand, is informing its clients about
the use of tbe condom for prevention ofHlV/AlI>S as a health measure even thougocriodom use cannot be
promoted for family planning.

B. CoastrainlS

The following are constraints to achir.ving more coordination or constraints in either AIDS or family planning
programs that might be addressed more effectively by better coordination:
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• Inadequate government commitment as expressed in budgetaryallocations - Both family planningand
AIDS prevention and control activities are still donor driven and donor financed.

• Difficulty of coordinating activities witll1 so many different donors and different projects addreSsing
AIDS and family planning.

• Bureaucratic constraints as funding is often made available for narrowly defined purposes. Although
this may be useful to assure attention to essential program areas especially in initial stages, there
comes a time when purposes of overall program eflicieflCY require more flexibility to assure greater
integration.

• Inadequacy of training of personnel both in family planning and AIDS prevention in order for them
to be 8bl~ to pursue these mutually supportive objectives effectively.

• Misconceptions by program leaders related to either family planning or AIDS.

• Substantial breakdown of the public sector infrastructure for delivery of health services over the past
two decades.

• Lack of appropriate management systems for logistics, supervision, monitoring, and evaluation in the
public sector.

• Ambivalence of program leaders with respect to the use of hormonal contraceptives in the presence
of HIV; insufficient attention paid to the concepts of relative risk in determining program policies.

• Inability of programs to advenise - the requirement for -quiet promotion.-

• Inability thus far to demonstrate to the private commercial sector tbat it is in its best economic
interest to suppon the Objectives of family planning and AIDS control both financially and with a
sound workplace policy.

• Religious, cultural, and ethnic beliefs and attitudes including a conservative attitude toward frank
discussion of sexuality especially with youth, the status of women in the home and society, etc.

• Lack of experience on the pan of health and family planning programs in reaching and influencing
behavioral patterns of youth.

• Remaining stigmatization and fear related to AIDS and AIDS infected clients - marginalization of
AIDS-infected population, connotation of guilt making it more difficult to deal with prevention of
AIDS between marriage panners.

There is less to be gained for the AIDS program from effons to integrate AIDS activities into the present
weak family planning effons. There is considerably more to be gained both for AIDS clnd family planning if
components·olfai1illY·pTannmgweremcr:e formally frichl(Ied inAlDS cOunSeling and informational services.
This could produce a more comprehensive approach to dealing with clients, could contribute to preventive
actions, and could reduce the burden on caregivers.

Improving the potential for mutual benefits within tbe present family planning and AIDS control structures
will require cross training ofservice providers to make tbem minimally competent in the otbez area ofconcern.
It will require upgrading and revision of tbe general lEe program of both program areas to clarify and address
specific targets with appropriate messages that are mutually supponive of (or at least not antagonistic to) the
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two objectives. It will require funher study and poti~ decision making to clarify the role of contraceptives
other than condoms in the face of a high prevalence of HIV infection; it will require a full S1ipply of and
improved logistics for condoms. It will require a policy change with regard to hormonal contraceptives which
maximizes their availability at the community level and minimizes apprehension on the pan of providers and
clien~ due to physical examination requirements. If pelvic examinations are to be required and/or IUDs are
used or male or female sterilization provided, increased attention is requfred to assure sterile prc.~ures and
an adequate supply of commodities.

Achievinga real paycfffrom more integration will require policy change that produces greater explicit financial
and moral suppon from the government It will also require some joint decision making by family planning
and AIDS leadership to identify the areas especially in non-clinical, non-static facility, comm!1nity-based
programs in which joint programming can be carried OUL This would imply a more aggressive approach to
louth and workplace services, with a special emphasis on the private sector and on social marketing.

The uneven availability of condoms in the public, private, and commercial sectors suggests that current
distn"butinn policies and supply networks could be improved. The Protector social marketing campaign is
capable ofdoing much more, but Protector's relatively high price, the lack offull-time marketing management,
and the failure to utilize existing commercial and project-based distribution networks fully all work against
realizing the full potential of this project The potential for national distribution of the Engabu brand should
be explored, as well as the possibility of providing marketing assistance to 012 project personnel.

Greater emphasis on social marketing should take place while free distr.bution of condoms in the public sector
is scaled back and focused more on target groups with the greatest need. NGOs, both local and international,
should be encouraged to sell the sOcial marketing brands using project, clinic, and CaD and community health
worker distn"bution networks.
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Botswana ~untJy Prome

1. Population!Family Planning

According to the 1991 census, the current population of Botswana is estimated at 1.3 million. The rate of
population growth is 3.5 for the period 1981-1991. Analysis of the census figures is curren~iy undcr way at
the central Statistical Office; until this analysis is completed, the extent of any decline in fenility cannot be
identified. At the current rate of growth, the doubling time for the population is 20 years. Since high fenmry
leads to a high proportion·of children, thc dependency ratio is nearly 100 percenL

Population density is low at the national level (2.3 people per square kilometer), but the pressure on arable
land is great (population density on arable land was 307.3 per square kilometer in 1986). The urbanization
process that is taking place indicates, along with other factors, that Botswana has a population problem. The
urban population is 23.9 percent of the total and some urban areas and rural settlements have increased above
this average national rate. Gaborone and Jwaneng have experienced the highest rates of growth, 5.4 percent
and 128 percent respectively.

The economy in Botswana is financially strong but the labor market situation is such that only 20 percent of
the population aged 15 and over has access to jobs. Income distnoution is unequal: the poorest 40 percent
of the population earns 11 percent of the total national income while the richest 20 percent earns 62 percenL

The MCHIFP services are offered through 520 operational district hospitals, health centers, clinics, and health
posts by thc MOH and the Ministry of Local Government, Lands, and Housing. According to the 1988 DHS,
the modem n.ethod contraceptive prevalence rate was 32 percent among women in the childbearing ages.
Modem methods, panicularly the pill and injectables, have been replacing the use of traditional methods which
have decreased from a prevalence rate of 9.2 percent in 1984 to 1.3 percent in 1988. Condom use was limited
at the time of the DHS. It could have been expected that the HIV/AIDS program would have inaeased
condom use, but there is no evidence of this. The distribution-based method mix shows a reduction in the
percentage for condoms from 15 percent in 1988 to 11 percent in 1990 despite the increase\ in units distnouted
to clients in those years, 21 and 27 million respectively.

2 HIV/AIDS

The HIV epidemic is of relatively recent onset in Botswana, with significant spread in thle population only
since the mid-1980s. Early surveys in 1984 and 1985 detected no HIV seropositivity among the Basarwa
population nor among terminally ill patients in several hospitals. The percentage of HIV s.:ropositive blood
donors increased from 0.9 percent in 1987 to about 9 percent in early 1992, a tenfold increase in five years.
Several HIV seroprevalence studies, using non-standardized tcchniques, werc conducted ~lmong pregnant
women in Botswana between late 1990 and early 1992 These studies indicated that the HIV e:pidcmic already
had reached significant proponions in urban areas (Gaborone and FrancistOWD, 6 percent and 8 percent,
re.s~~MLin_a_semi~.1.11:]>llnarea (M()1.e90101.e1-§'19Crccnt1-~.weJt~ 10.3nraLcommumtY lurroun_a.
mining town (Orapa/Boteti, 7.5 percent). These data suggest that the distnoution of HIV infection in
Botswana is not limit....d to the major urban areas nor is HIV spread solely along the main truck routc from
South Africa to neighboring Zambia and Zimbabwe.

The Botswana National AIDS Control Program (NACP) conducted a systematic collection of HIV prevalence
information at three selected sites (Gaborone, Francistown, and Maun) during Fcbruary-April 1m on
antcnatal clinic patients (which the WHO proposes as the best proxy for HIV prevalence in the 1549 year
old or sexually active population), male STD patients, and tuberculosis patients. The results of this HIV
sentinel surveillance survey indicate that HIV seroprevalence rates. have doubled (rom late 1990/early 1991 to
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early 1992. About one out of six pregnant women in Gaborone (14.9 percent) and one out of four ('13.7
percent) in Fnncistown are now infected with HIV. HIV prevalence is 12.7 percent in MauD, a ~mi-urban

area which is the oounUy's main tourist center and a major growth pOint in nonhero Botswana. Only 350
cases of AIDS had been reponed in Bvtswana as of June 1992.

S1Ds are a major health problem, acoounting for 6-7 percent of all public sector out-patient visits. The HIV
prevalence rate in Gaborone is significantly higher among men with another S1D than among women seeking
antenat;oJ care. Whereas the peak age-specific HIV prevalence among women is among the 20-24 year olds,
men with S1Ds have their peak age-specific prevalence 10 years later (ages 30-34). As seen elsewber" in
Africa, the female to male HIV infection ratio is approximately 1:1.

A July 1992 NACP repon ooncluded that the wHIV epidemic has been explosive in Botswana and has now
reached catastrophic proponions.W Factors found to contnoutl: to the rapid spread of HIV in Botswana
include high rates of other S'IDs in the population (estimated annual 1989 incidence rate of 8.5-12.7 percent
in 15-49 year olds), early age of first sexual activity, multiple sexual panner behavior, and the high mobility
of the population which. implies work-related separation of panners over long periods of time.

R OrpDil2tiQn of Programs

1. PopulationIFamily Planning

Two ministries are responsible for the health care system in Botswana, the MOH and the Ministry of Local
Government,. Lands, and Housing. National policies and supervision of the entire system are the maiD
responsibilities of th: MOH. This ministry also runs nine district hospitals. The Ministry of Local
Government, Lands, and Housing is responsible for the sl1pervision of the 15 district health teams in charge
ofrunning 15 primary hospitals, 169 health clinics, 308 health posts, and 66S mobile stops. Mining companies
operate three hospitals, and three more hospitals are operated by missions. This health service network is well
distn1>uted: 8S per cent of the population lives within 15 kilometers of a health facility.

The provision of family planning information, services, and supplies is an integral pan of the MCH Unit of
the Primary Health care Depanment Family planning services are provided in some form at all levels of the
government health system, which is by far the largest provider in the country.

Besides the governmental effort, some NGOs recently staned or are about to stan some family planning
activities. Religious missions and private companies operate facilities with family planning included. The
Botswana Family Welfare Association, which was established in 1988, provid~ information, education, and
counselling at the oommunity level. The YWCA provides information on family planning in its mothercare
center for adolescent mothers.

An inter-ministerial steering committee was previously charged with the coordination of institutions involved
and activities performed in population and family planning. The recently created Council on Population and
Development with government leadership, which includes non-governmental representation, is expected to be
effective in implementing and coordinating population and family planning activities throughout the country.

___.. __ P~~!!on-!>! HIYI~_S_~~~~~i.~ ..~..~_P!i,~!i.ty_Jss,!~!np~£':l!~t~C?~!a.~i1y_ pl~~~B!._ afa~ tha!- is
underscored by tho participation of the director of tbe NACP as a member of the council. 1ii addftio~l, a
Reference Group, including the ministries mentioned above plUS the Central Statistical Office, bas b41~n

provisionally established to assure effective coordination in implementing the USAID-funded Botsw:ilDa
Population Sector Assistance (BOTSPA) project. The council will probably incorporate the program and the
Reference Group may eventually disappear.

Botswana's family planning program bas been successful in that about 32 percent of the women in the
reproductive ages practice contraception. Despite this relatively higb prevalence rate, the discontinuation rate
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is running at about SO percent in this pill-dominated program and tbe population growth rate, 3.5 percent,
is one of the highest in the world.

2. HIV/AIDS

In Botswana, the integration of family planning programs and HIV/AIDS preventi,on programs has evolved
as a logic::al extension of an integrated primary health program. The government, USAID, and other donors
have learned from previous experience and earlier debates on the issues and have moved ahead to develop
integrated programs.

In developing an integrated program, issues of collaboration and coordination are paramount. The
responsibility for coordinating HIV/AIDS and family planning activities has been placed at a high level of the
government. In the case of HIV/AIDS, the NACP was established to coordinate the participation of the
Ministries of Fmance and Development Planning; Health; Local Government, Lands, and Housing; and
Education. This is to assure that policy, financial, and operational issues wiJ:I be addressed from the
perspective of the overall program.

Activities are starting or about to stan, and there are some indications that they cln have a great impact on
both the fenility rate and AIDS, given the commitment of the government and the infrastructure offered by
the MCHIFP program and the commercial sector. The population of Botswana is small but easy to reach, and
the country has demonstrated the ability to provide contraceptives to a large (troportion of the general
population. The social marketing program has the potential for success, and the fnmily planning association
also has the ability to supplement the distribution of condoms efficiently within its projected CBD program.

C. Daaiption of Activities

1. Training Programs

Assessments of both family planning and AIDS programs in Botswana undelSCO:re the need for training of
personneL Lack of skilled staff~ one of the major constraints to effective delive~, of services in both sectors
and, therefore, an impediment to integration of family planning, AIDS, and STD activities.

From the highest levels of the MOH down to the family welfare educators, the system is severely understaffed.
For example, the health education unit in the MOH has seven positions, but only three are currently filled.
Skilled people are quickly lured to the private sector where salaries are higher and they are not· faced with
frequent transfers.

At service delivery points, nurses provide most services as doctors are at a premium. Since nurses are in short
supply, however, family welfare workers, who are supposed to educate the community about health matters,
are being pUlled into the clinics to help provide clinical services. Surveys among the nurses themselves have
revealed that although many have received training in IUD insenion, few feel qualified to do it. Guidelines,
standards, and procedures for providing family planning and STD services exist, but most providers are not
familiar with them and do not use them.

....----..----.------ ramiiy pianning service-provtam"mo-laCrttaming nrcounseung 1lm~)DIT communicatiOn so-mn
~ they are poorly qualified to help clients make informed choices. With plans in the works to integrate S1D

diagnosis and treatment and HIV/AIDS education and prevention throughout the MCH system, the need for
training ofall service providers in counseling and interpersonal communication skills becomes a critical factor.

To date, it appears that two training approaches have been employed: sending selected staff abroad for
speaaUzed training and holding workshops for selected groups. The idea behind both strategies is that those
attending the training will then go back to their posts and train their colleagues. The little in-service training
that exists is usually didactic not skills-based and rarely includes family planning.
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As thell'e is also a deanh of well-trained people in the private sector, it will not be possible to turn to the
NGO community for assistance in this area.

USAID's new project will include third counlly and on-the-job training at district level. The initial aim will
be to provide as many MCHIFP service delivery points as possible with a minimum number of better-trained
pell'SOnnel and to begin the process of skills transfer from supervisors to service providers. As the training
sdledlll1e permits, either during the project or after, additional trainees will be selected. They will include
midwives and medical officers from hospitalc;.

Expected outputs of these training efforts include a central training section to provide effective training to
selvi,c:e providers and .supervisors; at least 480 service providers, primarily from district level; a training
information system to track on-the-job performance; at least 105 managers and supervisors familiar with the
mlining program.

2.

Alll 1991 evaluation of USAID's population project (Bertrand, et al) reported that, --rile lack of a clear IEC
stJmtegy, using established communications channels to reach segmented target audiences, is generally
ad:nowledged as the most serious gap in the government's population program.· To date, there has been little
promotion of family planning through the media. Botswana lacks its own television production capability, but
b:lS a large radio listenership and a well-established print media. The literacy ITIte in Botswana is high, actually
bJigber for women than men. Most people, however, continue to receive family planning information from
clinics. Due to the heavy workload in most clinics, and the lack of appropriate training, bealth education
alctivities are minimal. The MOH has a cadre of trained community-level family welfare educators wbo are
$lllpposed to educate the community about health matters, including family planning. As mentioned above,
d.ue to the sbortage of nurses, most of these family welfare workers bave been pulled back into the clinics
wbere they are assisting nurses in providing clinical services rather than doing lEe. Therefore, counseling and
information services are minimal to non-existent in most clinic settings.

The MOH operates an IEC production unit tbat prodUces pamphlets, posters, and radio programs. The
quality ofwork done by the MOH production unit is reported to be high, although it is often backlogged due
tu shortage of staff and the mandate to serve all the programs operated by the MOH. Print materials have
been developed for both literate and semi-literate audiences, although there are significantly more of the
former than the latter. (No IEC materials have been prodUced on SIDs.) The main problem is tbat these
materials are not readily available in the clinics. There is no established mechanism for distributing IEC
materials. Unused materials are piled up in storage areas and most service providers do not know that they
exisL

Outside of the government program, a few NGOs have become active in family planning lEe. Botswana does
not have a strong tradition of NGO involvement, so these groups do not represent an existing source of
expenlse. Botswana has a higb rate of teenage pregnancy and a number of these groups are focusing tbeir
efforts on young adults, including tbe Red Cross Society, the YWCA and the Botswana Family Welfare
Association (BOFWA), an IPPF affiliate formed just three years ago. All these programs are attempting to
pr~~e youn~ people with family life ~~~t!~n ~th in an~ out of~hool.. Some progra~, ~uc~~as B~~A,

- ········--···pIUYIUe WIIUOms'UU lequesC --ne-I wCAs·rner PIOJett ~stuuellLsw·nmlauDlY nw euUt311Un

workshops for their peers in secondary schools. They include information on family planning, including
rontrnceptives. AIDS information and prevention is stressed. Students would like contraceptives to be made
available in the schools so they could avoid the potential embarrassment of seeking ~rvices at clinics or even
in pharmacies where they may encounter family or friends.

The Ministry of Education has mandated that family life education be included in the school curriculum as
pan of the biology courses in secondary school. However, because no questions on the material are given on
examinations teachers do not feel compelled to teach the units. BOFWA is trying to work with the teachers
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to make them more comfortable in dealing with the subject. BOFWA is also working with parents, to make
them more receptive to the curriculum.

There is now an emphasis on presenting family life education material as part of the primal}'school curriculum
as sexual activity starts early in Botswana (sources at the YWCA who work with adolescent mothers repon
that girls are often sexually acm'e by age 9 or 10) and many students drop out of school after prim3l}' school,
when they are about 12 years old. Efforts to reach out-of-school youth have been less successfuL Efforts are
being made to work with groups of young people attending evening schools or involved in study groups.

Little has been done to reach men with family planning lEe. A leaflet was developed LO accompany condoms
sold in vending machines. This program bas been discontinued, however. One program specifically targeting
men is the workplace program (one «:omponent on family planning is supponed by UNFPA and another for
AIDS has been funded by USAID). The program operates primarily through the training of peer educators
in the workplace.

Another approach to reaching men is through the Botswana Defense Force, which has its own health care
system that provides services to families as wen as milital}' personnel. Condom use is now being promoted
by the military, but this has happened primarily in response to the threat of AIDS.

Overall, IEC activities in suppon of family planning in Botswana remain weak and little technical capacity
exists within the private sector. One of the initiatives of the USAID-funded program is to strengthen the
capacity of local NGOs to provide technical assistance in areas such as IEC and training.

In terms of HIV/AlDS, initial IEC activities focused on moralistic campaigns in suppon of monogamy which
kept the messages at arms length from the reality of people'S lives. Materials stressing the importance of
keeping to one panner were not only not reflective of the reality in Botswana, especially given the difference
in the sex ratio with women significantly outnumbering men. They were, in fact, misleading in the case where
one panner was already infected with HIV. Few people took the message seriously at that time as few
personally knew anyone who had died of AIDS.

Botswana's current realization that AIDS poses a serious threat to the health and economic development of
the countl}' has led to action. As family planning activities are already integrated into MCH services, it
seemed logical- on the pan of the government - that the prevention of AIDS should be integrated into the
MCHIFP program. Although AIDS activities in Botswana are under the direction of the NACP, most
HIV/AIDS IEC activities continue to be carried out through the same MOR channels that supp.>n family
planning.

HIV/AIDS-related IEC efforts have progressed in that messages are now more appropriate and are highly
visible on billboards, posters, bumper stickers, etc. Radio programs and spot announcements are on the air
and there are plans to use folk media, including drama.

Witb tbe integration or AIDS education into the MCH/FP system, AIDS activities will face the same
constraints noted above for family planning. Qinics and health posts lack materials and service providers have
limited skills in communication, which will be even more important when dealing with AIDS and STDs.

As is the case with family planning, the health system is not proving to be the best mode for reaching groups
such as youth and men. These activities are being picked up by the private sector. In addition to groups
already involved in family planning, several groups have beer. formed to deal exclusively witb the issue of
AIDS, inclUding the business community. These include the Botswana Red Cross Society and Teachers
Against AIDS.
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The Botswana Defence Force bas involved ~latoon leaders in the dissemination of HIV/AIDS information to
their units. In addition, one member of eac~ platoon is being trained as a peer counselor. Condoms are being
promoted and are being made read.ily available to members of the armed forces.

I
Integration of family planning and AIDS ~ictivities in Botswana is already a national policy. In terms of IEC
as other service delivel)' components, it willi only be successful if tbe existing system is sufficientlystrengtbened
and if materials developers and selVice ~l~livel)' staff are given sufficient training, supervision, and support.
Many of these issues are being addressed, in the new USAID program for Botswana.

I
To date there bas been little inVOIvemr:nt of the business and commercial sectors in IEC activities for
HlV/AID5. This is partly due to a tene ency to look to the government to take care of sucb things in this
small and relatively prosperous countl)'.

3. Social Marketing l:'
A social marketing of condoms progrc m is scheduled to begin in Botswana in November 1992 under the
direction of Population Services Intern ltional (PSI) witb funding from USAID. In the past, the government
had not sbown interest in establisbing 1'1 contraceptive social marketing project for tbe sale of contraceptives.
With the advent of tbe AIDS epidemic, bowever, and tbe resulting empbasis on tbe use ofcondoms to prevent
the spread of HIV, it bas decided tbal tbere is a place for sucb a projecL

Condoms are currently available witbl~ut cbarge througb MOH MCHIFP outlel.,. The brand distn"buted by
the government, Sultan, is not vel)' (Kl'puiar - people say tbat they smell funny and often break. Those who
can afford to do so purcbase better-11uaUty condoms in pbarmacies. The MOH sees the social marketing
project, which will offer better quallily condoms at subsidized prices, as filling tbe gap between the free
commodities available within the b~/ltb system and tbe more expensive brands available commercially.

In order to implement the project, P:/;I will establish a new local NGO affiliate in Botswana. PSI will manage
tbe program througb this affiliate w/itb tbe intention of transferring management responsibility to the local
program within five to seven years'fThe initial agreement witb PSI will run for a period of three years and
will then be evaluated to determine be future direction of contraceptive social marketing (CSM) activities in
Botswana.

The objectives of the CSM proj~t, over the three-year period, are to 1) sell over 2 million condoms; 2)
achieve a broad distribution in aU urban and commercial centers including workplaces, bars, .hotels, kiosks,
and market stalls; 3) train and dl NClop a local distnoutor; and 4) carty out an aggressive promotion and
advertising campaign.

PSI will cany out CODSumer reseatch and, based on tbe results, will determine brand name, packaging, and type
of promotion to be used. PSI "vill also carty out a baseline KAP study witb regard to condom use. The
condoms for tbe program will br supplied by the government.

Monitoring and evaluation resf~rcb activities will be a pan of the project. They will include 1) product
inventol)' status, 2) number an,'llocation of outlets, 3) sales, and 4) expenditures and revenues. PSI is aware

__ ,._~._._,~,._., II!!JI!: _-: _~ "",_1~ •.I.~• ..._ __,.__:",_,:.. ,''''~.'','''''''''.''' ••''' ,.... ".,h ",It."" 1ft 'th•. ,....~.,n' RntCU1!lft~==:;:=~~'; ;;~cl~~'Th:s~;;;;;oJ:c;;W b~"d;ig;;d"t~'r;u~W;;;;~ts;h~er ~ible.
!

4. Condom Supply and!Logisti~

Contraceptives were origina,lIy provided by USAID, UNFPA. and the Government of Botswana. UNFPA
stopped the provision of ccmtraceptives in 1991, except for Depo-provera. USAID began phasing out of
contraceptive procurement in 1987. As of May 1992, the government purcbases all contraceptives (with the
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exception of Depo-provera). The amount of condoms introduced into tbe country bas increased from 1.2
million units in 1990 to 4 million in 1992.

Hospital clinics and health posts have enougb contraceptives to meet current levels of demand. but lack of
supervision. transport problems, and poor calculation of montbly needs bave resulted in over- and under­
stoeking and expiration of some commodities.

D. pera:ptiolPS ofAdvutageS/Disadwntages Related to the lDtegratioD/CoordiDation ofFamilyPlannin&
and mY/AIDS Activities

Some of the oonstraints Within the system that could affect successful implementation ofan integrated program.
include the following:

• A lack of skilled staff throughout the public sector from ministry level to family health workers.

• Few service providers currently possess effective counseling and interpersonal skills. These skills will
be essential if these workers are to deal effectively with the issues of HIV/AIDS prevention and
diagnosis and cure of S1Ds. The laclc of these skills may also be a factor in the low continuation rates
in the family planning program.

• Most of the financial support for family planning is currently being provided by international donor
agencies. The willingness and ability of tbe government to assume a greater share of the cost of these
programs will be an important consideration in tbeir long-term viability.

• The NGO community in Botswana is relatively young and is not in a position to provide much in the
way of expertise to the national program.

• Private sector resources (i.e., tbe business and commercial sectors) have not been tapped for public
relations and financial support. In a country like Botswana. which is relatively prosperous. the private
sector could play an important role in promoting and sustaining an integrated program.

The experiences of tbe earlier USAID BOTSPA project and the Botswana AIDS in the Workplace Project
funded by tbe AI.D. Africa Bureau's HIV/AIDS Prevention for Africa (HAPA) project bad led to the
development of an amendment in the new BOTSPA project which will support an integrated approach to
S1D1HIV prevention and MCHIFP. This project is ·on the leading edge·of current public health thinking with
regard to HIV/AIDS prevention and control. For this reason. it is paramount that aggressive monitoring.
evaluation, and impact assessment of tbe project be initiated as soon as possible.
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AppendixF

The Demographic Impact of the mv/AIDS Epidemic
on Sub-Saharan Africa

Introduction

The coDtinuing spread of the AIDS epidemic throughout sub-Saharan Africa has increasingly led to a
discussion of the demographic impacts of the disease. The issue is of key importance for several reasons
including the following:

• Rapid population growth in sub-Sabaran countries is a major hindrance to the economic and social
developmeDt of those countries;

• The AIDS epidemic bas a disproportionate impact on the economically productivesegments ofsociety
(i.e., the 20-35 age group) and the better educated and wealthier. Thus, the disease does not follow
the usual pattern of targeting the weaker segments of society (i.e., the young aDd the old);

• It is frequeDtly stated by senior host country officials as well as by senior-level representatives of
donor organizations that the AIDS epidemic will take care of the population problem;

• Programs to reduce fertility and population growth require a better understanding of the epidemic's
impacts for planning these programs;

• Sub-5aharaD Africa is the fastest growing region iD the world in terms of population, with aD
estimated dOUbling time of 23 years (from mid.l989) and with approximately half its populatioD
presently under the age of 15 years; and

• In order to adequately target interveDtions. national HIV-prevention programs Deed to know the
ongoing and potential demographic impacts of the disease in their respective countries.

The issue of the demographic impacts of AIDS Deeds to be placed in an historic context. During the early
years of the epidemic. it was commonJy stated tbat the epidemic would take care of the populatiOD problem
in sub-SaharaD Africa. The pendulum then swung back to the position that the epidemic would have DO
significant impact on the populatioD problem, aDd that the AIDS epidemic and positive population growth
rates would continue to be seen together.1

Prpjection Models - OeDeraI

A number ofmathematical models have l'een used to assess the impacts of the AIDS epidemic on sub-Saharan
Africa's population growth and the results have not been totally consistent, in large part because of the
unknown future treDds of the epidemic. It must also be noted that models have beeD based aD current data,
mainly surveys of HIVseroprevalence and the number of repe>rted AIDS cases. HIV and AIDS rep<>rting

-·ffiroupouBul):s3l1araiiAfrlca iSrecognfied asherng very inadequate. --- .

Anderson, et aI., have been the leading proponents of the poSSibility of negative population growth. They have
modeled the epidemic to produce a Degative growth rate within 30-60 years (using an initial growth rate of
4 perceDt). However, in this model, HIV-prevalence rates rose to SO percent at the time populatioD growth
rates became Degative.
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Bongaarts' work finds that population growth rates would not decline by more than half. The major difference
in these two scenarios is that Bongaans' HIV-prcvalence rates level offat 20 percent ofadults and never attain
the higb rates used by Anderson.

Way's wortl based on the iwgAIDS model (the Department ofState's Interagency Working Group)] simulates
that in a typical African countly. The Bureau of the census projection (over a 2S-year period - 1990-2015)
finds HIV prevalence increasing from under 4 percent to over 16 percent of the total urban adult population.
and rural HIV prevalence increases from 0.5 percent to about 5 percent of the adult population. a tenfold
inaease. The initial population is 5.5 million with 20 percent living in urban areas.

Population growth is assumed to decline from 28 percent to 2.2 percent JVer a 2S-year period due solely to
demographic trends. With an HIV-prevalence rate reaching 8 percent in me adult population, the population
growth rate would decline to 1.8 percent. In 2010-2015, the population grows at 1.5 percent per year as
compared with 23 percent in the absence of AIDS. Due to the large excess of births over deaths. total
population continues to increase. but the increase is reduced by more than 500,000.

-ntus. even with a relatively severe AIDS epidemic (e.g., 25 percent ofsexually active adults infected) reaching
into l!2!!l urban and rural areas of the country. total population growth rates may decrease by only about 1
percentage point •.• Since modeling results sbow tbat birtb rates may be little affected by tbe epidemic;
African countries sbould continue to bave strong positive growth rates, despite tbe presence of an AIDS
epidemic.tt4

Altbough other issues are involved, tbe major difference between tbese predictions is predicting tbe future
level of HIV infection. One assumes tbat, as seen in other epidemics. adult seroprevalence will plateau well
below 100 percenL The question remains at what point below 100 percent. It had previously been stated that
adult seroprcvalence levels had plateaued in many urban areas. Witb the possible exception of Kinshasa. this
appears to be no longer absolutely correct. althougb tbe rate of increase has slowed.

In addition. longer-term projections must estimate not only new HIV infections. but also cbanges in behavior.
Given that our present knowledge concerning behavior and its motivating factors is extremely weak, it is
questionable whether one can adequately predict future trends in behavior.

The increasing seroprevalecce in many rural areas is mirroring the previous epidemiologic curve of urban
areas. Thus. although unknown, it may not be out of the realm of possibility that the seroprevalence levels
will ewntually. in the mid to distant future, be closer to SO percent than 8 percent of the adult population.

Most of the models (with the exception of Anderson) assume a leveling off or plateauing of HIV prevalence
even ifno bebavior change takes place. --:Ibese plateaus occur as certain high-risk groups become saturated.-'
However. the epidemic has gone beyond -high-risk- groups in most sub-Saharan African countries. Therefore,
even if a leveling-ofJ does occur. it may occur at rates significantly higher than those predicted which
concentrate on the spread of HIV through high-risk groups.

ProjedioDM~ - Specific Countries

___~J~u~~L()f att~mpts have been made to project the demographic impacts of the AIDS epidemic within
specific countries. This section discusses three such attempts: Kenya. Uganda. and Rwanda.

The demographic impact of AIDS in Kenya has been investigated by AlDSTECH/FHI'and by The Futures
Group'.

118

~I



The FHI projection, while still in draft form, predicts that instead of a growth rate of about 3.15 percent in
the year 2000 (assuming a medium fenility rate), the growth rate would be 2.6 percent (assuming 0.8 percent
incidence) or 2.35 percent (assuming 1.4 percent incidence) with seroprevalence rates leveling off by the year
2000. Under a very high scenario (incidence of 2.1 percent), population growth would decrease to about 2
percenL The FHI projection also concluded that due to the higher seroprevalence in urban and peri-urban
areas, the greatest impact would be seen in those areas.

Stover and Johnston assumed a current HlV prevalence of 3 percent increasing to 8 percent by the year 2000.
They recognized tbat this was a conservative estimate. Using the DemProj mooel' together with various
standard demographic projections provided by the Long Range Planning Division of tbe Kenyan Ministry of
Planning and National Development, they predicted that HlV infection would increase from about the present
700,000 HIV-positive individuals to over 1.4 million in the year 2000 and 1.9 million by the year 2010.
Infection would be concentrated in tbe young adult population witb approximately 44,000 HIV-positive
nP.Wborns per year by the year 2010.

Stover and Johnston's projection predicts that the population would grow from a present 226 million (1989)
to approximately 40.4 million, rather than to 45.3 million without the impact of AIDS. Thus, although there
are a great number of deaths due to the disease, the overall population still grows significantly. The growth
rate would decrease from 2.8 to 21 percent by the year 2010. However, this means that the population is still
growing by approximately 850,000 people per year. Stover and Johnston predict that the ·population will
double in size in the next 2S years even with a severe AIDS epidemic.'"

The 1FR was 6.7 in 1989 and the projection assumed a continued decrease to 5 in year 2000, and 4.2 in year
2010. "[1]be assumed reduction in the fenility rate causes about as much decline in the rate of population
growth as does AIDS._10

Uganda

The demographic impact of the AIDS epidemic in Uganda has been investigated by the World BantU and
The Futures Groupl2.

The Futures Group assumed a declining TFR from 7.35 in 1988 to 4.0 in 2008 and to 2.S in 2028. It also
assumed an increase in adult HIV seroprevalence from 9.3 in 1988, to 15 by 1998 at which point it levels oft

With th~ assumptions, population growth rate decreased from 2.8 in 1988 to about 1.0 in 2008 and 0.5 in
2028. The growth rate did not become negative even after 40 years. It should be Doted that in this projection
the major impact in decreasing growth was due to the declining TFR. If the model was run assuming DO
AIDS, the population growth rate would still have decreased to 1.5 by 2028.

To follow up this point, a second scenario was run with the same assumptions except that 1FR was kept
CODStanL In this scenario, the population growth rate initially declined from 2.8 in 1988 to 2S in 2003.
However, the rate then increased to 3.2 in 2028.

Similarly, the World Bank model projects that even with the AIDS epidemic, population growth rates will
~1I!a.i.~._a~ 3 percent,although AIDS-related mortality could reduce population growth by o.s~rcent

annually.

Rwanda

The demographic impact of the AIDS epidemic in Rwanda has been investigated by The Futures Groupo.
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Rwanda bas a reponed population of about 7 million (1991 census) and has the highest population density
in Africa. The average number of children per women in approximately 7.6 and the rate of natural increase
is estimated at 3.1 percent per year. This leads to a dOUbling time of the population of about 23 years.

The projection used two scenarios: the first assumed a 3 percent HIV prevalence in 1992-1997, increasing by
1 percentage point per year until 2007 in which it levels off at 6 percent; the second scenario increased
infection rates by 3 percentage points every five years until leveling off at 12 percenL Fenility was projected
to decline gradually from a TFR of 8.0 in 1992-1997, to 3.41 in 2037.

The results show that in the first scenario, the population will continue to grow while the growth rate declines
to 21 percent per year. In the second scenario, the annual growth rate declines to 1.9 with an overall
population doubling time of about 35 years.

Additiooal OuestioDS

There are a number of additional questions relating to the demographic impact of the AIDS epidemic
including the following:

Impact on total fenility rates: Although anecdotal evidence suggests that some women may want to
have as many children as possible before they die, others may decide to stop producing children so
as not to leave them orphaned.I

"

Impact on the age of marriage: The age of marriage may be lowered as men seek younger women
who have not yet been exposed to HIV.

Infant and child mortality: Stover and Johnston project an increase in infant monality of U.5 percent
by the year 2010 (61 without AIDS; 67 with AIDS); and an increase of326 percent in child mortality
(95 without AIDS; 126 with AIDS). Bureau of the Census projects that by the year 2015 infant
mortality will increase by more than 20 percent, and monality in under-fives will increase nearly 50
percenL

Dependency ratiou: It is often stated that the dependency ratio will be significantly affected by the
AIDS epidemic. However, Stover and Johnston predict that t:Ie dependency ratio will be little
affected by the epidemic. In Kenya, they predict the ratio to increase only 1.8 percent by year 2010
(75.8 witbout AIDS; 77.2 with AIDS). The rationale, in pan, being -that AIDS kills not only young
adults but also infants and children._I' They recognizl:d, bowever, that by' the year 2010, there would
be over 1 million orphans.

Similarly, World Bank projections for Uganda find that -the dependency ratio is affected only very
slightly because of the offsetting effects of pediatriC and adult AIDS deaths••17

The Bureau of the Census, however, found tbat the impact on the dependency ratio would be more
significant and projects that, in their model descnoed above, the dependency ratio would be 83 in the
no AIDS scenario, 88 in the projected scenario, and 89 in the amplified scenario.IS

... ,--<'-'" -~- ,~ -- --".-,.. - -" ..--.- .-

Potential changes in societal behaviors as the sex ratio becomes more heavily weighted in favor of
males due to increased female deaths19

: Although WHO has suggested 11 sex ratio of 1:120, it
appears tbat more women are being infected and dying than men. Although the usual population
pyramid for an entire country in Africa is fairly symmetrical, in urban areas it is pronounced due to
the migration of young men (18-35) in search of work. In much of East and Southern Africa, the
male:female population ratio in the 20-35 age group is around 1.5:1. In general, urban HIV
prevalence is highest in men aged 25-35 and women aged 15-25 due to the tendency in Africa (and
throughout most of tbe world) for relationships to be formed between older men and younger women.
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This is a result ofwho mixes with whom. Modeling bas shown that HIV will spread much faster when
sexual relationships are formed across age cohorts than if relationships remain only within a cohort%1

Nevertheless, the distoned population pyramid results in an overall ratio of 1:1.

Even assuming overall maJe:female infection rates to b<e equal, the impact on th~ number of women dying
would be greater since they are infected earlier. Nevenheless, the age-specific population is not the same as
there are more younger people than older throughout Africa. .This means that there are more younger women
infected as there are always more women aged \5-25 than men aged 25-35. "Thus, women are not only dying
earlier of AIDS, there are also more of them dying. The future demographic effect of this situation is a
progressively decreasing mtio of females:males in the older reproductive age groups as the present cohon of
teenagers enters into their twenties and tbinies. The pool of available equal-age female panners for men in
their thirties and foni~ is shrinking, f'.Jnher increasing pressure for the formation of unequal-age
pannerships.w22

The AIDS epidemic is now spreading throughout much of the rural area as economic migrants continue to
move back and fonl1 between the urban and rural environments. -However, as the epidemic spreads into the
larger rural population, the absolute size of the most severely affected younger female population is larger than
the size of the older adult population, which eventually results in a higher number of infections in women.- :z:s

Nevenheless, recent surveys from ~te d'Ivoire show a 2:1 male:female ratio of infection.24 This difference
may be related to the stage of the epidemic the country is in.

Sub-national variations: In general, the models do not investigate sub-national variations in infection
and death rates. However, varil\tions within country are extremely important as they affect such
factors as local labor shortages and internal migration patterns.

Of greater importance, bowcvrer, is tbe need to know patterns of sub-national variation so that adequate
interventions can be designed and imp;emented. For example, the iwg model predicts that by 2015, the
number of infected persons in rural areas will exceed those infected in urban areas. Therefore, national HIV­
prevention programs need to begin to target rural areas to a much greater degree than at present

Condusion

In general, tbe consensus follows the position summarized in the following statement byMay and Stover: Wlfbe
only circumstances tbat would lead to negative population growth would be replacement level fenility
combined witb national adult HIV prevalence levels of 15 percent or more. The largest contnoution to
reduced population growtb rates in these situations is reduced fertility not increased mortality due to AlDS.·~

It is import'llnt, however, to differentiate population growth on a national level from that of selected age
groups. The impact of AIDS will be more substantial than the general population numbers would suggest
Deaths from AIDS are concentrated in groups that are generally considered to have lower morbidity and
mortality, i.e.. those in the early adult years. Therefore, the population age structure may be significantly
different as a result of the epidemic.

The Bureau of the Census projectstllat the excess urban nt0rtality for those aged 30-50 dU~ to AII>S will ~
··5to 7 tImes. NeVcnheIess, it musibe noted that a deaiit at age 20 has greater consequences for a country

than a death at age 50-60.

Finally, it can be concluded that both family (and extended family) welfare and general socioeconomic
development factors will be influenced unfavorably by both AIDS and the expected continuing rapid
population growth. Consequently, i.rrespective of the degree to which they are integrated, it will be imperative
to maintain and increase support of programs both to prevent and control the spread of HIV/AIDS infection
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and to bring rapid population growth rates into balance with the capacity of individual families and the society
to absorb and productively utilize greater numbers•
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AppeDdixG

AID.-Supported Programs for mv/AIDS Prevention
and Control in Sub-Saharan Africa1

Introduction

The urgency and magnitude of the AIDS epidemic have resulted in a significant mobilization of national and
international resources. All countries in sub-Saharan Africa have National AIDS Control Programs (NACP)
based in the Ministty ofHealth. The NACPs have developed, in conjunction with WHO/GPA, Medium Term
planswhich are operationaUzed into practical inteIVention projects. Most countries have been operating under
these plans for 3-5 years.

The NACPs were established as venical programs within the MOB, but act as independent organizations.
Frequently NACPs are housed in buildings separate from the MOH and their budgets are totally donor
supported. With few exceptions (Ethiopia), the costs for HIV/AIDS-related activities have been borne, and
continue to be borne, almost totally by the donor community.

On an Africa-wide basis, the largest donors have been international agencies and foundations, the United
States, the Scandinavian countries, and Germany. The United Kingdom, canada, Switzerland, Netherlands,
Italy, the former USSR, Belgium, Fmland, Japan, and others have also funded HIV/AIDS prevention activities.
ALD. has been pre-eminent among the donor community in its commitments and efforts to confront the
AIDS epidemic in sub-Saharan Africa.

Overview of AlD. HlV/AlDS Prevention and Control Programs in Sub-Saharan Africa

AlD. has obligated approximately $100 million for HIV/AIDS prevention in Africa since 1986. Funding has
been used for monitoring HIV/AlDS; increasing government and public awareness; assisting African countries
with the development and implementation of AIDS prevention programs; and conducting applied research
aimed at improving preventive measures. A major constraint to providing assistance is that investments in
HIV/AIDS control are limited by the interests and policies ofAfrican governments. Other constraints include
government absorptive capacities for preventive health care and competing public health priorities. Therefore,
AI.D. has tailored its response to specific countty situations, emphasizing interventions ranging from
heightening the awareness and commitment of governments to combat HIV/AIDS to increasing the use of
condoms and changing sexual behavior. A.lD. project activities have emphasized community-based education
programs focused on changing attitudes aild behavior.

AlD. Policy and the HIVIAIDS Strategy for Africa

AI.Do's 1987 Policy Guidance on AIDS put forth the following four principles to guide all AI.D.-supported
prevention and control activities:

•
•
•
•

. mCieaSe the awareness ol·pOifey malceiiol the impact ·01 HIV/AIDS on their· socleties;
focus on prevention of the infection;
create sustainable programs; and
emphasize continual program monitoring and evaluation.

'This is excerpted from an AI.D. document.
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In response to a recent directive from tbe A.I.D. administrator, the agency is in the process of reviewing and
updating the Policy Guidance on AIDS. The update should be completed by October 1992.

Currently, the strategic approach of AI.D.'s HIV/AIDS prevention activities focuses on

• reducing the seAU3I tranSmission of HIV;
• concentrating resources in key countries;
• developing public-private sector pannersbips;
• conducting community-based approacbes{mtervenlions; and
• expanding knowledge about sexual behavior and applying that knowledge toward the design of more

effective interventions.

The Bureau for Africa's HIV/AIDS strategy is built around the following key elements:

1. Promoting a regionwide approach, because the HIV virus honors no national boundaries. The scale
and type of A.I.D. country programs are most influenced by

• estimated current prevalence of HIV;
• probable potential for transmission of the disease, determined by

prevalence of other known sexually transmitted diseases;
the size and proponion of the urban population;

• government (or other indigenous) commitment and capacities; and
• USAID mission capacity to design and manage a program.

2 Concentrating on applying current knowledge to prevention measures. Basic research and/or
treatment activities are not funded.

3. Emphasizing surveillanceso that the spread ofHIV/AlDS can be monitored. AI.D. is working closely
with the U.S. Bureau of the Census and other agencies in conducting surveillance activities.

4. Emphasizing African leadership in defining the scale of the problem and the most appropriate
prevention and control measures. An indicator of host government commitment is the official budgetary level
(with attribution to either or both host government and donor) for HIV/AIDS prevention.

S. supponing the leadership role of WHO/GPA, while maintaining effective and appropriate support
for USAID mission-sponsored bilateral HIV/~S activities in-country.

6. Concentrating on targeted interventions using all accessible organizatiOns in Africa, including existing
USAID contractors and grantees, other U.S. Government agencies, and other U.S.-based and indigenous non­
governmental organizations.

7. Promoting integration of InV/AIDS interwntioDS into any ongoing USAID-sponsored health,
population, and nutrition activities in-country.

8. i'lUYiaing iunaiug and tcdmiGai a3SDtaliCC fur Pi'Ogiam3 tu-enoouragc serliiil atstiiicuugby adc:csc=:s
and marital monogamy and disoourage -high risk behavior.- Also providL"'g mndoms for some national
programs.

9. Seeking to mobilize private and voluntary sector institutions to encourage sustainable interventions
at the grass-roots level.
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A.I.D.'s Evolving HIV/AIDS Program in Africa

& AIDS bas reached serious proponions, ALD.'s strategy for addressing the problem has evolved to meet
cbanging priorities. Initial efforts in 1987 were limited. and resources were channelled through WHO. In late
fisc:al year 1987. a major centrally administered AIDS Technical Suppan Proj"Xt (ATSP) was initiated by the
Bureau of Research and Development (R&D) (formerly the Bureau for SCience and Technology) to provide
technical suppon on a worldwide basis. The AIDS Technical Suppon Project (ATSP) employed three major
Cooperating Agencies for implementing HIV/AIDS intelVentions: Family Health International (AlDSTECH).
the Academy for Educational Development (AIDSCOM), and the Centers for Disease Control.

In June 1988, the Africa Bureau's Regional HIV/AIDS Prevention in Africa (HAPA) project was established
to expedite support of mission initiatives in the prevention and control of the HIV/AIDS epidemic in Africa.
This umbrella project was designed to complement and supplement existing A.LD. HIV/AIDS resources and
to provide rapid and flexible assistance to African USAID-supponed interventions. The HAPA project has
financed SUbprojects carried out by host country government entities. private voluntary organizations, and
oiher private sector institutions capable of implementing AIDS-related activities in African countries. USAID
missions that anticipate tbe need to expand country AIDS prevention programs are expanding their HIV/AIDS
activities within the framework of their bilateral development programs. either by developing and
implementing their own tailored HIV/AIDS projects or by integrating HIV/AIDS components into existing
or ne'\\' bilateral healtb and family planning projects and. where appropriate. otber development programs.

Key interventions that were provided by the central and regional mechanism included IEC programs; increased
access to condoms; STD control and counseling; applied, operatiOns, and behavioral research; training;
epidemiologic sUJVeiUance; and acquisition of diagnostic tests and related laboratory equipment. Technical
expertise to assist USAID missions in the design. development. and evaluation ofHIV/AlDS SUbprojects has
also been provided.

The fnitial approach to HIV/AIDS prevention used a -target of opponunity- strategy. implementing a wide
range ofsmall projects to gain information on what works at a time when AIDS was still a very sensitive issue
for many countries. Prevention activities were staned wherever possible. using diverse intelVentions. frequently
by working on blood supply issues - which were politically less sensitive.

Emphasis countries in Africa initially wete chosen for AIDS prevention programs using such criteria as urban
HIV and STD prevalence, urban population size and percentage. host country absorptive capacity and
receptivity. U.S. foreign policy interests, and USAID mission suppon.

A mid-project review of the central ATSP project in 1989 and a program assessment of the regional HAPA
project in 1991 resulted in an agency consensus to keep the full-service cafeteria approach for supponing
HIV/AIDS prevention and control. The state of the science was not ready to suppon. nor were tbe AI.D.­
recipient countries ready to accept. a comprehensive focused program.

In early 1991. after extensive internal and external technical reviews and analysis of lessons learned from the
first four years of AIDS prevention activities. A.I.D. re-designed the central ATSP and amended the regional
HAPA Project. The ATSP was re-designed to provide a new mechanism to address tbe growing need for more

L' • • • - - •• - -;v;..,:,.rt~ • . I·· - R-=h.£uuljiiCuCUSiVC piC-VCflbOli pfOgliulls m ~IaWOIan expallumg n .... 1l"U....,~ eplOem co Aau;) wasaoneny ~....,

in collaboration with tbe regional bureaus. missions, and other A.I.D. operational and policy divisions. This
was an agency-wide efton and was developed over a period of almost a year.

Under the re-designed ATSP. a cooperative agreement was established with Family Health International (FlU),
to develop the new AIDS control and prevention project (AIDSCAP). FHI and its subcontractors will design
and implement comprehensive HIV/AIDS prevention programs in collaboration with USAID missions.
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All agency HIV/AIDS activities in Africa suppon tbe evolving agency policy whiCh dictates that the inputs
from ALD. and WHO/G]?A are complementary. WHO provides coordination and planning and ALD.
supports in-country implementation. ALD. policy also addresses the mandate to provide more suppon for
PVOS and NGOs.

Progress to Date

ALD. has funded AIDS 1!lreventiOn and control activities in 39 African countries. As the agency gained
experience in HIV/AIDS prevention and control, the following activities became key elements: monitoring
HIV/AIDS; increasing govunment and public awareness; assisting African countries with tbe development and
implementation ofAIDS prevention programs; and conducting applied research aimed at improving preventive
measures.

Under the ATSP project, AIDSTECH and AlDSCOM implemented activities in over 30 countries in Africa.
Many of these activities will be continued and expanded under the AlDSCAP projecL To date, AlDSCAP
has assisted USAID missions in the des:3D of comprehensive AIDS programs or provided technical assistmce
in 13 countries and is beginning major program implementation in four of tbese (Ethiopia, Nigeria, senegal,
and Malawi).

The Africa Bureau, through the HAPA project, has supponed projects in 20 countries (Botswana, Burkina
Faso, Burundi, Cameroon, Central African RepUblic, Congo, COte d'Ivoire, Ghana, Kenya, Malawi, Mali,
Rwanda, senegal, Soutb Africa, Swaziland, Tanzania, Uganda, zaire, zambia, and Zimbabwe). The HAPA
project engaged more than 21 implementing agencies which bave utilized established in-country institutional
capabilities (such as PVOs/NGOs) for implementing intervention-oriented assistance.

Community-based PVO/NGO/university activities have been successful in serving as capacity-building
instruments for those entities desiring to enter into tbe HIV/AIDS prevention and control arena in Africa.
Among tbe activities was .the very successful condom social marketing program in zaire and the filming of the
highly acclaimed Ugandan AIDS video, WIt's Not Easy: The latter is being used Africa-wide as an educational
tool for AIDS prevention and bas been translated into several other languages. Other successes include an
instrumental role in identifying the strong association between HIV infection and occurrence ofother sexually
transmitted diseases; determining that several technologically appropriate Simple diagnostic tests for HIV are
suitable for use in austere laboratories and clinics in Africa; and pioneering a private sector AlDS-in-the­
Workplace approach to AIDS prevention.

Host country Ministries of Health, including those in Uganda, zaire, zambia, Zimbabwe and Botswana, have
co-funded A.I.D. activities through local currency generating programs, among other means. PVOS and other
granteelrecipients (including Save tbe Children, CARE, Project Hope, World Vision, Experiment in
International Living, Population Services International, Johns Hopkins University) have contributed at least
2S percent of the cost of tbe activities. The CDC, Bureau of the Census, WHO, UNDP, UNICEF, and World
Bank have provided extensive collaborative suppon and coordinate closely with A.I.D.

Measuring Program Impact

A3-iiie-emite- internationai sciClliific c:ounllunity is (;Unclltiy dcvcloping applUpliajc mcasull;;s of HiViAID5
program impact, tbe use of process indicators (sucb as monitoring the number of condoms sold) is currently
the most available means to measure HIV/AIDS project performance. Knowledge, attitudes, and practice
(KAP) surveys (whicb have been funded in several countries) assess the impact of educational programs by
providing a measure of the degree ofawareness raised (rather than an actual change in sexual behavior), which
wiI1lead to a lowered risk of HIV infection. Despite the long latency of HIV infection, tbese indicators may
provide, either directly (sucb as by measuring changes in HIV seroincidence in sentinel populations) or
indirectly (sucb as by measuring changes in the incidence of other STDs, using STDs as a proxy for HIV), a
measurable assessment of HIV/AIDS program impact. AI.D. is leading tbe international community in these
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investigations, and as appropriate assessment indicators are validated, they will be incorporated into HIV/AIDS
activities in Africa.

To assess more precisely the outoome of HIV/AIDS prevention activities, USAlD has tested a series of
practical HIV prevention program indicators to evaluate program status and to monitor program results over
time. During the summer of 1991, USAID (in oollaboration with the CDC and WHO) oonducted a pilot test
in Jamaica of a preliminary list of indicators that USAID and WHO/GPA will oonsider adopting as
standardized measures of program progress worldwide. As a next step in this process, the indicators will be
tested in several African settings. This validation process is extremely important and will lead to an
unprecedented capacity to measure the people-level impact of prevention activities, prr.widing oomparability
across programs, intervention strategies and settings.

Programs to monitor the incidence and prevalence of HIV/AIDS are a basic and important component of
HIV/AIDS prevention and oontrol strategies. Through the Center for International Research of the U.S.
Bureau of the Census, the HIV/AIDS Surveillance Database has been maintained and utilized for
epide1lliologic and demographic analysis and modeling of the HIV/AIDS epidemic in Africa. This database,
initiat.ed and funded by AI.D., is the premier international oompilation of all available pUblished and
unpublished data on the seroprevalence and epidemiology of HIV/AIDS in Africa. The database has provided
important information for use in HIV/AIDS resource allocation decisions which use epidemiologiccriteria and
is being expanded to include similar information on other sexually transmitted diseases in Africa.

AI.D.'s Future Response

For the foreseeable future, HIV/AIDS will remain a major problem, probably of crisis proponions in some
areas, in Africa. Political leadership and governments in most of Africa now recognize the dimensions of the
HIV/AIDS epidemic and its growing adverse impact on development, and are organizing efforts toward
prevention and oontrol. Increasingly, bilaterally supponed programs in matemaVchild and reprodUctive health
and family planning playa critical role in mobilizing local efforts and resources for HIV/AIDS prevention and
oootrol. Additionally, innovative approaches should be oonsidered for inoorporating HIV/AIDS prevention
activities, as appropriate, into other, non-health and population sector mission programs, such as education,
human resources development, private sector, agriculture, and other development sectors (e.g., AIDS-in-the­
workplace, social marketing, and training activities.)

AI.D.'s policies and strategies have been tested in the field. They are proving to be appropriate and effective
in assisting African countries to implement their National AIDS Control Programs. AI.D. has collaborated
closely with the CDC in the past and plans to oontinue this relationship, especially in such areas as the
diagnosis and treatment ofSTDs, HIVISTD program planning and management, and program monitoring and
evaluation. ALD. plans to oontinue to work througb WHO/GPA and thr01'gh increased bilateral programs.
This approach permits maximum flexibility to respond to differing situations, and to adjust approaches based
upon actual experience in Africa.

ALD. is targeting the equivalent of5 percent of the Development Fund for Africa for HIV/AIDS prevention
and control activities in fiscal year 1992 as Congress has recommended, and is planning similar levels for fiscal
year 1993. This represents a major expansion in AI.Do's HIV/AIDS program in Africa. AI.D. is exploring
ftrn~"" ,"",~"C';n" "nccihi1i,i~ "ri''hl" ftC' I"Y\ , r,p,..,,,":.,, ,. ...... ,.._ " •• :,,,:_,. ......_ ... :.,. .............. _.,.....",........ .........__ .-... ....1-
Ie·· . t a& I • ~....,...u ,.J OLiQ'06iO",~ UQiiUUiS-upvn-n:;:J"luiee pi,,"~appiUa\JiU

for HIV/AIDS programming in Africa.

FlfSt, tbe A.lD. Africa Bureau and its missions in Africa are increasing collaboration with the central
Research and Development Bureau projects, especially the AIDS Technical Suppon Project, exploring ways
in whicb they can expand services to Africa in a oost-effective and efficient manner using a combination of
DFA and central bureau resources.
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5ea>nd, opponunities are being explored to establish additional bilateral HIV/AIDS programs rather than
continuing to rely largely on an Africa Bureau regional project approach. The regional HAPA project has
been extended through fiscal year 1993 to assist USAID missions in the development of their bi:ateral
HIV/AiDS programs. USAID missions will then be required to implement their own tailored bilateral
HIV/AIDS programs and will receive technical assistance from Cooperating Agencies of the Bureau for
Research and DevelopmenL This will allow ALD. to provide more comprehensive assistance to selected
African governments within the framework of bilateral programs.

Third, efforts are being increased to identify opponunities to expand AI.D. health and family planning
programs, as well as mission programs in other development sectors, to incorporate or enlarge HIV/AIDS
education and prevention components. This will allow ALD. to integrate its HIV/AIDS program into ongoing
and new preventive health and family planning efforts, which are largely focused at the community level. For
ewnple, recently in Ghana, a S5 million HIV/AIDS component was integrated into the USAID Family
Planning and Health bilateral projecL Similar project activities are currently under way in Malawi and COte
d'Ivoire.

This progression toward "bilateralization· is intended to .ensure a flexible and responsive use of mission
resources for designing and developing their bilateral HIV/AIDS projects, based upon what they have learned
about HIV/AIDS through earlier implementation of agency HIV/AIDS prevention and control activities. It
should be pointed out, however, that many missions in West Africa have had little or no experience in
HIV/AIDS prevention and control to date because of the relatively low level of attention paid to HIV/AIDS
by their host governments (due to the less severe epidemiologic situation thus far in that region). Many of
those countries are probably now at the same point on the HIV epidemic curve where countries such as
Uganda, Zambia and Tanzania, were in 1985-86. Those missions will require additional time to identify and
fund appropriate implementing agencies, learn which interventions work best in their settings, and then
develop bilateral HIV/AIDS projects.

Coordination of central, Regional and Bilateral Projects in Africa

The Africa and R&D Bureaus have collaborated over the past year to identify agency AIDS emphasis muntrics
with comprehensive HIV/AIDS programs as a major component of their development ponfolios. In fiscal year
1993,24 African missions will program resources for HIV/AIDS prevention a~tivities; 10 have made AIDS
prevention a strategic focus of their programs. A sub-set of these AIDS emphasis countries are designated
as AIDSCAP priority countries whose programs will be designed and implemented by AIDSCAP. ALD. will
designate 15 AIDSCAP priority countries worldwide for implementation, presumably 7-8 in the Africa region.

The newly designed AIDSCAP results, in pan, from the findings ofan internal review ofAI.Do's existing AIDS
prevention programs and is predicated on the following lessons learned:

1. It is possible to prevent HIV infection on a limited basis;

2. Increasing demand for and access to condoms has been a key pan of success to date;

3. AI.D. has had the greatest success with NOOs and PYas, which can mobilize rapidly and respond
to the current crisis;

4. Treatment and diagnosis of STDs playa major role in prevention and control of HIV infection;

S. AI.D. has not had an impact on HIV infection at the national level because of lack of concentration
of resources;

6. There is a need to learn more about communications for behavior change and sexual behavior,
especially in Africa, in order to prevent and control HIV; and
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7. A.LD. has learned about tbe critical imponance of multiple reinforcing channels of communication
aimed at changing knowledge and attitudes toward sexual behavior, as a prelude to behavior change.

A,,7])SCAP has three goals: 1) improved design, implementation and evaluation ofHIV prevention and mntrol
programs; 2) improved knowledge of sexual behavior and application of this knowledge to mmmunications
strategies for behavior change; and 3) a policy reform program.

Improw:d IDVPreveIltioDPrograms: Major interventions in this category include 1) behaviorchange, including
reduction of the number of sexual partners, 2) increased access and use of condoms, and 3) improving
diagnosis and treatment of STDs.

The project will train both public and private service providers, as well as appropriate individuals and groups
(e.g., traditional practitioners) who may be in a position to provide information and influence behavior. The
project will also establish an internal capacity for training and retraining ofservice providers. The project will
use two principal approaches to increase access to condoms: 1) contraceptive social marketing programs, and
2) pUblic-private ~tor pannerships for the marketing and provision of condoms.

Improw:d Communication Strategies for Behavior Clange: Research will be undenaken to improve
understanding ofsexual behavior, and findings will be applied to communication strategies aimed at changing
behavior. This will be a major element of the AIDS strategic plan developed for priority countries (see
discussion of priority countries below). The project will include subagreements which wiU fund approximately
six leading behavioral scientists and/or their institutions to conduct intensive research in communications for
behavior change. The researchers will assist in planning and implementing the country's strategic plan for
behavior change.

Policy Reform: AlDSCAP, using computer-based simulation models, will provide critical information needed
to convince policy makers that AIDS is a serious problem. The project will also provide accurate information
concerning the potential development impact of the epidemic and the effectiveness of control and prevention
activities. The models are designed to respond to questions such as the following: How many AIDS cases will
there be in the future? Will AIDS have a greater impact than other diseases such as malaria and measles?
What are the relative costs of prevention programs compared with future costs of treatment? What are the
relative effects of different intervention strategies?

A full-scale program includes the entire range of program components including the provision of IEC
interventions; behavior research and evaluation; logistics; counseling; surveillance and monitoring; training;
and commodities (medical equipment and drugs for the treatment of STDs). Once a country is determined
to be an AlDSCAP priority, a strategic plan for the prevention and control of HIV/AIDS will be developed
by an FHI technical assistance team, the USAID mission, and the host government A resident advisor and
technical assistance staffwill then be placed in the field to assist with implementation of the national strategic
prevention plan.

Country prioritization for Africa is still in prog.·ess. First year AlDSCAP priority country candidates currently
under discussion with USAID missions, host governments, and the Bureau for Africa include Malawi,
Tanzania, Nigeria, Senegal, Rwanda, and Ethiopia. Final AIDSCAP priority country selection will be based

.. on the following criteria:

1. mission commitment to program HIV/AlDS activities
2 potential HIV transmission (HIV and STD levels)
3. population size and distribution
4. country commitment
S. country capacity to respond
6. availability of bilateral funds
7. availability of other donor funds
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The project will provide technical and other forms of assistance to all non-priority countries requesting such
help on a resource-permitting basis. The technical assistance staff will be responsible for maintaining a
consultant roster with expenise in the three priority areas: STDs, condom access, and condom demand/partner
reduction, as well as in otber areas that are frequently requested such as lEe, counseling, evaluation and
swveillance, and epidemiology.

To facilitate decentralized field-based decision making, and to contnoute to in-country capacity for HIV/AIDS
control and prevention, the project bas established three regional offices for Africa, ~ia, and Latin America
and the Canobean.
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AppendixH

Projection Methodology for Condom Requirements

Three models have been developed to estimate the number of condoms that will be required for an effective
HIV/AIDS prevention program. 1\vo approaches are used in these models: 1) one approach seeks to provide
protection for a certain proponion of the urban male population, and 2) one approaCh seeks to protect a
proponion of aU coitus that occurs in the population.

1\vo models use the first approach. Modell, proposed by WHO in 1991, considers two steps to forecast the
needs for condoms for a new HIV/AIDS prevention program. The initial estimate takes a proponion of the
urban population of males for whom a coital frequency is applied. A wastage of 0.1 and a safety stock of 0.5
is added. The proponion of males may come from surveys, family planning service records, etc. A coital
frequency of two per week is suggested. Future estimations will be made based on the program capacity to
motivate users and to distribute condoms, and coital frequency may be taken from available local data.
Although this is an easy-to-use model, it overemphasizes the amount of coitus since it assumes that married
and single people have the same coital frequency, therefore the number of condoms tbat should be used may
be also overestimated. .

Model 2, developed by Way and Stanecki, introduces a new concept: the impact that a level of condom use
can bave on the HIV/AIDS epidemic. The U.S. Bureau of the census modlel to assess the impact ofcondom
use on the HIV/AIDS epidemic, on whicb Model 2 is based, concludes tbat the HIV prevalence rate would
stabilize at sligbtly above the current level by the year 2015 if 15 percent of tbe urban male population
between ages 15 and 64 use condoms in aU coitus. Lower levels of condom use among this same risk group
would aUow the prevalence ofHIV/AIDS to increase tremendously. Higher levels ofcondom use could reduce
HIV prevalence below current rates.

In Model 2, tbe proponion of urban males that sbould use condoms in the AIDS prevention program is
predetermined according to the desired impact. Another assumption is that married and single men have
different coital frequencies per year, 100 per married man, which include 10 extramarital relations, and 60
coitus per single man. Different proponions of coital frequency that should be protected can be assumed
within tbe model according to characteristics of tbe community. The lowest estimate of this model, assumes
tbat all intra-marital coitus is completely safe and that it is only necessary to protect the others.

Model 3,which uses tbe second approach, is a sophisticated computerized model developed by Mario Jaramillo
whicb takes into consideration differentials in sex behavior urban and rural men, married and single men,
faithful and unfaithful husbands. It also considers specific target groups: high risk husbands, commercial sex
workers, and high risk single men; prevalence of condom use and coital frequency among those groups is also
taken into account.

This model produces a set of 23 tables containing all tbe assumptions and projections of relevant populations,
condoms required, and cost to the donor providing the condoms. Urban-rural breakdown is provided in the
C?lltput of t~e_model. These projections are made for five consecutive years.

The model requires the input of many parameters but the built-in default values for tbose parameters make
the model easy to use on a preliminary basis. Changes of these values can be introduced when reliable data
are available.

The estimated needs of condoms by the three models for the current population of sub-Sabaran Africa,
assuming that 15 percent of the urban male population will use condoms in Models 1 and 2 and using the
default parameters in Model 3, are as follows:
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Fust
Approach
Second
Approach

Modell
Model 2
Model 3

450111ilIion
377 million
123 million.

minimum· amount 150 million

• Assuming that all coitus within wedlock is totally safe, this model does not include wastage.

The cost for the lower estimated need of 123 millon condoms, is S6.7 millon. This figure is more than double
the money allocated by USAID for purchasing condoms.

During year 1991, 242 million condoms were supplied by all donors to the countries of Sub-Saharan Africa
of which 156 million (65 percent) went to 14 countries having the highest contraceptive prevalence rates or
being the biggest in population size. Estimations of the three models for these countries show that the
differences between amount supplied and the estimated figure are very big for models one and two. These
differences become bigger when Zimbabwe 'aDd Tanzania, which were supplied in excess, are not considered
(see table below). There is no evidence that ,be condoms in those countries were used, on the contrary there
are some indication that they may not have bee.. used. The case of Zimbabwe is a good example: The specific
prevalence from the DHS survey (1988) for condoms, 1.2 percent, does not match the level of prevalence
obtained from CYPs generated by the condoms supplied in that year, 9.6 percenL Although the DHS is not
a very reliable measure of condom nse, this amount of difference is a matter of concern. Condoms in this
country were provided free ofcharge to users which may have substantially influenced the degree to which they
were actually used.

0XDparisaD Of Coadoms Supplied To Fourteen Sdcctcd CounIrics
Wdh F#imatms Of1brcc :Models

(FIprcs 10 MiIIioa Of Vails)

14 African Countries
0

12 African Countries
00

F1I'St Approach Modell 496.1 442.6

Model 2 2683 239.4

Second Approach 116.8 107.2

Supplied 000 187.8 126.3

F1I'St Approach Difference with M·l .308.3 - 316.3

Difference with M·2 -80.5 - 113.1

Second Approacb Difference + 71.0 + 19.1

•

••
•••

Including Cote d'lvoirc, Ghana, NiFia. Senegal, Ethiopia, Kenya, Madagascar, Mozambique, Tanzania, Uganda, ZImbabwe,
Cameroon, Zaire, BotswaDa.
&eluding Tanzania and ZImbabwe.
Annual average of condoms supplied by aU donors during 1990 and 1991•

In conclusion, it is important to note that a good deal of helpful work is being done to improve the capacity
of programs to project needs for condoms. On the other hand, it is clear that present approaches are a long
way from producing a definitive, dependable methodology. Present models require more testing with
experience in a situation of apparent rapid change in condom demand. Additionally, greater attention must
be given to attempts to measure actual condom use as well as distribution, especially as use may be affected
by shifts toward more sales as compared to free distribution.
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Appendix I

Brief Review of Experience with Family Planning and
HIV/AIDS Social Marketing in Africa and Other Relevant Locations

Social marketing utilizes commercial marketing techniques and the resources of the local private sector to sell
contraceptives and essential health products. The intent is to make urgently needed health prodUCts widely
available and affordable to lower income groups. Prices are subsidized by donors or governments to keep
retail costs down. The first social marketing program began in India in 1967. Today, over 40 programs exist,
providing protection to more than 10,000,000 couples.

The advantages of using the private sector as a vehicle for service delivery are numerous: rUSt, little additional
infrastructure is needed, as social marketing projects use existiIlg commercial wholesale and retail networks
to sell their products. In every country, tbere are thousands of retail outlets - grocerystores, pharmacies,b~
hotels, kiosks, boutiques, street vendors, company canteens - which can serve as distnoution points. second,
the use of commercial marketing techniques has proven to be an extremely effective means of generating
demand. Advenising and promotional campaigns disseminate informarion about products, generate an
understanding of tbe need for them, and inform customers about prices and the locations where the products
can be purchased. Third, social marketing supports the development of the local economy by fostering
industry and service capabilities (e.g., market research, advertising, commercial distn"bution, and
manufacturing). Finally, reliance on the private sector is a cost-efficient method of service delivery; less
expensive, for example, than either full service clinics or community-based distnoution projects). While local
governments and health ministries are increasingly unable to cope with the growing demands of providing
family planing and preventive health care services, social marketing is now seen as a vital pan of a process
which leads to comprehensive primary health care.

The most important components of social marketing include pricing, research, promotion, placement
(distnoution), and the product. Prices are generally low enough to ensure affordability by target groups (low
income consumers) but high enough to avoid perceptions of low product value and to encourage cost recovery.
There is often a delicate balance between the competing needs of low prices and cost recovery; however, most
available data suggests that there is a strong negative correlation between high consumer prices and high per
capita sales. Market research helps determine price points as well as consumer preferences for products,
packaging materials, and the efficacy of advenising campaigns. Tracking studies, focus groups and consumer
and retailer intercepts are all tools which are used to plan, monitor, and evaluate social marketing programs.
Profit margins for commercial intermediaries (distributors, wholesalers, and retailers) are held to industry
norms (or higher) to encourage commercial interest in product distribution. Promotion takes a wide variety
of forms: point of purchase materials, interpersonal and entertainment programs, and where local regulations
permit, brand-SpecifiC mass media advenising. When lEe and motivation campaigns are combined with
condom social marketing, the results bave been dramatic (see belOW). Distribution is usually handled by
existing networks ofconsumer goods and pharmaceutical distributors. In many programs, local sales staffs are
augmented to permit targeted sales to high risk groups and to permit retailer training in product knowledge
and the dissemination of AIDS prevention information.

Products marketed in social marketing programs include condoms, spermicides, oral contraceptives, IUDs, and
injectables. Other health products, such as oral rehydration salts, are marketed to combat diarrheal
dehydration. New prodUCts, such as SID treatments, will soon be launched in selected test markets.

Social marketing programs are usually managed by non-governmental organizations, e.g., family planning
associations and commercial distributors. New organizations, some with an AIDS prevention mandate, have
also appeared recently. Technical assistance provided by the two main U.S. social marketing organizations,
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Population Sei'Vices International (pSI) and The Futures Group, focuses on malnagement assistance and the
transfer of skills and technology to panner groups.

Until about five years ago, most social marketing programs concentrated on family planning. Large,
established family planning oriented programs still produce the bulk of worldwide protection: programs in
India, Bangladesh, Pakistan, and Egypt together produced 6,549,677 CYPs in 1991. The Bangladesh Social
Marketing Company sold contraceptives in 1991 providing 1,439,492 CYPs; this accounts for over 9 percent
of married women of reproductive age and over 40 percent of all couples using contraception.

, In sub-Saharan Africa, the growing awareness of the need to stimulate demand for condoms, and to insure
their widespread availability to groups at high risk of contracting the HIV/AIDS virus, has lead to a dramatic
growth in AIDS prevention social marketing programs.

The pioneer African AIDS-prevention social marketing program was begun in Zaire in 1987 by PSI. Originally
designed as a pilot project for three of Kinshasa's 24 health zones, the project quickly and convincingly
demonstrated the feasibility of condom social marketing for AIDS prevention. Sales of Prudence condoms
and Graine vaginal tablets started in November 1987. By mid-1988, sales has exceeded all prior condom
distn"bution effons. Total sales for 1990 reached 8 million condoms and increased to 18 million in 1991.
Since the suspension of USAIDlZaire programs in October 1991, the condom social marketing program has
demonstrated its institutional sustainability by continuing to sell condoms at a rate of 213 million per month.
In July 1992, monthly condom sales again exceeded 1,000,000 units.

In 1988, the project, in collaboration with the government's national AIDS Committee and with USAID
funding, initiated, developed, and implemented a mass media campaign designed to support AIDS prevention
activities in the country. Messages conveyed in print, and by radio, television, and local theater groups were
directed to at-risk population groups. The messages, designed to create awareness of the ways in which HIV
transmission is preventable, encouraged adoption ofsafer sexual beh:lvior. Collaboration with the host country
National AIDS Committee was instrumental in assuring culturally appropriate messages development
(broadcast and print in all five national languages), obtaining official approval of all messages, and obtaining
free airtime. A project-associated research activity has documented behavior change by zairians. In the first
two and a half years of the mass media campaign, PSI's condom social marketing project saw a 1,000 percent
increase in annual condom sales.

The success of the zaire program has spawned many new African AIDS prevention social marketing programs.
Between 1987 and 1991, over a dozen new programs were staned.Today, condom social marketing programs
exist in Benin, Burkina Faso, Burundi, Cameroon, central African Republic, COte d'Ivoire, Ethiopia, Ghana,
Guinea, Ken~ Malawi, Mali, Nigeria, Rwanda, Togo, Uganda, Zambia, zaire, and Zimbabwe.

As part of the centrally funded SOMARC II project, The Futures Group is currently implementing a dual
message condom campaign in nine African countries.1 Market research carried out in over 13 countries
indicated that there were great similarities in aU countries regarding condom image and condom use:

•

•

•

Overall, condoms have a very negative image and people are embarrassed or ashamed to admit their
use.

Condoms are not seen as being acceptable for use within marriage, but rather only with prostitutes.

Condoms are often associated with disease rather than thought of as being an acceptable method of
family planning.

llbe following is drawn from IntegrtUioIJ 01 HIVIFamily Plmuaing Messages ot the COflSWner Level prepared by The Futures
GrouplSOMARC Project.
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It was agreed that in order to increase condom use, the primary task was to change the image of the product
overall. It was also found that men often saw discussing condoms as a method of family planning as being
positive. They liked the idea of saying they were using CClndoms for family planning because it was socially
acceptable behavior, whereas admitting that theywere using them for SID/AIDS was embarr"'~ing. Therefore,
it was concluded that there had to be a dual strategy integrating HIV prevention and family planning.

·Protector" was chosen as the name of the condom to be used in the campaign because it had proven to be
the most motivating in programs SOMARC had implemented over the years and because it was the obvious
choice for combining a dual HIV/family planning message, as ·protection· could be the common lheme. The
package design, which had been tested throughout Africa, is a photograph of a young, healthy, upscale, and
generally well-off African couple, thus conveying the image that this is a product that could be used within
marriage.

Market research was undertaken to evaluate the name and package design. Most responses were above the
70 percent level in stating that the image on the packaging indicated that the product was probably ofa high
quality. Responses were generally over 80 percent positive with regard to the question ofwhether the product
would be for use in marriage. Responses were also generally over 80 percent positive with regard to whether
the respondent would personally use the product

A media campaign was developed with the following objectives:

•

•

•

•

•

to communicate sending dual message of protection: condoms should be used for family planning as
well as to prevent AIDS/SIDs;

to convey an image that Protector condoms are a high-quality product;

to associate the use of the condom with positive behavioral attributes such as ~dom·;

to change the image of condoms from negative to pOSitive; and

ultimately, to make condom use an acceptable pan of everyday life.

The campaign used the African tradition of a storytellerlwise man who recounts the adventures of two men
as they begin their journeys through adult life. The wise man counsels them to protect themselves, with one
of the ways being to always wear Protector condoms. The young man who uses the condom has a happy,
healthy life with the sizti family he can provide for. The young man who does not use the condom becomes
sick and ends up with a large family he cannot support. The campaign slogan is, ·Be wise, always wear
Protector condoms.·

Over 90 percent of those responding to an evaluation questionnaire on the television campaign found the
slogan to be a;!pealing and that the idea of protecting yourself was appropriate. Responses also indicated that
consumers did understand the dual message and its importance. Results from the radio campaign on these
questions were essentially the same; in addition, generally 90 percent of the respondents indicated they would
personally use the product.
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AppendixJ

Brief Review of Experience with Family Planning
and IllV/AIDS lEe Activities in Africa

and Other Relevant Locations

Introduction

Family planning programs in Africa are at a "youngerW stage of development than their counterparts in other
regi~ns of the developing world. Although family planning services in most countries were initially clinic
based, those in Africa tended to remain so until fairly recently with government services, where available,
generally relegated to the role of poor relation within the broader MOH structure. This was due in part to
the combination of indifference, if not outright pro-natalist attitudes, on the parts of most African
governments towards population issues and continued high levels of infant mortality.

The 19805 saw a turnaround in attitudes of most African nations towards the need for family planning as
burgeoning populations and economic austerity threatened to swallow up the fruits ofdevelopment long before
they ever reacbed the table. In this more supportive climate, new approaches to service delivel)' and
innovations in the provision of lEe, many based on the experiences of programs in other parts of the world,
began to proliferate across the continent, with a host of international institutions providing support technical
assistance to both government and private family planning efforts.

Some of the lessons that have been learned in the process, in Africa and in other parts of the world, may be
helpful in the development of IEC initiatives in support of HIV/AIDS prevention programs in Africa, as the
target audiences of both programs overlap: women of reproductive age, men, and youth. On the other hand,
since family planning efforts in the past have more consistently targeted women, the emphasis on reaching men
and youth for prevention of HIV/AIDS may result in new and better approaches to working with botb men
and young people and in breaking down communication barriers between the sexes and across generations.
In addition, the urgency of tackling the AIDS epidemic may actually be helpful in creating a more open
climate within countries, and internationally, for discussion of issues sucb as sexuality, gender, and the
economic dependency of women.

Some SpecifiC Experiences from Family Planning and HIV/AIDS IEC

The importance of involving the target audience in the design ofany IEC activity - from media campaigns to
counseling guidelines - cannot be underestimated. This approacb would have been considered novel within
the family planning field not that many years ago, however, and there are still aU-too-many instances of its
being ignored. For example, when Zimbabwe launched an HIV/AIDS awareness campaign in 1988, they made
use of some European and American training materials. The result was a perception on the part of tbe
Zimbabwean nuJ'S(.S exposed to the materials that AIDS was a disease that only affects bomoscxu:als. Other
campaigns, sucb as Uganda's wZero Grazing- ads, seemed a discrete way to deal witb tbe issue of marital
fidclity to sensitive policy makers. It was quite confusing to the general pUblic, however, who were unable to
understand tbe connection between grazing your cow and getting AIDS. In most countries, concern about

._ _ _...WhAt will hp pprNl!v"" ~w""""Ft2b!eWc: wunncceptnb!e'! i;. g<lnemHy much ii'iiire ih.""Ute tiiii1iig bureauefat; ami
thc clite than among the majority of the population.

lEe activities, including mass media, can be effectively utilized to provide people with facts about family
planning or HIV/AlDS; but to move in the direction of behavior change, those facts must be able to help
people make decisions and take action. For this to happen, the facts must be perceiVed by tbe audience as
being relevant to their lives. Facts are not helpful when they are used to threaten or create a climate of (ear
as tbis more often than not results in indecision and no action at aU. For example, a 1991 evaluation of
HIV/AIDS mass media in Uganda reported that, wFear was by far the dominant emotionwgenerated by tbe

• P··--·I
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campaign and yet, -Despite this high level of fear, there is still considerable evidence of high ris!:, sexual
behavior.- Ideally, IEC activities should serve as a means ofempowering people - individually and collectively
- to take positive action.

Since the mid-l97Os, family planning programs have been turning to the private sector to take advantage of
its expertise in advertising and marketing. The use of techniques such as focus group discussions, for example,
have become common in the development of messages for mass media campaigns. The effectiveness of this
strategy has been evident in the success of numerous social marketing programs developed in countries around
the world. These efforts have considerably increased the accessibility and use of contraceptives. Most
particularly, they have bad a tremendous impact on the sale of condoms - which has relevance in terms of
HIV/AIDs prevention when condoms are currently the sole source of protection outside of abstinence and
monogamy.

The best IEC campaign in the world, however, will not be successful if the necessary services and supplies
required to take action are not readily accessible. There are numerous examples, particularly in Africa, of
people having been motivated to seek family planning services only to be faced with limited hours of service,
contraceptive shortages, discourteous treatment, and the like. Similarly, there have been instances when an
HIV/AIDS campaign has sought to increase the number of people requesting antibody tests, but has not had
sufficient staffavailable to meet the resUlting demand. Getting the dissatisfied client to -try again- will be even
barder than motivating tbe person to take action in tbe first place.

In order to develop effective lEe activities, it has been demonstrated that it is most effective, and ultimately
most efficient, to try out ideas in small, pilot projects and then to implement them on a larger scale. A
common pitfall, bowever, has been the assumption that if it worked well in Zimbabwe, it will work in Zaire.
It is necessary to design programs with the flexibility required to make whatever adjustments are necessary to
carry out activities in a way that is appropriate to the local circumstances.

Like family planning, HIV/AIDS prevention programs are attempting to change intimate personal bebavior
that is also subject to a great deal of emotional, social, and even political pr~ure in terms of wbat is
acceptable and what is unacceptable behavior - standards that usually are very different when applied to males
and females. The life and death nature of the AIDS epidemic bas emphasized the need for greater
understanding of how these forces affect behavior so that programs can more effectively assist people to take
the action needed to save lives. The availability of sucb knowledge will also allow family planning and SID
programs to better meet tbe needs of tbeir clients.

Although mass media can be very effective in increasing awareness, its potential to change behavior is greater
when it is used in support of individual and group approaches at the local level. In addition, studies in several
African countries (Kenya, Uganda, and Zaire) indicate that althougb most men indicated they bad learned
about AIDS from the radio or newspaper, the majority of women reported learning about the disease from
other people. Therefore, if women are a target audience, other channels of communication may need to be
employed to reach them directly. On tbe other hand, a number of studies have shown that sales of
contraceptives tend to dropwhen advertising campaignsare discontinued, underscoring the mutuallysupportive
roles tbat mass media and interpersonal communication should play.

------.-~.,-,-.-'... TheiS .. is- ample .a;.idGnca· that· ·wte.-:aiibilsnt· Gitt- 170 an· affecti....e· means· vf both -iGaching pccpla with­
information and influencing behavior change. Popular songs, soap operas, and traditional theater are just
some of the forms of entertainment that have been used successfully for both promotion of family planning
and prevention of AIDS. In Zaire, the song recorded by tbe country's leading popUlar singer, known as the
•AIDS song: is thought to be in large part responsible for a drclmatic increase in condom use. In Mali, the
effectiv~ness of a traveling theatrical troupe in presenting information and stimulating discussion about family
planning is being evaluated by an operatiOns research project to determine if it will have an actual impact on
contraceptive acceptance. Use ofentertainment may have particular application in Africa where the reach of
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modem media, particularly television, is limited and where there is still a strong tradition of oral
communication.

The involvement of celebrities also can increase awareness and understanding. In the United States, Magic
Johnson's pUblic disclosure that he is HIV positive probably did more to humanize the face of the AIDS
epidemic for Americans, panicularly young males, than any other single evenL

The quality of the interpersonal relations between client and service provider have proven to be an important
component in assuring that family planning clients accept and continue using tbe family planning method of
their choice. However, the skilIs required to provide counseling for HIV/AIDS prevention will most likely be
beyond tbe capacity of even bighly competent family planning providers unless they are provided with
additional training and on-the-job suppon from tbeir peers and supervisors.

Members of peer groups usually make tbe most effective counselors and educators. Just as satisfied family
planning users bave proven to be bighly effective in motivating tbeir peers to adopt contraception, personal
contact with people who have been able to use condoms successfully or with those wbo bave already contracted
AIDS can belp motivate behavior change. Likewise. the most successful family planning programs for
adolescents have been tbose in wbich information is disseminated by young people themselves.
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AppendixK

Future Research Requirements

Work is being conducted on some but not all of the following issues, and more work needs to be done on most
of them.

Mechanical and Chemical Barrier Methods and Spermicides

More researcJ~ is needed to determine the acceptability, effectiveness, and safety of both chemical and
mechanical barrier methods, especially female controlled ones, in reducing the acquisition of sexually
transmitted diseases, including HIV, as well as in preventing pregnancy.

Ongoing rese.*lrch in this area inc1ud:s research on the ability and efficacy of existing and new spermicides to
act as microbncides to prevent STD and/or HIV transmission; on consumer preference; on the reliability of
different sizes and brands of condoms; and studies on contraceptive sponges and the diaphragm.

Condom quali.ty control seems to be a chronic problem and more research on condom quality control and local
conditions is lileeded.

Research on mechanical and chemical barriers should occur in tandem with the development of new and
improved barrier methods for both men and women. Promising. new developments include a male
polyurethane condom which is stronger and more resistant to heat, light, and oil-based lubricants than the
latex condom and several versions of female condoms. Three types of female condoms have been developed,
Women's Choice which is inserted like a tampon, Reali~ which is inserted like a diaphragm, and a third
which is a lat«=x panty fitting over the opening of the vagina.

There is also ,a need for a method that protects woman against STD and/or HIV but allows her to become
pregnant

There is a continuing need for behavioral research on local attitudes and practices regarding condoms. This
research should determine the cultural, social, and personal conditions that affect motivation to use (or not
to use) condollDS and other barrier methods among SUbgroups of the population (Germain, et al. 1992).

HIV-Contraceptive Interactions

Conclusive information regarding the relationship between contraceptive use and HIV is lacking. More
information is needed on both the impact ofdifferent contraceptive methods on HIV transmission to women
and on HIV d,isease progression in women.

In June 1990, WHO stated that -given the present state of knowledge, the use of latex condoms appears to
be the best str:ltegy for prevention of HIV transmission during sexual intercourse.· Laboratory data indicate

- th!at sperm.. tw2.."nt~ through .g., int:ct~. condom ·-;nG·tha.;-spaili1 Gm be· destiGJcd by- ail appiopliate
concentration l)f spermicide. Similarly, laboratory data indicate that HIV cannot pass through an intact latex
condom and tilat, in vitro, HIV is inactivated by spermicidal compounds containing nonoxynol-9, menfegol,
or benzalkonltlm chloride. However, epidemiological studies suggest that use of nonoxynol.9 may not be
beneficial because of toxicity leading to genital lesions. Spermicides alone are not adequate to prevent sexual
transmission ofHIV. Their efficacy in preventing transmission in conjunction with barrier contraceptives such
as the condom. the diaphragm, and the contraceptive sponge is being studied (WHO, 1990).
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Although there is concern regarding a possible increased risk of HIV infection among oral contraceptive users,
to date there is no clear evidence that oral contraceptives increase a woman's susceptibility to HIV infection.
Few studies of the relationship between injectables and implants and the risk of HIV infection have been
conducted and their impact on HIV transmission is either unknown or not weD un<:erstood. Since there is
no evidence that oral contraceptives, injectables, or implants protect against HIV transmission, steroid
contrace1l)tive users at risk of acquiring HIV or STD, should be advised to use condoms consistently.

The few unpublished studies on the relationship between IUD use and a woman's risk of HIV infection are
conflicting. Again, the most important issue is that IUDs do not provide protection against HIV and/or SlDs.
Therefore, any woman who is at risk for STDs and/or HIV should be counseled to use condoms.

HIV and Reproductive Health and Reproductive Health Decisions

Ongoing medical research on HIVand reproductive health includes research on the fenility of HIV-positive
women, on tbe impact of HIV infection on pregnancy outcome, and on the effect of pregnancy on HIV
infection.

More community-based research is needed on the effects of seropOSitivity on reproductive decisions of HIV­
infected women and men.

Research is also needed on the relative risks of methods whicb are more or less effective at pregnancy
prevention and disease prevention.

Similarly, more wormation is needed on the use-effectiveness (for disease prevention and contraception), the
cost-effectiveness, ~lDd the acceptability of the simultaneous use of two contraceptive methods in comparison
with the use of one mechanical or chemical barrier method.

Sexual Behavior and Decision Making

More research is needed on sexuality, sexual behavior, and sexual decision making. Better data on sexual
behavior and its relaUonship to STD and HIV incidence and prevalence are essential to understanding
transmission dynamiQi, plotting spread, and devising control strategies. Information gained about the
individual and societal pressures tbat drive sexual behavior can be used in interventions attempting to modify
existing behavior.

Alternatives to penetrative sex need to be explored and, if locally acceptable, promoted.

Studies which specifically address the shon- and long-term behavioral consequences of HIV and sm
counseling and testing in different settings.

Gender and Power Issues

A better understanding of issues of gender and power that determine a woman's ability to adopt or negotiate
safer sexual behavior, as well as male-female communication, is necessary for the development ofappropriate

_~_·_".··T___ .----.- messages-cmd-~~~

Gender power relations, inclUding the economic, social, cultural, and political roots of power imbalances
between women and men, along with women's strategies to achieve self-esteem, should be assessed in the
context of reproductive health (Germain, et al. 1992).

Strategies should be tested that are designed to enable women to control when and with whom they have
sexual relations and to protect themselves against infection by practicing safer sex, especially negotiating
condom use (Germain, et a1. 1992).
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Approaches for encouraging men to adopt sexual behaviors that are respectful of their own health and of
women's health, dignity, and body integrity should be tested (Germain, et al. 1992).

Adolescents

Behavioral research on adolescent sexuality would benefit family planning and HIV!SID prevention programs.
There is an urgent need for practical, focused behavioral research in both family planning and HIV prevention
especially with regards to youth. This includes research on adolescent sexuality and sexual behavior. More
needs to be learned about the individual and social pressures influencing the sexual behavior of adolescents
in different settings including the reasons adolescents do or do not use condoms and the economic pressures
influencing the issue of girls and boys providing sexual favors to older men and women in return for financial
support.

Approaches for involving men in family planning and STD and HIV control programs need to be developed
and evaluated.

Infection Control

Infection control is an important issue for family planning, STD, and HIV prevention programs. Clients and
providers must be protected from the potential risk of HIV and SID infection. OperatiOns research is needed
to develop methods for ensuring that procedures for infection control are consistently implemented.

Non-Traditional Methods of Service Delivery

Research is needed on ways to involve traditional healers in both population/family planning and AlDS/HIV
prevention activities.

service Delivery

Studies need to be done which compare and evaluate cost-effectiveness, effectiveness, acceptability, and quality
ofvertical versus integrated programs in the prevention and control ofSTDs and HIV and in family planning.
Outcomes such as contraceptive acceptance and continuation rates, complication rates following IUD insenion
and abonioo, HIV seroprevalence rates, and incidence rates of fetal wastage (e.g., spontaneous abonion or
stiUbinh) and low binh weight may be some of the appropriate indices to be measured against the cost ofsuch
programs (Wasserheit, 1989). Other outcome measures include the impact of changes in clinic services on
patient load, waiting times, provider-elient ratios, availability of care, and the effect of services 00 specific
outcomes (safer sex behaviors, reduction of STDs and unplanned pregnancy, reduction of infenility, ectopic .
pregnancy, adverse pregnancy outcomes, initiation and continuation of family planning, etc.) (WHO, 1989).

Obstacles to clients' (male and female) use of health care services should be assessed, and actions to remove
these obstacles should be developed and evaluated.

Cost-sharing approaches to services should be designed and evaluated.

Referral Systems

Effective referral systems (for counseling, HIV and STD testing, SID treatment, and family planning services)
win be very important in those countries, such as Uganda, where it may not be feasible or desirable to
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integrate fully family planning and STD and HIV prevention activities. Operations research on ways to design
and optimize the functioning of referral systems should be a top priority in such settings. Methods/tools for
monitoring these systems and for assessing their effectiveness need to be fine tuned and/or developed.

Risk Screening

Early detection of STDs is crucial for controlling these infections and their after-effects or secondary results
(such as pelvic inflammatory disease and infertility). particularly in women. Studies should evaluate the impact
of STD screening on the prevalence of STDs in the community and on incidence of these after-effects or
secondary results. Data should be collected both in high risk sentinel populations (such as commercial sex
workers) and accessible clinic populations (such as antenatal. family planning. and matemall child health clinic
attenders). These data will help define cost-effective target populations for screening programs in different
countries.

OperatiOns research is needed to determine an optimal approaCh for risk screening of clients.

Core Groups and Target Populations

OperatiOns research is needed on tbe impact of specific services aimed at target audiences. and tbe
effectiveness of various community cbannels and messages in reaching target audiences needs to be evaluated.
Also. tbe question of wbether targeting results in stigmatization should be further considered.

More researcb is needed on tbe cbaracteristics ofSID core groups indifferent societies. the role ofsex trading
in tbe overall transmission ofSTDs in different settings. the local patterns of sex partner selection. the factors
responsible for sustaining the high prevalence of STDs within core groups. and tbe factors responsible for
transmission of STDs from core to non-core groups.

SID Researcb

More researcb is needed on tbe effects of different contraceptives on reproductive tract infections.

Studies evaluating tbe efficiency and cost-effectiveness of propbylactic antibiotics for IUD insertion and
termination of pregnancy should be continUed.

The impact ofHIV infection on the presentation. natural history. diagnosis. and response to therapy ofspecific
SID needs to be further elucidated. Furtber research on the influence of specific SID diagnosis and
treatment on HIV transmission and progression is also needed.

The effect of bormonal family planning metbods on risk of acquisition and on the natural history of S'IDs
should be further investigated. Also, more research on the effects ofchemical and mechanical barrier methods
and the use patterns of these methods on the risk of STD transmission needs to be conducted.

Studies should be conducted to determine tbe effect of condom distribution on the incidence of STDs.
including HIV, in the community.

Work needs to continue on development of algoritbms for the syndromic diagnoses and treatment of STDs,
especially on ones for diagnosing STDs and reproductive tract infections in women. The efficacy and cost·
effectiveness of syndromic diagnosis of STDs should be compared with algorithms based on etiological
diagnoses. (The syndromic approaCh to diagnosis and treatment of STDs is. based on groups of symptoms.
referred to as syndromes. ratber tban on the causative agents involved. The etiological approach requires
laboratory tests to determine the causative agent before diagnosis can occur.)

148



Research on the right type and dosage of panicular drugs is crucial hecause inappropriate dosages can often
increase the resistance of some S1Ds, panicularly gonorrhea and chancroid, to traditional treatments.
Antibiotics that are effective and safe during pregnancy are also needed.

Cinical trials of inexpensive therapeutic and prophylactic regimens for SlDs should be conducted.

A mass treatment approaCh to STD control should be tested and evaluated.

Strategies for strengthening partner notification systems should be tested.

The efficacy and cost-benefit of panner notification should be evaluated in different settings through
community intervention trials (WHO, 1989).

Economic Studies

The economic consequences to women if they demand and/or make changes in sexual practices should be
assessed.

Integrated HIV/AIDS and family planning initiatives are likely to be under considerable pressure to evaluate
themselves in economic tenos. At the very least, integrated programs will be expected to achieve
programmaticgoals and objectives at least as cost effectivelyas their non-integrated predecessor programs with
the same goals and objectives. Appropriate tools must be identified to assess their success.

Modeling and projection effons designed to determine resource needs and costs of integrated versus alternative
programs need to be continued. The likely costs and impacts of feasible actions and their cost-effectiveness
relative to that of other health priorities or actions to improve women's health and public health should be
modeled (Germain, et al. 1992).

Indicators

Appropriate indicators for monitoring and evaluating programs on HIV prevention and family planning and
integration impact need to be developed and tested in the field.

Surveillance. Monitoring. and Evaluation

STD surveillance is the initial step in establishing national STD program priorities, in estimating the overall
cost of STDs and their complications, in developing rational guidelines for treatment or prophylaxis, in
establishing the potential for HIV spread, and in monitoring and evaluating the effectiveness of programs for
STD control and HIV prevention (WHO, 1989).

WHO (1989) bas made the recommendation that survei1!ancesystems be established to monitor the prevalence
of sros in sample populations, treatment failures following use of standard treatment regimens, and
antimicrobial resistance among STD pathogens. In addition, the incidence ofadverse outcomes of pregnancy,
ectopic pregnancy, cervical cancer, hepatoma, and the prevalence of infenility should be defined in different
popuIations.____ ..

More information is needed about the incidence of STDs and HIV in the population. Better empirical data
linking sexual behavior to incidence and prevalence measures of STDs are needed. Therefore, sex behavior
surveys should be linked to serosurveys and tests for S1Ds and HIV. Coordinated disease and bebavioral
surveillance systems should be developed. Information gained can be used for designing educational and
bebavioral interventions and also for understanding the epidemiology ofSTDs inclUding HIV within different
communities.
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Information about the incidence of reproductive tract infections and HIV among women attending prenatal
care and family planning clinics and on relevant sexual behavior could be collected by adding a reproductive
tract infection and HIV component to existingdata collection instruments, such as the demographicand health
surveys. The module would contain questions about recurrent and new infections, use of condoms for disease
prevention, and number of sexual panners and would need to be complemented by physical exams and
laboratory tests. One limitation of the DHS is that it in its present form, it is only used to collect information
about married women of reproductive age and information is needed about the rest of the population,
especially adolescents.

Monitoring and Evaluation

Although there are common indicators for evaluating family planning and HIV and/or STD programs - such
as changes in knowledge, attitudes, and practices as determined by health information system and I(AP surveys
and focus group data, condom sales, STD reinfection rates, and teenage pregnancy rates - new, more
appropriate ones need to be developed and tested.

To facilitate the monitoring and evaluation of referral systems, record systems should be developed which will
make providers accountable for screening, referring, treating, and following up with clients. Client/clinic
records and referral center records should be monitored.

Evaluation of services should assess whether proper clinical procedures are being followed, the extent of
providers knowledge about SIDs/HIV and their relationship to different contraceptive methods, and providers'
counseling skills.

~ part ofongoing operations research, practical methodological approaches to evaluation of integralted family
planning and SID and HIV control activities should be developed and assessed (WHO, 1989). Outcome
measures include trends in SID morbidity, community-wide trends in knowledge about SIDs and in risk
behaviors (sexual, prophylactic, health care seeking, etc.) (WHO, 1989).

For the purpose ofHIV/AIDS program evaluation and monitoring, WHO/GPA has developed a pre:liminary
set ofprogram performance indicators (PPIs). The preliminary list of PPIs includes measurements of condom
distnoution, condom availability, reponed casual sex, reported number ofcasual sex partners, reponed condom
use with casual sex panners, SID clinical management, STD prevalence in women, and sm prevalence in
men.

These PPIs will serve as surrogate measures of HIV/AIDS prevention program impact. More direct mle3Sures,
such as HIV seroincidence, are perceiVed by A.I.D./Washington as being prohibitively expensive and difficult
to obtain. & surrogate measures, they may also provide a panial basis for evaluating and monitoring
integrated programs aDd should be supplemented with additional indicators of program performance relevant
to specific program objectives.

Integrated programs will face the challenge ofdealing with mUltiple and possibly non-commensurable outcome
objectives. A single measure of program impact is unlikely to be adequate for program evaluation, and
alternative strategies will need to be identified. Simple solutions to the problem of evaluating integrated
progrowS m-~·Ubms-mayUGtt;.t adequate.·- An- apparently~ approaCh cou!t! be the m-lIJIcnremen!._
of traditional family planningand HIV/AIDS prevention outcomesseparatelywith separate attributions ofcosL
This dis-integration of combined programs at the time ofevaluation could significantly obscure the unique
benefits to be derived from program integration. If integrated initiatives are to be successful in establishing
their efficiency and competing with alternative formulations for health promotion, considerable attention
should be focussed on this issue.
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Appendix: L

Checklist for Assessing Family Planning
and IllV/AIDS Programs' Potential for Integration

The following checklist is intended to help program policy makers and program managers to decide if their
family planning and HIV/AIDS prevention programs can be integrated and, if so, in which activities. The
checklist also provides guidance as to how much success is expected from integration of efforts according to
the status, strengths, and current level of development of the programs.

The checklist has been divided in two parts: programmatic areas and indicators of success of the integration
process. A score can be assigned to each section by recording the positive or negative answers to each item
included. AU items have an equal weight, since at present, there is not enough experience to assign differential
weights to the items.

The list can be used whether HIV/AIDS prevention programs are to be integrated with family planning
programs or vice versa. Most of items are self-explanatory. The first pan relates to the knowledge that the
managers have of the program. Consideration is given to the possible benefits, constraints or problems
associated with the integration in each item. The activity or activities that can be integrated are reflected in
the positive answers. If there are no positive answers in this pan of the checklist, integration would be
impossible.

The second pan supplements the first. It gives a score to the integration process and, in so doing, predicts
the possible outcome of integration by comparing the number ofpositive with the negative answers - the more
positive answers, the greater the chances of success. Some items in this part are directly related to family
planning while some others are more HIV/AIDS oriented. This is to allow for the possibility of integrating
either one into the other.

Altbough the checklist over-simplifies the problems associated with integration of the two programs, it is a
beginning. If answers to the checklist indicate that integration is not advisable or feasible, in all likelihood
integration would be a failure. More in-depth consideration of the cultural, policy, and programmatic related
issues would supplemet t the information provided by the answers to the items included in the checklist The
managers of programs should use their discretion and knowledge to judge how much additional information
they need.
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CHECK-LIST FOR INTEGRATING HIV-PREVENTION
AND FAMll..Y PLANNWG PROGRAMS

PART 1. PROGRAMMATIC Y N

1 Is it possible to establish a unified policy (AIDS-FP)?

2 Is it possible to do IEC materials together?

3 Is it possible to integrate clinical services?

3.2 Counseling

3.3 Contraceptive services

3.4 Lab tests

3.5 STD diagnosis/treatment

3.6 Distn"bute IEC Materials

4 Is it possible to integrate community outreach services?

4.1 Condom distn"bution

4.2 Distn"bution of IEC materials

4.3 Referrals to clinics/centers

5 Is it possible to distribute condoms through social marketing?

5.1 Advertising condoms for FP/AIDS

5.2 Sell condoms

6 Is it possible to integrate training?

6.1 Counseling

6.2 Contraceptive management

6.3 Lab t~hniques

6.4 Communication/advertising

6.5 Marketing

7 Is there anything else the two can do together?
Specify..................{project or activity)

8
..-
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PART 2: INDICATORS OF FUTURE SUCCESS Y N

1 Is the government supporting more than 30% of the FP/AIDS programs?

la Is the government providing contraceptives?

2 Does the program have strong management?

3 Is the logistics system adequate?

4 Is a person in charge of the program 100% of the time?

5 Is this person (in 4) located at a high level of the organization?

6 Is there an effective coordinating body of the FP/AIDS activities?

7 Contraceptive Prevalence Rate Y>20% N<20%

7a HIV seroprevalence at antenatal clinics Y>15% N<15%

8 Program is vertical.

9 Program is more than 5 years old.

10 Program has no shortages of staff.

11 Is there a strong CBD program?

12 Is there a social marketing program?

13 Are the services (of the program) overburdened? (yes=N)

14 Does program have adequate funding?

15 Condoms can be sold with no restrictions.

16 Condoms can be advenised openly.

17 There are no legaVadministrative barriers 110 importation of condoms.

18 Is there a clear understanding of what the two programs do at community
level?

19 Is there an acceptance of the integration by both programs at aU levels?

20 Are the two programs flexible enough to fa,cllitate integration? --
21 Do the major donors favor integration?

\22 Is the country under Economic Structural Adjustment Program? (yes=N)
.. ',-
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