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Executive Summary 

The human immunodeficiency virus (HIV) and acquired immunodefi­

ciency syndrome (AIDS) pandemic is recognized as a development issue by 
the U.S. Agency for International Development (USAID). Prevention re­

mains the cornerstone of USAID's HIV/AIDS program and the two thrusts 

of USAID's program will be: 

* 	 achieving impact on the global epidemic by supporting activities 

focusing primarily on preventing sexual transmission of H1V; and 

* 	 identifying and developing innovative and preventive interventions 

and methods to mitigate impact through a spectrum of activities 

including research that will immediately and directly influence the 
effectiveness of existing programs. 

USAID's Health and Human Resource Analysis for Africa (HHRAA) 

project: (1) identifies issues of regional significance to African governments, 

non-governmental organizations, and USAID missions and, (2) supports re­
search, analysis, and information dissemination on these issues--one of 

which is HIV/AIDS and other sexually transmitted infections (STIs) and tu­

berculosis (TB), which are inextricably linked to the HIV issue. 

Africa is very hard hit by HIV/AIDS and the pandemic will remain a 

major problem there for the foreseeable future. The strategic framework 

highlights thl areas in which knowledge gaps and research and information 

needs exist. The framework will also guide HHRAA in selecting research, 

analysis, and information dissemination activities that will have regional sig­

nificance and have impact on decision-making for HIV/AIDS programs in 

Africa, ultimately contributing to the overall reduction of the adverse impact 

of HIV/AIDS, STIs, and TB in Africa. 

The list of research issues is large and daunting. Given the urgent need 

to use limited funds and resources effectively, research must be well-invested 

and balanced to improve/increase the potential for existing program impact 

and to identify new/improved approaches in the area of HV/AIDS, STIs 

and TB. Thus, the objcctives of the framework arc: (1) to identify funda­

mental information gaps and research needs in key strategic areas; and (2) 
to prioritize the information gaps and research needs to optimize use of re­

search funds in the development of higher-impact interventions, effective 
service delivery systems, and better monitoring and evaluation. 
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The issues identification and prioritization process for the framework 
development involved: (1) consultations with African researchers and pro­
gram managers; (2) desk and case study analyses of relevant literature; and 
(3) consultations with USAID Health, Population and Nutrition staff and 
their counterparts from USAID field missions in 14 African countries. Based 
on the results of the issues identification and prioritization process, the key 
strategic areas that have emerged as priority topics for research, analysis, and 
information dissemination are: 

* 	 information, education, and communication to promote behavior 
change;
 

* 	 integrated services: implementation and evaluation; 

* 	 policy reform: assessing the impact of the HIV/AIDS epidemic on 
sectors other than health; 

* 	 effectiveness of HIV counseling and testing and community in­
volvement in counseling and testing; 

* 	 strengthening STI services; 

* 	 monitoring and evaluation; and 

* 	 adolescents. 

The rationale for selecting these analytic areas for priority research as 
well as additional research issues in the areas are discussed in Section VI. 
The discussion of each analytic area in Section VI focuses on three issues: 
Why is the issue important? What is being done? What remains to be ad­
dressed? 

Although not prioritized by USAID field staff who participated in the 
prioritization exercise, Annex Adiscusses available information on other 
analytic areas and related research and information needs seen as equally 
critical (based on USAID's HIV/AIDS strategy focus, relevant literature re­
views, and priorities identified by international expert bodies) for the effec­
tiveness of existing [IIV/AIDS and STI prevention and control programs. 
The analytic areas and related research issues discussed include: 

* 	 increasing the demand for, access to, and use of condoms; 
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* targeting; 

women and HIV/AIDS; 

* providing a safe blood supply; 

* health care and support; and 

* addressing tuberculosis. 

USAID Africa Bureau's comparative advantage lies in its capacity to do 

research, analysis, and information dissemination through activities imple­

mented by its cooperating agencies (CAs) arid African institutions affiliated 

with the CAs, by projects such as the AIDS Control and Prevention 

(AIDSCAP) project; and the Health and Human Resources Analysis for Af­

rica (HHRAA) project, by USAID's interagency siupport with other U.S. gov­

ernment agencies such as the Department of Health ind Human Services, 

the Centers for Disease Control and Prevention, the National Institutes of 

Health, and the Bureau of the Census; and by its coordination with multina­

tional organizations, such as the World Health Organization, The World 

Bank, the African Development Bank, and other UN agences. Because of 

the complementary roles played by multilateral and bilateral programs, 

USAID will now provide support to UN agencies involved in HIV/AIDS pre­

vention as well as directly to selected emphasis countries. Presence of 

USAID Missions with fill-time technical PHN staff in the field also makes 

USAID well-informed and well-connected at the field level in the implemen­

tation of research, analysis, and information dissemination activities. 

The strategic framework will be used as a background and reference 

from which the Health and Human Resources (HIR) Division of the Office 

of Analysis, Research and Technical Support (ARTS) will select and draft an 

analytic agenda for research, analysis, and information dissemination each 

year. Through consultative meetings or regional meetings or conferences, 

field input will be sought from decision makers and health planners in Africa 

to refine the framework. And based on new information, recommendations, 

and demand from the field, the strategic framework will be revised as neces­

sary. 
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Background 

The Situation in Africa 

According to the World Health Organization, of an estimated 18 million 

people infected with the human immunodeficiency virus (HIV) since the 

global epidemic began in the early 1980s, more than 11 million are Afri­

cans. WHO also estimates that of the three to five million who have died so 

far from AIDS, two to three million were Africans. The number of HIV in­

fections in men and women in the region is more or less equal, with fe­

males outnumbering males by six to five. To date, more than 5 million 

women of childbearing age have been infected. In some urban centers in 

Africa, more than 25 percent of pregnant women are HIV-infected. Het­

erosexual transmission has been the predominant mode of transmission in 

the area, associated with more than 90 percent of all HIV infections; trans­

mission through blood accounted for less than 5 percent of HIV infections; 

and transmission through injection drug use was associated with a low 0.5 

percent (Mann, Tarantola, and Netter 1992). 

HIV infection levels continue to increase rapidly throughout Africa. In 

Zimbabwe it is estimated that more than 600,000 have been infected 

(World Health Organization 1993). In Nairobi, Kenya, among men attend­

ing sexually transmitted infection clinics, HIV sero-prevalence increased 

eightfold from 3 percent in 1981 to 25 percent in 1991; among pregnant 

women in Abidjan, HIV-1 infection levels increased from 3 percent in 1986 

to 15 percent 1992; and among pregnant women in Nairobi, Kenya, HIV 

sero-prevalence increased( sevenfold from 2 percent in 1985 to 15 percent 

in 1992 (Mann, Tarantola, and Netter 1992 and U.S. Bureau of Census 

1994). And among urban-dwelling adults in many African capital cities, 

infection rates of 25-30 percent are not uncommon. 

HIV is also spreading increasingly into rural Africa, where most of the 

population lives. For example, in the Zairian province of Bas-Zaire, HIV 

sero-prevalence in 1989-90 ranged from 7.6 percent in large towns, to 4 

percent in small towns, to 2 percent in rural villages (Green et al. 1990). 

In CMte d'Ivoire, HIV sero-prcvalence among rural adults was 2.8 percent, 

higher than the 1986 sero-prevalence among urban adults in Abidjan 

(Benoit et al. 1990). 



Geographically as well, the HIV/AIDS problem is no ionger limited to the 
countries most severely affected in Eastern, Central, and Southern Africa. 
Despite earlier data that suggested West Africa was relatively free of HIV 
infection, reported AIDS cases from West Africa increased steadily during 
the 1980s. In fact, close to 18,670 cases had been reported from C6te 
d'Ivoire by February 1994, and Nigeria, once considered an area of mini­
mal spread between the West African and Central African epicenters, is 
now estimated to have at least 500,000 HIV-infected people (Mann, 
Tarantola, and Netter 1992). 

Implications 

Demographic effects. WHO has estimated that between 1985 and 1990, AIDS 
added 10 percent on average to annual death rates for adults aged 15-49. By the 
mid-1990s, these rates will increase by an additional 40 percent, and for some age 
groups, mortality rates could double or even triple. However, contrauy to negative 
growth predictions bysome (lcmographic models, AIDS is not expected to lead to a 
shrinking population in sub-Saharan Africa, where underl)ing growth rates remain 
high, although the population structure may be altered. In fact, analysis 
had shown that national adult HIV seroprevalence of about 50 percent or 
higher would be required in the sub-Saharan Africa setting to cause popu­
lation rates to turn negative (Way 1992). 

Women, adolescents, and children. Heterosexual transmission has been the 
overwhelmingly predominant mode of spread since the pandemic began, and as a 
result, AIDS has stn ick men and women in this region in an almost even ratio. In­
fection rates in women aged 15 to 49 have reached as high its25 percent in some 
urban areas and high-risk groups (World Health Organiation 1989), and AIDS is 
already thc leading cause of death among urban women aged 20 to 40years (World 
Bank 1992). Of note is the fact that proportionally more girls and young women in 
their teens and early twenties are becoming infected than women in any other age 
group. For example, a 1986 study done in the first 500 AIDS cases diagnosed in 
MamaYenio Ilospital, Zaire, reported that diagnosed women wei e oi average ten 
years younger than men, and that there was a sharl) peak in AIDS cases in younger 
women, 20 to 29 years ol. Since most of the infected women are of childbearing 
age, many infants are also at risk as a result of mother-to-child tnansmission. Of the 
1.1 million estimateod pediatric I IIV inigMctionworlwide (as ofJantary 1992), the 
vast mijority (90 percent) occurred in sub-Saharan Africa. In a study by 
the International Programs Center of the U.S. Bureau of Census, the pro­
jected AIDS epidemic results in a near-doubling of infant mortality in Zam­
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bia and Zimbabwe. In countries with more moderate epidemics, the im­

pact is less severe, though still significant. The impact of AIDS on child 

mortality will be even greater than on infant mortality because many in­

fected children survive more than one year. Furthermore, because of in­

creasing AIDS-related adult mortality, it is estimated that during the 1990s, 

10 percent or more of the under-15 year-old population in many African 

countries will be orphaned. 

Economic impact. AIDS predominantly affects adults in their prime sexual 

and productive ages. Analyses of large national samples from earlier stud­

ies in Zaire, Rwanda, and Zambia demonstrating the relationship between 

HIV infection and socio-cconomic status, indicated that the more edu­

cated, more productive, and wealthier strata of society tended to be hard­

est hit by HIV/AIDS (Table 1). Thus, investments in education and 

training will be squandered as the educated become infected. And given 

the scale of the epidemic in Africa, it is conceivable that growth in per­

capita output will be constrained in hard-hit countries, its the social and 

economic cadre that accounts for productivity and development are un­

dermined in its most productive years. Furthermore, the U.N. Food and 

Agriculture Organization (FAO) estimates that one-quarter of the farms in 

the most affected African countries will fail as a result of AIDS's impact on 

the agriculture work force. 
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Table 1: The Relationship between HIV Infection and Socio-economic 
Status 

Country Type of Indicator Level of Socio-economic Status 

(Date) Sample of S.E.S. 
(Size) Lower Middle Higher 

Zaire Employees of Job Worker Foreman Executife 

(1987) urban textile Category 

factory 

(5,951) 
2.8% 4.6% 5.3% 

Rwanda Urban wives Education of 0-4 Years 5-7 Years 8+ Years 

(1987) in national Husband 18% 32% 34% 

sample Monthly None <10,000* >10,000* 

(1,255) Income of 22% 25% 35% 

Husband 

Job of Farmer Soldier Private Gov't 

Husband 9% 22% 32% '38% 

Zambia Patients, 

(1985) blood donors Years 0-4 5-9 10-14 14+ 

and staff of a of Years Years Years Years 

hospital Education 8.0% 14.7% 24.1% 33.3% 

(1,078) 

*=Dollar Equivalenis 
Sources: Allen el al. (1991), Mclbye c al. (1986), Ndilu (1988). In Mead Over. The Macroeconomic 
Impact of AIDS in Sub-Saharan Africa. World Bank Technical Working Paper. 

Health. The provision of health care in developing countries is hampered 
by too few hospitals and clinics and critical shortages of equipment and 
supplies. Insufficient numbers of doctors, nurses, and other trained health 
care workers is another serious problem. Uganda, for example, is esti­
mated to have one doctor for every 21,000 patients, compared with one for 
every 470 patients in Western Europe (USAID Report to Congress 1992). 
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Under such conditions the AIDS epidemic is intensifying competition for 

scarce resources. In some countries where HIV-related illnesses are over­

whelming health care systems and workers, half the hospitals beds in the 

central cities are occupied by AIDS patients (Table 2) and care for other 

diseases is being compromised. 

Table 2: Percentages of ho3pital beds occupied by patients with HIV­

related diseases. 

Country Hospital % beds occupied 

Zaire Mama Yemo Hospital, Kinshasa 50 

Zambia University Teaching Hospital 40-60 

Rwanda Kigali Central Hospital 60* and 50** 

Burumdi Btujumbura Prince Regent Hospital 70* 

Uganda/ Selected rural district hospitals 10-40 

Zambia 

** Pediatric ward 

* Medical ward 

Source: WHO/CPA 1991 Progress Report 

The HIV-TB link. The HIV-tuberculosis (TB) link is already having a dra­

matic impact in developing countries where the majority of people with 

dual tuberculosis and HIV infection live. Currently, four to five million 

people are cstimated to be co-infected with IV and TB, with 80 percent 

of this total living in Africa (K. )e Cock 1993). The relitionship between 
HIV and tube-rculosis is hi-directional-i.e., IIIV increases the infectious­

ness and severity of tulberculosis while tuberculosis complicates the course 

and management of I IIV infection. 

HIV-infected persons who harbor latent tuberculosis infection have a six to 

thirty times greater risk of (leveloping active tuberculosis disease (Mann, 

Tarantola, and Netter 1992) than those without HIV. Thus, in areas where 

TB is already endemic, reactivation of dormant TB in HIV-infected people 
has led to dramatic increases in TB rates. )ual IIIV and TB infection is es­

5 



timated to cause an additional 150,000 to 250,000 cases of TB disease each 
year in sub-Saharan Africa. In Zaire, for example, the number of hospital 
admissions for active, clinical TB doubled between 1982 and 1990 and 
among them, half were found to have IRV as well. Active, clinical tubercu­
losis is a very common opportunistic infection occurring in HIV-infected 
people, and becausc it is more easily transmitted to household members 
and the community, it is creating a new problem for the African health 
care 3ystem already strained and over-burdened by inadequate resources. 

Moreover, tuberculosis is fiast becom;ng the prime cause of death in I-IlV-infected 
adults in Africa. For example, in Tinmnia the Tit mortality rate las nearly tripled 
from 4 percent before the AIDS pand -rnic to 11 percent anong HIV-infiected per­
sons in urban 'ihaniiia. 

The HIV-STIs link. Most available data suggest that the susceptibility to 
HIV infection and the infectiousness of an I IIV-infected individual are in­
creased several fold by the presence of other STIs (iot c al. 1988; Pepin 
et al. 1989). The clearest evidence of the STI-1 I1V link involves genital ul­
cer diseases ((;Jlh'),it group of STIs such as syphilis, chancroid, and geni­
tal herpes that can cause genital ulcers. Several recent studies have 
strongly suggested that genital ulcers are a significant risk factor for the 
heterosexual spread of IIIV. The interaction between GUI)s and ItlV ap­
pears to be hi-dircctional-i.c., (;U1)s facilitate I IV transmission by increas­
ing the infectivity of IIlV-infcclcd persons or by increasing the susceptibility 
to HIV infection of nion-ltlV-infected persons while IIIV prolongs and aug­
ments the infciousnwss of individJuals with (;U)s by altering tie natural 
course of STIls inclding their response to treatment. 

While evidence for the role of other STIs is more preliminary, recent stud­
ies in Africa have suggested hinat non-ulcerative STIs sich as gonorrhea, 
chlamydia, and trichomoniasis may also eihance susceptibility to HIV infec­
tion. This could have profound implications because these non-ulcerative 
STIs are fiar miore common tIhan GUIs, and are often asymptomatic in 
women and thus unrecognized. For example, in Africa prevalence rates of 
gonorrhea range from I to 15 percent ni pregnant women and from 20 to 
60 percent iii commercial sex workers (CSWs), while GUD prevalence 
rates are comparatively lower, ranging from 0.1 to 2 percent ill pregnant 
women antl from 5 to 15 percent in CSWs (Goema.i, Meheus and Piot 
1991). Table 3 shows the degree to which STIs facilitate transmission of 
HIV. 
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Table 3: Role of STIs in HIV Transmission 

Syndrome Risk Estimate 

Median Range 

Genital ulcers 4.7 3.3-18.2 

Syphilis 3.0 2.0-18.2 

Genital herpes 3.3 1.9-8.5 

Chlamydial infection 4.5 3.2-5.7 

Gonorrhea 4.7 3.5- 8.9 

Trichomoniasis 2.7 ? 

Anogenital warts 3.7 ? 

Source: Wasscrheit,J. (1992). Epidemiological Synergy: Inter-relationships Between HIV 
Infection and Other STDs. In AIDS and Women's Health:SdenceforPolityandAction. 

Purpose of the Strategic Framework 

HIV/AIDS is recognized as a development issue by USAID. USAID's Health and 

Human Resource Analysis forAfrica (HHRAA) project: (1) identifies issues ofre­

gional significance to African governments, non-governmental organiza­

tions, anti USAID missions and; (2) supports research, analysis, and 

information dissemination on these issues-one of which is HIV/AIDS and 

sexually transmitted infections and tuberculosis, which are inextricably 

linked to the HIV issue. 

As discussed in the background section, Africa is very hard hit by HIV/ 

AIDS and HIIV/AlD)S will remain a major problem in Africa for the foresee­

able future. The strategic framework will highlight the areas in which 

knowledge gaps and research and information needs exist. "he frame­

work w%:Il also guide H!I IRAA in selecting research, analysis, and informa­

tion dissemination activities that will have regional significance and will 

affect decision-making for 11V/AIDS programs in Africa, ultimately con­

tributing to the overall reduction of the adverse impact of HIV/AIDS, STIs, 

and TB in Africa. 
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Objectives 

Prevention remains the cornerstone of USAID's HIV/AIDS program. The 
two thrusts of USAID's program will be (1994 USAID HIV/AIDS Working 

Paper): 

* 	 achieving impact on the global epidemic by supporting activities focusing 
primarily on preventing sexual transmission ofHIV; and 

* 	 identifying and developing innovative and preventive interventions and 

methods to mitigate impact through a spectrum ofactivities including 

research that will immediately and directly influence the effec­

tiveness of existing programs. 

The list ofresearcl" 3ues is large and daunting. Given the argent need to use lim­

ited funds and resources effectively, research must be well-invested and balanced to 
improve/increase the potential for existing program impact and to identify new/im­

proved approaches in the area of HIV/AIDS, STIs, and TB. 

Thus, the objectives of the framework are: 

* 	 to identify fundamental information gaps and research needs in 

key strategic areas, and 

* 	 to prioritize the information gaps and research needs to optimize use of 

research finds in the development ofhigher4mpact interventions, effec­

tive service delivery systems, and better monitoring and evalua­

tion. 

Issues Identification and Prioritization Process 

This involved: (1, consultations with African researchers and program 

managers in the field, (2) desk and case study analyses of relevant litera­

ture, and (3) con'tmltation with USAID field staff. 

Consultationswi'h AfricanResearchersandProgramManagers 

The first issues i(ntification exercise took place in Yaounde, Cameroon, 

in 1992 with selecled African health professionals attending the VIIth In­

ternational Conference on AIDS and STIs in Africa. The exercise con­
sisted of reviewing conference presentations and materials to identify 

information gaps and research needs. This was followed by small brain­
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storming sessions and personal communication. The second exercise was 

conducted in Dakar, Senegal, in 1993 with selected participants attending 

Africa's Progress in Child Survival Conference. A questionnaire was admin­

istered to the participants to identify information gaps and needs for child 

survival programs including HIV/AIDS as well as STIs and TB, which are 

linked to the HIV issue. The information needs and research priorities 

identified from the exercises in Yaounde and Dakar constituted a prelimi­

nary list of topics that served as a starting point for development of a draft 

strategic framework. A number of policy formulation and program man­

agement issues were also raised as priorities for research and analysis. 

Consultationwith USAID FieldStaff 

Based on the preliminary list of topics identified in Yaounde and Dakar as 

well as desk and case study analyses of relevant literature, a draft frame­

work was developed. The draft framework was then distributed to partici­

pants at USAID's workshop' in Marrakech, Morocco (held prior to the 

VIIIth Internatioa,l Conference on AIDS and STIs in Africa). Through a 

series of priority-setting exercises, workshop participants were asked to 

identify high-priority areas for research, analysis, and information dissemi­

nation, using the following criteria: Does the issue represent an informa­

tion gap or need? Is the issue important and a priority for African decision 

makers? Is the issue of regional significance? Can the issue be translated 

into a research and analysis question or a product for dissemination? Does 

the issue have potential for direct impact on decision making at the policy 

or program level? 

Priority Research and Information Needs 

Based on the results of the issues identification and prioritization process 

discussed in Section IV, the seven strategic areas that have emerged as pri­

ority topics for research, analysis and information dissemination are: 

* 	 information, education, and communication to promote behavior 

change; 

* 	 integrated services: implementation and evaluation; 

'The Workshop participants were Health, Population, and Nutrition staff and their 

counterparts from USAID field missions in 14 African countries. 

9 



* 	 policy reform: assessing the impact of the HIV/AIDS epidemic 
on sectors other than health; 

* 	 effectiveness of HIV counseling and testing and community in­
volvement in counseling and testing; 

4 strengthening STI services; 

* 	 monitoring and evaluation; and 

* 	 adolescents. 

Questions formulated and chosen by participants at the USAID Marrakech 
workshop as priority research and information needs in the key strategic 
areas follow. (The rationale for selecting these analytic areas as priority re­
search areas as well as additional research issues in the areas are discussed 
in Framework Rationale: Review of PrkIoity Research and Information 
Needs.) 

Information,Education,and Communicationto PromoteBehavior 
Change 

+ 	 What factors contribute to the effectiveness of IEC methods and 
interventions in promoting behavior change? 

* 	 How do we access target groups with appropriate HIV/AIDS, 
STIs, and TB prevention messages through IEC? 

IntegratedServices: ImplementationandEvaluation 

* 	 How can STI control be integrated effectively into a comprehen­
sive health care package with HIV/AIDS prevention programs 
and other existing health services, such as primary health care 
clinics, antenatal/MCH clinics and family planning clinics, to 
make it more accessible and, particularly for women, more ac­
ceptable? 

* 	 What strategies are needed to make integrated programs work? 

* 	 What impact do integrated services have on quality of care and 
service use? 

10
 



How do integrated programs compare with vertical programs 
(quality, cost, client and provider satisfaction, etc.)? 

4 

Policy Research 

* 	 How can the effects of HIV/AIDS on other sectors-e.g., educa­
tion, agriculture, environmental management-be quantified? 

What are the implications/impact of HIV/AIDS on other sectors? 

* 	 How can the cataloguing of: a) project and pilot effort experi­
ences, and b) policy reform experiences, be improved to identify 
factors that contribute to program success and replicability? 

HV Counseling and Testing 

* 	 Is HIV counseling and testing a cost-effective method of chang­
ing HIV risk behaviors? Can counseling and testing induce sus­

tained behavior changes? 

* 	 What is the cost effectiveness/efficacy of individual vs. couple vs. 

group counseling? 

* 	 What factors contribute to the effectiveness of counseling and 

testing? 

* 	 Can and how should the community become involved in the care 
and counseling of sero-positive patients? Should HIV results be 
shared with the community to improve health care and support 
of sero-positive individuals (shared confidentiality)? 

StrengtheningSexually Transmitted Infection Services 

* 	 What factors affect use of STI services? 

* 	 What are the comparative roles of the private and public sectors 
in providing STI services? How can the resources of health pro­
viders in the private sector (formal and informal) be mobilized 

and strengthened to reinforce on-going STI control activities? 

* 	 What are successful and cost-effective models for partner notifica­
tion and referral? How should partner notification be conducted 

in resource-poor settings? Which strategies of partner notifica­

11 
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tion best accomplish prevention, early case detection and/or 

early treatment? Of particular interest are: (a) different cultural 
responses to partner notification and possible adverse effects on 

women who notify their male partners; and (b) measures of effi­
cacy, including reduced re-infection 'iutes and reduced commu­

nity STI burden. 

ProgramMonitoringandEvaluation 

* 	 Can simple and cost-effective surveillance systems be developed 
to monitor the extent of HIV/AIDS epidemic in disadvantaged 

settings? 

Adolescents 

* 	 How can governments/leaders and communities be sensitized to 
gender/age- specific issues and how can projects be designed to 
incorporate gender/age- specific issues? 

Framework Rationale: Review of Priority Research and 
Information Needs 

This section is a discussion of available information on the seven strategic 
areas identified as priority topics for research, analysis, and information dis­
semination in HIV/AIDS control and prevention programs. Discussion of 
each analytic area focuses around three issues: Why is it important? What is 
being done? What remains to be addressed? Additional research issues 
(not addressed in the last section, Priority Research and Informafion 
Needs) related to the seven identified strategic areas are also presented in 
this section. These issues have been identified based on USAID's HIV/ 
AIDS strategy focus, relevant literature reviews, and priorities recognized 
by international expert bodies as iesearch and information needs and gaps 
conducive to the effectiveness and success of programs. 

Information,Education,and CommunicationPromoteBehaviorChange 

There is general agreement that until a cure for AIDS becomes available, 
success in I-IIV/AIDS programs is based on the ability to effectively influ­
ence the behavior of large numbers of individuals through information, 
education, and communication (IEC). Many approaches have been used 
in public IEC campaigns-mass media programs, peer educators, theater, 
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the workplace-to promote safer sexual behavior and behavior modifica­

tion.
 

However, HIV/AIDS information, education, and communication is valu­

able only if it leads to change and adoption of safer sexual practices. A 

1991 WHO/GPA-commissioned review of 13 studies .,,-ried out in six 

countries to evaluate general AIDS education programs showed that, al­

though there were significant changes in some types of behavior such as 

condom use, there were no noteworthy changes due to IEC activities in 

some patterns of risk behavior such as reducing the number of sex partners 

(Global Program on AIDS, 1991 Progress Report). Based on information 

gained and lessons learned from the first decade of the HIV/AIDS 

pandemic, there is a growing consensus about increased need for social and 

behavioralresearch as essential to the development of higher impact IEC aplroaches. 

Experience with behavioral interventions is limited, especially in develop­

ing countries, and hardly any information is available on their efficacy in 

different societal contexts. 

Education through different IEC channels can and does produce signifi­

cant changes in behavior. But for the interventions to be successful, deci­

sions regarding what needs to be changed and how to accomplish these 

changes must be assisted and supported not only by adequate information 

and knowledge on different types of behavioral interventions hut hy access 

to the means to prevention as well. For example, Population Services 

International's mass media project in Zaire, which ran in tandem with its 

contraceptive social marketing effort, resulted in an increase fiom 28.9 to 

45.7 in the percentage of people who reported they were "becoming mu­

tually faithful." In Kampala, Uganda, an extensive USAII)-funded research 

project is examining socio-cultural factors affecting AIDS prevention in a 

sample of clients at an IIIV testing and counseling center. The study ex­

plores how knowledge of scro-status affects client behavior and how cul­

tural values influence condom use and risk reduction practices. Results 

will be used to develop appropriate HIV counseling and condom promo­

tion messages. 

More needs to be learned about adolescent sexuality and sexual behavior 

as well. For example, in Malawi a USAID-funded behavioral research 

project is analyzing the level of HIV/AIDS/STI knowledge among adoles­

cent girls in four rural villages, the information about sexuality and sexual 

health delivered by traditional advisors, and approaches used to communi­
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cate with the village girls. Research findings trom the Malawi project will 
be used to design a pilot intervention for adolescent girls using traditional 

advisors as HIV/AIDS/STI educators. 

Fundanentalto the development of effective JEC interventions is a thorough knowl­
edge of the behaviorpatterns thatfacilitatethe epidemic. Knowledge of social and 
behavioral determinants (in adults as well as in adolescents) with respect to 
high-risk sexual behaviors and practices as well as health care seeking be­
haviors will be essential if USAID is to successfully influence behavior 
change and promote safer sexual practices through IEC efforts in the many 
socio-cultural settings. 

Additional research issues: 

* 	 Evaluate and validate on-going behavioral interventions and their 
population impact in different societal contexts. 

* 	 What are: (a) predominant norms and values, and (b) socioeco­
nomic ad behavioral determinants influencing sexual decisions, 
risk perceptions, sexual practices itswell as health-seeking behav­
iors in population subgroups (e.g., adolescents, women, migrant 
laborers, military personnel)? 

Integrated Seices 

Vertical STI and HIV/AIDS programs offer STI or HIV/AIDS services ex­
clusively, are staffed by personnel with specialized training, and are pre­
ferred by specialists. Thus, compared with primary care centers, their 
geographic accessibility is limited for the general population. And specifi­
cally for women, because STIs are often asymptomatic in them, women 
with an STI will have no particular reason to go to an STI clinic, although 

they may decide to go to a primary health care facility because of urogeni­
tal or abdominal problems. Furthermore, the stigmatizing attitude in many 
STI clinics prevents women from going to them for care. And when 
women go to a primary health care clinic to seek treatment for symptoms 
such as vaginal discharge, genital ulcers, or lower abdominal pain, they are 
usually referred to a separate STI clinic, to which they may or may not go. 
Integrating STI servicca in primary health care centers, prenatal, and MCH 
clinics and/or family planning clinics will increase access to STI services for 
the general population, particularly women. 
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Family planning services are already existing access points to reach a 

broader community of women and these services can do much for STI and 

HIV/AIDS control and preven*on. By counseling and promoting barrier 

contraceptives at family planning (FP) clinics, family planning programs 

can help prevent STIs and reduce sexual transmission of HIV. And provid­

ing other STI services such as diagnosing and treating STIs also offers sig­

nificant opportunities for synergistic effects. For example, helping women 

have healthy babies by treatitig STIs and preventing adverse consequences 

of pregnancy is likely to increase women's acceptance of family planning. 

Also, FP clinics are the only available facilities that routinely perform geni­

tal and pelvic examinations and they may also be the only source of medical 

care for many young, sexually active women. In the U.S. most Fl' clinics 

screen and treat clients for STIs, particularly gonorrhea and syphilis. 

Conversely, integrating lamily planning services in STI clinics and HIV/ 

AIDS testing and counseling centers and outreach activities will also be 

beneficial. At a Baltimore STI clinic in the U.S., a survey of 516 consecu­

tive clients (males and females) revealed that 63 percent would be inter­

ested in receiving contraceptive services at the STI clinic. Only 54 percent 

were using contraception, and only 26 percent were aware that barrier 

contraceptives and spermicifles protect against STIs although most knew 

that condoms are protective. Based on the survey, the Baltimore City 

Health l)epartment has )egun family planning services at its STI clinics 

(Family Pl'anning Perspectives 1988). 

Family planning services integrated in HIV/AIDS outreach programs can 

also be valuable. Such progranis generally target youth and men for HIV 
prevention activities and integrating family planning services in these pro­

grants offers an opportunity for family planning programs to reach youth 

and men (generally neglected in Fl' programs) with FP information. 

A variety of approaches are being tried. Some programs such as the inte­

grated MCIH/Fl prograin in Botswana and the Municipal Health programs 

in Zimbabwe with strong fIamily planning components are already starting 

to address IllV/AlI)S l)ievtion activities through information and distri­

bution of condons in urb-an and rural areas. In the Gambia, the Gambia 

Family Planning Association Ireats women with candidiasis and 

trichomoniasis, htut refers all other women with S''ls to government clinics 

(Sousou 1992). And a nunber of UJSAID cooperative agencies (CAS) 

working in Kenya on AII)S, family planning, and other health issues are 

15
 



mmmmm -M
 

participating in a collaborative effort with NGOs to identify procedures to 
integrate STIs and HIV/AIDS activities with family planning. Lessons 
learned from this collaborative effort will be used to develop strategy rec­
ommendations in integration. 

Integration entails the need for re-allocation of resources, funding, techni­

cal assistance, and educational materials as well as creation of policies. It 
will be necessary not only to create program linkages at the field levels but 
also to integrate planning and implementation at the top levels. New re­
sponsibilities cannot he added without appropriate training, thus staff 
training will be imperative. Furthermore, logistics systems for supplies and 
management information systems will have to he strengtlened accordingly, 
if STI services are to be incorporated into FP or primary health care ser­

vices. 

While integration of family planning and STI services seems natural, there 
is a need to be aware of hurdles that programs will have to overcome. The 

biggest barrier/rrogramswillface in bringingthe fields together is the fact that the 
most effective choices to prevent pregnancy are not necessarily the most effective forpre­
venting STIs. Staff familiar with each field will need to be cross-trained so 
that they are sensitive to and informed about the other; adequate supervi­
sion will also be necessary to ensure that STI patients are correctly coun­
seled in contraception and family planning clients with the highest risks for 

infection are screened for STIs. Integration will require a shift in the focus 
of IEC activities to emphasize that contraccption would reduce not only the 
risk of unplanned pregnancy hut that of STIs and their aftermath. Estab­
lishment of effective referral mechanisms will also be critical in an integra­
tion strategy. Since it is unlikely that family planning services will initially by 
fully capable of pioviding the complete spectrum of services in the other 
discipline and vice versa, referral systems must be developed. At a mini­

mum, service providers will need to know where other services are avail­
able, as well as a mechanism to monitor and follow-tip referred cases. 

Some fami!y planning agencies working in areas of low coeatraceptive ac­
ceptance fear that involvement in SIT/AIDS-related activities could stigma­
tize their services and keep poteitial clienLs away, while some health 

personnel feel that the addition of new responsibilities could overwhelm 
the staff within current stnictuires. And as in the case of Uganda, miscon­
ceptions by program leaders related to the importance of the two facets of 
the program and ambivalence regarding the role of oral contraceptives 
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(OCs) (the emphasis on OCs by FP programs) and the role of condoms 

(the emphasis on condoms by HIV/AIDS programs) are but some of the 

constraints faced in program integration. These constraints indicate a lack 

of information on service integration. Models of appropriateintegrationstrategies 

need to be developed. More studies on impact as well as cost-effectiveness of integrated 

services need to be done as well. 

Additional research issue: 

* 	 What are the economic aspects of integration? Should there be 

an element of cost-recovery? 

PolicyResearch 

Prevention programs and research (operations research, behavioral re­

search) alone will not be able to stem the tide of HIV/AIDS. Gaining the 

support of key public and private sector policy makers for HIV/AIDS pre­

vention efforts is critical. Research for policy reform and development of 

policies that will reduce barriers to program effectiveness and create a fa­

vorable policy framework nust be supported. Within this context, efforts 

should stress: (a) increasing the awareness of policy makers, (b) increased 

focus on the private sector, and (c) creating a favorable policy framework. 

Increasingthe Awareness of Policy Makers 

Quantitative and epidemiological research to increase the awareness ofpolicy 

makers about the potential impact of IHIV/AIDS on development and the impact of 

development on the spread of the disease is critical. 

1. Modeling. Modeling the course of the e)idemic is one of the major tools used in 

polity dialogueand reorm. Modeling uses available demographic and epide­

miological data to project of the future course of HIV/AIDS for a specific 

country or region of a country. These presentations increase policy-mak­

ers' awareness of the magnitude of the problem and provide a forum for 

discussions and action. Modeling exercises have already been completed 

by USAID, through the AIDS Control and Prevention Project (AIDSCAP) 

in collaboration with USAID field Missions in C6te (I'Ivoire, Colombia, and 

Honduras, and future modeling will be undertaken in Kenya, Jamaica, and 
Rwanda. 
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2. Assessing the Impact of AIDS on Development. Another effective 
policy reform tool is assessing the impact of AIDS on development. Studies 
documentingthe adverse impact of the epidenic on the community, families/house­
holds, agriculturalsector, industrialsector,social sector,and politicalsector will pro­
vide important infomnation in theformulation offuture development strategiesand 
the integrationof lV prevention activities into otherdevelopment rograms. A com­
parative revicw of five studies on the economic impact of IIIV/AIDS in Af­
rica revealed shocking results (Aron and Davis, 1993). For example, the 
lifetime cost of caring for a person with AIDS ranges (in 1985 U.S. dollars) 
from $104, the low end of the range in Tanzania, to $1,585, the high end 
of the range in Zaire. In addition, macroeconomic effects are likely to be 
seen in the inability to replace skilled and educated workers and on key 
exports such as agriculture. These assessmenLs highlight IIIV/AIDS as a 
development issue and place the epidemic in a wider socio-Cconoinic and 
intcr-sectoral context. To date, AIDSCAP has done ecoi; omic impact as­
sessments in Honduras and has work planned in Jamaica, Kenya, and 
Rwanda. USAID's Africa Bureau, through the 1lcalth and Human Re­
sources Analysis for Africa (-HI-IRAA) project, has also given a grant to The 
World Bank to assess the economic impact of fatal adult illness due to HIV/ 
AIDS and other causes. The stuiy is (esigned to provi(le answers to the 
following questions: I-low does the disease burden in Africa affect the sta­
bility and productivity of households, communities, and businesses? What 
actions or programs can he undertaken to mitigate disease burden? 

3. Assessing the Impact of Development on HIV/AIDS. The dynamics of 
disease may also interact directly with the dynamics of development-i.e., 
the development process itself can generate adverse health consequences. 
In areas where male migration is common (to work as migrant laborers in 
mining projects, construction projects, agriculture projects), the chances 
of men getting infected through casual contacts with commercial sex work­
ers during their period of separation from spouses and subsequently infect­
ing their spouses, are considerably increased. Similarly, in some areas of 
Africa where male migration is pervasive and females and children are left 
behind, economic support from the migrant husband is often not enough, 
necessitating w)men tol use sexual favors as a neans of oblaining economic 
or social support (Post 1993). A study comparing I IV sero-prevalence data 
from East, (enitral, and Southern Afhica with patterns of labor migration 
reveals that sero-prevalence rates were highest in areas to which migrant 
laborers were attracted and the next highest rates were in areas where they 
came from ((Hunt 1989). Little information is yet availableon such conditions 
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andsituationsputtingmen and women at increased risk as a result of the develop­

ment process. Therefore, it is necessary not only to assess the impact of HIV/ 

AIDS on development but also to assess the impact of development on 

HIV/AIDS so that policies to minimize vulnerability to HIV infection (e.g., 

new employment benefits allowing men to bring families with them to 

their work locations, legal reforms for women to improve their economic 

opportunities such as credit and land ownership rights) can be identified 

and developed. 

4. Cost-benefit and Cost-effectiveness Analyses. Policy makers and health 

planners need to know more than the economic impact of the disease. An 

economic impact assessment providing a total or per average capita cost of 

disease is only a first step to identify priorities among health problems. For 

decisions regarding interventions, cost-henefit and cost-effectiveness analy­

ses will be required. Cost-bcnelit analysis will answer the question: is a par­

ticular procedure worth doing? Cost-effectiveness analysis, on the other 

hand, concerns operational efficiency and deals with the question: of the 

various interventions for a health problem, which will have the most impact 

at the lowest cost? Cost-benefit analysis is useful for comparing develop­

ment strategies acro:is sectors, for cxample, investment in the health sector 

or the agriculture sector. On the other hand, cost-effectiveness analysis is 

used to compare the ability of' various intelenlions to achieve a specified 

health objective. Thus, for decisions regardinginterventions, policy makers and 

health planners shou1l always con.ider carryingout cost-benfit and cost-effectiveness 

analyses whert-ver possible. 

IncreasedFocus on the PrivateSector 

USAID's Africa Research and Technical Support Division, through the 

AIDSCAP project Policy Unit, is funding research to develop a policy-ori­

ented ItlV/AII)S preventimn training package for workplaces called Private 

Sector AIDS Policy l'rcscntation (IPSAPP). PSAPi' will demonstrate to pri­

vale sector inanagel s ile flialicial/bIsiels%imerits of ilvesting inI work­

place-based IllV/AIl)S policies and prevention prograis. PSAPI' will also 

provide nanagers and wo( I' ms' giomps wih ,,licy-bawed in formation and 

guidelines (fi example, iealth benefits, medical colfidenitiality) that will 

help thcin to ini plemni aliptilie poli(ics and pievein programs in 

the workpla(e. The iitial needS a;iimcns (oulliponellit of I'SAPP is al­

ready underway in Keiyai aid Semllgal. Neveidlw(les., with ptUblic sector 

health budgets already stretched, mesearh to increase the awareneAs and role of 
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the privatesector in HIV/AIDS prevention is now beingincreasinglyrecognized as 
essentialto successfilly combating HIV/AIDS and more information is still 
needed in this area. 

Creatinga FavorablePolicy Framework 

To create a favorable policy framework, poliy researchshould be in the dual 
context of supportigthose elements that areefective and modifying those that are 
obstacles. Within this framnework, a policy research and dialogue area could 
include assessing the feasibility of removing or lowering taxes, licensingfees, and 
import duties on Irevention commodities used in HIV/AII)S programs. 

Another policy research and reform target should be influential groups. 
To create i favorable policy framework, open dialogue with leaders and de­
cision makers is crucial. And to establish open dialogue, information regard­
ingpolicies, /rocesses, and concerns o/ influentialorganizationsandgroups regarding 
HIV/AIDS will be essential. A numler of influential groups (governent, 
non-governmen, private voluntary) influence forniation of policies. These 
groups play important roles in establishing social norms and ethics. For ex­
ample, resistance from policy-makers, religious leaders, and rnedia manag­
ers has often limited condom promotion. Either through government 
regulation or bI-oadcasting industry codes, many coulntries (10 not permit 
television and radio advertising of condorris. Thius, organizations and influ­
ential groups with policies and processes that impede IIlV/AI)S program 
implementation need to he targeted so thai their concerns can be identi­
fied and addressed, and approac-hes cal he established to over:orie their 
resistance. Likewise, it is extremely important to identify and support ex­
isting inslitulions, poli(ies, and locc sscs that suppoi t I IV/AII)S pro­

grains. For example, while sottie religious grouips oppose condon 
promotion lor fear that it en(tiurage, sexial peruiissivemess, otler religious 
groups ate suppo and have taken lhe leadIrship tole ini supportingltive 

and caring for All)S patients and orphans. Recognizing this, A[I)SCAI is 
planning studies to vxamiie official religious )olicies and practices on 
1lIV/AII)S as well a%the es',onjses of religious leaders and their constitu­
enis to such poli ci(. 

Additional resear(hI isstes: 

Il low (toes the disease burden in Africa affect the stability and 
productivity of households, communities, and businesses? 
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* 	 What strategies have families and communities developed to miti­

gate the ,iocial and economic impact of adult deaths from AIDS 

and how can they be reinforced? What actions or programs can 

be undertaken to mitigate disease burden? 

* 	 What conditions/situations are putting men and women at in­

creased isk of HIV as a result of the development process? What 

actions or programs can be undertaken to minimize vulnerability 

to infecton under such circumstances? 

* 	 How can public-private partnerships be established and commu­

nity-bi.sed organizations' capacity be strengthened to comple­

ment and facilitate the implementation of HIV/AIDS, STIs, and 

TB control and prevention programs? 

How can the resources and interests of private sector employers 

be mobilized and strengthened to mitigate the effects of the 

HIV/AIDS pandemic on the work force? 

* How can research results be translated into policy and action to 

the prevent and control HIV/AIDS, STIs, and TB in Afica? 

lIV CounselingTesting 

Voluntary counseling and testing (C&T) has been shown to induce behav­

ior change in some high-risk groups in the United States. An evaluation 

study conducted in Uganda at the AIDS Information Center (a facility of­

fering free voluntary counseling and testing in Kampala), showed that the 

program was able to induce behavior change among its clients. Clients re­

ported substantial changes in certain risk-red ucing behaviors, including 

monogamy and condom use with regular and non-regular partners. These 

changes were reported by sero-positive and sero-negative individuals, al­

though sero-positives showed greater increases in condom use than scro­

negatives. An increased proportion of sero-positive individuals also 

reported that they were abstinent after the intervention. On the other 

hand, sero-negative individuals reported abstinence less often after the in­

tervention (Workshop presentations at the IXth Berlin Conference on 

AIDS 1993). 

21
 



Voluntary C&T can play an important role in HIV/AIDS prevention, but it 
must be part of a comprehensive programwherepreventive andsupportive measures 

are available(easily accessible condoms, referral services in place for clini­
cal, social, and psychological care and support), and where the social envi­

ronment is informed, educated, and fully supportive and sero-positive 
persons are not faced with severe psychological distress. 

One of the strongest criticisms against C&T cuncerns their high cost. A 
randomized controlled trial is now in the planning stages by AIDSCAP to 

compare the efficacy of C&T, vs. counseling alone, vs. standard health edu­
cation among STI clinic clients at three sites in the Africa region. Never­

theless, furtherresearch andevaluation is stillneeded to provide information 

regardingefficacy, cost-effectiveness, and cost-benefits ofHIV counselingand treat­

ment in inducing behavior change. 

StregtheningSexually TransmittedInfectionServices 

The strong correlation between STIs and HIV exists not only in the role 

played by STIs in 1HIV transmission. The predominant mode of transmis­

sion for STIs and HP/ is sexual; many of the measures for preventing sexual 

transmission of STIs and HIV are the same, as are the target audiences for 
these interventions; and STI clinical services are important access points for 
diagnosis, treatment, and ecducation of people at high risk of contracting 

STIs and HIV. Given these facts, public health professionals and donor 

agencies are increasingly recognizing the importance of strengthening STI 
services to encourage success of HIV/AIDS control efforts. 

IncreasingAccess to S7I Services 

Vertical STI services require specialized expertise and equipment. Thus, 
they are less accessible operationally, geographically, and socially. To in­

crease accessibility and to maximize availability of STI services, STI services 
need to be integra-dinto existingprimary health care services, antenatal/MCHclin­

ics, family planningprograms, and HIV/AIDS prevention and control programs. 

(See Integrated Services.) 

IncreasingUse ofServices 

An understandingof thefactors influencing use ofSTI services &yclients is critical, 
because to control STIs, those affected must seek and obtain treatment, 
and those at high risk must seek preventive health care. A well-known fac­
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tor is the role played by clients' knowledge, attitudes, and behavioral pat­

terns in seeking health care services. Equally important is the need to un­

derstand provider behavior that can determine health-care seeking 

behavior. 

Knowledge about the disease is essential to provide quality health care. For 

example, a study in the U.S. found that increased knowledge in health­

care providers was related to increased willingness to provide care and to 

less harsh and judgmental attitudes toward patients with HIV or AIDS 

(Bailey et al. 1989). Lack of knowledge regarding transmission is associ­

ated with negative behaviors due to fear of contagion. Although studies 

exist concerning provider knowledge and attitudes, the majcrity focused 

specifically on HIV and AIDS, and few addressed the status of knowledge 

about STIs among providers. Studies assessing factors affectinguse of ST services 

are urgently needed. Also included should be an assessment ofknowledge, attitudes, 

and beliefs regardingSTIs among health providers and the consequences of provider 

attitudes on quality of health care and health-careseeking behavior. 

IncreasingSTI PreventionActivities 

Condom promotion and(distribution coupled with behavior modification 

through IEC activities should be a significant focus of STI prevention ef­

forts. Interventions promoting behavior change should include: (1) coun­

seling for risk reduction (reduced number of non-regular partners, 

avoidance of high-risk sexual practices); (2) promoting acceptability and 

correct, consistent use of condoms; (3) encouraging compliance with 

medical prescriptions; (4) emphasizing partner notification and referral 

for treatment; and (5) training care providers in symptom recognition, as­

sessing risks, and changing attitudes. Determination of the cost-effectiveness and 

cost-benefit ofSTl prevention interventionsand the barriersto effective implementation 
should be a researchpriority. 

ScreeningforEarly Detection of STIs 

1. Syphilis Screening at Antenatal Clinics. Syphilis screening at antenatal 

clinics is Dfficially recommended in most developing countries. However, 

this inte,vention is implemented very inconsistently, even in countries with 

a sypNilis prevalence of more than 20 percent among pregnant women, 

due. to low awareness of the problem among health care providers, the 

general population, and policy-makers; unavailability of diagnostic tests or 

penicillin; and low antenatal clinic attendance rates during early preg­
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nancy. However, a project in Zambia showed that it is possible to imple­

ment syphilis screening and management into antenatal care, thus provid­
ing secondary prevention for syphilis during pregnancy and control of 

congenital syphilis. The women were also counseled to encouage their 
sexual partners to attend the clinic for early treatment. These services con­
tributed to a decline in syphilis among pregnant women in Lusaka from 13 
percent in 1983, the year before services were introduced, to 8 percent in 
1987 (Hira et al. 1990). The cost of each prenatal screening in the Zambia 

study (with a population prevalence of 10 percent for syphilis) is U.S. $0.60 
(including treatment, training, equipment, and health education mate­

rial), with a cost of U.S. $12 for each case averted (Hira et al. 1990). Given 
tht outcome of prenatal screening (preventing adverse outcome- of preg­

nancy due to syphilis), establishment of syphilis screeningat prenatalclinics in ur­

ban/high-density areas must be strongly considered by programplanner. FP clinics 

arealso existing access points to screen a broadercommunity. Syphilis sentinel sur­

veillance data from prenatal and FP clinics will be useful indicators in 

monitoring and evaluating the screening activity. 

2. Quick, Simple Diagnostics. The availability of quick, simple, inexpen­
sive diagnostics is indispensable for successful screening activities. Recog­
nizing this key program need, an international effort, the STI Diagnostics 
Initiative (finded primarily by USAID), was established in 1990, through a 

unique collaboration of donor agencies and health scientists, to identify or 

develop rapid, accurate diagnostics. Under the Initiative, the Program for 

Appropriate Technology for Health (PATH) is developing and testing a 

field culture test using dehydratcd media to identify gonococcal cervicitis 

and oxidase strips to identify gonococcal urethritis. Field testing of the de­

hydrated media for gonococcal cervicitis is in progress in Mali, Senegal, 

and Malawi. The oxidase strip for gonococcal urethritis is being compared 

for cost-effectiveness against standard syndromic diagnosis. A serum sepa­
ration card for RPR (rapid plasma reagin test for syphilis) test is also being 

field-tested in Mozambique and Kenya. Evaluation of the cost-effectiven.ss of 
newly-developed field-aplrropriate diagnostics and disseminationof evaluati;: results 

is clearly a priority. 

3. Risk Assessment Protocols and Syndromic Algorithms. In the absence 

of diagnostics, risk assessment protocols and syndromic algorithms can be 
used. Risk assessment was used in Tanzania to screen women attending 
antenatal clinics. The Tanzania study based risk assessment on a number of 
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factors (age, number of partners in the last year, reported vaginal dis­

charge, and discharge seen at time of examination), and assigned points to 

each factor. With a score of six or more points, the assessment was consid­

ered positive. Among 97 women in the Tanzania study, five STI cases were 

correctly detected by risk assessment. The results were counter-checked by 

laboratory tests, and laboratory testing found that seven of the 97 women 

indeed had chlamydia or gonorrhea (PopulationReports 1993). Risk assess­

ments may work well in some populations but not in others, and program 

planners may need to adapt risk assessment factors and scoring, based on 

specific situations, to improve its predictive value. More information is needed 

on the cost-effectiveness andpredictive value of syndromic algorithmsand risk assess­
ment protocols, compared with laboratoryand clinicalapproaches. 

Improving Managementof Cases to Limit Complications 

In STI control, the term case management generally includes a spectrum 
of activities: counseling, condom promotion, correct treatment and compli­

ance, and tracing and treating sexual contacts of STI patients. 

1. Counseling. Counseling (face-to-face communication between health 

provider and client) should be a high priority in STI services, but in prac­

tice, STI providers often neglect counseling. For example, in a U.S. study 

involving 60 STI patients, one-quarter received no counseling/information 

about preventing STIs (PopulationReports 1993). One of the major con­

straints cited by health care providers was lack of time. To counsel well and 

get the messages across may take its much its 15 to 20 minutes and few pro­

viders can spend that much time with each patient. Under such circum­

stances, it may be beneficial to have specially trained counselors talk to 

patients after they have seen a doctor or nurse. A study in Nigeria tested 

the effect of reinforcing it social worker's counseling with a doctor's coun­

seling. All patients who received expanded counseling returned for their 

follow-up visit. Of those who did not receive the extra counseling, only 

three-quarters returned (PopulationReports 1993). Research may be 

needed to evaluate and validate existing counseling activities in ST7 clinic settings 

to identify barriers to counselingandparameters that have been associatedwith suc­

cess orfailureof counselingservices and their imact on different audiences. 

2. Condom Promotion and Motivating Male Participation. Condom promo­
tion in the mass media and social marketing programs have successfully in­
creased condom use in a number of countries. Nevertheless, research is 
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still needed to promote domestic use of condoms and motivate male par­

ticipation. Because condoms are so often linked with infidelity, many men 

and women hesitate to use them with a steady or permanent partner. To 

many, using condoms in a long-term relationship implies distrust of one's 

partner and suggesting condom use is harder for women, especially for 
married women. In sub-Saharan Africa, as in most emerging nations, 

women are filly dependent on their partners their economic well-being 

and for their status in society. They usually do not negotiate sexual behav­

iors and most would not dare ask their partners to use a condom. There is 

a need to increase domestic condom promotion and motivate male participationto in­

crease male involvement/use of barriermethods. This will require: (1) increased 

emphasis on promoting a positive image of condom use; (2) developing 

culture-sensitive, appropriate condom negotiating skills (to be taught in 

counseling sessions); and (3) identifying innovative approaches to encour­

age and motivate greater participation by men to share responsibility for 

decisions and behavior. 

3. Correct Treatment. Providing correct treatment based on correct diag­

nosis at the point of first encounter with the health system is the corner­

stone of STI control. 

i) Syndromic Treatment. The syndromic approach is not new and 

can be done by primary health care workers using step-by-step instructions 

provided in algorithms. The disadvantages of dhe syndromic approach are: 

(1) failure to diagnose and treat asymptomatic infections (as many as 50 

percent of infected women have no symptoms); and (2) waste of drugs be­

cause providers may need to treat for several STIs (causing a particular syn­

drome) at the same time. Evaluation/validationof syndrome management of 

STIs (especiallyfor use in women) is critical. Syndrome validation studies are 

already in progress by AIDSCAP project (in Tanzania, Malawi, and Mali) 

and more studies are planned. WHO is also planning to compare the cost­

effectiveness of syndromic diagnosis with laboratoiy and clinical diagnosis. 

ii) Mass Treatment. Mass treatment or empiric, periodic treat­

ment was recommended as it high priority by the STI technical advisory 

group in 1993. In this approach, treatment is provided on a periodic basis 

to all members of it population in which repeated transmission occurs 

(whether it person shows symptoms or not). Mass treatment campaigns 

are rare, but not new. For example, between 1976 and 1977, a mass treat­

ment campaign was implemented in the U.S., focusing on migrant farm 
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workers and prostitutes. The campaign resulted in a 27 percent decline in 

reported syphilis among the farm workers and a 51 percent decline among 
prostitutes from one year to the next (Jaffe et al. 1979). Several mass treat­

ment protocols have been developed by the AIDSCAP project and are be­

ing discussed and reviewed together with potential in-country 

collaborators. Nevertheless, further researchand analysis is needed on the cost­
effectiveness of mass treatment of core groups and to compare and evaluateselective 

mass treatment vs. total mass treatment. 

iii) Treatment by Private Providers. Private providers treat many 

people with STIs. These providers may be private clinics and pharmacies 

in the formal private sector, or they may be market vendors, street vendors, 

and traditional sources of medical care in the informal private sector. 
There is a need to identfy the various levels ofp5rivateproviders and mobilize and 
strengthen these resources to reinforce on-goingS77 activities. For example, in 

Zimbabwe private practitioners receive publications of tile essential drug 

program, including STJ treatment guidelines. lit Senegal pharmacists are 
studying STI management. In Tanzania workshops for pharmacists have 

emphasized STI treatment in accordance with national guidelines. And in 

Cameroon, in an innovative AII)SCAI' project, staff from about 200 phar­

macies are being trained to sell an STI treatment package containing anti­
biotics, informational brochures with general STI information, partner 

referral cards, and condons with instructions. These packages will be sold 

in pharmacies without prescriptions and this approach to pre-packaged an­

tibiotic therapy will be thoroughly evaluated using indicators such as con­
sumer acceptance, user compliance, use of partner referral cards, etc. 

4. Contact (Partner) Notification and Referral. STI control cannot be 

achieved merely by treating people presenting at health facilities with signs 
or symptoms. Partner notification is essential in which the partners of 

those who are identified and are being treated for an STI are traced, in­
formed of their prolal)le exposure to infection, and offered medical and 

counseling services. 

Partner notification has long been one of the most important services man­
aged by the Division of STI/I IIV Prevention of the U.S. Centers for Disease 

Control and Prevention. For more than 30 years, CDC has been training 
disease intervention specialists (DIS) in partner notification and tracing 

contacts. In developing countries, however, partner notification is rarely 

implemented or emphasized in STI control programs because of socio-cul­

27
 



tural barriers concerning STIs and sex in general and because of a lack of 

health care providers trained in partner notification. 

Partner notification may be accomplished by: (1) patient referral through 
direct referral of partners by infected individuals; (2) provider referral 
through thc mediation of health care providers/workers trained to confi­
dentially trace and notify the partner(s) based on information provided by 
the infected patient; and (3) patient and provider referral in which the 
provider asks for names and addresses of p'lrtners, but gives patients one 
week's time to refer them. If the patient's partners do not appear, provid­

ers attempt to contact them. Patient referral is the least expensive and the 
least effective approach: generally fewer than one-third of partners appear 
for treatment. Provider referral can bring up to tbree times its many part­

ners for treatment, but concerns such as cost-effectiveness and the poten­
tial to invade privacy have frequently been voiced. The last approach, 

patient and provider referral, may deter people from seeking care. People 
may stay away from it clinic that requires patients to give the names and ad­
dresses of partners. Partner referral strategies remain incompletely evalu­
ated, and there is a need to evaluate and coinparedifferent partnerreferralstrategies. 

Partner referral is more important for women, because in the absence of 

routine screening for women, the only way to identify asymptomatic 
women may be through their male sexual partncrs. For gonorrhea and 

, hlamydia specifically, partner notification can lead to treatment of 
asymptomatic infected female partners of men with proven infection, pre­

venting complications in women such as pelvic inflammatory disease, infer­

tility, or ectopic inflammation. 

Improved Surveillance 

Improved surveillance of STIs is needed to track trends over time as well as 
geographic trends. Mare information is needed on the prevalenceof different STIs 

(particularlyin women and adolescents), as well as their antibioticresistancepat­

terns. 

Random or clustcr sampling should be conducted not only in the high risk 
"core" population hut in samples representative of ite general population 
of sexually active men, women and adolcsccts (MCIl clients, family plan­
ning clients, blood donors, hcalth care providers). In women and adoles­

cents, surveillance on incidence/prwalence of certain selected STIs can be 
conducted; this data will be useful in defining program directions anti in 
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monitoring the effectiveness of program interventions. Identificationand 

development of the best methodologies to rapidly assess the overall current STI situa­
tion and thereby provideguidancefor more targetedresearch and interventionpriori­

ties is a necessity. (See also Program Monitoring and Evaluation.) 

Additional research issues related to strengthening STI services: 

* 	 How can existing community-level STI senices he reorganized 

and strengthened to treat and prevent classic STIs and prevent 
sexual transmission of HIV? 

* 	 What role do provider knowledge, attitudes, and practices play in 

use and quality of care in STI services? 

* 	 Determine the cost-effectiveness and cost-benefit of existing STI 
prevention interventions and the barriers to effective implemen­

tation. 

* 	 Evaluate the cost and impact of syphilis screening, treatment, and 

counseling of pregnant women attending antenatal clinics. 

* 	 Evaluate newly-developed diagnostic methods (feasibility, quality, 
costs, benefits) to improve STI diagnosis in field settings. 

* 	 What barriers exist to counseling in STI clinic settings? What pa­

rameters are associated with success or failure of STI counseling 
services? What is the impact of STI counseling on different audi­

ences? 

* 	 What are the determinants (social norms, perception of con­

doms, barriers to use) for domestic use of condoms between 
regular partners? (Domestic condom promotion may be espe­

cially effective in situations where women may be at increased 
risk for STIs because of the sexual behavior of their regular part­

ners.) 

* 	 What are the most effective strategies to increase male use of bar­

rier methods? 

* 	 How do diagnosis and treatment of STIs using syndromic algo­
rithms and risk assessment protocols compare with laboratory and 
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clinical approaches, particularly for female patients, in terms of 

acceptability and cost-effectiveness? 

* 	 Mass treatment of core groups: Are these approaches cost-effec­
tive? Should mass treatment be given when rates of ulcerative 

STIs exceed a certain level of prevalence (e.g., 50 percent of 
antenatal clinic attendees with gonorrhea)? Compare selective 

mass treatment vs. total mass treatment. 

* 	 What are the best methodologies to rapidly assess the overall cur­

rent STI situation and thereby provide guidance for more tar­

geted research and intervention priorities? 

Program MonitoringandEvaluation 

Program monitoring and evduation are an integral part of program deliv­

ery and essential to building appropriate modifications into ongoing pro­

grams and determining whether programs achieve their objectives. 

Monitoring and cvauation both require information to link program inter­

ventions with program outcome. Monitoring accepts the program design 

as given, and may rely on (Lata from management information systems or 

surveillance acivities. Evaluation, on the other hand, provides information 

and status of progress toward achievement of objectives and is fortified by 

the existence of strong monitoring systems. Morcovcr, cvAuation provides 

information about the program's Future direction-for example, expan­

sion or modiflication of interventions. Evaluation may also examine cross­

cutting issues such as comparative cost-effectiveness of different 

interventions with the same objccti,c, effectiveness of vertical vs. integrated 

services, for example. In addition to impact assessments and economic 

analyses (discussed under Policy Research above), a number of tools exist 

to monitor and evaluate programs. 

Surveillance Systems 

Surveillance of IlIV/AIDS is critical to track the epidemic's trends over 

time and geographic trends and to monitor the magnitude. The HIV/ 

AIDS Surveillance latabase, iniliated and funded by USAII) through the 

International Programs Center of the U.S. Bureau of the Census, is a 

model of efficient surveillance. ie database iracks international data on 

HIV infection rates and AIDS cases from all ptblished and unpublished re­

ports, surveys, and all available (ata sources. It has been used extensively to 
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design technical assistance projects. It has also provided important 
epidemiologic information that has been used to indicate priorities for re­
source allocation in HIV/AIDS programs in Africa. A similar database is be­
ing developed by the Bureau of the Census for STIs. 

Surveillance should be a high priority not only because of lack of data but 

also because surveillance can serve as a powerful tool to: a) bring health 

planners' and decision makers' attention to the devastating effects of HIV/ 
AIDS, STIs, and tuberculosis on the stability and productivity of households, 
communities, and businesses; b) identify specific control targets (core 
group or the general public); and c) identify and establish specific inter­

ventions. II is also important that information from surveillance be used 
effectively. Tbo often, information is collected laboriously, but is not analysed or 
usedfor deciiion-makingprocesses. "Reasons for this presumably include the 

lack of expertise in data analysis and information systems as well its a lack of 

epidemiological skills" (Ronald and Aral 1992). To overcome this, profes­
sionals need to be recruited and trained in epidemiological skills. One 
such training program is the Centers for l)isease Control and Prevention 
(CDC) Global Epidemic Intelligence Training Program, which recruits and 
trains developing country health ministry physicians in epidemiology. Sup­
port of in-country trainingfor field-oriented and clinically based epidemiologists is a 

high priority. 

There is also a need to further expand and improve existing national sur­

veillance systems. For example, more information is needed about the inci­
dence of STIs and HIV/AIDS among women in the generalpopulation as well as 

their antibioticresistancepatterns. Clinical and epidemiological predictors of 
STIs in women must be refined to develop better management algorithms 
for symptomatic and asymptomatic infection. Information about the inci­

dence of STls and WlV/AIDS in adolescents should also be it high priority. 
Monitoring of tuberculosis drug resistance in I-lV-infectcd patients should 

not be overlooked either. It is not known how much of an impact f IV in­
fection is having on the development and propagation of multi-drug-resis­
tant tuberctlosis in sub-Saharan Africa. Systemic drug tesistance surveillancein 
HIVinfeted TB patientswill need to be instituted in national surveillance sys­
tems to monitor this problem. 
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ManagementInformation Systems 

Management information systems (MIS) are an integral component of the 

monitoring and evaluation process and are designed to facilitate informa­

tion flow. All successfild pi ograms need to have timely flows of informa­

tion-upward to aid program managers in planning, operation, evaluation, 

supervision, and management and downward to staff and clients for feed­

back. Recognizing the lack of well-developed monitoring and information 

systems in developing countries, WHO/;PA developed a basic manage­

ment information system prototype that would be flexible enough to be 

adapted to a variety of countrics and regions. The MIS prototype covers 

four areas--planning and monitoring, logistics systems for condoms and 

HIV test kits, financial accounting and reporting, and reporting on priority 

indicators of program implementation and effectiveness-and all informa­

tion from the MIS will be incorporated into the main computer system at 

GPA headquarters. The software developed is being field-tested, prior to 

provision to national AIDS programs. 

The AIDSCAl' Management Information System is another example. The 

AIDSCAP MIS facilitates the flow of information within the AIDSCAP 

project and functions as a central point for coordinating evaluation data 

collected by subprojects and for country evaluation. The MIS is linked to 

AIDSCAP regional offices and their computer facilities, and provides coun­

try offices with fast feedback and inter-region comparisons. 

MISs are extremely effective management and monitoring tools and devel­

oping and/orstrengtheningmanagement information systems in all countries lacking 

an adequate nationalMIS should be a high priority. 

PriorityPrevention Indicators (PPls) 

A collaborative effort by USAID, WI 10/CPA, and CDC has resulted in de­

velopment of priority prevention indicators (PPIs), a set of core indicators 

for countries to include in their national MIS and report on to WHO 

through a global MIS. This minimum set of indicators was developed to 

provide a standardized protocol for program monitoring and evaluation 

that will allow cross-national compalisons. The PPIls include process and 

outcome measures. Ihey were selected for their usefulness for program 

monitoring, relative ease of measurement, and quantiliability. While the 

PPIs will enable cross-national comparisons, they arc not intended to pro­

vide all the information necessary to monitor program activities and mea­
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sure impact of specific components (subprojects) of individual country 
programs. However, they can be used as guides to develop larger sets of 
specific country and subproject indicators. 

The five imajor areas covered Iby the PIls are: (1) knowledge of preventive 

practices; (2) sexudl behavior (reported non-regular sex partners, re­

ported condom use in most recent risk relationship); (3) incidence and 
clinical and preventive case management of STIs (self-reported STI inci­

dence in men, ST clinic clients assessed and treatel according to national 

guidelines, STI clinic clients who received condoms and instructions in 

their use in addition to treatment, ST clinic clients who received counsel­

ing in partner notification and partner treatment); (4) condom availability 

(condom availalbility at central Ievel and condom accessibility at peripheral 
level); (5) S'T'I/lIlV prevalencc in women (syphilis sero-prevalcice and 

HIV sero-prevalence in women 15 to 24 presenting at antenatal clinics). 
The major data collection inc iliods adopted to nieasire the priority pre­

vention indicators will be F)p)Ilmtioii/coii1I1Iinity surveys, health flacility 
surveys, con(lom outlet r c()r(s reviews and assessments, and cross-sectional 

sero-surveys conlhcte(l in a llieiaatal clinics. 

Evaluation/validation (I !he i'ls will 1'e critical to confirm the reliability and 

validity of tie measuremnei techniques and their acceptability to the com­
munity. The cost o lata collection should be monitored as well. 

Other Indicators 

In addition to tIhe core prevention indicators, countries will need to select 

other process and oulcone prevention indicators specific to their pro­

grains. Some examples include process and outcome indicators to monitor 
STI case managemnent, S'I'l facility nanagement, indicators for IIiV preven­
tion in the woi kplace, itndicator's for lI lV (oinselinig anld testing and indi­
cators for capi(ity building or instiliti(nal development. To assist in the 

selection of spec ific national iudicatots, AIDS(,AI' has developed 

"AI)S(CA1' IFvaluatlion Tools." Nevetlahless, nother in /mhis nreIed to identib 
and develop additional routry-periJir rrnvention indicaton and aneaurirmentteth­

ods to get reliable and valid data lot poronam mnitoringand evaluation, as well as 
indiratots and trasurernentmtethods in care and alleviation oJ the pandemic's soio­

economir itnpact. 
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Additional research issues: 

What is the magnitude of the HIV/AIDS epidemic in Africa?4 

* 	 How can better surveillance systems be established: (1) to moni­
tor the prevalence of STIs and their microbial spectrum and to 

track STI-related trends in the general population, particularly in 

adolescents aild women; (2) to monitor tile prevalence of HIV 

infection anld to track ItIV-related trends in the general popula­

tion; and (3) to inonitor systemic dlrug resistance in I-IlV-infected 
'171 patielit? 

* 	 How can inramigenetlt information systems be strengthened to 

effectively assist program managers in planning, operation, evalu­

ation, supervisiotn, iaigertletlt, and decisiori-tlraking processes? 

What are tire Ibest mseasuics of iiiV/AIl)S programs impact in Af­

rica? Validate l)1initmy i"eventiori indi(at( is lot: (a) rItli;uIility 

and validity of neauit tent luiiiques; (h) at 'ptalbilily to the 

collmnllity; mrid (31) (ost oif (ila (oll'tio 

* Identify anl d-veh 'olp(OM )Itt-Slwfit pirvc:itoi( ird icators and 

measuren!it incthIimi to assist in ])togiatr monitoring and 

evaluation. 

* 	 Identify id deveho indicators and nireassirenent methods in 

care anld alleviatio of the I)andemi(c's soci(H-conomic impact. 

Focusingon Adolscents 

The increasing inc ilen( of AIDS atnong youth lends urgency to the need 

for effective i lIV t on adolesceISnt.)Ievenition i)ograms fOcusing WH1O esti­

mates that hail l I ise inlft'ted with I fly ate under the age of 25, and 

about one-fifth o1 people with AI)S ate in thevr twenfis-a large propor­

tion of wMimi ib.i,'.init lted in Ihir Iens (WII()/(;IA 1991 Ptogress 

Report). AI)S ctlutoitiii pmiogias lot young adolestfn c h,"ve been con. 

trovwtsiA. Whiv, shntd Ili(Iy statl? Ilow vxplI it Shold tir'y be? Si urne 
believe that 1sm Iing adoicls( %it about famiily lif/exui.liry iol ( onidolis 

will 	prrioote lomsti utity. A irminluer of stdics Isow tha.t it is trot %o,how­

ever. In ft, , i plhdmry picu1eentation at the IXrtt Ir lirn tonft'ence on 

AIDS held iii Jtne 1993 ovriwlrelhintgly reftued the nolion that early SeXtS­
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ality education leads to increased promiscuity. Sexuality education proj 
grams for young people need to make safer behavior attractive. Skills t1jain­
ing-such as teach-iing girls to say no-is also very important. Skills trairaing 
must focus on approaches that allow a young adolescent to practice wa'i; to 

say no before an uncomfortable situation arises. 

HIV/AIDS prevention programs have targeted two categories of younI 
people-in-school and out-of-school-through school-based, peer ed .a­
don, and outreach programs. Sonic school-based programs use specij ly 
developed HIV/AIDS curricula with accompanying teaching materi. For 
example, an educational kit developed in Uganda with support fron 
UNICEF was so successful that it has been adapted for other African aun­
tries (PopulationReports 1990). In peer education programs, many af! 
proaches have been used: youth teach youth through anti-AIDS club1, 
through theater, and in some Caribbean countries, debates by youth ' )n 

HIV/AIDS in parliamentary chambers are nationally iclevised. For (i it-of­
school youth, outreach communication strategies through peer edt, ation, 

media, and theater are being tried. 

It has been noted that the most common goal of HIV prevention pr i grams 

targeting youth is raising awareness; and the least common is peer s1 pport, 
which is among the most effective approaches to raising awareness, ditiat­
ing behavior change, and providing support to help practice safer b havior. 

"A study to develop and evaluate a peer and comrnunity mobilizing I 

proach to educate and promote safer sexual practices aiong out-olj ichool 
youth is underway in Jamiaica. This study, a ccllahorative effort of A ISCAP, 

the Center for AIDS Prevention Studies (CAPS) of the University of Cali­
fornia, San Francisco, and the Janmican Ministry of H-eath, pi ovides in­
sights into ways to generate peer-supported behavioral and social change 

among high-risk, out-of-school youth. And in Botswana, WHO/GPA in col­
laboration with the Young Wonen's Christian Association (YWCA) is sup­
porting the design and evaluation of aiproject using 110 trained peer 

ecicators to reach approximately 5,000 13 to l9-year-olds iii secondary 
schools. This project exaineIcs the effectiveness, sustainability, and poten­

tial reach of peer educalion in youth. Approximately 60 pcrcent of the de­

veloping countries surveyed by AIDS it the World (Mann, Tarantola and 
Netter 1992) reported i,,- and ot-of-school programs, but in most pro­
grams, activities are undertaken without an evaluation component. For ex­
ample, anti-AIDS clubs organized by adults for youth are becoming quite 
widespread in anglophone Africa. While these clubs have been very suc­

35
 



cessful in attracting large numbers of adolescents, to date their effective­
ness has not been evaluated. There is a need to compare and evaluate the effec­
tiveness of different health promotion strategies targeted at youth andadolescents in 

educationalsettings as well as those out-of-school. The effectiveness ofschool-based 

approachesto reduce the incidenceof adolescent STIs needs to be assessed as well. A 
major constraint of school-based approaches has been that teacher train­

ing-which is crucial to promote effective learning-has been insufficient 
or inappropriate in AIDS education. 

Equally important is research on adolescent sexuality and sexual behaviorand 
condom use. Awareness of HIV among adolescents is generally high, but per­

sonal perception of risk is usually low. Research has shown that low risk 

perception among adolescenis has been associated with higher-risk activi­

ties (Koopman et al. 1990). Furthermore, there is also a negative attitude 
among youth toward condoms (Baffi et al. 1989). 

More information is also needed about the predominant norms and values and the 

socio-economicand behavioraldetemninants influencing the issue of adolescentspro­

viding sexualfavors to olderpeople in return for financial support. 

Additional research issues: 

* 	 Which strategies are the most effective in reaching youth in edu­

cational settings and out-of-school youth? 

* 	 Assess and evaluate on-going school-based approaches. Are 
school-based approaches effective in reducing incidence of ado­

lescent STIs? 

* 	 What mechanisms and patterns (educational, socio-cultural, reli­
gious, financial) determine adolescents' role as recipients of in­

fection? What are the implications of these mechanisms for 

HIV/AIDS intervention and control? 

* 	 What predominant norms and values and socio-economic and be­
havioral determinants influence sexual decisions, risk percep­

tions, sexual practices, and health-seeking behaviors in 

adolescents? 
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Implementation of Research, Analysis, and Information 
Dissemination Activities 

USAID is uniquely qualified to conduct research, analysis, and information 
dissemination activities related to the development of effective HIV/AIDS 
prevention and control programs and to support policy formulation. The 

umbrella project of USAID's HIV/AIDS prevention strategy, the AIDS Con­
trol and Prevention (AIDSCAP) project, has more than 85 AIDSCAP sub­

projects underway worldwide, of which 30 are in Africa. AIDSCAP, in 

collaboration with USAID field missions, works with local governments, 
NGOs, the private sector, and community groups. The more recently de­

veloped Health and Human Resources Analysis for Africa (HHRAA) 
project supports research, analysis, and information dissemination on re­
gional issues of highest priority. A number of USAID cooperating agencies 
(Tulane University of Public Health, the Academy for Educational Develop­
ment to name a few) have access to networks of African institutions, re­

searchers, and program managers who are already very active in HIV/ 
AIDS-related activities. USAID also plays a key role in working with other 
U.S. government agencies, such as the Department of Health and Human 
Services, the Centers for Disease Control and Prevention, the National In­
stitutes of Health, and the U.S. Bureau of the Census, involved in HIV/ 
AIDS prevention and control activities. 

Thus, USAID Africa Bureau's comparative advantage lies in its capacity to 

do research, analysis, and information dissemination and provide technical, 
intervention-oriented assistance through activities implemented by its co­
operating agencies (CAs) and African institutions affiliated to the CAs; by 
projects such as AII)SCAP and HHRAA; by USAID's interagency support 
with other U.S. government agencies; and by its coordination with multina­

tional organizations, such as WHO, The World Bank, and the African Devel­
opment Bank. Because of the complementary roles played by multilateral 

and bilateral programs, USAID will now provide support to UN agencies 
involved in HIV/AIDS prevention as well as dire-ctly to selected emphasis 

countries. 

Presence of USAID Missions with full-time technical PHN staff in the field 
also makes USAID well-informed and well-connected at the field level. In 
addition, field presence of USAID Missions provides adaptability to design 
interventions and research that meet local needs and to change them as 

circumstances dictate. 
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USAID's long experience in institution building with private voluntary or­
ganizations (PVOs), non-governmental organizations (NGOs), and universi­
ties providing technical assistance and training is another area in which the 

Agency has comparative advantage. USAID's strong private sector empha­

sis also gives the Agency anl advantage over other organizations: for ex­

ample, USAID pioneered the private sector AIDS-in-the workplace 
approach to HIV/AIDS prevention. The very successful condom social 

marketing program in Zaire is another example of USAID's strong private 

sector emphasis. 

Through consultative meetings, through regional meetings, conferences, 

field inputs will be sought from decision makers and health planners in Af­
rica to refine the framework. And based on new information, recommen­
dations, and demand from the field, the strategic framework will be 
revised as necessary. 

The strategic framework will be used as background and reference from 
which AFR/ARTS/ HHR will select and draft an analytic agenda for re­

search, analysis, and information dissemination. The agenda will include 

research, analysis, and information dissemination activities from a selected 
analytic area; a preliminary tinetable; a rough budget; and identification of 
potential resources for carrying out the activities. Once an ARTS/HHR 

agenda is set for an analytic area, research proposals will be sought to ad­

dress and implement the specific analytic agenda activity. Each proposal 
for an agenda activity should have a monitoring and evaluation plan with 

clearly selected process and impact indicators to monitor progress and as­
sess impact. Each research and analysis finding will he disseminated in a 

variety of ways to ensure maximum exposure. 
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Annex: Other Research and Information Needs 

Although not prioritized by USAID field staff who participated in the 

Marrakech workshop, the following is it discussion of available information 
on other analytic areas and related research and information needs re­

garded as equally critical (based on USAID's HIV/AIDS strategy focus, rel­
evant literature reviews; and priorities identified by international expert 
bodies) for the effectiveness of existing HIV/AIDS and STI prevention and 

control programs. 

IncreasingDemandfor,Access to, and Use of Condoms 

The AIDS epidemic ushered in a new era of condom promotion. Strong 

evidence exists that condom use protects against HIV infection. The more 
consistently condoms are used, the more protection they provide. In a 

Kenyan study none of the prostitutes who used condoms consistently was 

infected, compared with 56 percent of those using condoms less than half 

of the time and 72 percent of non-users (Ngugi ct al. 1988). A study in 

Zaire followed the sexual partners of 144 people with IIIV infection for an 

average of six months. Among the 85 percent who used condoms regu­
larly, only one partner hecame infected. In contrast, three of the 15 per­

cent who did not use condoms regularly became infected (Kamenga et al. 

1989). And data from the University Teaching Hospital in Lusaka, Zambia 
(unpublished), showed an H-IV-infection rate of 3.5 per 100 couple-years 

among couples who reported using condoms every time they had inter­

course; among less consistent condom users, the infection rate was 10.1 per 

100. 

Experience has shown that informed people do choose to limit risky behav­

iors and aggressive condom promotion. This, combined with information 

and education to reinforce prevention messages, can increase condom use. 

Condom social marketing programs have emerged as an approach to HIV/ 
AIDS prevention that holds great promise. For years, social marketing pro­
grams have helped zi ake condoms a ma.jor family planning method. Such 
programs operate in about 40 developing cointrics and sell more thanm 500 
million condoms a year. Today social marketing prgramins are focusing not 

only on family planning but also on AIDS, an,! some new pnrogiamns are spe­

cifically aimed at AIDS. These programs art placing their sales outlets 

where high-risk people are concentrated: red-light districts, military instal­

lations, universities, colleges, seaports, bus and train stations, truck stops, 
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and stopovers along major transportation roads. Such programs increase 

the acceptability of and access to condoms at .,ffordable prices through ex­

isting outlets and distribution systems, using communication and marketing 

skills and techniques. Because significant levels of demand can be created 

very rapidly through promotion campaigns and social marketing efforts, 

the challenge ahead lies in increasing condom accessibility and availability, 

and ensuring sustainable condom supply mechanisms. Thus, programs will 

need to identify ways to increase accessibility to condoms, decrease condom 

costs, and design sustainable condom programs. 

Increasingaccessibility by distributionthrough new channels 

As the demand increases, the number and types of distribution outlets will 

have to grow to reach more users. Several efforts have already begun to 

identify new channels, including public-private sector partnerships for mar­

keting and provision of condoms. In addition to social marketing, new 

channels for condom (listribution might include new outlets (e.g., through 
food store chains and discount mass merchandise stores in Mexico); com­

munity-based distribution (CBID) programs (e.g., a project in Nairobi, 

Kenya, found that community health education meetings and condom dis­

tribution by community health workers helped to increase condom use 

among commercial sex workers who did not attend STI clinics); workplace 
distribution programs (e.g., the Ugandan Workplace project conducted by 

the Federation of Ugandan Employers, which distributes condoms at work 

sites of major employers throughout the country); and distribution 
through existing family planning programs. 

DecreasingCosts 

Costs can be decreased by policy reform as well as by manufacturing locally. 

Policy changes such as lowering licensing fees, taxes, and import duties on 

condoms can help decrease condom costs. Condom prices are high in 

most developing countries because condoms arc imported and are sub­
jected to import duties, taxes, and licensing fees, which can increase the 

price by 35 to 100 percent (Kitchener 1990). The cost in revenue to the 

government would be a small price to pay for more condom sales and the 

resulting health benefits. Recognizing this, Mexico reduced import duties 

40
 



-m 	 nm -n
 

on condoms from 45 to 25 percent in 1988, to 15 percent in 1989, and to 

10 percent by 1991, thus encouraging commercial distribution of condoms 

(PopulationReports 1990). This was positively reflected in the retail pur­

chase price for condoms in Mexico compared with other selected coun­

tries in the same region: $28 per 100 condoms in Mexico compared with 

$79 in Venezuela and $70 in Brazil (World Bank 1993). The support of 

government and policy makers is vital. Programs will need to identify ways 

to achieve policy reform where required. They may need to use data and 

iesearch findings and develop modeling and projection tools to graphically 

portray the implications of AIDS to prioritize policy options. 

Manufacturing Locally 

Manufacturing locally can also decrease costs. Producing condoms in de­

veloping countries can be less expensive than producing them in devel­
oped countries because of lower labor costs. Currently, however, few 

developing countries meet the market and structural conditions for estab­

lishing condom industries antd still fewer would be able to produce reliable 

products. On the contrary, testing and packaging condoms require much 

less capital investment than condom proluction. In Mexico, Grupo 
Profam, a private social marketing agency, has been testing and packaging 
bulk condoms imported from ithe U.S. since the early 1980s. Grupo 

Profam pays abott U.S. $.03 apiece for tested condoms and about $.024 

cents for untested condoms that it then tests and packages. The final cost 

to Grupo Profam is less than the production costs of the U.S. manufactur­

ers (De La Macorra 1990; PATI 1 1990). Based on specific countty settings, 
studies will be required for programs to determineihow much emphasis 

should be placed on locAd production compared with other approaches 

such as policy reform Ihiougih lowering barriers to imports. 

Research issues to he addressed: 

* 	 What mix of distribution channels (private and public) will effec­

tively increase access to condoms? 

* 	 Can policy changes such as lowering taxes, licensing fees, and im­
port duties he pursued to lower the costs of condoms? Is condom 
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production in Africa economically and politically feasible? How 
much emphasis should be placed on local condom production vs. 
other approaches such as policy changes? 

* 	 How sustainable are the condom social marketing programs in 

sub-Saharan Africa? 

* 	 Evaluate condom supply operations from estimating needs to 

managing supplies and monitoring condom quality in the field. 
Recommendations and lessons learned from the evaluation can 
be used to strengthen and improve condom programs. 

argeaing 

Interventions targeting core groups are likely to be particularly cost-effec­

tive because they may have an amplifying effect. In a 1990 study, after it 
was estimated that one female commercial sex worker (CSW) with HIV in­
fection was the source of 12 cases of l-lV infection in the general popula­
tion, a targeted STI prevention program was implemented in a Nairobi 

CSW population. The program demonstrated that targeted STI diagnosis 
and treatment illcombination with condom promotion reduced tile mean 

annual incidence of gonorrhea from 2.85 cases per CSW in 1986 to 0.66 
cases per CSW in 1989 and nmrkedly reduced the incidence of oilier STIs 

including 111V infection. Through targeting, it was estimated that the pro­
gram prevented 6,000 to 10,000 new cases of HIV infcuion, at a cost of ap­

proximately U.S. $8 to U.S. $12 per HIV infection averted (Moses et al. 

1991). 

The emphasis and approach of STI and HIV/AIDS control and prevention 

programs need to vary according to the population at greatest risk. Where 
funding is very limited, programs have been targeted at "core groups." It 

has been docurniented that control programs fargeled at core groups are 
the most Cost-ciFective and will ultimately have fie highest impact on pub­
lic health---f0r example, an illterv(rnZtioll in the core groulp wi! have ten 

times (ite eflco or more, than ole-implemented in a non-core group 
(World Bank 1993). (Core groups are defined as grotups of people who are 
disproportionately responsible for disease Iransmission in tile population. 

They are the rescrvoir for many S'l'Is and their frequent change of partners 
permits STI pathogens to persist in a community or to increase rapidly. 

They usually include commercial sex workers (CSWs), clicnts of CSWs, and 
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those in society who are likely to have multiple sexual partners such as ni­

grant laborers, truck drivers, and members of the military. Most programs 

for high-risk populations currently focus on CSWs. A 1991 WHO/GPA re­

view of prevention programs focusing on high-risk populations in 38 devel­

oping countries found that 50 of the 83 HIV/AlI)S prevention programs 

reviewed worked exclusively with CSWs. 28 worked with both CSWs and 
clients or with clients alone, mainly truck drivers and the military. But as 

the prevalence of STIs and IIV/AII)S in ihe general population increases, 

the wisdom of depending primarily on interventions targeted exclusively at 

core groups leaving transmission in the general population unaddressed 

becomes questionable. For instance, those in the population who are not 

targeted may perceive themselves as "safe," although they may be at in­

creased risk because of higl-risk behavior. 

The 	ideal situation would be to have adequate resources to develop pre­

vention and control programs to mect tile needs of all population groups, 
however, this is not yet possible. It is crulial to balance prevention and con­

trol efforts so that all resources are not targeted exclusivcly at "core 

groups" perceived to be at high risk. Thus, there is a need for information 
on the impact and cost-effeictiveness of interventions targeting "core 

groups" vs. interve'ntions inplemented for non-core groups, to assist health 
planners and progran nanagers in selecting interventions for HIV/AIDS 

control and prevention programs. 

Research issues to be addressed: 

* 	 How can we identify target groups? What are the criteria for se­
lecting and prioritizing target groups, especially in areas with low 
but increasing incidence of HIV infection? 

* 	 What are the social and cultural consequences of targeting? 

* 	 How can prograins best access target groutps? [)o program targets 

reflect the perccived needs of the community? 

* 	 Based on existing anl on-going stidies and relevant literature, 

analyze and disseminate inornalion on the impact and cost-ef­

fectiveness of initervenlions targeting core groups vs. interven­

tions implemented for non-core groups. 
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Women and HIV/AIDS 

In many parts of Africa the incidence of HIV/AIDS in women is increasing 
at a faster rate than in men. A study in Zaire found four times more infec­

tion in women in the 15 to 30 age group, than in men in the same age 
group (Panos Institute 1989). Studies in Ethiopia and Zimbabwe also re­
vealed dramatic differences in the sex distribution of AIDS, particularly in 

adolescents aged 15 to 19: the studies showed that adolescent girls are 
three to five times more likely to be infected than males in the same age 
group (Werk-Zewdie 1993). 

The implications of these data a:e that women in general and younger 

women in particular are susceptible to infection. Women are biologically 
more vulnerable to IIIV and other STAs than men. Furthermore, in most 
societies there is a significant power differential between men and women, 

in society at large and within the fhmily. The social status of women in a 
society and tile prCdominant gender power relations influence women's 

vulnerability to iIIV/AII)S and STIs in important ways. In societies where a 

woman's status is delined only in tl flnsof her relationships to men--wife, 
mother-wonen tend to be less educated and economically and socially 

dependent on nen, they lack p)ower ininterpersonal relationships, and 

they are at increased risk for IIIV/AII)S because of the sexual behavior of 
their partners. huts, the importance of gender/age specific issues should 
be recognized and initiatives to adjust gender power relations need to be 
Incorporated into I IV/AIDS )olicies and programs. 

In this context, raising women's statis is increasingly being recognized as 

an essential strategy, if prograuns for IIlV/AII)S are to be effective. Raising 

women's stalts would involve focusing on women',-; education and voca­

tional training Ioenhance women's ccononic indelendence. It would 
also entail reducing Woletn's economic (pdeplenden(e through measures 
such as increased labor force l)aiticipation and access to income, land, and 

credit. With funding floin USAII), the Iuternatioual (Citer for- Research 
on Women (I(RW) is condltcting a rescarolI progran that sulpports 17 
projects tlrouglloutt lie developing world. The stu(lies ifoiu this program 
have highlight'd opIportunities for educating and vmlpowering women 
through sulp)ort and discussion groups and by using powerful women as 
sources of influence in communities. Empowerment strategies already 

proven effctive will need to be identified, assessed, and applied in the 
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context of IV/AIDS and further research on strategies to raise women's 
status and promote cmpowerment of women should be a high priority. 

To date, the focus of research has primarily been on (1) commercial sex 
workers and transmission from them to their male partners, and (2) preg­
nant women and transmission from them to their offspring. Because 
women already carry a heavy work load, in the work force and in the home 
as wives, mothers, and care-givers caring for the sick, elderly, and orphans, 
women appear to be disproportionately affected by the )urden that HIV/ 
AIDS imposes on the communities. The second decade of HIV/AIDS re­
search work needs to shift focus from tie concept of women as transmitters 
of infection. More information on HIV/AIDS reproductive age women in 
the general population, their susceptibility to infection, and the means that 
would enable them to protect themselves is needed. A thorough knowl­
edge of the many dominant and subordinate social and behavioral mecha­
nisms and patterns (educational, socio-cultural, religious, financial, role in 
sexual negotiation, women's reluctance to inhibit childbearing as a resis­
tance to condom use, etc.) that determine women's role as recipients of 
infection and their implications is fundamental if effective interventions 
for the support and empowermcnt of women are to be developed. Re­
search is also required to gain a clearer understanding of the social and 
economic needs of women infected and affected by the HIV/AIDS epi­
demic. 

Research to identify or develop prevention technologies specifically 
adapted for use in developing corntries is equally important. For example, 
technology research to develop female-controlled preventive technology 
must continue to be a high priority. The female condom, "Reality," is al­
ready on the market, but simpler, less expensive female condoms are 
needed. It should also be recognized that female condoms arc most likely 
to reach an(l be used only by those women who arc already in a position to 
control their sexual relations and, thercfore, most probably already in a po­
sition to insist that their partners use condoms Research is also being car­
ried out to assess the safety of vaginal virucides with anti-IfIV activity. 1f 
successful, these microbicides would be a matjor breakthrough because they 
would allow women to protect themselves from IIIV infection by applying a 
vaginal cream or jelly. Studies to assess file acceptability and effectiveness 
of female-controlled barriet methods and identify approaches to make the 
barrier methods more easily available and accessible are crucial. 
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Research issues to be addressed: 

4 What factors need to he addressed to adjust gender power rela­

tions and raise women's status? 

* What can be learned from existing models of empowerment of 

women that coul increase women's capacily to protect them­
selves from STIs and HIV/AIDS? Identify and assess the empow­

erment strategies already proven effective. 

* 	 What mcclakmni.s and patterns (educational, socio-cultural, reli­

gious, financial, role in sexual negotiation, wolleln's rehctance to 

inhibit childbcaring as a resistance to coldom uise, etc.) influ­

ence women's role as recipients of infe.ction? What are the impli­
cations of these niechanisms for IlV/AIl)S intervcntion and 

control? 

What social and economic support is most needed to enable 

women to cope with the IIV/AIDS paiidemic? 

* 	 Assess the acceptability, ise, and effectiveness of barrier methods 

tinder female control (e.g., female condoms and vaginal 
microbicides). Identify approaches to make the female condom 

more available and accessible. 

Providinga Safe BloodSupply 

Studies have showni that early treatment of conditions that predispose indi­
viduals to severe aneinia anid educating health care providers about the 

risks of blood transfusions and establishing guidelines for transfisions can 
reduce transfusimis by more thitn 50 percent (World Mank 1993). In addi­

tion, because paid Wlood dono Irs tend to have a I ighcr risk of I[IV, (lonor 
payment should be climi..lcd where possible. For examlple, ill Mexico a 

significant n in icr of case.s due to (loodIranslisiin were Imled, coin­

pared withi (ilher Stibiegio ns In iiii Amwica. I lowcver, wit tihe iml)le­
mentation of legal nlieasti:c. plohibiliig payminnlt)I blod dollors, cases 

associated witl blood tlansllsmion have declined sig iii ficiatly (AIIO 1992 
AIDS/HIIV/STI) Annimal Stirveillaawe Report). 

But when transfusions are absolutely necessary, it is imperalive to provide a 
screened, safe blood supply. Proven technologies exist for screening blood 
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but they are not rapid, are costly, anti require a large number of blood 
samples to justify tie expense of the equipment and required training. In 
areas where blood hanks and laboratories exist, screening blood donors 
adds only abouit 5 )er(:cit to the overall cost of transfised blood (World 

Bank 1993). 11t1 in parts of the developing world where no blood banks 
exist, transfusions are of let) done on al eltergency l)asis directly from do­
nor to recipient. In such circumstances, rapid test strategies torIIIV are 
urgently needed. An exal)le is Iti. IIIV d ipstick developed by the Pro­

gram for Appropriate Technology fot I heallh. The dipstick te.;t takes 20 
minutes, requires only three simptle stc 1ps, has a Similar sensitivity and speci­
ficity to commelrcially available tests, and ,,,sts less than I .S. $0.10 (World 
Bank 1993). VI ()/(;PA-supJporled-eC.ai, (i is also, c,,ntiling itt tihe 
technical Fiasibility and c'fst-cllfet iveness d tesling batches of poo",led 
blood specinieti. If the anialysis of Io)l,(d satuples is as setIsilive as the test­
ing of single saimples, this wt(clunique of I)h),,-p,ooing will piovide a cost­

effective way Of s. reeninhg W)ood and will lessen Ihlc strain (,ilimited 

laboratory resorces. Ilow've. dependscosl..eIt'ivul less vetly ]ilt(h11 on 
the IIV p evalhtce in a poptulatio): if Intevalence is high, the cost-ef fec­

tiveness analysis may Iove thiat s(ceen itg is still warrailed. 

There are itnuinber of WIl()/(iA studies anod reviews ielated to the pre­

vention of lI IV Iranuission Ihtouigh blood01 Wood ptodutlis, but none fo­

cused on blood s ;cmeiii g programss. Since ptv tion is the (Ailerstolle 

of USAII)'s I IIV/AIiS iogia, if prevention of IIIV through blood trans­
mission is l i1 achitvtd, lomuli te sc reemiatug if donatled lood 0hould be 

impleniented more' widely. Thius, iuiore mha tllutioau on blood sot eening 
programs, such as ustrmaints o' batIy the )14 grams, eilt,smustlaility of 

screening ptogram s, and the cost-efif, ctiveness of )lood Screening coili­

pared with oilier jnevt'tiv, ilevetniions will be important. 

Research issues to )e addlessed: 

What constraints are faiced by blood screening programs in Af. 

rica? How sustainahle are tie existing screening programs? 

* 	 How cost- et ive isblood screening compuared with other 

modes of preventive interventions? 

47
 

http:PA-supJporled-eC.ai


- n --I --


Health Care and Support 

Humane and dignified care of AIDS patients is expensive. Such patients 

are even now using resources formerly used to treat other important dis­

eases, sonte of which already have cost-effective treatment profiles. Tile 

harsh reality is that antivirals or antibiotic therapies for AlI)S-relatcd oppor­

tunistic infections are not going to be available soon in developing couni­

tries. Neverlteless, these conditions can no longer be ignored and rational 

plans and prtotoc(,1s need to be ilentifie(l atid dcvelOpcd to p rovide health 

care and suppoit to AlI)S patients so tIltat the rising lurlen of' IIIV-related 

illnesses does not displace the trealtlietit of othr diseases with c,,st-effec­

live profiles. Reseatrch will he essential to assess theineeds and managerial 

capacity of lialth (are systcls t0 provide services to ldeal with the influx of 

HIV/AlDSl(-lilted (tases withoti complomisiig other diseases with proven 

cost-effective pi ofilhs. 

At the conminity hei'l, a tc-asihle solhtioti is home anl (oiiinmnity-based 

progranms litm( and s(ipplted by neighlhboihood associalinms, women 's 

groups, 1)dessioll associations, unios, religious groupsstmrn with more 

outreach, SOnu1 witli stiriget liiiks to hospital, some ho Ille public sec­

tor, some delivetd by NG ()s0-petlh' h miall seIOIS off the cO unniti, 

from all walks Of life, smtaring Ilw respontsilfiliy and the birden of care. 

are n Iical if developJing 

coutntries a:c t0 ,uff.t d cat e and suippot t not only for Ihose wilh AIDS but 

also fir the'( pl bhind. 

These 1htine aind (nummilty-Iasd programns al 

phIas and eldely 1lf 'Flicre is no standard model 

for home and 0 0 cmmiititity ome. I)ifl'let models Of4(ate will he needed 

for (illt ett M itmties and ( mitnlilitie. I loweVer, the basi idea is to pro­
vide servimes--I)dsinnolitl antinlsing ae, * mltiwling, and material 

sutppot-to lI iV-infh' led jiotsolss, people with All)S, and their Lamiilies 

throuigh Iln ,"o'visit,. :m ex.Imnlde, in U ganda 'he AIDS SuppOtt ()rgani­

zation (IAS()), ioi.ed by Opimmtliltv vOlutitects, has helped timny lgan­
dais to liv psitively thi tgh 4(mseliig, iihnntilio i. (axv. arid olher 

assi haie. Tlia.ined ]ASO i J liselmts (1It1y 41 whimin .1e IIV-poi)sitiv) visit 

clien s at hnmc 01 minr'i tih'n at iAS( )'s (iy (('nel'l for (itutiling and 

sijpol t. .Si4 ) i lic t) licills it- ate material114di( atioti is als( lOvidh-
as .itan( e smt ias milk p wdet mid 'gg4. Alm ill I Iganda atiotlier cotnlnt­

nily-hasedl plogt am develoed by a volutntary (lhtisliart group, Meeting 

Point, fimed a self-help group for families and frierdi with l11V infectlon 
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or AIDS. This group offers home visits and care to anybody in need in the 

community. In Rwanda, under the Rwanda Red Cross Home Care Project, 

Red Cross volunteers have found a new role: teaching families in their own 

communities how to care for people wilt' AIDS. No formal studies have 

been reported on these programs, however, and much remains to be 

learned about the different models of home and community care, factors 

complementing and enhancing community response capacities, the impact 

and costs of different strategies, and their replicability as well as their 

expandibility. 

Research issues to be addressed: 

* 	 How can existing health systems be strengthened (human re­

source training, improving decision-making and management, 

improving the pharmaceutical system and logistics, etc.) to en­

able them to provide relevant services to deal with the influx of 

HIV/AIDS-related-illncsses without compromising other diseases 

with existing cost-effective profiles? 

* 	 What different models of home and community care programs 

exist to address care and support for AIDS patients and AIDS or­

phans? What is the impact and cost of such programs? 

* 	 How can the success of well-conceived, small-scale home care 

programs and community-based programs be expanded? 

4 	 What elfective strategies exist for coping with or addressing the 

increasing number of orphans due to AIDS? 

* 	 What factors enhance adaptive community response capacities? 

AddressingTuberculosis 

Trends in case notification from sub-Saharan Africa are sufficiently consis­

tent to indicate that a tuberculosis epidemic is growing alongside the HIV/ 
AIDS pandemic. For example, in Tanzania, although an effective tubercu­

losis control program had successfully reduced the incidence of tuberculo­

sis prior to the HIV epidemic, the spread of HIV since 1983 brought a 

significant increase in tuberculosis incidence. By 1989, it was estimated 

that the number of new cases of tuberculosis in Tanzania was twice the 
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number that would have occurred in the absence of HIV (Pallangyo and 

Laing 1990). 

Worldwide, one in every three people is infected with the TB bacterium, 
and in people harboring the bacterium, HIV infection is a strong risk factor 
for reactivation of subclinical tuberculosis infection and the development 

of active, clinical disease. Currently, an estimated four to five million 
people are co-infected with HIV and TB, with 80 percent of them living in 
Africa (De Cock 1993). It is also estimated that about half of all dually in­
fected people will develop active, clinical tuberculosis and be capable of 
spreading the disease to any susceptible individual in the community 

(World Health Organization 1993). 

Research is needed in many areas-epidemiology, diagnosis, treatment, 
and prevention-and a number of studies are already underway. However, 
the public health implications of combined TB/HIV infection are so seri­
ous that research in the following specific areas will deserve priority atten­
tion in countries where both are endemic. 

Early diagnosisof tuberculosis in HIV-infected personspresentingat 
healthfacilities 

Diagnosis of tuberculosis is more difficult in HIV-infected patients because 
of decreases in smear positivity, atypical X-rays, and increased false positive 
X-rays. Farly, and correct diagnosis of tuberculosis in HIV-infected persons 
is essential because people infected with HIV have a six to thirty times 
greater risk of developing active, clinical tuberculosis c3mpared with 

people who are not HIV-infected. Methols of diagnosing tuberculosis 
must be substantially improved. For example, one study in Malawi to evalu­
ate the usefilness and cost-effectiveness of initial screening of suspect cases 
by miniature radiography has been proposed by WHO. Nevertheless, more 
studies to assess and improve the sensitivizy and specificity of diagnostic 
methods in field settings will be needed to reduce delays in treatment ini­
tiation and, accordingly, prevent spread of disease to the general popula­

tion. 

HIV counselingand testing ofpatients with tuberculosis 

Little is yet known about the cost and impact of HIV counseling and testing 
of patients with tuberculosis. Studies to assess the cost and the impact of 
counseling and testing specifically on the post-test use of tuberculosis ser­
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vices, care provided, treatment outcome, and patient compliance, as well 

as the ethical ramifications of testing should be considered. 

Preventive chemotherapyfor tuberculosis 

Studies to assess the efficacy and identify the most efficacious drug combi­

nations have been and are being conducted. For example, a study at a vol­
untary HIV testing site in Uganda, assesses the feasibility of six months of 

isoniazid preventive therapy among dually infected persons. Preliminary 

results recorded no adverse reactions and no cases of tuberculosis have de­

veloped among those on preventive therapy. In Kenya, a double-blind 
study is in preparation to assess the efficacy of isoniazid preventive therapy 

in a cohort of HIV seropositive women being followed in Nairobi. In Zam­

bia, where six months of isoniazid or placebo was given to lIV-infected pa­
tients without prior tuberculin testing, preliminary data show a reduction 

of the subsequent tuberculosis risk by almost 90 percent, although no e­

duction in mortality was observed in the study (World I Iealth Organization 
1992). Preventive chemotherapy for tuberculosis may be the only means 

available to reduce the risk of clinical tuberculosis in thle individual with 
dual infection; it may also have an impact on the transmission of tuberculo­

sis in the community. Studies are urgently needed to evaluate the feasibil­

ity and economics with preventive chemotherapy itswell as to determine 

optimal methods of implementing preventive chemotherapy programs in 

various settings. The potential for increasing compliance with preventive 

chemotherapy through home-based/community care should also be as­

sessed. 

Strengtheningand improvingexisting nationaltuberculosis 
programs(NTPs). 

Priority must be placed on strengthening and improving NTPs in addition 

to research. Existing NTPs should be evaluated and studied extensively at 

all levels (diagnosis, treatment strategies, monitoring and supervision of pa­
tients for compliance, prevention strategies) to determine which aspects of 

their programs are the most effective and which are the least. The find­

ings of these studies should be widely disseminated and used to restruc­

ture, strengthen, and improve existing NTPs to bring tie resurgence of 

tuberculosis in Africa under control. Initial efforts must focus on programs 

in areas with high rates of HIV infection andidrug-resistant tuberculosis. 
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Monitoring of tuberculosisdrug resistancein HIVinfected patients 

It is not known how much of an impact HIV infection is having on tile de­

velopment and propagation of multi-drug-resistant tuberculosis in sub-Sa­

haran Africa. Systemic drug resistance surveillance will need to be 

instituted in NTI's to monitor this problem. 

Coordinationof TB and HIV/AIDS prevention activities 

The TB/HIV co-epidemic warrants close cooperation between tuberculosis 

and HIV/AIDS control programs. [ low to coordinate wihh or integrate 

HIV/AIDS prevention activities into existing national tuberculosis pro­

grams must be assessed. An assessment of how to cross-train health care 

workers in TB and HIV/AII)S programs should also be included. 

Research issues to be addressed: 

4 	 How can tuberculosis be diagnosed (early and correctly) in HIV­

infected persons presenting at health facilities? Assess diagnostic 

methods (quality, costs, benefits) to improve TB diagnosis of HIV­

infected persons in field settings. 

* 	 Assess the cost and impact (use of tuberculosis services, care pro­

vided, treatment outcome, patient compliance, social conse­

quences) of IIV counseling and testing in patients with 

tuberculosis. 

* 	 What Ire optimal methods of impliementing preventive chemo­

therapy programs in various settings? Assess the feasibility and 

economics of preventive chemotherapy programs. Included an 
assessment of how home- and community-based programs can 

contribute to improved compliance with preventive chemo­

therapy of "I'i patients. 

* 	 How can existing tuberculosis programs be strengthened and im­

proved at all levels (diagnosis, treatment strategies, monitoring 

and supervision f patients for compliance, prevention strategies) 

for effective control of'l in areas with high rates of IIV infec­

tion and drug-resistant tuberculosis? 
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* 	 How can HIV/AIDS prevention activities be coordinated within 

existing national tuberculosis control programs? 

* 	 Using tuberculin surveys, assess the annual risk of infection to de­
termine whethei high ItlV prevalence in the community is asso­

ciated with increased transmission of M. tuberculosis. 

* 	 Study health-seeking behaviors and compliance with treatment in 

HIV-infecttd patients, and how these are influenced by cultural, 

social, and hcaltih-ca-e-systeml-related factors. This is important 

for developing strategies to diagnose TB/H IV at an earlier stage. 
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