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change, those that are merely benign or neutral, and those that are dangerous. An
example of this last category is the belief that links sex with a "cleansing" of
sexual diseases. If such views are determined to be common, ways must be found
of eroding them without spreading them further through suggestion.

• Levels of condom use are low and access is limited in many countries,
although this picture is changing rapidly across the continent as governments and
international organizations commit more resources to social marketing, family
planning, and the control of STDs. Where condoms are known, their image is
often still poor, sometimes for reasons that are inherent to the product and some
times based on misconceptions. One of the most common of the latter, that
condoms are dangerous to women, should be urgently redressed.

• AIDS awareness campaigns have focused on use of condoms with
strangers and casual partners. This focus may jeopardize their use with regular
partners, as well as with acquaintances who may belong to high-risk groups.

• There is no shortage of evidence that coercive sex, including rape, takes
place and that schoolgirls are especially likely to be victims. As a human rights
issue, this should stand alone; in areas where STDs and HIV/AIDS are prevalent,
it is also a public health issue. Work should be initiated to determine the magni
tude of the problem and address the forces that promote it, including silence.2o

• Women consistently report fewer sexual partners than do men. Ways
must be devised of discovering whether this discrepancy is the result of norma
tive underreporting; if so, alternatives to survey methods of data collection for
quantification of women's sexual activity must be developed.

RECOMMENDATIONS

The discussion in this chapter and the conclusions offered above lead to the
following recommendations for future research related to sexual behavior and
HIV/AlDS.

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

Population-based research is needed to collect and analyze data on both the
variables that describe individual sexual behavior and the possible socioeco
nomic determinants of the decision to have sex with a new partner or forgo
protection. Since the details of interconnected sexual networks are difficult to

20ln July 1991 at St. Kizito school in Kenya, 19 girls were killed and 71 reported raped by their
fellow students. Following the incident, the deputy headmistress commented that "the boys did not
mean the girls any harm. They only wanted to rape" (Okie, 1993:AI5l.



deduce from the answers to individual questionnaires, there is also an important
role for social network research.
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Recommendation 4·2. Researchers need to develop more reliable ways
of collecting information on sexual behavior and to find ways of testing
its validity.

There appears to be a much greater willingness to report sexual behavior
than was believed until recently, but this field of research requires sensitivity.
The challenge is to develop definitions and appropriate vocabulary, such as for
categories of relationships, that are both specific enough to be clear to respon
dents and generalizable enough to be useful to analysts and program planners.
The challenge is likely to grow as information about high-risk behavior spreads,
increasing the likelihood that respondents will seek to give the "right" answers on
questionnaires and in interviews. Hybrid research strategies involving both quali
tative and quantitative approaches are essential. Where appropriate, and when
both privacy and confidentiality can be ensured, biological markers of sexual
activity (such as HIV or STD status) should periodically be incorporated into
behavioral surveys to allow assessment of the validity of questionnaire responses
and the extent to which the latter provide adequate information on risk.

Recommendation 4·3. Research is needed on patterns of sexual initia
tion and on the formation of sexual norms and attitudes.

The sexual habits of a lifetime may well be influenced by a socialization
process that starts at or before puberty, often before sexual activity begins. A
better understanding of the early influences on sexual norms and attitudes and of
patterns of sexual initiation may prove essential to promoting safer behavior. For
this recommended research to be successful, studies must include children and
prepubescent youths, as well as sexually active adolescents and their partners.
Recognition that sexuality is socially constructed and changing rapidly is essen
tial to broadening the research agenda and improving interventions.

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

Because the epidemic in sub-Saharan Africa is being sustained by hetero
sexual transmission, information on sexual behavior is needed to help develop
more effective prevention strategies, as well as to provide baseline data to evalu
ate their effectiveness. Specific sexual practices-dry sex, oral sex, and anal sex
being but a few examples-may impede the success of particular interventions,



Recommendation 4-7. Research on attitudes and beliefs about and be
havioral responses to sexually transmitted diseases is required.

Recommendation 4-5. Research on coercive sex, especially among ado
lescents, is critical.
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Because vaccine trials are likely to begin with vaccines of limited efficacy,
there is an urgent need to learn whether individuals who are vaccinated increase
their exposure to HIV through riskier behavior, and if so, to determine how to
mitigate this response.

To develop effective strategies for the treatment of STDs, understanding is
needed about social and cultural responses to STDs, including stigmatization.
Much more knowledge about the health-seeking behaviors of people infected
with STDs, and whether their sexual habits are altered by knowledge of infection,
is also needed.

Recommendation 4-8. Research on acceptance of and behavioral re
sponses to HIV vaccination is urgently needed.

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

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

The magnitude of the problem of coercive sex is all but unknown, as are the
circumstances under which forced sex or rape takes place. How frequently does
it happen and why? Do the aggressors or the victims share characteristics that
might suggest a path for preventive or protective interventions? Research on
community attitudes, mores, and gender expectations that may serve to encour
age or inhibit coercive sex is urgently needed in order to determine how to enlist
community support for the curtailment of such practices.
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yet information about such practices is necessary for encouraging behavioral
change.



5

Primary HIV-Prevention Strategies

Over the past 10 years, African governments-through national AIDS con
trol programs-international development agencies, private voluntary organiza
tions, and other nongovernmental groups across Africa have devoted resources,
time, and energy to developing low-cost interventions to arrest the spread of HIV
and AIDS. Many different programs have distributed AIDS leaflets, badges,

I stickers, and other paraphernalia. Messages informing people about the danger
of AIDS are regularly broadcast on radio and television, published in newspa
pers, displayed on billboards, and performed by local entertainers. Hundreds of
peer educators across the continent visit local bars, beer gardens, hotels, STD
clinics, and work sites to provide AIDS- prevention education and distribute free
condoms. Millions of other condoms are being made available at very low cost
through social marketing programs. 1 At the start of the epidemic, when many of
these interventions were first conceived, the hope was that they would induce a
sufficiently large behavior response to contain the epidemic.

How successful have these efforts been at preventing new cases of HIV
infection? Despite the many limitations inherent in attempting to evaluate the
effectiveness of interventions aimed at HIV prevention, clear evidence is emerg
ing that such efforts can be successful, particularly among higher-risk groups

I Social marketing is the application of commercial marketing techniques to achieve a social goal.
Condom social marketing programs make condoms more accessible and affordable. At the same
time. condom social marketing programs promote the use of condoms in an attempt to make them
more acceptable to target populations.
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(World Health Organization, 1992c; Coates, 1993; Lamptey et aI., 1993; Choi
and Coates, 1994; Stryker et aI., 1995). At the same time, however, data from
various surveillance systems indicate that current interventions are probably not
yet having a significant impact on the epidemic at the continent or even the
country level (Lamptey et aI., 1993; see also Chapter 3). Despite the fact that
levels of AIDS awareness are extremely high across the continent (see Chapter
4), getting people to change their behavior is difficult. Denial, fear, external
pressures, other priorities, or simple economics can sometimes keep people from
adopting healthier life-styles.

There are many reasons why prevention efforts in Africa have not had as
large an impact on the spread of the epidemic as desired. AIDS has struck the
continent at a time when it is undergoing its worst financial crisis since indepen
dence. In some countries, other catastrophes-such as wars, droughts, or fam
ines-have been more immediate and taken precedence over AIDS-prevention
efforts. Throughout the continent, the overall magnitude of the response has
been inadequate, and expectations about what could be achieved quickly have
been unrealistic. A lack of indigenous management capacity and chronic weak
nesses in the public health system have hindered the development and implemen
tation of AIDS control programs. Individuals and organizations working against
the spread of AIDS have had to face discrimination, complacency, and even
persistent denial in the community. Many AIDS workers have become ex
hausted after struggling for so long against impossible odds; many others have
died (Mann et aI., 1992). Myths surrounding modes of transmission hinder the
dissemination of correct knowledge and sustained behavior change (see, for
example, Krynen, 1994; Nature, 1993; Ndyetabura and Paalman, 1994; Ankomah,
1994).

But getting people to change their behavior is not impossible. Indeed, health
educators in Africa have had a fair amount of success in the recent past. For
example, broad-based education campaigns have persuaded large numbers of
people to have their children immunized against various childhood diseases and
educated mothers to give their children oral rehydration formula during episodes
of diarrhea. Of course, attempting to modify more personal behavior, such as
sexual practices, is more challenging. Yet, family planning programs have been
successful even in some of the most disadvantaged countries of the world (see,
for example, Cleland et aI., 1994). Even the most cautious reviews of behavioral
interventions aimed at slowing the spread of HIV conclude that although most
have not been rigorously evaluated, some approaches do seem to work (e.g.,
Oakley et aI., 1995). It is important to have realistic expectations about what can
and cannot be achieved. Behavior change will never be 100 percent effective:
some individuals will never choose to protect themselves, while others will re
lapse into old patterns of behavior after just a short period of time (Cates and
Hinman, 1992; Lamptey et aI., 1993).

To increase the likelihood of success, interventions need to be culturally
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appropriate and locally relevant, reflecting cognizance of the social context within
which they are embedded (see Chapter 2). They should be designed with a clear
idea of the target population and the types of behaviors to be changed. In turn,
impediments in the social environment to behavior change probably need to be
removed or weakened (Turner et aI., 1989). Therefore, behavior-change inter
ventions should include promotion of lower-risk behavior, assistance in risk
reduction skills development, and promotion of changes in societal norms
(Lamptey, 1994). In Africa, as elsewhere, HIV-prevention messages have in
cluded promotion of partner reduction, postponing of sexual debut, alternatives
to risky sex, mutually faithful monogamy, consistent and proper use of condoms,
better recognition of STD symptoms, and more effective health-seeking behav
ior.

The purpose of the discussion in this chapter is to delineate opportunities for
effecting beneficial behavior changes and to discuss how these opportunities
might be realized. The discussion is based on an examination of interventions to
achieve behavior change, an effort that has led to the development of a set of
basic principles for successful strategies and programs. The remainder of this
chapter is organized as follows. First we examine principles and issues in the
design and evaluation of behavior-change intervention programs. We then exam
ine the issues that challenge the design of effective interventions targeted to
African men, women, and youth, respectively, and highlight strategies that have
been implemented to address these issues. Each discussion is followed by an
illustrative case study. Lessons learned from these programs are then high
lighted. Next follows a discussion of strategies to prevent perinatal HIV trans
mission. The chapter ends with a set of recommendations for prevention re
search, which are made in light of the experiences of strategies and programs
implemented in Africa to date.

PRIMARY H/V-PREVENTlON STRATEGIES

-------------""Il":
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BEHAVIOR·CHANGE INTERVENTION PROGRAM
DESIGN AND EVALUATION

The rapid spread of HIV in sub-Saharan Africa since the early 1980s is a
result of a multiplicity of factors, many of which have been discussed in previous
chapters. Table 5-1 summarizes much of this information. As the table shows, it
is analytically convenient to distinguish among four types of factors: (l) indi
vidual-level factors (i.e., ones the individual has some control over changing), (2)
societal factors that may serve to encourage or discourage high-risk behavior, (3)
health infrastructural factors that directly or indirectly facilitate the spread of
HIV, and (4) structural factors related to development issues over which the
individual has very little control. As the last column in Table 5-1 shows, each of
these sets of factors requires a different length of time to bring about positive
change.

A basic comprehensive HIV-prevention program should aim to address the



TABLE 5-1 Factors Contributing to Sexual Transmission of HIV in sub-Saharan Africa

Level

Individual

Definition

Factors that directly affect
the individual and that the
individual has some control
in changing

Examples

Biological:
• History and/or presence

of STDs
• Lack of male circumcision
• Anal intercourse
• Sex during menses
• Traumatic sex
• Cervical ectopy

Behavioral:
• Frequent change of

sex partners
• Multiple sex partners
• Unprotected sexual

intercourse
• Sex with a commercial

sex worker
• Sex with an infected partner
• Lack of knowledge of STDs/HIV
• Low risk perception

Changes Required

• Prevention/treatment
of STDs

• Avoidance of sex during
menses

• Prevention of traumatic sex

• Abstinence
• Mutual fidelity
• Consistent condom use
• Knowledge and skills of

STD/HIV prevention

Comments

Achievable in the short term

Achievable in the short term

'v,
00



Societal

Infrastructural

Structural

Factors related to societal
norms that encourage
high-risk sexual behavior

Factors that directly or
indirectly facilitate the
spread of HIV, over which
the individual has very
little control

Factors related to
developmental issues, over
which both the individual
and the health system have
very little control

• High rates of prostitution
• Multiple partners by men
• Gender discrimination
• Poor attitudes toward

condom use
• Social status of women
• Extended postpartum abstinence

• Poor availability of condoms
• Poor STD services
• High prevalence of STDs
• Poor communication services

• Underdevelopment
• Poverty
• Rural/urban migration
• Civil unrest
• Low literacy rates for women
• Laws/policies, including lack

of human rights
• Unemployment

• Improvement in status of
women

• Job opportunities for women
• Promotion of mutual fidelity
• Changes in societal attitudes

toward condom use

• Changes in health
infrastructure

• Improvement in STD care,
behavior-change communication,
and condom provision

• General economic
development programs

• Enactment of appropriate
laws/policies

• Income-generating
opportunities

• Improvement in education
of women

Achievable in the short to
medium term

Achievable in the short to
medium term

Feasible in the long term

.......
\J)
'0



2These include the Health Belief Model, Social Learning/Social Cognitive Theory (including the
self-efficacy construct), the Stages of Change Model, the Theory of Reasoned Action (including the
behavioral intention construct), MotivationlProtection Theory, Social Inoculation Theory, Cognitive
Behavior Modification Theory, the Harm Reduction Model, and the AIDS Risk Reduction Model.

• Targeting-Interventions should focus on well-characterized, specific tar
get audiences.

• Skills development-Interventions should include components that en
courage individual acquisition of skills and tools that will help to prevent the
transmission of HIV.

• Support-A supportive social environment needs to be created to foster
HIV-prevention interventions and reinforce individual behavior-change efforts.

• Maintenance-HIV-prevention interventions need to include strategies
that will foster the maintenance of behavior change over time.

• Collaboration-Every effort should be made in the development and de-
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Guiding Principles for Behavior-Change Interventions

Interventions designed to modify people's behavior need to be based on
sound principles of behavior change. Many behavioral theories are described in
the literature and have been applied to understanding HIV risk behavior.2 How
ever, no single theory sufficiently explains individual behavior changes or pro
vides all the essential tools to change behavior (Coates, 1993). As a result,
current thinking calls for a complementary combination of theoretical approaches
that incorporates the key principles of behavior change into program design.

Seven guiding principles for effective behavior change interventions tar
geted at HIV/AIDS prevention have evolved. These principles, which are consis
tent with the behavior science literature and with experience in program develop
ment in Africa (Family Health International/AIDSCAP Project, 1995), are as
follows:

four types of factors cited above as contributing to the spread of HIV, particularly
those related to health. Steps in a comprehensive strategy include epidemiologi
cal and behavioral formative research to help design programs; implementation
of behavioral interventions to facilitate individual, group, and societal behavior
change; condom provision; structural/environmental strategies that support indi
vidual, group, and societal change; and program evaluation to assess success in
program implementation, intermediate outcomes, and ultimate impact. In addi
tion, evidence that STDs may facilitate HIV transmission and the interconnected
ness of STD and HIV transmission modalities and prevention (see Chapter 3)
strongly suggest an important role for STD treatment, control, and prevention in
AIDS prevention (Laga et aI., 1991; Grosskurth et aI., 1995).
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livery of prevention interventions to work collaboratively with other sectors,
ministries, and communities so that the potential for synergistic program effects
is enhanced.

• Monitoring and evaluation-Programs must be monitored and evaluated
in order to determine intervention implementation integrity, effectiveness, and
cost-effectiveness.

• Sustainability-Because resources are limited and donor support is inter
mittent, HIV-prevention programs should be designed for sustainability by build
ing capacity to pursue alternative resources.

Evaluation is discussed in detail in the next section. Here we comment
further only on the principles of sustainability and of targeting.

For HIV/AIDS-prevention programs to be effective and sustainable, it is
critical to build local capacity in both the public and the private sectors. The
chronic shortages of human and fiscal resources in most of sub-Saharan Africa
often make program design, implementation, and management difficult. Major
deficiencies include poor infrastructure and paucity of management and technical
skills in both research and intervention programs (see also Chapter 7). Special
efforts should be made to improve the technical, organizational, management,
and financial skills of individuals, as well as to strengthen institutional infrastruc
ture.

With regard to targeting and audience segmentation in HIV intervention
programs, the primary objective is to obtain effective and rapid results by inter
vening with groups that are at the greatest risk of acquiring and spreading HIV
infection (Lamptey and Potts, 1990). Although it would be highly desirable to
design prevention programs that are based on a good understanding of the target
population and the sociocultural, environmental, and structural context, few pre
vention programs are based on preliminary, or formative, research findings.

As noted earlier, the groups most commonly targeted are those traditionally
seen as at particularly high risk, such as truckers, uniformed service workers,
commercial sex workers, or STD patients. Targeting can also extend to other at
risk populations, including out-of-school youth, school children, university stu
dents, male and female factory workers, women in the general population, and
men away from home. The target audience may be defined by (I) epidemiologi
cal risk factors (e.g., HIV prevalence among commercial sex workers); (2) be
havioral risk factors (e.g., clients of commercial sex workers); (3) occupation
(e.g., factory workers); (4) geographic location (e.g., urban adults); (5) access
points (e.g., truck stops); (6) demographics (e.g., gender, age); or (7) relevant
sociocultural factors (e.g., widows, street children). In later sections of this
chapter, interventions targeted principally to men, to women, and to youth are
discussed; although restricting our consideration to these particular groups, we
recognize that all interventions should include some attention to the sexual part
ners of the target group.



Just as the stages of an intervention program can be described as design,
implementation, and outcome, so can evaluation accompany or follow each of
these stages to determine how successfully the program has met its stated objec
tives. The corresponding stages or types of evaluation are formative, process,
and outcome (Coyle et aI., 1991).

Formative evaluation of the design of an intervention addresses the question
of whether the proposed intervention has the potential to achieve its goals. It
considers structural factors that may affect the program. For example, are poli
cies in place to facilitate implementation of the intervention strategies (e.g., a
policy requiring sex education in the schools that includes HIV/AIDS preven
tion)? Formative evaluation also assesses the content, nature, and design of the
proposed intervention strategies in terms of success potential. For example, are
they skills-based? Are they derived from preliminary, formative research? Do
they match the target audience's needs? Are they built on the characteristics of
other successful programs?

Process evaluation techniques are used to monitor the program as it is being
implemented. The goal is to determine how well short-term program objectives
are being met. For example, are condoms being distributed? Are people tested
for HIV returning to obtain their results? Is the number of patients attending STD
clinics declining?

Outcome evaluation is the last and ultimately the most important stage. It
addresses questions about the success of the intervention. For example, has the
program succeeded in changing behavior? Has that behavior change been sus
tained? And finally, has that behavior change succeeded in reducing the inci
dence of HIV? This assessment of behavioral outcomes should be performed
only when there is reason to expect that such outcomes could have occurred and
can be measured (i.e., earlier formative evaluation has confirmed that the inter
vention was well designed, process evaluation has corroborated that the interven
tion is being carried out well, the observation period has been substantial, behav
iors have been measured, and the sample size has been sufficiently large to detect
behavioral differences). Good outcome evaluation is rarely feasible unless it is
planned as an integral part of the intervention and usually is possible only in the
context of studies with adequate research funding and undertaken by research
institutions such as universities. Interventions evaluated in this way can serve as
models for others that will not undergo as rigorous an outcome evaluation.

While the logical program evaluation sequence outlined above is time-con
suming, expensive, and rigorous, following these steps can help avoid wasting
scarce funds on evaluations that are limited in their ability to yield useful results
and repeating or continuing intervention programs that are limited in their ability
to achieve the desired goals (Oakley et aI., 1995).

For Africa, as elsewhere, we have limited information on what works well
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INTERVENTION EVALUATION



A TYPOLOGY OF INTERVENTION PROGRAMS

HIV-prevention strategies can be classified according to the foundation on
which they are based: (I) formal institution-based programs (e.g., at the work
place, school, or clinic); (2) community-based programs (e.g., among informal
youth groups or informal women's groups); and (3) population-based programs
(e.g., national media campaigns or policy development). These categories are not
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because of the difficulties in carrying out rigorous evaluations, particularly out
come evaluations (Oakley et aI., 1995). While the goal of rigorous evaluation
must be maintained over the longer term, there is also demand for a faster, more
pragmatic approach. Insistence on pure scientific rigor may be counterproduc
tive for HIV/AIDS-prevention interventions, where innovative methods and pro
gram designs are urgently needed, and prevention efforts must rely almost exclu
sively on behavior change (Coyle et a\., 1991).

Examples of programs that have been implemented in sub-Saharan Africa
and reported in studies are described briefly in Annex 5-1 and referred to in
subsequent sections of this chapter. This is not a comprehensive listing; rather it
illustrates recent interventions that have used a variety of strategies and programs
in trying to effect positive changes in the behavior of targeted audiences. Many
have attempted to conduct modest evaluations with the limited funds available to
them. Some of these evaluations suffer from methodological weaknesses so that
the results must be interpreted with caution; yet all contribute to the growing
effort to evaluate programs, with the twin goals of improving continuing inter
vention programs and designing new programs that are more effective in achiev
ing results and at lower cost.

Even where the "gold standard" of an intervention that consists of a random
ized trial with high-caliber formative, process, and outcome evaluation cannot be
met, there are practical guidelines for program developers. First, at the formative
stage, it should be recognized that programs are most likely to achieve desired
outcomes when their design is based on the characteristics and principles of
existing effective programs, past program experience, formative research, and
sound theoretical underpinnings. Even when existing programs have not under
gone a gold standard evaluation, if there is consistency and convergence in results
from multiple programs in different places and/or over time and/or from multiple
measures of results, synthesis and interpretation of findings can guide the design
of new programs. Planners must be cautious in applying such findings, maintain
ing awareness of the potential for biases that can influence the results. Second,
while rigorous outcome evaluations are desperately needed, not all programs
should attempt to implement them. However, all programs should be required to
conduct process evaluation to assess program integrity. Finally, evaluation re
sults should be translated and synthesized into new programmatic guidelines and
materials and new training activities so that programs can be improved.



3Numbers in brackets immediately following certain references are the numbers assigned to the
studies in Annex 5-1.

mutually exclusive. For example, the same individuals may be reached at work,
in special community-based initiatives, or at home through the mass media.

The following sections describe each of these program types in greater detail
and illustrate them with studies included in Annex 5-1. Although, as already
mentioned, most of these studies lacked the resources to carry out definitive
evaluations, we summarize the investigators' reports of quantifiable impacts.
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Institution-based Programs

Both institution-based and community-based programs are designed to reach
individuals and small groups, with the aim of teaching and reinforcing protective
behaviors. They are intended to give individuals the opportunity to acquire
information, assess their own risk of HIV, interact with a provider, and obtain
relevant behavioral and communication skills that can help in reducing high-risk
behavior; they also generate notions of peer norms that are conducive to risk
reduction (Lamptey and Coates, 1994).

Institution-based programs include interventions in the workplace (factories,
prisons, commercial farms, mining communities, military bases); in schools; and
in health facilities, such as STD and family planning clinics, hospitals, and HIV
counseling and testing clinics (see studies [4], [5], [7], [8], [10-12], [14-16], [18],
and [20-24] in Annex 5-1). Targeted groups within these institutions may not be
homogeneous in terms of individual behavior or social norms, and mayor may
not exhibit more high-risk sexual behavior than the general population. The
relative ease of access to these institutional populations renders such programs
attractive and potentially cost-effective.

Several institution-based programs in Africa have demonstrated changes in
risk behavior (Ngugi et aI., 1988 [4P;Loodts and Van de Perre, 1989; Kamenga
et aI., 1991; Allen et aI., 1992b [7]; Mwizarubi et aI., 1992 [12]; Williams and
Ray, 1993 [20-24]; Wynendaele et aI., 1995). In Rwanda, for example, the
initiation of an education, STD treatment, and condom distribution program for
all military recruits led to a reduction in the incidence of urethritis (Loodts and
Van de Perre, 1989; World Health Organization, 1992c [11]). In Rwanda, 1,458
women attending antenatal and pediatric clinics at the Centre Hospitalier de
Kigali received pre- and post-test counseling, were shown an educational video,
and were given free condoms. One year later, HIV seroconversion rates had
decreased significantly (from 4.1 to 1.8 per 100 person-years among women
whose partners were tested and counseled) (World Health Organization, 1992c
[10]). Preliminary results from other ongoing programs in Tanzania and Zimba
bwe also are encouraging (Mwizarubi et aI., 1992 [12]; Williams and Ray, 1993
[20-24]; World Health Organization, 1992c [14]). In Tanzania, a workplace



4In 1994, Family Health IntemationaUAIDSCAP and WHOIGPA initiated a multisite clinical trial
in which those seeking HIV counseling and testing were randomly assigned to receive either coun
seling and testing or health information (De Zoysa et aI., 1995). It is hoped that rigorous evaluation
of this project will resolve outstanding questions about the impact of HIV counseling and testing on
the frequency of risk behaviors,

Community-based Programs

Community-based programs use group interventions to reach communities.
These interventions include the use of peer educators to reach sex workers or
school-aged youth, use of traditional health providers to reach rural communities,
or programs targeted to other community groups (see studies [1], [6], [9], [13],
[25], and [26] in Annex 5-1).

Community participation can sometimes be a critical factor for program
success and sustainability (Lamptey and Coates, 1994; Population Council, 1995).
According to the guiding principles described earlier, HIV/AIDS-prevention pro
grams should be designed at the outset with attention to their acceptability within
the community and target groups, the external or institutional support required to
develop and sustain the skills and talent needed to make them work, and the
infrastructure support and the individual and collective commitments needed to
maintain them over time (Lamptey and Coates, 1994). Community involvement
is often only an empty slogan in programs without any real involvement of the
community in decision making.
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intervention targets truck drivers, their assistants, and their sexual partners
(Mwizarubi et aI., 1992 [12]). In Zimbabwe, a workplace-based intervention
program targets 4,500 factory employees and their families (Williams and Ray,
1993 [20-24]). This program provides STD treatment, behavior-change interven
tion, and condoms. The intervention employs a combination of drama, printed
materials, group talks, and interpersonal counseling by 64 peer educators.

Although evidence about the impact of counseling and testing on risk behav
ior is mixed (Higgins et aI., 1991), a few evaluations conducted to date in devel
oping countries suggest that such efforts may be effective, at least in the short
term, in changing sexual practices under certain circumstances or among certain
groups (such as couples) (Higgins et aI., 1991; Kamenga et aI., 1991; Allen et aI.,
1992a [7], 1992b [8]; Wynendaele et aI., 1995 [5]). In Rwanda, for example,
results of an HIV counseling and testing program demonstrated an increase in
condom use (Allen et aI., 1992b [8]). HIV seroconversion rates were also re
ported to have decreased among seronegative women whose partners were tested,
but not among women whose partners were not tested. In Uganda, an evaluation
of a counseling and testing intervention found significant reported decreases in
risk behaviors among both seronegative and seropositive individuals (Moore et
aI., 1993).4



INTERVENTIONS TARGETING SEXUALLY ACTIVE MEN

Sexually active men have played a critical role in the rapid spread of HIV in
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Population-based Programs

Population-based programs, using mass media, aim to change societal norms,
and provide information as well as individual behavior-change messages to large
segments of the population. They may also encourage the enactment of policies
to support HIV/AIDS-prevention efforts. Examples include media education
programs, condom social marketing programs, and policy changes such as a
regulation requiring condom use in brothels. Population-based programs may be
targeted to such large segments of the population as adolescents, sexually active
males, men and women with multiple partners, or all sexually active men and
women (see studies [2], [3], [17], and [19] in Annex 5-1).

Undoubtedly the best known and most widely cited example of a population
based intervention is condom social marketing. For example, a program in Zaire
subsidized the price of condoms, increased their distribution, and used innovative
commercial marketing techniques to increase condom sales from around 10,000
in 1987 to around 18 million in 1991 (Population Services International, 1992
[17]). Not surprisingly, this model of social marketing has been quickly repli
cated through the continent.

Few intervention programs implemented to date in Africa have involved
such community participation. Notable exceptions are in Uganda (Seeley et aI.,
1991; Katende and Bunnell, 1993), where, for example, participatory planning
and evaluation workshops are being held at the district level so that district health
officers, community members, and AIDS educators can participate in the joint
planning and evaluation of programs (Barton, 1993).

Evidence of the success of community-based interventions, as reported by
various authors, is summarized in column 5 of Annex 5-1. In Accra, Ghana, a
pilot educational community-based intervention used local health workers to
train and support selected prostitutes as health educators and condom distributors
to their peers. Six months after the intervention had begun, reported condom use
had increased dramatically (Asamoah-Adu et al., 1994). In Cross River State,
Nigeria, a community-based prevention program among full-time prostitutes and
their clients resulted in greater use of condoms (Williams et aI., 1992 [6]). In a
follow-up questionnaire administered 12 months after the baseline survey, 24
percent of prostitutes reported always using condoms with their clients/partners,
as compared with 12 percent in the baseline survey. And in Zimbabwe, similar
interventions resulted in a dramatic increase in the proportion of sex workers who
reported consistent condom use with clients (WorId Health Organization, 1992c
[26]).
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sub-Saharan Africa. Despite the fact that more women than men are now in
fected (World Health Organization, 1994a), the risk behavior of sexually active
men remains the key vector driving the continuing spread of HIV in Africa. The
epidemiological parameters of HlV and HlV-related risk behaviors among men
are described in Chapters 3 and 4, respectively.

Perhaps the most significant issue in HIV-prevention in Africa relates to
gender inequality. Because men play the dominant role culturally, socially, and
economically, they also dominate sexual relationships. Sex is often initiated and
controlled by men in both marital and nonmarital relationships. Women have
less power in sexual relationships and are often unable to influence sexual rela
tions.

A second and related issue is that in many African cultures, multiple partners
and extramarital sexual relationships by men are either accepted or tolerated, and
the data show high frequencies of multiple partners. There is higher risk in these
situations. A person in a polygynous union in which all partners are supposed to
have sexual relations only within that union is at somewhat higher risk of HIV
infection than a person in a couple union, simply because there are more people
who could potentially fail to stay faithful to that union. However, a person in
such a polygynous union is at much lower risk than a person with multiple
partners who themselves have multiple partners.

A third issue is that most family planning programs have traditionally tar
geted women who are married and ignored the role of men. Women have there
fore been responsible for initiating behavioral changes related to reproductive
health; as a result, female-controlled methods account for the vast majority of
contraceptives used (Robey et aI., 1992). In 1990, only 0.3 percent of married
women of reproductive age were using condoms in sub-Saharan Africa, as com
pared with 4 percent in all developing countries (Liskin et aI., 1990).

A final general issue that influences male sexual risk taking is that, up until
recently, condoms had have a poor reputation in Africa. They have been widely
regarded as making sex less enjoyable, as well as being a poor disease-prevention
method and an ineffective and unreliable contraceptive (see Chapter 4). Condoms
are frequently seen as linked to promiscuity and prostitutes and often connote a
violation of trust (Ngugi et aI., 1988 [4]; May et aI., 1990; Allen et aI., 1992a [7]).
It is not surprising, therefore, that up until very recently condoms have been
poorly promoted by family planning providers. Furthermore, access to condoms
is a significant problem, especially in rural areas of Africa. Nevertheless, African
men have in the past 10 years shown marked changes in attitudes toward condom
use for disease prevention. In particular, demand for condoms has grown steeply
since 1988, with more than 110 million condoms being distributed in 1994
through social marketing programs alone (Figure 5-1).



FIGURE 5-1 Population Services International (PSI) Condom Sales in Africa, 1988
1994. SOURCE: Adapted from PSI (l994c, 1995).
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5Throughout this chapter, we use case studies to illustrate representative intervention strategies,
although few interventions have received rigorous evaluation.
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• Reduce the number of sexual partners.
• Reduce the frequent change of sexual partners.
• Learn to recognize STD symptoms, and seek early appropriate treatment.
• Accept and use condoms properly and consistently.

Individual Behavior Change:

Case Study

The Zaire AIDS Media and Condom Social Marketing Project was initiated
in 1988 (Population Services International, 1992 [17]). The program developed
specific messages targeted to youth aged 12 to 19 and young adults aged 20 to 30.

TABLE 5-2 Objectives of HIV-Prevention Programs Targeted to Men

Structural/Environmental Changes:

• Render condoms available, accessible, and affordable.
• Improve treatment of bacterial STDs.
• Change the social acceptability of multiple partners by men.
• Make STD treatment facilities accessible and affordable.
• Reduce the consumption of substances (alcohol) that enhance high-risk behavior.
• Promote public policies that enhance low-risk sexual behavior (e.g., condom-only

brothels).

Types of Strategies and Programs

HIV-prevention strategies for men should aim to change individual sexual
behavior, improve STD treatment services, provide condoms, change societal
norms, and ease structural and environmental impediments to reducing risky
behavior (Table 5-2). However, most programs targeted to African men to date
have focused only on behavior-change interventions and the provision of
condoms. The quality ofthe interventions varies widely. In some programs, only
infonnation services are offered; changes in behavior are not emphasized, and
condom supply and availability are intermittent. In others, genuine attempts are
made to change behavior; improve STD treatment; and make condoms readily
available, accessible, and affordable by the target population (Mouli, 1992 [18];
Williams and Ray, 1993 [20-24]; Laga et aI., 1994 [16]).

The following case study from Zaire illustrates a population-based interven
tion targeted to African men in which behavior change was promoted, and
condoms were made available, easily accessible, and affordable.5



However, the major beneficiaries were an estimated 13 million sexually active
adult males in urban areas, as well as youth of both sexes in rural areas. The
objectives of the program were to change attitudes about HIV, to promote behav
ior change (Le., increased use of condoms), and to alter social norms regarding
safer sexual practices. Innovative media materials were developed based on
formative research. AIDS messages were presented in television and radio spot
announcements, dramas, music videos, talk shows, interviews, and contests
through the country's extensive media network. Condoms were advertised and
sold at traditional outlets, such as markets, pharmacies, drug stores, and health
clinics, as well as nontraditional outlets, such as hotels, bars, brothels, and village
kiosks. In one year, the program produced 28 feature programs about AIDS that
were broadcast by radio in 13 local languages, 22 TV spots with AIDS messages,
8 radio dramas that promoted AIDS awareness and safer sexual behavior, 2 songs
about AIDS, and 5 AIDS knowledge radio contests. Knowledge, attitude, and
practice (KAP) survey results from one target region (Sud-Kivu) were compared
with KAP survey results from a nontargeted or "control" region (Equateur).
Populations in the target region showed more correct knowledge about AIDS and
significantly improved attitudes about risk-taking and risk-taking practices as
compared with those in the nontarget or control region. For example, there was
an 18 percent difference in the level of knowledge regarding AIDS transmission
between those in the target group and control regions as compared with a 2
percent difference in level of knowledge between two groups in the targeted
region. The study also demonstrated that only 16 percent in the control region
were able to name methods of AIDS prevention, whereas 39 percent in the
targeted region knew that postponing of sexual debut, mutual monogamy, and
condom use are the most effective methods of AIDS prevention.

In 1991, 18.3 million condoms were distributed through the program, as
compared with only 900,000 in 1988. Three-quarters of the condom buyers
reported purchasing condoms for AIDS prevention as well as for family plan
ning. Although their estimate can be debated, the project investigators concluded
that the program's 1991 condom sales prevented about 7,200 primary cases of
HIV/AIDS (Population Services International, 1992 [17]). This estimate does
not include a much larger number of secondary infections (infections acquired
from the primary cases) prevented.

Several strengths of the Zairian program contributed to its success. First,
marketing principles of price, promotion, place, and product were successfully
adapted to HIV-prevention strategies and sales of condoms. Second, Zaire's
extensive satellite network of TV and radio contributed to impressive national
coverage of both urban and rural areas; a major drawback to most HIV-preven
tion programs is their limited coverage-and subsequent limited impact-as a
result of regional, not national, approaches. Third, marketing of condoms through
numerous nontraditional outlets greatly expanded the reach of the program and
enhanced condom accessibility. A fourth strength was the use of multiple inno-
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vative and culturally relevant marketing approaches to sell condoms and increase
purchase behavior. Some of the most popular communication approaches were
the use of renowned and persuasive local musicians to present key HIV-preven
tion messages; the use of theater through radio, television, and play presentations
to confront attitudes about HIV; and the use of student notebooks to correct
"AIDS myths" and present accurate HIV information to school children. An
other strength of the program was partial program cost recovery due to condom
sales. The income generated from condom sales was used to meet packaging and
marketing costs. It also provided a profit motive for the sale of condoms through
shops and bars, a key to establishing a comprehensive distribution network.
Although not financially self-sustaining, the intervention was unique in that it
generated resources.

Finally, this program is an example of the successful use of the private sector
in AIDS prevention. African governments have been slow to admit that they
alone do not have adequate human, fiscal, and institutional resources to arrest the
epidemic without assistance. Participation by external donors, the commercial
sector, private voluntary organizations, nongovernmental organizations, and other
community-based organizations is vital to any country's AIDS control program.

Comparable levels of condom sales using mass media and social marketing
have been achieved in several African countries, including Ethiopia, Cameroon,
Cote d'Ivoire, Burkina Faso, and Zambia (Population Services International,
1994a). Cumulative sales of condoms-the main indicator of success in condom
social marketing programs-are shown through 1994 for all of Africa in Figure
5-1 (Population Services International, 1994c, 1995).

Some weaknesses were inherent in the Zairian program. First, an STD
treatment component was absent. As discussed in Chapters 2 and 3, STDs play
an important role in the sexual spread of HIV in sub-Saharan Africa (Grosskurth
et ai., 1995). AIDS-prevention programs that exclude STD treatment will have
limited impact on the epidemic. Mathematical modeling of the epidemic shows
that the combination of partner reduction, STD treatment, and condom use has
the greatest impact in slowing the spread of the epidemic (Sokal et aI., 1991). A
second weakness was inadequate evaluation of the program. Some process and
outcome data, such as condom sales and pre- and post-KAP results, are available
as indicators of the success of the program. However, a program of this magni
tude should have included better behavioral outcome evaluation. Additional
data-such as a profile of who was buying the condoms and for what reasons, the
proportion of condoms actually used with the aim of preventing HIV infection,
and the effect of the program on STD prevalence or incidence-would allow
better measurement of the impact of the program. A third weakness of the
program approach is the targeting of the general population as opposed to par
ticular groups. Small-group interventions encourage the involvement of the com
munity in program design and evaluation, and give individuals opportunities to
interact more closely with the provider. Finally, the primary focus on safer sex
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through condom use is a realistic approach for most sexually active men, but
other messages-such as postponing of sexual debut, mutual monogamy, and
nonpenetrative sex-should be targeted to youth and young adults.

Despite the above weaknesses, condom social marketing interventions such
as this program in Zaire are effective channels for condom distribution and be
havior-change communication.

Lessons Learned

The strengths and weaknesses of the Zairian condom social marketing pro
gram point to several lessons that can be applied in developing future HIV inter
vention programs.

First, comprehensive and integrated interventions should be developed. Pro
grams targeted to men typically include behavior-change interventions and
condom provision. STD treatment, however, is often nonexistent, as in the case
of the Zairian program. Given the role of STDs as a cofactor in facilitating HIV
transmission, their continuing high prevalence in several African countries un
derscores the need for integrating STD treatment into future intervention pro
grams.

Second, men are not as difficult to reach with intervention programs as is
often assumed. Condom social marketing programs in Africa have been very
successful in reaching men at home, at work, in bars and hotels, and at truck stops
(Mwizarubi et aI., 1992 [12]; Population Services International, 1994a). Other
programs have reached men through the workplace, health clinics, prisons, broth
els, HIV testing and counseling centers, and community-based initiatives (Mouli,
1992 [18]; Mwizarubi et aI., 1992 [12]; World Health Organization, 1992c [10,
11,14,26]; Wilson et aI., 1992 [25]; Williams and Ray, 1993 [20-24]; Population
Services International, 1994a, 1994b, 1994d [19]).

Third, successful programs focus on changing not only individual behavior,
but also social norms and other structural and environmental factors that enhance
the spread of HIV (see Chapter 2). Interpersonal channels are more important in
changing attitudes and social norms concerning the adoption of new behaviors
among a large audience, while mass media channels are often more effective at
creating awareness and enhancing knowledge of a new idea (Lamptey and Coates,
1994). Consequently, individual and small-group interventions should be com
bined with general population-based programs.

A fourth lesson to emerge from this case study is that multiple and repeated
messages via various media are important in changing behavior. A combination
of media programs-such as mass education programs, small media (brochures,
posters), interpersonal approaches (STDIHIV counseling and testing, peer educa
tion) and educational entertainment (theater, music, and folklore)-has been ef
fective in Zimbabwe, Tanzania, and Ghana (Mwizarubi et aI., 1992 [12]; Wilson
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et al., 1992 [25]; Williams and Ray, 1993 [20-24]; Asamoah-Adu et aI., 1994
[l]).

Finally, HIV-prevention programs in Africa desperately need good evalua
tion data for assessing program effectiveness and cost-effectiveness.6 Studies
showing the behavioral impact of various intervention programs are in particu
larly short supply.

INTERVENTIONS TARGETING SEXUALLY ACTIVE WOMEN

More than half of the estimated 11 million adults infected with HIV in sub
Saharan Africa are women (World Health Organization, 1994a, 1995). This
section addresses HIV-prevention programs targeting sexually active adult
women; the following section addresses programs targeting adolescents, includ
ing adolescent girls.

In a recent review article, Heise and Elias (1995) argue convincingly that
current HIVIAIDS-prevention efforts are not well suited to meeting the needs of
many of the world's women. Indeed, none of the three central elements of HIVI
AIDS-prevention efforts in developing countries-encouraging people to reduce
their number of sexual partners, promoting the widespread use of condoms, and
treating concurrent STDs in populations at risk of HIV-are appropriate for
women, whose vulnerability stems from their inability to protect themselves
because of their lower cultural and socioeconomic status or their lack of influence
in sexual relations (see also du Guerny and Sjoberg, 1993, and Ulin, 1992). For
example, results from studies indicate that many infected African women have
only one sexual partner (Heise and Elias, 1995). Hence, the greatest s.ource of
HIV risk for most sexually active women is their husbands or stable partners,
who have multiple other sexual contacts. Heise and Elias (\995) conclude,
"Women need both a new commitment to addressing the underlying inequities
that heighten their risk, and new technologies that provide them with a means of
HIV protection within their personal control" (Heise and Elias, 1995:931).

Early accounts of the epidemic suggested that the disease in Africa was an
urban phenomenon, confined to commercial sex workers and their clients (Van
de Perre et al., 1985; Kreiss et aI., 1986; Ngugi et aI., 1988 [4]). This finding led
to the development of intervention programs that focused only on these two
groups. Such programs continue to be appropriate because of the high-risk nature
of commercial sex. But at the same time, these groups cannot be the sole focus of
prevention programs because recent data from antenatal clinics indicate that the
prevalence of HIVIAIDS among the general population is rising. Recent data
from several countries in Central and Southern Africa reveal that there !las been

6See Over and Piat (1993) for preliminary estimates of the cost-effectiveness of alternative inter
ventions.



Issues

One issue is the way in which women have been narrowly categorized in
studies. For example, although individual women typically have multiple social
roles and functions, research has tended to classify them into discrete social
categories, such as prostitute or mother (Caravano, 1991; Herdt and Boxer, 1991).

Rigid male-dominated sexual relations remove much of female sexual be
havior, directly and indirectly, from women's own control, so that it is not subject
to rational decision making. Holland et ai. (1994:223) note the deleterious effects
of dominant paradigms on research about women:

The official conceptions of sexuality and models of behavior ... were largely
based on a view of behavior as a matter of choice by free individuals....
Women's ability to choose safer sexual practices or to refuse unsafe (or any

a dramatic rise in prevalence of HIV among both urban and rural women attend
ing antenatal clinics (Stanecki and Way, 1994).

Research on HIV infection among women has been insufficient and poorly
targeted (Faden et aI., 1991; Herdt and Boxer, 1991; Hankins and Handley,
1992). When such research is undertaken, it often focuses on women's reproduc
tive function and their role as mothers. Hankins and Handley (1992:967) empha
size the need for more epidemiological and clinical research in mv progression
among women:

Concerted effort on the part of clinicians, researchers, funding agencies, and
decisionmakers is required for redressing the inequities in both the gender
specific knowledge of the natural history, progression, and outcome of mv
disease and the adequacy of medical and psychosocial care for women with
HIV infection. The unique features of HIV infection in women have been
subject to both scientific neglect and policy void, situations that can and should
be rectified with dispatch.

Some of the controversy regarding research on women stems from concerns
about having women of childbearing age participate in drug trials or in interven
tion trials involving physical or biological agents, such as the female condom or
vaginal viricides. There is no evidence that participation in such research harms
women (Levine, 1991). Even if there were grounds for excluding women from
research with biologically active agents, there is little justification for omitting
women from social and behavioral research centered on questions that can help
determine the level and nature of HIV risk and inform the development and
evaluation of life-saving prevention strategies.

Among researchers, particularly in the developed world, there is growing
consensus on the importance of research on disease prevention and progression
among women. Reducing the spread of HIV among women is critical to slowing
the epidemic. However, complex issues remain.
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other) sexual activity was not a question of free choice among equals, but one
of negotiation within structurally unequal social relationships.

The perception of unequal roles in sexual decision making has affected the
design of behavioral interventions. Across Africa, one sees reliance on a male
focused HIV-prevention strategy that includes condom programs for prostitutes
and men, partner-reduction programs for men, and STD treatment programs for
men (Heise and Elias, 1995). Even programs targeted to women are limited in
focus, addressing solely certain roles women assume, rather than the full range of
women's issues and needs (Herdt and Boxer, 1991).

As discussed earlier, few programs have focused on sexually active women
in the general population, but rather target high-risk women and men. There are
several reasons why such programs have had very little effect on HIV risk for
most sexually active women. First, in some circumstances, a woman's exposure
to HIV and STDs depends less on her own risk behavior than on the behavior of
her sexual partner, over whom she has little control. Second, most women do not
possess the necessary negotiating skills and power to ensure condom use. Third,
women's access to STD treatment services is very limited, syndromic diagnosis
of STDs by women is difficult, and clinical testing of STDs is expensive and not
widely accessible.

Gender-specific research that investigates women, their experiences, and
their many roles has been deemed ill-defined and impractical by many health
researchers. Many researchers and policy makers are skeptical of indirect effects,
indirect interventions, and the social research methods required to measure these
effects. Clearly, comprehensive research strategies that combine useful informa
tion from both qualitative and quantitative research are needed to identify what
works in HIV prevention for women as well as men. However, many of the
approaches to preventing HIV among the general population of women upset
tradition. Public discussions of women's sexual behavior appear to be more
sensitive and less open than acknowledgment of men's needs and desires. Women
are seen as guardians of culture, as preservers of tradition, and as agents of
socialization; in these capacities, they are regarded as the inviolable moral center
of many cultures.

While acknowledging that fundamental social change takes time, Heise and
Elias (1995:931) argue that the HIV/AIDS epidemic has created two imperatives:

... to begin in earnest to work on changing the underlying causes of women's
vulnerability and to pursue vigorously every means possible to strengthen wom-
en's immediate ability to protect themselves in the face of the economic and
cultural forces currently allied against them. This, in tum, means placing great-
er emphasis within existing AIDS programs on empowering women and com
mitting major resources to developing new prevention technologies-like vagi-
nal suppositories or foams lethal to the virus-that women can use without their
partner's knowledge or consent.



Types of Strategies and Programs

Programs targeted to women should include the basic program components
provided to men-behavior-change interventions, STD treatment, and condom
provision-as well as relevant structural changes. Table 5-3 shows the desired
objectives of programs that target sexually active women. Some structural inter
ventions that are unique to women include empowerment interventions, policy/
legal interventions, and interventions that enhance access to nonhealth sectors.

Empowerment interventions are programs directed toward promoting
women's increased skill in self-direction, often through self-organized, peer-led
groups. It remains unclear whether these groups produce the anticipated benefit.
We know little about how to create conditions that permit women to be empow
ered in Africa and what it means to be "empowered" in different settings.

Although policy changes and legislation are clearly needed to address status
inequalities, women's rights may clash with clan, familial, or other roles. A
fundamental issue is that even if laws and policies are changed, the impact of
these changes at the local or personal level may be minimal.

Female access to education, other skills, and jobs is essential to redress status
inequities. However, reduced expectations regarding schooling for females on
the part of men, families, society, and women still persist. Some income-genera-

Target Population

Although not mutually exclusive, the following three groups should be con
sidered when designing HIV-prevention strategies and messages targeted to
women: (l) sexually active women with multiple partners, such as commercial
sex workers; (2) single sexually active women; and (3) sexually active women in
formal or informal unions. The vast majority of interventions targeted to women
tend to focus on sex workers (who are at highest risk) while ignoring the rest of
the population. Even these programs are neither as extensive nor as intensive as
those in Thailand, for example, that target commercial sex workers (see, e.g.,
Hanenberg et aI., 1994, and, Visrutaratna et aI., 1995). The largest and most
difficult group to work with are women in marital unions, whose desire for
pregnancy and lack of control over their spouse's sexual behavior pose a chal
lenge to the design of effective interventions.

As with men, HIV-prevention programs that target women should not be
designed solely on the basis of risk behavior and epidemiological data. Programs
need to address the multiple roles played by women and be cognizant of women's
competing statuses and obligations. In thinking systematically about these roles,
program managers as well as researchers need to consider individual, social, and
environmental factors, such as location of residence, marital status, current and
future desires for children, generational status, socioeconomic status, cultural
expectations, and religious beliefs.
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tion programs for women have been successfully attempted (Delehanty, 1993;
Leonard, 1994).

Finally, because HIV transmission to women occurs in the context of a
dyadic relationship between a man and a woman, strategies that influence this
relationship are needed. Interventions targeting women have attempted to in
clude men, but these attempts have been complicated and problematic. Further
research will be needed to understand how to facilitate productive and effective
intervention strategies that involve both men and women. This research will need
to explore the role of the relationship between men and women and its impact on
HIV-prevention strategies at the individual, group (e.g., family or kinship), and
societal levels. Much of the prevention research issues for women remain largely
unexamined. As mentioned earlier, current efforts to reduce HIV transmission
among women in Africa have focused on interventions targeted to commercial
sex workers. The first case study below describes such an intervention; it is
followed by discussion of an innovative empowerment program targeting women
in Botswana.

PRIMARY HIV-PREVENTION STRATEGIES

TABLE 5-3 Objectives of HIV-Prevention Programs Targeted to Women

Individual Behavior Change:

• Reduce the number of sexual partners.
• Reduce the frequent change of sexual partners.
• Learn to recognize STD symptoms, and seek early appropriate treatment.
• Improve sexual communication and negotiating skills for safer sex.
• Encourage partners to use condoms properly and consistently.

Structural/Environmental Changes:

• Render condoms available, accessible, and affordable.
• Improve diagnosis and treatment of bacterial STDs in women.
• Change the social acceptability of multiple partners by men.
• Make STD treatment facilities accessible and affordable.
• Reduce the consumption of substances (alcohol) that enhance high-risk behavior.
• Promote public policies that enhance low-risk sexual behavior (e.g., condom-only

brothels).

Gender-related Objectives:

• Research the multiple roles of women as related to their risk of HIV infection.
• Improve the role and status of women to reduce their susceptibility to HIV.
• Change cultural practices detrimental to the health and status of women.
• Improve access to education.
• Improve skills and economic opportunities.
• Improve the involvement of women's groups in the design and implementation of

interventions.
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7Projet SIDA is a collaborative effort of the Centers for Disease Control, Atlanta, Georgia, USA;
the National Institute for Allergy and Infectious Diseases, Bethesda, Maryland, USA; the Anned
Forces Institute of Pathology, Bethesda, Maryland, USA; the Institute of Tropical Medicine, Antwerp,
Belgium; and the Zairian Ministry of Public Health.

Case Study:
An Intervention Targeted to Commercial Sex Workers

In 1988, Projet SlDA7 initiated a research study at the Matonge Women's
Health Center in Kinshasa, Zaire (Laga et aI., 1994 [16]). The objectives of the
project, known as the Women's Health Project, were (1) to determine the preva
lence and incidence of STDs, including HIV, among female sex workers in
Kinshasa; (2) to study the interactions between STDs and mv; and (3) to deter
mine the impact of condom promotion and STD detection and treatment on the
incidence of mv and STDs.

A cohort of 531 initially mv-negative female sex workers was followed for
3 years. The participants were surveyed to determine sexual behavior and prac
tices, health-seeking and preventive-health behavior, and history of STDs over a
2-year period. Participants were screened every month for the presence of syphi
lis, gonorrhea, chlamydia infection, trichomoniasis, chancroid, and candidiasis
and every 3 months for mV-l; all STDs were treated free of charge. Individual
and group counseling was provided to promote condom use, and free condoms
were distributed during counseling sessions.

Reported regular condom use with clients increased from 11 to 52 percent
and then 68 percent after 6 and 36 months of intervention, respectively. The
decline in the monthly incidence of trichomoniasis and gonorrhoea is shown in
Figure 5-2. The most significant finding, however, was a decline in the incidence
of mv-lover time, from 11.7 per 100 woman-years during the first 6 months to
4.4 per 100 woman-years over the last 6 months, 3 years later (Figure 5-3). The
risk factors for mv-1 seroconversion included irregular condom use, gonorrhea,
trichomoniasis, and genital ulcer disease. Among women who attended more
than 90 percent of their clinic appointments, the mv-I incidence was 2.7 per 100
woman-years, compared with 7.1, 20.3, and 44.1 per 100 woman-years among
women who attended 76 to 90 percent, 50 to 75 percent, and less than 50 percent
of their monthly appointments, respectively. That this gradient remains after
controlling for the effects of reported condom use and number of clients implies
that STD treatment was a key factor in the decline in STD incidence.

This program demonstrates that a comprehensive prevention program of
behavior-change intervention, STD treatment, and condom provision can lead to
a reduction in the incidence of both STDs and mv. Despite the impressive
impact of the intervention, however, this type of project is not sustainable or
replicable because of the high cost of the intensive research effort involved. A
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further drawback of this intervention was its focus solely on women; male clients
and steady partners were neither targeted nor involved. This omission may be
one of the reasons why average condom use with clients did not exceed 60
percent.

8

FIGURE 5-2 SID Incidence Among Prostitutes, Kinshasa, Zaire. SOURCE: Adapted
from Laga et al. (1994).

Case Study: A Community-based Intervention

A two-stage study of the effectiveness of nurse-managed peer education and
support groups for AIDS prevention among women was initiated in Botswana in
1990 (Norr et al., 1992; Tlou, 1995). The objective of the intervention was to
heighten women's awareness and knowledge about AIDS and to enhance their
communication skills and assertiveness in negotiating for safer sex with their
partners.

In the first year of the program, in-depth interviews were conducted with 56
women to explore content and service delivery mechanisms for a peer education
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FIGURE 5-3 Trends in HIV Among Prostitutes, Kinshasa, Zaire. SOURCE: Adapted
from Laga et al. (1994).
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model appropriate to the culture, values, and resources of Botswana. Training
sessions for women included condom skills sessions and practice in how to say
"no" to unsafe sexual practices through role playing. In the second and third
years, the intervention was extended to 600 women in 12 workplaces in Gabarone.
The project is now expanding to 5 rural districts in the country using a training
of-trainers model and is being extended to include primary school teachers and
university students.

Positive attitudes toward condoms and expressed confidence in correct
condom use increased among the program participants from 35 to 76 percent.
Those who reported always using condoms at each sexual encounter increased
from 28 to 50 percent. Moreover, participants reported having increased their
promotion of safer sex to others, including relatives, children, coworkers, and
neighbors. Further evaluation of the program is under way.

There are several commendable elements of this intervention. First, it is a
community-based intervention targeted to women in both urban and rural areas,
rather than solely to groups traditionally seen as high risk (such as commercial
sex workers). Second, it can be replicated at relatively little cost among other
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Among the lessons learned from the implementation and evaluation of pre
vention programs targeting African women to date, we can highlight the follow
ing:

target populations, such as primary school teachers and university students. Third,
it attempts to empower women with communication and negotiation skills for
safer sex with their partners.

Nevertheless, two weaknesses of this program are evident. After participat
ing in the program, married women still found it difficult to introduce condoms,
probably because men were not targeted in the intervention. Moreover, available
evaluation indicators were not adequately used to assess the effectiveness and
cost-effectiveness of the program.

• Programs need to reflect an understanding of, if not directly address, the
multiple roles of women, which include wife, mother, housekeeper, and child
rearer.

• Comprehensive models of programs for women are not available. A
wider range of tested interventions is needed, including network, group, and
community-based interventions; policy interventions; and interventions that fo
cus on power and status. Women's STD programs must develop better ways of
identifying symptoms and encourage care-seeking behavior, as well as enhance
the provision of sensitive and appropriate medical care. Interventions also need
to promote the use of condoms to protect against pregnancy. These interventions
will be more effective if the status of women is enhanced through such means as
legislation and social policies that protect and expand women's rights.

• Women are especially vulnerable to HIV. In many cultures, there is
pressure to produce children to sustain a marital union. The fact that many men
have partners outside of stable unions (see also Chapter 4) also makes women
particularly vulnerable to HIV. Monogamous African women frequently report
being exposed to HIV through their husbands' other sexual partnerships.

• Interventions based on individual decision-making models do not take
into account women's low power. Low power and low self-esteem are not the
same thing; low power in dyadic relationships with men is supported by tradition.

• Women are often entrusted with preserving traditions, a role that conflicts
with social change and may restrict programmatic access to them. Successful
design and implementation of interventions for women requires the tacit if not
active support of political, religious, and community leaders. Women's roles
cannot change in isolation. Male attitudes and behaviors, especially those of
sexual partners, must also change.

• There is a need to develop new technologies and approaches to reach
women since women's needs are not directly addressed by those that currently
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8Tenns such as "children," "youth," "school-age youth," "young people," "adolescents," "teenag
ers," "young girls," "young boys," "young women," "young men," and "young adults" have been
used to define target populations. Because they frequently are used as if referring to the same group
but may be interpreted differently by different people, we have chosen to be quite precise in our
definition.

Perhaps the most important task of adolescents is growing up. Integral to
this process is the acquisition of adult skills and habits, including learning about

INTERVENTIONS TARGETING YOUTH

Before discussing HIV/AIDS intervention programs that target youth, it is
useful to define this group as it is referred to in this chapter. We adopt the WHO
definition of adolescents, which includes persons from 10 to 24 years of age
(World Health Organization, 1986) and use the terms "youth" and "adolescents"
interchangeably.8 People under 10 years old are referred to as children, and
those aged 25 and older as adults. We adopt these definitions while acknowledg
ing that in some African cultures, persons over 25, especially if not married, are
still considered youth, and some younger than 25, especially if married, are
considered adults.

It is imperative that HIV-prevention strategies reach youth before they be
come sexually active. Lives can be saved by educating youth before they acquire
their attitudes about delaying sexual intercourse and about safe sexual practices
such as condom use and nonpenetrative sex and by promoting a sociocultural
environment that encourages these practices. These messages must be compat
ible with local mores and cultural beliefs. To the extent that prevention messages
are realistic, clear, and expressed in language youth can readily understand, inter
ventions are more likely to have a positive effect. Where social practices conflict
with prevention needs, considerable dialogue among public health officials and
parents, teachers, politicians, and religious and tribal leaders is needed. Multi
component intervention strategies are important in targeting youth. Innovation,
variety, and persuasive messages from respected sources such as peers and influ
ential adults, as well as a supportive environment, play key roles in such pro
grams.
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exist. New barrier methods, especially nonspermicidal viricides, are needed.
Moreover, new technologies need to be developed for STD diagnosis and new
programs implemented to reach infected women.

• Women need to participate in the research and development of HIV inter
vention programs targeted to them. Their participation may lead to the identifica
tion of new prevention technologies that are responsive to women's needs.



9Initiators are female elders who teach pubescent young girls about sex, marriage, childbearing,
child rearing, and other adult responsibilities.
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adult sexual practices. To be accepted as an adult and a member of society in
many African cultures, one must prove one's fertility-often in the context of
marriage. Many cultures have strong expectations for early marriage and child
bearing soon after puberty, especially for girls. HIV-prevention messages must
be developed with a recognition that postponement of sexual debut may be in
potential conflict with local mores. Further, even where delay in sexual debut is
considered possible or desirable, there is a paucity of information available to
adolescents about responsible, safe expressions of sexuality once sexual relations
have been initiated.

African adolescents, like adolescents elsewhere in the world, are often un
able to discuss openly with their parents their questions, fears, and concerns
about sex, marriage, and other adult topics. They also have poor negotiation
skills when approached for sex by adults. With the exception of cultures that
have adult female initiators,9 youth have little opportunity for frank discussions
with adults about sex. Youth therefore rely heavily on their peers for informa
tion. Unfortunately, peer information is often inaccurate. In addition, some
youth may feel pressure from their peers to experiment with sex. Elders, who
have traditionally been respected and whose guidance has been valued by youth,
are now seeing their role and influence being eroded slowly by modern influ
ences. The impact of these significant social changes remains unknown.

The escalating number of children and adolescents orphaned by parents who
have died of AIDS is also a critical issue (see Chapter 6). The World Health
Organization predicts that by the year 2000, more than 10 million HIV-negative
children under age 10-90 percent of them in sub-Saharan Africa-will have lost
their mothers to AIDS (World Health Organization, 1992b). Traditionally, or
phaned children are absorbed by the extended family. But in many areas, such as
the Rakai district in Uganda and the Kagera region of Tanzania, many heads of
households have died of AIDS, leaving elderly grandparents to care for multiple
sets of children. Inevitably, some children also slip through the cracks in the
extended family network and find themselves living on the streets, where modi
fying high-risk behavior becomes secondary to satisfying basic needs, including
food, shelter, and clothing.

Other issues relate to the subgroup of youth that attends school. On the one
hand, schools are ideal vehicles for HIV education because they exist every
where, even in rural areas, and provide easy access to youth. Moreover, schools
can reach students daily, making critical reinforcement of prevention messages
more practical. But schools as vehicles for HIV-prevention programs have their
limitations. Many schools are overcrowded, and in some countries, such as
Zambia, schools run double and sometimes even triple shifts per day. Conse-



quently, most youth do not spend more than a few hours a day at school, hours
that are packed with learning the basics. Furthermore, schools as institutions are
not homogeneous; there are public schools, private schools, and church schools,
all of which have significantly different social climates, structures, and educa
tional resources. In addition, student bodies in schools are heterogenous, ranging
from the homeless to the elite. Thus, HIV education approaches need to be
appropriate to the particular school environment. Finally, approximately half of
all youth in many sub-Saharan African countries do not attend school (World
Bank, 1993). These youth are not easily reached, organized, motivated, or tracked
and are therefore difficult to target with intervention programs.

In some parts of sub-Saharan Africa, an increase in age at marriage has
resulted in the creation of a new subset of youth: unmarried, postpubertal, ado
lescent girls or young women. This group may be especially vulnerable because
the social norms relating to women their age in the past assumed they were
married; there are few expectations to guide either the behavior of these girls or
the behavior of others toward them. African adolescent girls often become tar
gets of older men, but have few skills to control sexual relations. These girls may
be at high risk of STDs, pregnancy, and abuse in addition to HIV infection. An
added risk factor for HIV in this group may be biological, because of cervical
ectopy (Bulterys et aI., 1994). Worldwide, 70 percent of HIV infection among
women is estimated to occur in girls between the ages of 15 and 25 (Ankrah,
1994). Adolescent girls in Zimbabwe are five times as likely to be infected with
the HIV virus as adolescent boys (Ankrah, 1994).

Government ministries, nongovernmental organizations, and donors have
called for long-term strategies to improve the subordinate status of and dearth of
educational and employment opportunities for adolescent girls (Gupta and Weiss,
1993; Ankrah, 1994). Increased education, improved equity between girls and
boys, and meaningful income-generating activities can help adolescent girls
achieve economic security and higher social status, which may, in tum, enable
them to avoid high-risk behavior. Intervention programs to date have focused
almost exclusively on matters related directly to health (modification of sexual
behavior, STD care, family planning-related activities, and condom use). A few
notable exceptions have established links to organizations concerned with im
proving the social and economic situation of young women and shown promising
results (Leonard, 1994; Delehanty, 1993).

Policy-based intervention strategies are also needed to influence social norms
and change sexual practices that facilitate the spread of HIV in this group, such as
the sugar daddy syndrome, child marriage, incest, and rape. Principally because
of limited resources, however, virtually no prevention programs in Africa have
linked advocacy for protective laws and policies for adolescent girls with pro
gram design and implementation.

Interventions to date (UNICEF, 1995; Annex 5-1 in this volume) point to
several strategic approaches that should guide HIV-prevention programs targeted
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to adolescent girls. First, practical and culturally relevant information needs to be
developed and disseminated through existing communication channels, including
schools, radio, youth organizations, and traditional channels such as female ini
tiators. Second, such communication should concurrently target adolescent boys
and older men, a strategy that is seldom used. Finally, sustained efforts from

I multiple channels are critical to influencing social norms.

Target Population

Adolescents, like other age groups, are a heterogeneous group for which
numerous multifaceted intervention strategies are required to achieve behavior
change. Youth intervention strategies can target by access point (e.g., schools,
clinics, media, street corners); by age of target audience (with different methods
and messages for those aged 10-15, 16-20, and 21 and over); by marital status;
and, as discussed earlier, by gender. Adolescents living in urban centers should
be targeted differently from their counterparts in rural villages. Youth living in
sparsely populated rural areas, such as the eastern province in Cameroon or the
desert in Botswana, respond to different intervention approaches than youth liv
ing on the streets in large urban centers such as Lagos, Nigeria, or Dar es Salaam,
Tanzania. Youth living on the streets have different needs and respond to differ
ent messages than youth living in families.

Types of Strategies and Programs

Prevention interventions targeted to youth should include not only individual
behavioral but also structuraUenvironmental components (Table 5-4). Yet most
interventions targeted to African youth to date have typically focused on behav
ior-change intervention and the promotion and provision of condoms (UNICEF,
1995; Grunseit and Kippax, 1993). Strategies used have included setting up
drop-in centers in the community that encourage youth to stop in on an ad hoc
basis; sending outreach workers into markets, bus terminals, and truck stops;
organizing community sports activities and clubs; initiating anti-AIDS clubs; and
training adults-such as traditional initiators for coming-of-age ceremonies
who have regular access to youth.

HIV intervention programs need to expand beyond health-related compo
nents by linking with organizations that have the resources and expertise to
incorporate economic, educational, and policy-based components into HIV-pre
vention programs. Examples are organizations that could improve access to
education by providing school fee waivers or stipends or offer income-generating
possibilities. Although such linked programs are admittedly difficult to imple
ment, the few that exist have shown exciting results, albeit on a limited scale
(Delehanty, 1993; Leonard, 1994).

AIDS care and management, especially coping with death and dying, should
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TABLE 5-4 Objectives of HIV-Prevention Programs Targeted to Youth

Individual Behavior Change:

• Delay sexual debut.
• Decrease number of partners or frequency of sex.
• Increase consistent and correct condom use.
• Develop sexual communication and negotiation skills with regard to condom use.
• Develop risk-avoidance skills.
• Learn to recognize STD symptoms, and seek early appropriate treatment.
• Increase primary HIV-prevention knowledge (e.g., where to buy condoms).
• Increase risk perception.
• Increase risk-reduction motivation.

Structural/Environmental Changes:

• Render condoms available, accessible, and affordable.
• Improve diagnosis and treatment of bacterial STDs.
• Increase parent-child communication skills.
• Improve sexual communication, negotiation, and condom-use skills.
• Increase involvement of gatekeepers and youth in intervention program design.
• Advocate policies that support the advancement of youth.
• Increase access to education for out-of-school youth (e.g, waive school fees).
• Link income-generating components with HI V-prevention programs targeted to youth.

be an additional component of prevention programs targeted to youth, particu
larly in view of the large numbers of AIDS orphans projected in many African
countries. Innovative responses to the burgeoning burden on families of AIDS
patients and AIDS orphans are being developed (Delehanty, 1993). In Uganda,
for example, orphaned children and adolescents are targeted in an intervention
that links an economic development component to a basic comprehensive inter
vention package of behavior-change communications and STD counseling.

Comprehensive programs for youth should also include gatekeepers who
shape and influence a group's culture. Such gatekeepers include community
elders, parents, traditional healers, teachers, school administrators, the media,
government officials, religious leaders, and adolescent heroes. The Family AIDS
Education and Prevention Through Imams (FAEPTI) Project in Uganda, for
example, successfully trained indigenous authoritative leaders in AIDS-preven
tion messages (Kagimu et al., 1995). The program's success was augmented by
creating a community-chosen cadre of male and female family AIDS workers
who supported and reinforced the imams' public messages on HIV/AIDS preven
tion.

Although the above examples highlight some of the more innovative ap
proaches, strategies targeting youth to date have had several limitations. In
general, comprehensive and integrated HIV-prevention models for African youth
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are virtually nonexistent. Instead, single-dimensional approaches have been ad
vocated to address multidimensional problems (e.g., the disproportionate reliance
on the "peer educator" approach for all adolescent HIV-prevention needs). In
addition, little formative research has been done to tailor messages to specific
youth subgroups. Moreover, inappropriate selection criteria have been used to
qualify youth as peers, and peer programs have typically been neither well super
vised nor well evaluated. Finally, youth have not been regular participants in the
planning, design, and evaluation of programs.

The following case study highlights some of the issues and limitations dis
cussed above and is representative of typical interventions targeted to African
youth to date.

Case Study

In 1989, results from serosurveys in Addis Ababa, Ethiopia showed that 24
percent of female commercial sex workers between the ages of 12 and 16 were
HIV-seropositive (Gebru et aI., 1990). These results, while known to the Minis
tries of Health and Education, were not widely available to the public; a school
based HIVIAIDS education and prevention program was proposed. Before a new
program of this type can begin, parents and other community members need to be
educated about HIV prevention and the need for HIV education in junior and
senior secondary schools. Focus group discussions with students and school
teachers also help sensitize adolescents to the risk of HIV and build support and
acceptance for the initiation of a strong school-based HIV/STD-prevention effort
(Gebru et aI., 1990).

A pilot HIV intervention project was implemented during 1990 and 1991,
sponsored jointly by the Ministries of Health and Education. WHO/GPA assisted
in the development and evaluation of educational materials and teaching methods
that were incorporated into the curricular and extracurricular activities of
Ethiopia's secondary schools.

The project had four specific objectives: (1) to teach students how to prevent
HIVISTD transmission and enhance risk-reduction attitudes; (2) to reduce dis
criminatory attitudes toward HIV-positive fellow classmates and other commu
nity members; (3) to teach skills that would allow the students to disseminate
HIVISTD-prevention messages to their families and the wider community; and
(4) to train teachers to provide effective AIDS education and to stimulate student
interest in becoming community health educators.

The project had multiple components. Innovative classroom curricula and
teaching methods were developed that relied on role play, rehearsal of risk
avoidance skills, group discussions, drama, and peer educators. Sessions were
held to train teachers and students to use these materials in class and in after
school clubs (such as drama, music, health education, and Red Cross clubs).



Students were also trained to become outreach educators for their family and
local communities.

Five experimental schools were randomly selected from schools in Addis
Ababa (two senior schools and one junior secondary school) and Debra Birhan
(one senior and one junior secondary school). Two comparable junior and two
comparable senior secondary schools were designated as controls. Most students
in these schools conformed to the normal grade/age range, with 38 percent aged
12-14 and 33 percent aged 15-16, although reported ages ranged from 9 to 22.
Examination of baseline data showed no significant differences between the ex
perimental and control schools in terms of demographics, knowledge, and attitu
dinal variables. Other evaluation design features included a pre and post in-class
questionnaire; in-depth student KAP interviews; and random surveys of parents
and community members about their HIV/AIDS-related knowledge and opinions
and their exposure to student educators and AIDS education materials. Monitor
ing of the project's implementation was performed by teachers and research
assistants through checklists and observations. In addition to frequent supervi
sory visits by project staff, an evaluation workshop allowed teachers to provide
feedback about the success or failure of the program.

Results from the project were positive. While rigorous statistical analysis
was not performed, experimental students consistently showed the most knowl
edge gains. At the post-test, learning differentials between experimental and
control groups ranged from 13 to 27 percent for items related to HIV-prevention
facts (e.g., condoms reduce HIV risk) and correction of transmission myths (e.g.,
mosquitoes transmit HIV).

The experimental group also showed a greater change at post-test in their
attitude toward classmates and others with HIV/AIDS. For example, at post-test,
experimental students showed a 35 percent increase in willingness to care for
someone with AIDS as compared with a 15 percent increase among the control
students. Experimental students also showed a 26 percent increase in willingness
to accept a teacher with AIDS, as compared with a 12 percent increase for control
students. Statistical significance, however, was not reported. A "considerable
effect" on attitudes toward risky sexual behavior was noted among the experi
mental students. At post-test, experimental students were more likely than con
trol students to support abstinence (24 percent increase among the experimental
groups as compared with a 10 percent decrease among the control groups), to
report resisting pressure to have sex (20 percent increase among the experimental
groups as compared with a 2 percent increase among the control groups), to think
that sex with prostitutes increases the chances of getting AIDS (19 percent in
crease among the experimental groups as compared with 8 percent among the
control groups), and to agree that proper use of a latex condom reduces the
chances of getting AIDS (19 percent increase among the experimental groups as
compared with an 8 percent increase among the control groups). Adolescent
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JOlt is not clear whether the "majority of parents" includes all parents or only those parents in the
control group.
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Several lessons can be learned from this case study and similar evaluations
of school-based HIV-education programs in Tanzania (Klepp et aI., 1994) and
elsewhere in Africa (e.g., World Health Organization, 1994b). First, adolescents
need to be reached before they become sexually active. Although some parents
fear that an early discussion of sexual behavior may make adolescents prone to
earlier sexual debut, a review of the HIV/AIDS-education literature shows that
sex!AIDS-education programs do not increase sexual experimentation or promis
cuity (Ford et aI., 1992; Grunseit and Kippax, 1993; Kirby et aI., 1994). In fact,
some program planners in sub-Saharan Africa have been surprised to find that the
majority of parents in their areas support AIDS education in schools (World
Health Organization, 1994b). Furthermore, sex/AIDS-education programs, if
well designed, can increase condom use among sexually active adolescents (Kirby
et aI., 1994). In particular, some African studies have shown that information
about condoms can be delivered in schools with parental approval as long as
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sexual behavior and condom use were not measured because of political and
practical constraints.

The evaluation examined the effects of the peer outreach component in terms
of the degree of student participation, coverage in the community, and the degree
of change in knowledge and attitudes by those who were exposed to the student
educators. Data were collected from 1,056 surveys conducted 3 months after the
intervention took place in the community (357 experimental school parents, 349
control school parents, 350 members of the community). The results suggest that
student educators were successful in the community. Evidence from the commu
nity surveys shows that a majority of the parents and community members sur
veyed had seen the AIDS textbook from the school and that a majority of the
parents had discussed AIDS with their children. 10 Parent participation in school
based AIDS drama and music events and poster exhibitions also increased. In
Addis Ababa, student presentations were videotaped by the Ministry of Informa
tion and then broadcast through its Youth Programme to the community.

This intervention is a good example of a multicomponent, skills-based,
school-based HIV-education program that involves youth in the implementation
of the program and targets youth early (at ages 11 or 12). The evaluation design
lacked behavioral impact data, and the data analysis was simple, but trends in the
results were consistent, suggesting that the program was able to achieve its objec
tives.
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Perinatal transmission of HIV may occur during pregnancy via the placenta,
during delivery, or after delivery through breastfeeding (see Chapter 3). Prevent-

condoms are presented as the next best alternative to postponing sexual debut
until marriage, followed by fidelity after marriage (World Health Organization,
1994b).

Needs assessments and KAP baseline surveys should be conducted with
parents and educators, as well as students, before programs are initiated. Such
instruments provide important information that helps enlist advocates for pro
gram implementation. In addition, they are necessary for designing programs to
match local community values, an essential factor in garnering support for school
based HIV programs. In Uganda, for example, results from a KAP survey showed
that parents supported AIDS education in the schools, but were not as comfort
able with sex education (World Health Organization, 1994b). As a result, pro
gram planners presented AIDS education in the context of a comprehensive
health-education program, a strategy that helped enlist support for and sustain the
program.

Intensive training of educators in the design and delivery of feasible and
effective curricula is essential. Training should include-but go beyond-bio
medical factors and should address individual teachers' comfort levels in educat
ing about HIV prevention in the classroom. For example, some African interven
tion programs have included speakers from local family planning organizations
to help teachers explore their own values and comfort levels in teaching AIDS
prevention messages (World Health Organization, 1994b). Training should also
focus on teaching skills in negotiation and condom use. In addition, interactive
and participatory teaching methods should be used in tandem with didactic meth
ods. Participatory methods might include drama, song competitions, poster draw
ings, games, group discussions, and role playing.

In conclusion, HIV-prevention interventions targeting youth should (l) be
introduced throughout the school system and include explicit skills-based educa
tion; (2) reduce opposition to AIDS education by providing local information
about the magnitude of HIV/STDs in the community to teachers, parents, reli
gious leaders, and other community leaders; (3) include the family and enhance
its role in AIDS education targeting youth; (4) provide education for both adoles
cent males and females regarding their responsibilities in human reproduction
and HlV transmission; (5) include child-to-child (peer education) teaching meth
ods, whereby older children share knowledge with younger children and those
not attending school; (6) focus on preventing sexual transmission of HIV, with
methods, information, and materials that are sensitive to the social context; (7)
use interactive teaching methods; and (8) develop innovative strategies, such as
teen drop-in centers, for reaching out-of-school youth.



ing infection in women has the addition benefit of preventing perinatal transmis
sion. However, many women are already infected, and significant numbers will
continue to be infected despite current intervention programs. For these women,
other strategies are needed to reduce transmission of HIV to their newborns;
several such strategies are described in the remainder of this section, although
there are problems with each that limit their applicability in sub-Saharan Africa.

One approach may be the avoidance of breastfeeding by HIV-infected moth
ers. There are two problems with this strategy: large numbers of pregnant
women would have to be tested and counseled for HIV infection and counseled as
well in bottle feeding, and safe and affordable alternatives to breast milk would
have to be easily available. This approach is not feasible in most countries in sub
Saharan Africa except for an elite urban minority, for economic and sociocultural
reasons. The current recommendation by WHO/UNICEF is that all countries,
irrespective of HIV infection rates, should continue to promote and support
breastfeeding because of its impressive nutritional, immunological, and child
spacing benefits (World Health Organization, 1992a). In particular, WHO
(1992a) recommends that in areas such as sub-Saharan Africa, where the primary
causes of infant mortality are infectious disease and malnutrition, breastfeeding
should be encouraged for all women, regardless of HIV status. The rationale for
this recommendation is provided by studies showing that an infant's risk of
becoming HIV infected through breast milk is lower than its risk of dying of other
causes if deprived of breast milk.

Another approach to prevention of perinatal transmission is the provision of
voluntary and confidential counseling and testing services to women who may
then choose to avoid or terminate pregnancy. This alternative is unlikely to be
feasible in African countries where access to HIV testing is poor, abortion is
often illegal and frequently unsafe, and fertility is highly valued.

A third approach is the delivery by caesarean section of infants of HIV
infected mothers in order to minimize the risk of neonatal infection during vagi
nal delivery. While caesarean section delivery has proven effective in prevention
of other viral infections (Minkoff and Duerr, 1994), no definite conclusions can
be drawn on the basis of available data concerning its potential protective effect
with regard to perinatal HIV transmission. Furthermore, even if the efficacy data
were to point to caesarean section as an effective prevention strategy, the in
creased risk and high cost associated with the procedure render it an infeasible
alternative in all but a handful of teaching hospitals in the region.

Another possible approach to reducing the risk of infection during vaginal
delivery is vaginal lavage, or washing with a microbicidal agent during delivery.
Vaginal lavage has been shown to lower rates of neonatal group B streptococcal
infection in newborns and may prove to be helpful in the prevention of HIV
transmission during delivery (Minkoff and Duerr, 1994). Potential problems,
however, include fetal toxicity and genital mucosal irritation. More research is
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needed to quantify the risk of HIV transmission during vaginal delivery and to
evaluate the efficacy of vaginal lavage in prevention of HIV transmission.

The most effective means of preventing perinatal transmission from HIV
infected mothers may be the administration of antiviral therapy such as
Zidovudine (AZT) to the mother during pregnancy, labor, and delivery and then
to the newborn during the first weeks of life. Data from a clinical trial involving
364 births to HIV-positive women showed a 67.5 percent reduction in the risk of
HIV transmission attributable to AZT therapy (Centers for Disease Control,
1994). Efforts are now currently in progress to define the minimum dosage
schedule for AZT in pregnancy. The trial results led the U.S. Public Health
Service to issue new interim recommendations for care of pregnant women who
meet the protocol eligibility criteria (Centers for Disease Control, 1994). How
ever, there are several reasons why the therapeutic regimen in the trial (Protocol
076) will not be applicable to women in sub-Saharan countries. The main ob
stacle is the cost of the drug and sophisticated clinical equipment. Another
obstacle is the requirement that babies be bottle fed with costly infant formula.
Several studies are now under way to discover whether the trial results can be
translated into a preventive strategy that can be used in developing countries,
using either a shorter course of AZT treatment around the time of delivery or a
lower dose of AZT (Cohen, 1995).

Vitamin A, dubbed "the anti-infective vitamin" as early as the 1920s, is
currently under investigation as an alternative method to reduce vertical trans
mission. Several recent studies that have evaluated the impact of vitamin A on
vertical transmission of HIV give reason for optimism that vitamin A can inex
pensively and easily reduce the risk of vertical transmission. In a 2-year study of
338 HIV-positive mothers in Malawi, Semba et al. (1994) found that women with
higher serum vitamin A transmitted HIV to their children significantly less often
than their vitamin A-deficient counterparts. The results were dramatic: 32.4
percent of women in the most deficient group transmitted HIV, while only 7.2
percent of women in the group with the highest serum vitamin A did so. Unfor
tunately, the research was nonexperimental, and it is possible that other nutri
tional or behavioral factors associated with serum vitamin A (such as general
nutrition) played a significant role.

Other studies have proposed that the usefulness of vitamin A is as a preven
tative measure for morbidity associated with HIV/AIDS in children, rather than
an inhibitor of HIV transmission per se. This hypothesis posits that vitamin A
serves to enhance the immune system, thus reducing the severity of opportunistic
infections or the duration of specific illnesses, rather than the likelihood of infec
tion per se. A randomized, placebo-controlled study of 118 children of HIV
infected women in Durban, Natal, found that all children showed improvements
in morbidity (measured in child-months of ill health) with vitamin A supplemen
tation and that children who were themselves HIV infected showed particular
improvement for diarrhea-related illness (Coutsoudis et aI., 1995). A recent
review of the effectiveness of vitamin A supplementation in the control of mor-
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KEY RECOMMENDATION 2. An increase in research funding
for the development of social and behavioral interventions aimed at
protecting women and adolescents, especially girls, from infection
deserves highest priority.

KEY RECOMMENDATION 3. More evaluation research is needed
to correlate process and outcome indicators-such as reported
condom sales and behavior change--with reductions in DIV inci
dence or prevalence.

RECOMMENDATIONS

Numerous interventions are being implemented throughout Africa, but most
are still information-based health education campaigns. Many of the messages
communicated are generic or vague and do not address specific risk behaviors.
Innovative approaches are typically small scale and lack rigorous evaluation.
Furthermore, it is not easy to demonstrate the success of a particular intervention
because it is difficult to define and measure such outcome variables as "better
health status" and to determine whether the intervention in question was the
reason for a desired change. Consequently, the need for solid evaluation research
is still urgent.

An important step in arresting the spread of AIDS in sub-Saharan Africa is to
recognize that, although African women have relatively high autonomy by the
standards of developing countries, their low and separate status remains a major
obstacle to HIV prevention. In many societies, the presence of unmarried,
postpubertal girls is a new phenomenon. Guidelines for their sexual behavior and
that of others toward them are not well established; their low social status makes
them particularly vulnerable. Moreover, in many areas of sub-Saharan Africa,
high HIV incidence has been detected among adolescents and young adults,
especially girls. Research on which to design culturally relevant programs tar
geted to adolescents and to adults who might be their sexual partners is an
important priority.
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bidity and mortality among young children in developing countries concluded
that "vitamin A supplementation can effectively reduce mortality rates in young
children, and probably also reduce the risk of severe morbidity" (Beaton et aI.,
1993:66). Although the exact role of vitamin A remains unclear, further research
into its effectiveness in inhibiting perinatal transmission and reducing the mortal
ity and morbidity of HIV-infected children is clearly warranted.



Recommendation 5-1. Interventions that promote gender equality de
serve high priority as AIDS-prevention strategies in every country.

A microbicide is not a quick-fix substitute for the fundamental structural
reforms necessary to achieve gender equality, but rather a temporary and partial
response to this problem as it influences HIV transmission (Elias and Heise,
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Recommendation 5-2. In the short term, a female-controlled vaginal
microbicide that would allow women to protect themselves without their
partner's participation is an urgent research and development priority
for international donors.

Women's primary source of risk is their society-wide subordination, not
their lack of knowledge (Heise and Elias, 1995). Governments can effect change
in many ways to empower women: reducing the financial necessity for multiple
partnerships by changing laws to give women equal access to training and jobs,
equal rights of inheritance and property ownership, equal access to education,
and equal wage scales; enacting and enforcing laws against rape; building the
capacity of women for collective action; and educating everyone about women's
rights. Enhancing the status of women is a long-term strategy that would have
many beneficial effects for development, in addition to the likely effect of reduc
ing the transmission of HIV and other STDs.

Rigorous designs, such as controlled intervention studies to assess the effec
tiveness of different prevention approaches, are needed. To date, few rigorous
evaluations of intervention programs in sub-Saharan Africa have been conducted
(see reviews in Choi and Coates, 1994, and Crump, 1995). Evaluations that have
been reported often lack precision in their measurement of risk behaviors and are
therefore not very informative. As a result, few strategies can demonstrate
whether they are effective. Barriers to rigorous evaluation research include lack
of human resources, expertise, financial resources, and equipment. Overcoming
these barriers requires major changes in research infrastructure. Nevertheless, it
is a priority to begin now a few large-scale behavioral interventions, including
adequate baseline surveys, multiround surveys, and longitudinal studies with
comparison cohorts, even if these interventions are relatively expensive. It is
only with these types of studies that more definitive information on the effective
ness of various interventions, which is so desperately lacking for most studies in
sub-Saharan Africa, can be obtained. The longer such studies are delayed, the
longer will exist the uncertainty about which HIV-prevention strategies work
best, for whom, and under what circumstances. In the interim, basic program
evaluation and some formative and operational research can be completed, and
such work should be required by donors as part of program implementation
awards.
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Recommendation 5-5. Research is needed to assess the effectiveness and
cost-effectiveness of the syndromic approach to STD diagnosis and treat
ment.
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Recommendation 5-4. Additional research should be conducted to de
termine the impact of specific STD interventions on the incidence of
HIV infection within defined populations.

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

Research is needed to determine the extent to which STDs help cause HIV
infection, to examine the importance of the behavioral synergy of STD and HIV
transmission, and to design more effective intervention programs. There is a
need for assessment of the relative efficacy and feasibility of various interven
tions for STD treatment and sexual behavior change in reducing HIV transmis
sion. This research includes assessing the effects of programs that target indi
viduals at high risk of acquiring and transmitting STDs, as well as the effects of
community-based STD programs. The interventions themselves could comprise
STD education, condom distribution, increased STD screening, and mass antibi
otic therapy. Data on the effectiveness of these interventions, particularly those
focused on decreasing STD prevalence, are essential for evaluating the impact of
STD reduction on the spread of HIV. Behavioral research on ways of ensuring
acceptance of various STD control strategies should be directly integrated into
the epidemiological research.

There is a need to reach mobile individuals and groups with comprehensible
and acceptable programs, particularly where linguistic and cultural barriers exist
between migrants and the local population. Ways of effectively providing pre
ventive services to the disenfranchised populations in the ever-growing urban
slums and in refugee camps need to be developed; a major challenge to such
programs is the lack of resources and social support for individuals in such
settings.

Clinical testing for STDs is expensive and not widely accessible. Therefore,
research is needed on better ways to identify STDs more accurately through
symptoms. In addition, new screening methods, including urine-based assays for
chlamydia and gonorrhea and self-administered vaginal swabs for trichomonas

1994; Heise and Elias, 1995). Yet in the same way that the use of spermicides by
women can reduce fertility, the use of a microbicide could, in and of itself, help
arrest the spread of HIV.



Recommendation 5-7. Operations research should be a high priority.

Recommendation 5-8. Research should be undertaken to measure the
impact of female-controlled barrier contraceptive use on HIV transmis
sion.
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The growth of the HIV/AIDS pandemic in the past 20 years in sub-Saharan
Africa has led to the development of institutional and community-based responses
and a corresponding need for operations research to improve the effectiveness,
cost-effectiveness, and quality of these responses. Primary research needs in
clude scaling up successful experimental interventions, improving the effective
ness and reducing the cost of existing programs, examining the cost-effectiveness
of linking HIV prevention with HIV/AIDS care, and improving the sensitivity
and specificity of criteria for targeting interventions.

Recommendation 5-6. For long-term program planning and resource
allocation, cost-effectiveness studies should be incorporated in donor
research work and the cost-effectiveness of HIV prevention compared
with that of other health interventions.

Studies should be undertaken to determine the effectiveness against STDs
and HIV of female-controlled barrier contraceptives such as female condoms and
spermicides. This research should encompass field-based studies of the accept
ability of these methods. Moreover, greater efforts need to be made to integrate
appropriate HIV/AIDS-prevention messages and programs for STD diagnosis,
referral, and treatment into family planning programs.

culture and bacterial vaginosis gram stain, should be incorporated into research.
Efforts are needed to make these techniques available and affordable in develop
ing-country settings for surveillance, diagnosis, and validation.

Few intervention evaluations have adequately assessed effectiveness in terms
of behavior change or seroincidence declines, much less cost-effectiveness. Re
sults of evaluation studies currently in progress in several countries in sub-Sa
haran Africa (Family Health IntemationallAIDSCAP, 1994) are expected to pro
vide data on the cost-effectiveness of various HIV-prevention strategies.
However, determining the effectiveness of HIV-prevention strategies is method
ologically complex and will take several more years to complete. In the mean
time, since resources are insufficient and may well decline further, efficient
resource utilization is paramount. Thus, basic analysis of overall program costs
and specific intervention costs is critical. Simple cost analyses and cost-effec
tiveness estimates could provide data that would be helpful for public health
decision making and program design.



Recommendation 5-9. Behavioral research is needed to develop effec
tive pregnancy-related HIV counseling programs.

Given the rapid spread of HIV among women in sub-Saharan Africa,
perinatal transmission continues to have a major impact on infant and child
morbidity and mortality among populations with a high HIV seroprevalence.
Studies using modified treatment regimens with Zidovudine (AZT), hyperimmune
gamma globulin, vitamin A, vaginal washes, and other means of intervention
should be undertaken to determine their overall effectiveness and cost-effective
ness in decreasing HIV perinatal transmission.
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ANNEX 5-1 SELECTED AIDS INTERVENTION PROGRAMS IN AFRICA
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• Behavior-change interventions
• Condom provision
• STD services
• Vocational and literacy

programs

• Behavior-change interventions
• Condom provision

• HIV testing and counseling
• Free condom provision
• Free spermicide provision
• Behavior-change

communications (videotape)

• HIV testing and counseling
• Free condom provision

• HIV/STD counseling

• Behavior-change interventions
• HIV testing and counseling
• Free condom provision

• Behavior-change interventions
• Condom provision
• Family planning

• Behavior-change interventions

• Behavior-change interventions
• Condom provision

Program Components

1,458 childbearing
women in Kigali

53 HIV-discordant
couples

5 rural communes,
100 km from
Kigali

Commercial sex
workers

Female prostitutes
and women
attending clinics

General population
(mostly married
males)

Ghanaian youth

500,000 couples in
Guinea

Commercial sex
workers

Target Population
and Size

Institution-based
(clinics)

Community-based

Community-based

Institution-based
(clinics)

Institution-based

Institution-based
(hospital)

Population-based

Population-based

Community-based

Intervention
Type

6. Nigeria

9. Rwanda

8. Rwanda
(Kigali)

I. Ghana

7. Rwanda
(Kigali)

4. Kenya

5. Malawi

3. Guinea

2. Ghana
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(area)
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Key Results

199

Reference

o Consistent condom use among sex workers rose
from 6 to 71 % in 6 months.

o After the intervention, 64% of those followed
up reported always using condoms with clients.

o The proportion of sexually active 15-year-olds
fell from 44 to 27%.

o Men reported an 18% decrease in sexual
partners over 3 months.

o In the first 6 months, 2.3 million condoms were
distributed.

o The proportion of counseled women who use
condoms increased from 10% at pre-test to 81 % at
post-test.

o STD treatment and control significantly
improved (88% of those counseled were cured;
77% of those in the control sti II presented with
STDs).

o Post-counseling, the reported ever use of condoms
increased from 41 to 71 %.

o Within the first year, the percentage of women
never using condoms fell from 25 to 3%.

o Post-test, >60% reported condom use in their
most recent sexual intercourse act.

o Post-test, "always" condom use doubled, from
12 to 24%.

o Condom use was associated with a lower rate of
new HIV infections.

o Discordant couples using condoms increased
from 4 to 57% after one year.

• Condom use increased from 7 to 22% of
women.

• HIV seroconversion rates decreased significantly
among women whose partners were tested and
counseled.

o Condom use increased from 4 to 44%.
• Reported ever use of condoms increased from 7

to 50%.

Asamoah-Adu et aI., 1994

Family Health Internationall
AIDSCAP, 1992

Hess, 1993

Ngugi et aI., 1988

Wynendaele et aI., 1995

Williams et aI., 1992

Allen et aI., 1992b

Allen et aI., 1992a

Mercer et aI., 1993



• Behavior-change interventions
• Condom provision

• Behavior-change interventions
• Condom provision

• Behavior-change interventions
• Condom provision
• Free HIV testing and

counseling

Program Components

Truck drivers and
their partners

Military recruits

1,500 attending
clinics in Kigali
and their partners

Target Population
and Size
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Institution-based
(workplace)

Institution-based
(workplace)

Institution-based
(clinics)

Intervention
Type

13. Uganda Community-based Young adults aged • Condom promotion and
(Rakai) 13-39 in rural provision by trained peers and

communities community health workers

14. Uganda Institution-based The general • Behavior-change interventions
(workplace) population; • Condom provision

400,000 workers

15. Zaire Institution-based 149 HIV- • HIV testing and counseling
(Kinshasa) (textile factory and discordant couples • Free condom provision

commercial bank)

16. Zaire Institution-based Commercial sex • Behavior-change interventions
(workplace) workers in • STD treatment

Kinshasa • Condom provisions
• Counseling and testing

17. Zaire Population-based 13 million urban • Behavior-change interventions
youth and their • Condom provision
parents

I 8. Zambia Institution-based 2 million people • Behavior-change interventions
(Copperbelt) (workplace, • STD treatment

school) • Policy component
• Survival skills workshop

19.Zambia Population-based General • Behavior-change interventions
population • Condom provision

II.Rwanda

12. Tanzania

10. Rwanda
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Key Results

o Consistent condom use rose from 7 to 22% in I
year.

o Prevalence of gonorrhea decreased from 13 to
6% among HIV-positive women.

o HIV seroconversion rates decreased from 4.1 to
1.8 per 100 person-years among women whose
partners were tested and counseled,

o Incidence of urethritis fell from 12 to 5% in 16
months.

o Condoms distributed increased from 60,000 to
700.000 in 6 months.

o Condom use among women rose from 50 to 91 %.
o Condom use among men rose from 54 to 74%.

o Reported ever use of condoms increased from
7.6% in 1990 to 12.5% in 1992.

o Condom use rose from 3.5% in 1990 to 14.5%
in 1991.

o Condom use increased from < 5 % to 71 %,
60%, and 77% at 1,6, and 18 months, respectively.

o Condom use among women rose from 8 to 60%.
o Annual HIV incidence fell from 18 to 3% in 2

years.

o Condom sales rose from 100,000 in 1987 to 18
million in 4 years.

o Fidelity rose from 29 to 46% in 6 months.

o Three STDs treated at four clinics declined by
54, 53, and 42%, respectively.
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Reference

World Health Organization,
1992c

World Health Organization,
1992c

Mwizarubi et aI., 1992

Konde-Lule et aI., 1994

World Health Organization,
1992c; McCombie
and Hornik, 1992

Kamenga et aI., 1991

Laga et aI., 1994

Population Services
International, 1994d

Mouli, 1992

o In the first year of the program, 4.6 million
condoms were sold.

o Among condom users, 50% indicated they first
used a condom within the months following PSI's
condom launch.

Population Services
International, 1994d
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ANNEX 5-1 Continued

Country Intervention Target Population
(area) Type and Size Program Components

20. Zimbabwe Institution-based 4,500 factory, • Behavior-change interve.ntions
(workplace) workers, families. • STD treatment

and local • Condom provision
community

21. Zimbabwe Institution-based Men. women, and • Behavior-change interventions
(Marondera) (workplace) youth • Condom provision

• Income generation for
commercial sex workers

22. Zimbabwe Institution-based 15,000 male and • Behavior-change interventions
(Eastern (workplace) female plantation • Condom provision
Highlands) workers and their • STD treatment

dependents • Home care & management

23. Zimbabwe Institution-based 3,500 miners and • Behavior-change interventions
(Rio Tinto) (workplace) their families • Condom provision

• STD treatment

24. Zimbabwe Institution-based 150,000 men, • Behavior-change interventions
(Mutare) (workplace) women and youth • Condom provision

25. Zimbabwe Community-based General population • Behavior-change interventions
(Bulawayo) and high-risk • Condom provision

groups • Income generation

26. Zimbabwe Community-based Women in the • Behavior-change interventions
(Gabarone) community • Communication and

negotiation skills workshop
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Key Results

• There was a decrease in the number of STD
patients in 3 years.

• There were 37,000 condoms a year distributed.

• Condoms distributed rose from 385,000 in 1991
to 962,400 in 1993.

• There was an 80% decrease in STD treatment.

• There were 3,600 condoms/month distributed.
• There was a 59% decline in the number of

patients treated for STDs.

• Condoms distributed rose from 500/year to
56,OOO/year after 2 years.

• STD patients at four clinics declined between 47 and 78%.

• The incidence of STDs decreased by 48% in 2 years.
• There were 2.5 million condoms distributed in 1992.
• The program was expanded to 10 additional workplaces.

• There were 2.5 million condoms distributed in 2
years

• Consistent condom use in commercial sex
workers rose from 5% in 1989 to nearly 50% in
1992.

• Positi ve attitudes toward condoms and expressed
confidence in correct condom use increased from
35 to 76%.

• Those reporting "always" use of condoms
increased from 28 to 50%.
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Williams and Ray, 1993

Williams and Ray, 1993

Williams and Ray, 1993

Williams and Ray, 1993

Williams and Ray, 1993

Wilson et aI., 1992

World Health Organization,
1992c
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Mitigating the Impact of the Epidemic

INTRODUCTION

As noted earlier, even if transmission of HIV were halted today, millions of
Africans who are currently infected would still develop AIDS and die over the
next 10 to 20 years. But transmission has not ceased. To the contrary, evidence
from a variety of populations in Africa suggests that seroprevalence either is
continuing to climb or has leveled off at discouragingly high levels (see Chapter
3). Approximately a dozen countries lying in a contiguous belt across central and
eastern Africa account for more than 80 percent of all estimated HIV infections
(see Chapter 1). For at least the next several decades, the HIV/AIDS epidemic
will continue to ravage African prime-age adults and their children with death
rates as much as 10 times higher than they would otherwise have been.

Although not immediately visible, the cumulative mortality effects of this
"slow plague" will be substantial. Through the year 2000, the impact of AIDS
will increasingly be felt on populations in the sub-Saharan Africa region, particu
larly those lying in the main AIDS belt. Increases in infant and child mortality
will be accompanied by increases in adult mortality and reductions in life expect
ancy. Population growth will decline more rapidly than expected, and African
populations in the year 2000 will be somewhat smaller than those projected in the
absence of AIDS. In many of the worst-afflicted countries, deaths will more than
double during the 1990s as compared with the number estimated without AIDS.
These additional deaths will put increasing strains on already overburdened
health-care systems and on individual households trying to manage with limited
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economic resources. Care and support for orphans will be a growing concern,
and traditional inheritance and other legal rights will be challenged.

AIDS is one of many diseases with potentially great economic significance
for developing countries. Diseases such as malaria and measles are far more
prevalent in Africa, yet there are reasons to believe that the economic impact of
AIDS will be greater. First, the fatality of AIDS and the duration of the illness
increase its impact per case relative to other causes of morbidity. The long
incubation period of HIV implies that the economic impact of existing levels of
infection will be felt for 10 years or more, even if all infection were to cease
today. The benefits of averting a case ofHIV (19.5 discounted healthy life-years)
are very high relative to other diseases (Over and Piot, 1993). By this measure,
HIV ranks lower than neonatal tetanus, but higher than other widespread illnesses
such as malaria, tuberculosis, and measles.

Second, HIV is likely to have a greater economic impact than other endemic
diseases because it affects primarily adults in their economically most productive
years (see also Chapter 3). In Africa, illness and death due to AIDS are concen
trated among two age groups: newborn children, who acquire it perinatally, and
adults between ages 15 and 50, who acquire it largely through sexual transmis
sion. If one were to weight the years gained by averting a case of HIV by their
productivity, HIV would rank highest among all diseases in tenns of the value of
preventing a case (Over and Piot, 1993). Adults aged 15 to 50 are usually the
economic backbone of their families and their communities, on whom both young
children and elderly parents rely for support. The illness and death of these
economically active prime-age adults result not only in lower incomes for surviv
ing family members, but also in all the other sequelae of poverty, including
worsened health and reduced investment in the survivors' future productivity.

Third, unlike many other endemic diseases, AIDS does not spare the elite.
Levels of HIV prevalence among high-income, urban, and relatively well-edu
cated men and women are as high as those among low-income and rural groups,
if not higher. Because wealthier, more-skilled, and better-educated subsets of the
population have higher levels of consumption and investment, command higher
wages, and are more likely to be employers, any disease affecting this group
relatively more than other groups is likely to have a greater economic impact per
case.

It is becoming increasingly evident that there is considerable divergence of
opinion between industrialized and developing countries about the appropriate
allocation of resources among various components of an African national AIDS
control program. Industrial countries prefer to respond to the current and im
pending impact of the epidemic in Africa by donating their energy and resources
to biomedical research and various prevention activities, while African govern
ments feel an obligation to allocate resources not only to prevention, but also to
mitigation of the direct impact on individuals and households already affected by
the virus.
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Whether directed at individuals with AIDS and their households or at other
levels of social organization, mitigation interventions divert scarce resources
from other uses, including efforts to prevent transmission. When individuals
voluntarily devote their own time and resources to help persons with AIDS or
their surviving family members, they demonstrate through their actions that they
place a high value on these activities. However, if governments are to channel
resources away from other useful objectives toward mitigating the impact of the
epidemic, there must first be reason to believe that the value to society of the
proposed government interventions is at least as great as the cost of the resources
devoted to the effort.

Thus, research on this issue might improve the efficiency of current expendi
tures, as well as present a case for or against additional spending. Research
questions arise about the degree to which resources should be diverted from
efforts to prevent HIV infection or from other general development programs to
finance mitigation interventions. On the one hand, these services provide access
to basic human rights, such as an adequate standard of living, health care, and
education. The obligation of governments and international organizations to
support basic human rights need not be debated here. On the other hand, re
sources are limited.

There are two logical preconditions for adopting government interventions
to mitigate the impact of the HIV/AIDS epidemic. First, certain social units or
groups must have indeed been substantially harmed by the epidemic. Second,
government programs designed to either limit the damage or target assistance to
those who have been harmed must produce effects above and beyond any adjust
ments that would be made in the absence of any interventions. Assuming that
such programs are feasible, policy makers need guidance in choosing which
programs to implement and how much to spend on such programs in view of the
many competing needs for government resources.

A great deal of attention has been devoted to attempting to limit the further
spread of HIV; considerably less thought has focused on identifying solutions to
the problem of coping with the millions of persons already infected with the
virus. To date, the small amount of research effort devoted to the effects of AIDS
on households and societies in Africa pales in comparison with the magnitude of
the problem. There is an acute shortage of quality studies on the economic,
demographic, and social impacts of the disease on families in Africa (Caldwell et
aI., 1993). Perhaps the most widely cited book on the impacts of AIDS in Africa
is based on a sample of approximately 130 households in Rakai, Uganda, of
which only 20 were affected either directly or indirectly by AIDS (Barnett and
Blaikie, 1992). Several other studies have been based on findings from fewer
than 50 households (see Caldwell et ai., 1993, for a brief review). The Paris
based International Children's Center is analyzing the impact of AIDS on 200
households that are the homes of people with AIDS sampled at a few selected
health facilities in Cote d'Ivoire, Haiti, and Burundi.
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IMPACT ON PERSONS WITH HIV

ISee below for a discussion on the length of the latency period from HIV infection to an AIDS
defining opportunistic infection in Africa. See Chapter 3 for a discussion of the differences in the
voracity of HIV-I and HIV-2.
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The largest study to date, and the only one based on a representative, popu
lation-based sample, is the World BanklUniversity of Dar es Salaam study of
approximately 800 households in Kagera, Tanzania, which has not been com
pleted as of this writing. This study promises to provide valuable information
about the economic impact of fatal adult illness in Kagera and adjacent, culturally
similar areas of Uganda, Rwanda, Burundi, and Zaire. The relevance of the study
findings for Southern or West Africa, where modes of production, fertility and
marriage patterns, female labor-force participation rates, and traditional gender
roles are different, is unknown. Consequently, the field suffers from the con
tinual recycling of a small number of research findings, liberally supplemented
with enormous amounts of anecdotal evidence of varying quality (Caldwell et aI.,
1993).

In the rest of this chapter, we first consider the impact of HIV/AIDS in sub
Saharan Africa on people with AIDS, and then the impact on their extended
family members and friends. We next consider the indirect effects of AIDS, both
demographic and economic, on society at large. At each level of social organiza
tion, we review evidence regarding the magnitude of the epidemic's impact and
explore the implications for the continent. We then examine the types of mitiga
tion programs that are currently being implemented. Finally, we present recom
mendations on future research and data priorities. Annex 6-1 briefly surveys
nongovernmental organizations currently implementing mitigation programs in
sub-Saharan Africa.

The ultimate fate of persons with HIV is well known. Virtually without
exception, within 10 years of contracting the virus, individuals develop full
blown AIDS and die.! But before the symptoms of AIDS develop, people living
with HIV infection face ostracism, poverty, physical pain, and fear of impending
death. Many individuals refuse to believe that they could be infected, and many
who suspect they may be seropositive refuse to be tested. Given the harsh reality
of the disease, some researchers have identified a surprising "underreaction" to
AIDS in Africa (Schoepf, 1988; Caldwell et aI., 1994). There are numerous
explanations for such an underreaction, including denial, shame, misunderstand
ing of the true risk of the disease, and a desire for silence because of the disease's
association with illicit sexual behavior. These and other more obvious reasons
for the silence about AIDS are discussed in detail in a seminal article by Caldwell
and colleagues, who suggest that fatalism may also playa strong role:



Stigmatization of the Seropositive

Despite the reports of an underreaction to the epidemic by some Africans,
there is no doubt that many people with AIDS in the subcontinent have been
subjected to trauma and isolation. In much of Africa, AIDS is still highly stigma
tizing, in part because of beliefs concerning its association with illicit sex. In
Ghana, for example, the disease has come to be widely viewed as a disease of
women, and more specifically of female prostitutes (Porter, 1994). Even in
countries hardest hit by the epidemic, such as Tanzania, AIDS is still very much
perceived as a disease of sin in certain provinces (Kaijage, 1994b).

Discrimination against people with HIV/AIDS may be directed not only at
those with the disease, but also at their families, friends, and caretakers and others
with whom they have contact. In some cases, family members continue to be
isolated, abused, or attacked after the death of the infected relation, partly be
cause, as explained above, in many societies in sub-Saharan Africa the disease
may be ascribed to supernatural causes, often associated with earlier misdeeds
(Castle, 1994). Families who care for their chronically ill relatives may try not to
Let the nature of the ailment become known (Lwihula et aI., 1993). A person with
AIDS in Burundi explained:

Now I am lonely, nobody comes to visit me except the doctor and the nurses.
Yet, I have many relations here. I have many friends! But everybody has

The most fundamental reason why the great majority of Africans are more
sanguine than might have been predicted with regard to the AIDS epidemic is
that they are not fully convinced that biomedical determinism is the only force
operating in the world.... [The] African attitude toward illness and death rests
on two partly related complexes of belief. The first is that there are different
levels of causation. One is certainly the "natural" biomedical one, but this is
triggered by other forces, chiding, punitive, or malevolent. The natural cause
can be checked and reversed if the underlying force can be identified and ap
peased. The other is the belief in destiny, stronger in West Africa than in the
East and South but probably not nonexistent in the latter areas. This, in its most
extreme form, holds that the date of death is written and changes in lifestyle
will not put off that event. The situation, even in most of West Africa, is
usually more complex than this because of the concept of the employment of
evil forces to cause premature death and the consequent need to identify this
danger and take remedial action. AIDS can, and almost always does, result in
premature death in that it occurs before old age, but such deaths predating the
prescribed time are never solely biomedical. The HIV virus is merely the
instrument (Caldwell et aI., 1994:233-234).

Whatever the correct explanation, this underreaction has obvious implica
tions for the speed with which African governments are forced to respond to the
epidemic and for the probability of persuading Africans to change their behavior
to contain the epidemic.
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Care for People with AIDS

In those parts of Africa where the epidemic is already fairly advanced, AIDS
has become a part of everyday life, and the need for care is most urgent. Exten
sive treatment protocols have been developed for people with AIDS in industrial
ized countries. However, these protocols are less relevant in Africa because of a
shortage of manpower and resources for the treatment and care of people with
AIDS and regional variations in the prevalence of certain opportunistic infec
tions, such as tuberculosis and Pneumocystis carinii pneumonia (Schopper and

Economic Hardship Due to HIV

Evidence about the magnitude of the economic impact of AIDS at the indi
vidual level is scarce and generally qualitative in nature (see below) (Ainsworth
and Over, 1994a, 1994b). Certainly, people with AIDS face high medical bills
and an uncertain economic future. As their health degenerates, illness results in
the loss of income-earning potential, while at the same time many persons with
AIDS spend their household savings in trying to treat various opportunistic infec
tions or find a cure for AIDS itself.

Anecdotal reports of workplace discrimination have been documented in a
number of African countries affected by the HIV/AIDS epidemic. For example,
in some areas of sub-Saharan Africa, employers are reportedly subject to prison
terms and fines if they hire HIV-infected people (Danziger, 1994). Government
officials in another country have encouraged employers to test workers and dis
miss those who are infected (Cohen and Wiseberg, 1990, cited in Danziger,
1994). The experience of AIDS-related discrimination can include social ostra
cism and exclusion from usual networks for accessing emergency resources.
Ignorance of modes of transmission of the virus can result in abandonment of
people with HIV/AIDS by their relatives and expulsion from the family safety
net, leaving the infected completely destitute (Awusabo-Asare and Agyeman,
1993).

abandoned me. I am disappointed! They certainly suspected that I had AIDS
(Ministere de la Sante, 1992, cited in IRESCO, 1995:35).

Although the various dimensions and repercussions of stigmatization may be
difficult to quantify, they are an extremely important aspect of the burden of
AIDS in the region. Increasingly, counseling in preventing new infections and
limiting the destructive forces of stigmatization and discrimination is being rec
ognized as an essential part of caring for people with AIDS.2
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Walley, 1992). Diagnosing HIV-related diseases and providing care for people
with AIDS in Africa is further complicated by the fact that HIV-related diseases
often develop atypical clinical manifestations and may occur simultaneously,
even in the same organs (Colebunders and Kapita, 1994). Furthermore, treat
ments are not available for some HIV-related diseases, and people with AIDS
often experience serious side effects of drugs (Colebunders and Kapita, 1994).

A great deal of debate and controversy surround the level of appropriate care
for people with AIDS (see, for example, Katabira and Wabitsch, 1991; De Cock
et aI., 1993; Biggar, 1993; Foster, 1994). For example, De Cock et al. (1993) set
forth the treatment and care needs at different stages of the disease process: the
seropositive person without symptoms of full-blown AIDS needs outpatient care
and prophylaxes for opportunistic infections; the mildly to intermediately ill
person needs to be actively treated for opportunistic infections as they arise; and
those in the end stage of the disease need access to hospice care and continuing
pain control. Unfortunately, providing extensive medical care to people at all
stages of the disease would be prohibitively expensive in Africa (World Bank,
1992a; Biggar, 1993; Foster, 1994; Ainsworth and Over, 1994a). Given the
magnitude of the problem and the corresponding amount of money that would
need to be transferred into the health sector from elsewhere, the question of what
constitutes adequate care for those with AIDS is, in all likelihood, more likely a
political than a research question. The challenge for researchers and the medical
community is to devise ways of treating people with AIDS at lower cost without
seriously compromising the quality of their care.

Several African countries are already experimenting with various models of
outpatient and home-based care as alternatives to hospitalization. Home-based
care is also an effective way to involve families and communities in AIDS care
and support (World Health Organization, 1991). Preliminary results from a study
of the costs of home-based care in Zambia indicate that community-initiated care
is considerably cheaper than hospital-initiated alternatives. Furthermore, the
average duration of a visit by a health-care worker was typically longer with the
community-initiated home care, indicating substantial variation in the types of
service provided under alternative health-care models (Chela et al., 1994). A
study of AIDS treatment costs in Tanzania found that a shift from inpatient to
outpatient care can produce considerable cost savings to the health-care sector
(World Bank, 1992a). In Rwanda, a training course designed to teach families
how to care for people with AIDS at home appears to have enabled the families to
do better with managing AIDS-related problems; moreover, the volunteer train
ers seem to have provided family members with much-needed emotional support
(Schietinger et aI., 1993). A review of six home-based care programs in Uganda
and Zambia seems to confirm the hypotheses that home-based care can improve
the quality of life for people with AIDS and reduces pressure on hospital beds
(World Health Organization, 1991).

At the same time, the results of a research project undertaken in South Africa
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indicate that a substantial proportion of the burden of caring for people with
AIDS could be borne in primary health facilities (Metrikin et aI., 1995).

The need for medical, economic, and emotional support implies that the best
care might be provided by a "multidisciplinary team" (Brugha, 1994). Perhaps
the best-known model of hospital-initiated outreach service is the Chikankata
program in Zambia, initiated in 1987. (Chikankata Mission Hospital is a 240-bed
general hospital run by the Salvation Army that serves a predominantly rural
community of approximately 150,000 nearby residents.) The mobile home-care
team consists of a clinical officer, a nurse, an assistant AIDS educator, and a
driver who visits between five and eight people each day, three days a week
(Chela and Siankanga, 1991).

Regardless of the level of outside medical attention that is available, how
ever, much of the care received by people with AIDS is provided by household
members. The largest portion of this burden is borne by women (Caldwell et aI.,
1993; Kaijage, 1994a, 1994b). Individuals, families, and communities need to be
better educated about how best to provide safe and compassionate AIDS care at
home. In this regard, WHO-in collaboration with The AIDS Support Organiza
tion (TASO), Uganda; the Nsambya Hospital, Order of St. Francis, Uganda; and
the Salvation Army Chikankata Mission Hospital, Zambia-recently developed a
handbook for AIDS home care for use in sub-Saharan Africa (WorId Health
Organization, 1993).

Early deaths due to AIDS are generating large numbers of people who are at
increased risk of poverty. A death in the household or the family as a result of
AIDS or any other illness can have profound implications for resource allocation,
production, consumption, savings, investment, and the well being of survivors
(Ainsworth and Over, I994a).3 As noted earlier, the age structure of the infected
population is heavily weighted toward those in their most productive years (see
Chapter 3), so that many of those who die are the sole breadwinners in the
household. Therefore, AIDS has an unusually devastating effect on the entire
household, both through loss of income and through dissolution of normal social
relationships within the family. Adults aged 15 to 50 are usually the economic

30ne of the most striking features of African social organization is that it downplays the role of the
nuclear family and, in its place, stresses the importance of kinship and clan networks. Consequently,
the interpretation of what defines a household or a family can vary considerably across societies.
Obviously, one cannot do justice to the complete range of patterns of social organization in Africa
here, but suffice it to say that the tenns "household" and "family" in Africa often refer to quite
different collections of individuals. This distinction is important to remember when comparing
household- and family-level impacts across different societies.
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backbone of their families and their communities, providers on whom both young
children and elderly parents rely for support. Consequently, the illness and death
of these economically active prime-age adults result not only in higher medical
expenses and lower incomes for family members, but also in many other sequelae
of poverty, including worsened health and reduced investment in the future pro
ductivity of their survivors. Because deterioration from AIDS is such a slow
process, many families exhaust their entire savings before the person with AIDS
dies. Furthermore, families lose income not only from the infected person, but
also from other family members involved in his or her care. This loss is espe
cially significant in families with more than one infected person. Finally, apart
from losing a valuable contributor to household labor supply, survivors may also
lose access to land, housing, or other assets.

Understanding and accurately predicting the long-term impact of HIV/AIDS
on society depends critically on our understanding of how individual decision
making is affected by the epidemic. For example, if individuals trust both in the
future and in their fellow citizens, they are more likely to save a portion of their
current income and invest those savings in risky, but potentially profitable, enter
prises. Savings from current consumption can be invested (directly or through
the intermediary of a savings bank or association) either in physical capital (e.g.,
a new irrigation pump) or human capital (e.g., a child's education or training).
Thus, the HIV/AIDS epidemic makes immediately relevant the question of
whether an individual's belief that he or she is or is likely to become infected
causes that person to save or invest less.

Some economists have argued that one of the underlying causes of slow
development in Africa has been the failure of states to develop dependable judi
cial and social mechanisms for enforcing contracts and thereby lowering the
transaction costs for all concerned. Will people continue to choose to invest time,
energy, and capital in social relations and the economy if they know that they, or
others around them, are HIV-infected? Normal social relations, built on a degree
of faith in the future and mutual trust, may be one of the most neglected casualties
of HIVIAIDS in Africa. Relationships of trust that depend upon the participants'
both knowing that they will be trading together for years to come may dissolve
quickly if one or both of the participants become aware that either is infected with
HIV. This observation raises the question of whether the epidemic, by reducing
the willingness of individuals to trust one another, increases transaction costs and
if so, whether government intervention could mitigate that increase.

Many AIDS researchers have indicated that people in Africa are uncon
cerned about HIV because of its long incubation period. Apparently, in the
calculus of everyday life, the slow plague is a low priority for many (Caldwell et
aI., 1994). By the time one dies from AIDS, the logic goes, one could well have
died from other things many times over (Schoepf, 1988). If a disinterest in long
term planning is independent of (or even partially causes) the sweeping preva
lence of HIV, we would not anticipate transaction costs to increase perceptibly
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The ability of a household to cope with an AIDS illness and death is clearly
a function of many factors, including the socioeconomic characteristics of the
household, the economic role of the person with AIDS within the household
(particularly how his/her illness affects household income), the household's ac
cess to alternative sources of income or support, the level of social and material
support available to the household, and so forth. It is analytically convenient to
divide the costs to the household of incurring a case of AIDS into three compo
nents: (1) direct costs associated with medical expenses; (2) indirect costs to the
household directly afflicted with AIDS in terms of forgone earnings; and (3)
indirect costs to other households, associated with contributing to funeral ex
penses or caring for orphaned children (Ainsworth and Rwegarulira, 1992).

Because AIDS manifests itself in a series of other diseases, the direct costs
incurred by people with AIDS in seeking medical attention prior to their death
can be considerable. The average cost of health care per HIV-seropositive patient
admitted to Mama Yemo Hospital in Kinshasa, Zaire, was US $170, compared
with US $110 per HIV-seronegative patient (Hassig et aI., 1990). The direct
costs of medical treatment of AIDS in Tanzania have been estimated at between
US $104 and US $631 per person (Over et aI., 1988). More recent estimates from
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with the rising prevalence of AIDS. In this scenario, AIDS would not add
significantly to all the other reasons for uncertainty or doubt already endemic to
the continent.

Most of the evidence produced so far on the impact of the epidemic at the
household level has been of extremely variable quality and often anecdotal in
nature. In one of the few field studies of the economic effects of AIDS in Africa,
Barnett and Blaikie (1992) describe the results of their fieldwork undertaken in
1989 on a sample of 129 households in the Rakai district of Uganda. The authors
were able to provide many rich anecdotes of how the 20 households in their
sample might have been affected either directly or indirectly by AIDS, including
a reduction in the production of food crops, a gradual depletion of household
assets, a withdrawal of children from school, and an increase in household mal
nutrition. However, they were unable to show that the epidemic had affected
producer-consumer ratios in these households, or indeed that any of the supposed
effects of AIDS were suffered more frequently or to a greater degree by the 20
AIDS-affected households than by other households. Furthermore, there was no
discernible impact on total agricultural production in the Rakai district. The
authors (Barnett and Blaikie, 1992: 102) conclude that:

... by 1989190, AIDS had not yet drawn adaptive responses in production and
consumption on a scale that dwarfed the many other adaptations households
make all the time in response to other rapid processes of socioeconomic change.
However, we believe that in certain localized areas AIDS is beginning to be the
major determinant of socioeconomic change.



Caring for Survivors: Children and the Elderly

Among the survivors severely affected by HIV/AIDS are dependents left
without economic support. The increase in the number of orphans resulting from
the HlVIAIDS epidemic may overwhelm traditional systems of adoption or insti
tutional-care alternatives, so that the development of feasible and culturally ac
ceptable models of child care for the minor children of people with AIDS will
become a major challenge in upcoming years (Preble, 1990; Obbo, 1993). At the
same time, elderly persons who have lost their adult children face potential eco
nomic hardship and the prospect of raising their grandchildren on their own.

Several studies have estimated the number of AIDS orphans that will result
from the AIDS crisis. The reliability of these studies is uncertain, and the esti
mates they yield vary widely. Nevertheless, the bottom line is that no matter
what the actual number, orphanhood as a result of AIDS will become an increas
ingly large problem (see Ainsworth and Over, 1994a, 1994b). In Africa, the
extended family usually takes the place of the social welfare systems in industri
alized countries. Furthermore, in some parts of the continent, but particularly in
West Africa, there is a strong tradition of children being raised by people other
than their biological parents (Page, 1989). These foster parents assume both the
costs and the benefits associated with childrearing. In Sierra Leone, foster par
ents can be relatives, friends, neighbors, or patrons, and many may not even be

South Africa and Zimbabwe indicate that the direct costs of treatment can some
times reach several thousand dollars per person (Ainsworth and Over, 1994b).

Besides the cost of medical care for the chronically ill, when the person with
AIDS eventually dies, the household encounters further costs associated with the
funeral and with lost production during a period of mourning. If the deceased
lived away from the village, the family must usually pay for the body to be
transported back to his or her home area, as well as for the transportation, food,
and lodging of mourners. These costs can be considerable. For example, in
Kinshasa, Zaire, families have been estimated to spend an average of US $320 for
the funeral of a child who died of AIDS (Foster, 1993, cited in Ainsworth and
Over, 1994a). In 1991, in the Kagera region of Tanzania, families were estimated
to spend approximately US $60 for a single death, of which 60 percent was spent
for the funeral (Over and Mujinja, 1993). Such expenditures are a substantial
burden in a country where gross national product per capita was US $100 in 1991
(World Bank, 1993). Households in Kagera also contribute to expenses associ
ated with the death of relatives who live outside the household. In 1991, this
contribution was estimated to be approximately US $7 per death, of which 79
percent was for funeral expenses. At the same time, the period of mourning may
have been reduced in Kagera from 7 to between zero and 3 days, a change
implying that the annual cost of lost production has become quite high (Lwihula
and Over, 1993).
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related by blood or marriage to the children they rear (Bledsoe and Isiugo
Abanihe, 1989). It is unclear, however, whether extended families can cope with
the large increase in orphans resulting from AIDS (Obbo, 1993). If they cannot,
orphans will have little social and economic support. For example, in 1990, there
were only 34 orphanages in the whole of Tanzania, sheltering a total of 1,083
children (Ainsworth and Rwegarulira, 1992). Compare this statistic with the fact
that in 1988, in Kagera region alone, there were an estimated 47,000 children
who had lost at least one parent and 8,000 who had lost both (Ainsworth and
Rwegarulira, 1992).

One problem for researchers has been to distinguish between AIDS orphans
and other orphans in societies where, for a number of reasons, orphanhood and
fosterage are not uncommon. In Kenya, the number of AIDS orphans is esti
mated at about 250,000 in 1995 and is anticipated to rise to more than I million
by 2005 (National AIDS Control Programme [Kenya], no date). In Uganda,
estimates of the proportion of children orphaned range from 7 to 16 percent
(Shuey, no date, cited in IRESCO, 1995). Some 40 percent of Zambian house
holds are estimated to have at least one AIDS orphan in their care (Social Policy
Research Group, 1993); those estimates are rising.

How will the loss of their parents early in life affect the lives of these
unfortunate children? The short answer is that we do not know. Ryder et al.
(1994) found no considerable health or socioeconomic effects of AIDS-related
orphanhood in a longitudinal study in Kinshasa, Zaire. The authors argue that the
mitigation of additional hardship for orphans was due to the presence of con
cerned extended family members. However, as noted above, it remains to be
seen whether this mechanism will continue to suffice as the numbers of AIDS
orphans increase. Furthermore, societies may differ in the degree to which neigh
bors and relatives serve as an informal safety net to protect the survivors in an
AIDS household. In Tanzania, a national assessment of families and children
affected by AIDS found that some orphans received the same treatment at home
as biological children, while others were distinctly disadvantaged (Tanzania AIDS
Project, 1994). Some orphans face many social and economic problems, ranging
from higher morbidity and mortality to a higher probability of dropping out of
school (Tanzania AIDS Project, 1994). In Zambia, some orphans face food and
clothing shortages, as well as a lack of access to education and health services
(Social Policy Research Group, 1993). Furthermore, the frequently reported
practice of property grabbing of the deceased's estate by the extended family
results in the orphan's loss of property and household goods (Social Policy Re
search Group, 1993). While the available anecdotal evidence cites a range of
serious problems that orphans may confront, there is a need for reliable estimates
of the frequency-or rarity-with which orphans slip through informal safety
nets to encounter these problems.

Orphanhood and the loss of traditional support mechanisms for the elderly as
a result of AIDS will unquestionably become increasingly large problems. We



INDIRECT IMPACT OF AIDS ON THE REST OF SOCIETY

This section addresses the indirect impact of the HIVIAIDS epidemic on
society at large, focusing in turn on demographic and economic impact.
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Morbidity and Mortality

In several African countries in the main AIDS belt, AIDS has already be
come the major cause of adult mortality, doubling or tripling the adult mortality
rates over levels that were already eight times higher than those in developed
countries. AIDS is also a growing cause of infant and child mortality, threatening
to reverse the reductions in infant and child mortality rates achieved to date. In
countries such as Uganda, where an estimated 1.3 million persons out of a total
population of 17 million are infected, AIDS looms as the predominant health
problem for the entire population.

The excess female morbidity and mortality from HIV infection have impor
tant implications for the social and economic roles of women. The rising infec
tion rates among women are accompanied by a corresponding rise in the number
of children with perinatal HIV infection, estimated at around 1 million cumula
tive infections as of 1994 (World Health Organization, 1994) (see also Chapter
5). Transmission rates of HIV infection from an infected mother to her child in
Africa are estimated to average about 30 percent, so the 70 percent of infants who
remain uninfected are potential future orphans as the result of the premature
death of one or both parents from AIDS (Chin, 1990).

AIDS has become the leading cause of hospital admissions in such cities as
Abidjan, Cote d'Ivoire, and Kinshasa, Zaire. In Abidjan, where the first AIDS

Demographic Impact

AIDS has a number of demographic and related consequences. Among the
more important are effects on future population growth, demand for health ser
vices, the size of the potential labor force, educational needs, and support for the
elderly. Moreover, household composition and living arrangements are influ
enced by the AIDS pandemic through orphanhood and widowhood. To under
stand the consequences of AIDS, a wide range of data is needed. It is necessary
to have baseline demographic information and to gather data on the progression
of HIV, perinatal transmission, the process of incubation, and mortality risk.

need to know how many orphans and unsupported elderly there will be; what
social mechanisms are being employed to care for them; what effects orphanhood
has on children's own development and on the welfare of the nation; and what
services could usefully be provided to these individuals, given resource con
straints.



cases were recognized in 1985, AIDS has rapidly become the leading cause of
death among men and the second leading cause of death, after complications
related to pregnancy and abortion, among women (De Cock et aI., 1990). In a
1990 study, 41 percent of male and 32 percent of female cadavers were found to
be infected with HIV. AIDS kills people in their most productive years, and now
ranks among the leading causes of potential healthy life-years lost in sub-Saharan
Africa. In the Abidjan study, it was estimated that 15 percent of adult male
deaths and 17 percent of male years of potential life lost resulted from AIDS,
whereas among women, AIDS accounted for 13 percent of deaths and 12 percent
of years of potential life lost. These figures probably underestimate the true
mortality due to HIV infection. Factors leading to an underassessment of AIDS
related deaths include the exclusion of pediatric patients, the rigidity of the case
definition used, a lack of clinical information concerning cause of death, and the
desire of seriously ill persons who leave Abidjan to die in their home areas.
Moreover, death due to pulmonary tuberculosis, the third-ranking cause of male
adult death, was not specifically counted as caused by AIDS, although 50 percent
of these cadavers were HIV-seropositive, and an important fraction of these
deaths was probably attributable to HIV infection (De Cock et aI., 1990).

In two community-based rural studies, in Masaka district and Rakai district,
Uganda, mortality among HIV-infected adults, at over 100 per 1,000 person
years of observation, was found to be 10 times higher than that among adults not
infected with HIV (Mulder et aI., 1994b; Sewankambo et aI., 1994). In both
districts, which have an underlying adult HIV prevalence of 8 and 13 percent,
respectively, HIV was found to be the leading cause of death among adults. For
example, over 80 percent of deaths in the 20-29 age group occurred among those
who were HIV-infected. In Rakai, HIV mortality was found to have resulted in
substantial slowing in the rate of natural population increase, although the popu
lation continues to experience a positive growth rate, even in that stratum of
villages where adult HIV prevalence exceeds 30 percent (Sewankambo et aI.,
1994).

Although data concerning mortality due to AIDS are scarce in other coun
tries, it is likely that AIDS is the leading cause of adult death in several African
cities and possibly some rural areas, especially those in the main HIV belt
(Kitange et aI., 1994; Nelson et aI., 1991; Sewankambo et aI., 1994; Mulder,
1994b; De Cock et aI., 1990).

The demographic impact of AIDS will continue to expand in the remainder
of this decade and into the next century as the epidemic continues to spread and
mature. The deaths to date have occurred among those individuals infected
relatively early in the epidemic, through the mid-1980s. In future years, those
infected since the late 1980s will develop AIDS and die. In general, in the
countries of sub-Saharan Africa, characterized by high population mobility and
urbanization, high levels of STDs, and a doubling of infection rates in less than
one year, there is a very limited time within which to curb the spread of HIV
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infection. AIDS has the potential to undo many of the current health, social,
developmental, and political gains in Africa.

Anticipated Future Impact

Mathematical modeling can help us anticipate the demographic impact of the
HIV/AIDS epidemic. The anticipated impact through the remainder of this de
cade would occur even if AIDS prevention and control programs were able to
reduce the incidence of HIV infection drastically in the coming years. The vast
majority of the excess deaths due to AIDS projected to occur in the 1990s will be
among those who are now in the incubation stage of infection. Furthermore,
WHO estimates that annual spending on AIDS control and prevention programs
would have to increase by more than a factor of five to reduce by half the number
of new HIV infections by the year 2000 (World Health Organization, 1993).

The results of several scenarios developed using the Interagency Working
Group on AIDS (IWGAIDS) model (Stanley et aI., 1989; Seitz, 1991) were
applied to 13 sub-Saharan African countries in which low-risk urban seropreva
lence was estimated to exceed 5 percent in the early 1990s (Way and Stanecki,
1994). For each country, the spread of HIV infection was projected based on
recent trends, and the impact of each country's epidemic was estimated using the
model (see Way and Stanecki, 1994, Appendix A, for a full description of the
methodology). In the discussion that follows, the projected demographic impact
for those 13 countries is presented for the year 2000.

In most African countries, the crude death rate is relatively low as the result
of a young age structure and recent declines in mortality. By the year 2000,
AIDS will double the number of deaths and the crude death rate in many of the
countries most affected by the epidemic, as compared with the levels expected in
the absence of AIDS (Figure 6-1). The magnitude of the impact varies because of
both the severity of the projected epidemic and the underlying non-AIDS mortal
ity levels.

As noted earlier, the HIV/AIDS epidemic in Africa is primarily hetero
sexual, with a consequently greater role for mother-to-child transmission. Al
though HIV transmission may occur in only one-quarter to one-half of births to
HIV-infected women, the fact that most of the children thus infected die before
age 5 implies a significant impact on the infant and child mortality rates. The
impact is relatively larger on the child than on the infant mortality rate since
many infected children survive beyond their first birthday, and since other causes
of mortality under age 5 tend to be more severe under age 1 (Figure 6-2).

Life expectancy at birth, the single best summary measure of mortality, also
shows a strong impact of the HIV/AIDS epidemic (Figure 6-3). Because AIDS
deaths are concentrated among children and young adults, their effect is substan
tial, reducing life expectancy by over 20 years in several countries. The impact of
AIDS on life expectancy at birth is not directly proportional to the severity of the
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FIGURE 6-2 Child Mortality Rate With and Without AIDS, for Selected Countries:
2000. SOURCE: U.S. Bureau of the Census, International Programs Center, personal
communication, 1995.

FIGURE 6-1 Crude Death Rate With and Without AIDS, for Selected Countries: 2000.
SOURCE: U.S. Bureau of the Census, International Programs Center, personal commu
nication, 1995.
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HIV/AIDS epidemic, however, since the number of years of potential life lost for
a death at a given age varies. For example, the death of a woman at age 30 in
Zimbabwe has a greater impact on life expectancy than the death of a woman of
the same age in Malawi since Zimbabwean women have a higher life expectancy
at that age, and hence more potential years of life are lost as the result of one
death.

Clearly, then, the impact of AIDS on a number of mortality measures in
affected countries will be great. Infant/child mortality and life expectancy, which
had experienced a 30- to 40-year period of improvement in many of these coun
tries, are already showing the impact of AIDS and will suffer further setbacks in
coming years. Development programs and child survival projects, which have
used such measures as indicators of program impact, will be forced to attempt to
factor out the effect of AIDS or develop alternative indicators.

But will AIDS decimate the sub-Saharan region? Will family planning
programs become redundant as the population of country after country begins to
decline? All indications are that these extreme outcomes will not take place.
Largely because of current high population growth rates resulting from high

FIGURE 6-3 Life Expectancy at Birth With and Without AIDS, for Selected Countries:
2000. SOURCE: U.S. Bureau of the Census, International Programs Center, personal
communication, 1995.
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4In rural Rakai district, Uganda, trading centers with an HIV prevalence of 35 percent among
adults had an annual rate of natural increase of 1.1 percent (Sewankamho et aI., 1994).

fertility levels, no country in sub-Saharan Africa is projected to experience a
population decline (negative population growth) as a result of AIDS. Several
factors will contribute to this result. Because of the long incubation period of
HIV infection, relatively high HIV seroprevalence is required to overcome the 3
to 4 percent growth rate currently found in most African countries. For example,
a national adult seroprevalence of 40 percent or higher would typically be re
quired (Stover, 1994).4

As discussed earlier, HIV seroprevalence approaching this level is currently
found in some urban areas. Thus far, however, no country has experienced, or is
even projected based on our analysis to come close to, such levels of infection at
a national level. Available data suggest that there are differences in sexual
behavior between urban and rural populations and that even within urban areas,
large proportions of the population do not engage in behaviors that put them at
risk of infection. These factors will tend, especially in the long run, to limit the
spread of the HIV/AIDS epidemic. In addition, AIDS intervention programs are
under way in most countries of the region. Although these programs are limited
in scope and resources, some evidence of behavior change is becoming available.
It is likely that additional change will result as the mortality effect of AIDS is felt
by increasing numbers of households in a country.

Projections indicate that population growth rates will be sharply reduced by
the impact of the HIV/AIDS epidemic, as one would surmise based on the above
data on crude death rates. In many countries, population growth rates in the year
2000 will decline by more than one percentage point as compared with those
expected in the absence of AIDS. Nonetheless, growth rates in the affected
countries will typically be around 2 percent, as compared with non-AIDS pro
jected growth rates of about 3 percent (Figure 6-4). The lowest projected growth
rate among these AIDS-affected countries is in Zimbabwe (about 1.2 percent).

How much effect will AIDS have on the future size of populations? As
shown in Figure 6-5, population size is clearly affected by AIDS, but the result
ing deficit in population is not too great. In the aggregate, the projected total
populations of the 13 countries in the year 2000 will be about 16.7 million lower
as a result of AIDS as compared with the non-AIDS scenario (224.8 versus 241.4
million). This difference, however, is not due entirely to AIDS deaths. Some of
the difference is due to the deficit in births to women who would have given birth
had they not died from AIDS (either as infants/children or as adults). In longer
term projections, there is also a cumulative effect of the deficit due to the lack of
births to those potential offspring.

An additional, potentially important impact of the HIV/AIDS epidemic may
also be noted: its possible impact on family planning programs. Populations



FIGURE 6-5 Total Population Size With and Without AIDS, for Selected Countries:
2000. SOURCE: U.S. Bureau of the Census, International Programs Center, personal
communication, 1995.
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FIGURE 6-4 Population Growth Rates With and Without AIDS, for Selected Countries:
2000. SOURCE: U.S. Bureau of the Census, International Programs Center, personal
communication, 1995.



Relationship Between Seroprevalence and Mortality Rates

In examining the impact of AIDS on society, it is useful to review the
arithmetic consequences for adult mortality of what is known or believed about
the epidemiology of HIV in sub-Saharan Africa. As discussed in Chapter 3, rates
of prevalence of HIV infection among low-risk adults in sub-Saharan Africa
range from zero among large portions of the rural populations of many countries
to as high as 30 to 40 percent among the urban populations of Zambia and
Rwanda. However, without careful attention to the arithmetic of this slow plague,
it is easy to overestimate the effect of even these very high infection rates on adult
mortality.

Table 6-1 presents the calculations required to approximate the mortality
impact of various levels of seroprevalence on a cohort of 1,000 African adults
aged 15 to 50. Column 2 of the table gives the number of adults in the cohort who
would be infected at each rate of infection in column 1. Columns 3 and 4 present

experiencing elevated mortality as a result of AIDS may be reluctant to accept
any services that may further reduce their completed family size (Wasserheit,
1989). There are as yet few formal data regarding this issue. However, in rural
Uganda, community health workers have expressed some reluctance to distribute
condoms, which were seen as further reducing birth rates in the face of popula
tion loss due to HIV (Joseph Konde-Lule, personal communication, 1995). In the
same setting, an STD control project encountered concerns regarding STD medi
cation because segments of the population were suspicious that the antibiotics
were actually oral contraceptives being administered as part of an overall plan
to reduce the local population through AIDS and family planning. These prob

lems were successfully resolved through community education (Nelson K. Sewan
kambo, personal communication, 1994).

AIDS is not the only major health problem in sub-Saharan Africa, but in
many countries throughout the region the impact of AIDS-at least until the year
2000 and perhaps well beyond-will increasingly be felt. Increases in infant and
child mortality will be accompanied by increases in adult mortality, reducing life
expectancy. Population growth will decline more rapidly than expected, and
African populations will be somewhat smaller in the year 2000 than they would
have been without AIDS. In many African countries affected by AIDS, deaths
will more than double during the decade of the 1990s as compared with the
number expected without AIDS. These additional deaths will put increasing
strains on already overburdened health-care systems and on individual house
holds trying to manage with limited economic resources. Care and support for
orphans will be a growing concern, and traditional inheritance and other legal
rights will be challenged. Although no country will experience an overall decline
in population, the impact of AIDS-not only demographic, but also social and
economic-will be enormous throughout the region.
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TABLE 6-1 Impact of Seroprevalence of HIV on the Annual Mortality
Experience of 1,000 African Adults, Aged 15 to 50

Total Deaths per
Annual Deaths from Year with
HIV with Median Median Incubation

Seropre- Incubation Period Deaths Period
valence Number Without
(%) of HIV+ 10 5 HIV 10 5

0 0 0 0 5 5 5

5 50 2.5 5 5 7.5 10

10 100 5 10 5 10 15

15 150 7.5 15 5 12.5 20

20 200 10 20 5 15 25

30 300 15 30 5 20 35.

45 450 22.5 45 5 27.5 50

90 900 45 90 5 50 95

NOTE: Annual deaths are estimated by assuming that (I) all infected individuals die of HIV within
2 x M years after their infection and (2) deaths are distributed uniformly from the first year of
infection to 2 x Mth year, where M is the assumed median incubation period. Thus, if M were 10.
5% of the infected would die each year, and if M were 5. 10% of the infected would die each year.
Adding the baseline deaths to the HIV deaths assumes that those who die of HIV are different
individuals from those who would have died in the baseline scenario. This assumption that the risk
of HIV does not "compete" with the baseline risks is approximately valid unless seroprevalence rates
become extremely high.

the number of deaths from HIV infection that would occur under two different
extreme assumptions regarding the median incubation period of the epidemic in
Africa. Thus, with an HIV prevalence of 20 percent, HIV would cause the death
of between 10 and 20 adults per year in this cohort. Column 5 presents the
baseline mortality for African adults in the absence of HIV infection, which is
assumed to be 5 per 1,000 in this age group. Columns 6 and 7 give the total
deaths in the cohort obtained by adding the baseline deaths to the deaths caused
by HIV under each of the two assumptions regarding the incubation period.

There is a good deal of uncertainty surrounding the length of time from HIV
infection to AIDS-related symptomatic disease and from symptomatic disease to
death for AIDS cases in sub-Saharan Africa. Some investigators have speculated
that the latency period from HIV infection to an AIDS-defining opportunistic



Economic Impact

HIV/AIDS and Per Capita Income Growth

The arithmetic of Table 6-1 has implications for the magnitude of the impact
of the epidemic on various aggregates of the population. Using a range of
sophisticated demographic models, demographers predict that the disease will
slow the rate of growth of the population in sub-Saharan Africa by approximately
one percentage point (Bongaarts and Way, 1989; Bos and Bulatao, 1992; Stover,
1993; Way and Stanecki, 1993; Bongaarts, 1994). While a reduction of one
percentage point in the rate of growth of an African population will not halt
population growth in countries that are currently growing at 3 percent per year, a
one-third decrease in the population growth rate is sizeable. If a family planning
program were to reduce the population growth rate of an African country by this
much, it would be declared a resounding success and would be presumed to yield
many benefits for the country.

It is obvious that a higher mortality rate is a terrible way to achieve a lower
rate of population growth and that a decrease in population growth caused by the
HIV/AIDS epidemic will generate immense human suffering that would not exist
if the same decrease were caused by a voluntary family planning program. How
ever, setting aside this difference, is it possible that the reduction in population
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infection may be shorter in sub-Saharan Africa than it is in North America or
Europe because of high levels of other infections that may occur concurrently,
such as malaria, trypanosomiasis, and filariasis, and are also known to have a
major effect on the immune system (Quinn et al., 1987). Furthermore, the time
between an AIDS-defining illness and death is substantially shorter in sub-Sa
haran Africa than in North America or Europe because most Africans do not have
access to or cannot afford drugs that prevent or treat AIDS-related opportunistic
infections or slow replication of the virus (Ryder and Mugerwa, 1994). Conse
quently, the length of time from HIV infection to death in sub-Saharan Africa is
shorter than it is in North America or Europe, and death rates are higher at every
level of prevalence (see Table 6-1). Recent results from a prospective cohort
study in rural Uganda suggest that progression from HIV infection to death in
sub-Saharan Africa is extremely rapid (Mulder et aI., 1994a).

Columns 6 and 7 of Table 6-1 demonstrate that a 20 percent seroprevalence
is likely to cause a 3- to 5-fold increase in prime-age adult mortality, from 5 to
15-25 per 1,000. Among groups where the seroprevalence rises to between 45
and 90 percent, mortality might rise by a factor of 10. However, it is important to
realize that, even with a 5-year incubation period, a 90 percent seroprevalence
would result in no more than 95 deaths per 1,000 per year. Note in particular that
a seroprevalence of 90 percent does not produce a mortality rate of 90 percent (or
900 per 1,000) in that year.

MITIGATING THE IMPACT OF THE EPIDEMIC



TABLE 6-2 Contrast Between the Impacts on National Economic Growth of
Comparable Reductions in Population Growth Caused by a Family Planning
Program and an HIV/AIDS Epidemic

PREVENTING AND MITIGATING AIDS IN SUB-SAHARAN AFRICA

HIV/AIDS Epidemic

Fl. When an HIV-infected worker
converts to AIDS, productivity is
reduced by sickness and absenteeism.
F2. Increased health-care expenses per
worker increase employer costs without
improving workers' net remuneration.
F3. The time of healthy workers is
diverted to care for the sick family
members.
F4. Increased worker attrition due to
AIDS sickness and death increases
employer costs per worker.
F5. To the extent that AIDS increases the
morbidity and attrition of top-level
managers and professionals, employers'
costs rise more for the same number of
deaths.
F6. Children may be withdrawn from
school to help at home, decreasing their
future productivity.

DI. The growth of the labor force slows.

B I. Increased expenditures on medical
care may come partly from savings,
slowing the accumulation of physical
capital.
B2. The presence of an epidemic may
induce households to increase their
precautionary saving in anticipation
of future health problems. This effect
offsets, to an unknown degree, the
additional costs incurred at the time
of AIDS sickness and death.a

Family Planning Program

C I. The growth of the labor
force slows.

EI. Reduced child care per
adult worker may reduce
absenteeism and
increase productivity.
E2. Increased schooling per
child may increase later
productivity.

AI. Fewer children will reduce
schooling expenses. A portion
of this reduction may be saved,
financing physical investment,
and a portion may be spent on
lengthening the schooling
of each child. Both of these
results would increase the
earnings of the next
generation of workers.

Source of Reduction in Population Growth
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Impact on
growth of
labor

Impact on
productivity
of workers

Impact on
growth of
capital

Nature of
Impact on
Income
Growth
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Source of Reduction in Population Growth
Nature of
Impact on
Income
Growth

Impact on
the mix of
workers

Impact on
the
efficiency of
the
production
process

Family Planning Program

G I . More-educated parents are
usually more likely to adopt
family planning. Thus, unless a
national program reaches out to
the poor with particular vigor,
it may reduce the growth rate
of educated workers more than
that of uneducated workers

II. None.

HlV/AIDS Epidemic

HI. The impact on the mix of workers
depends on the epidemiology of the
epidemic. In many sub-Saharan African
countries, education is a risk factor
for men and for their wives, while
poverty is a risk factor for single
urban women.

J I. Loss of a top manager may induce
chaos in the organization and destroy it.
12. Lower life expectancy among the
population may increase the rate at which
even businessmen discount the future and
therefore may reduce the enforceability
of contracts and increase crime.

III

"Only if households fully anticipated future health costs from AIDS sickness and discounted those
future costs at a relatively low discount rate would the precautionary saving of item B2 in this row
offset the increased medical costs of item BI. This level of precautionary saving seems quite unlikely
in poor sub-Saharan African societies.

growth caused by the epidemic could benefit the survivors? The differing conse
quences of the two processes in slowing population growth are worth comparing
to see why the HIV/AIDS epidemic might slow per capita income growth, while
the family planning program might speed it up.

Table 6-2 shows several differences between the impact on national income
growth of comparable reductions in population growth caused by a family plan
ning program and an HIV/AIDS epidemic. This table is based on a simple model
of economic growth, which assumes that the growth rate of national income
depends on the growth of the factors of production of national output--capital
and labor-and on changes in the efficiency with which these factors are used
and combined.

Both family planning and an HIV/AIDS epidemic are likely to slow the
growth of total national output simply because they both slow population growth.
However, Table 6-2 makes clear that the HIV/AIDS epidemic is likely to slow
output growth more than a similar decrease in population growth caused by
family planning. The first row of the table contrasts the positive likely impact of



SOf course, if the higher-income families reduce their children by a larger percentage than the
poor, they will also save more educational expenses and will therefore have more resources available
to be rechanneled into the education of the children they do have. This effect may partly offset the
change in mix described in the text.

family planning and the negative likely impact of the HIV/AIDS epidemic on
national savings rates. Although labor-force growth would be slowed in both
scenarios, the third row of the table shows that the family planning slowdown
would enhance labor productivity, while the HIV/AIDS epidemic will have six
distinct negative effects on labor productivity, both now and in the future. By
increasing employers' costs of labor relative to capital, the epidemic will bias
employers toward labor-saving and away from labor-using technologies.

The fourth row of the table points out that family planning and HIV infection
could both change the mix of workers in the same direction-toward a less
skilled work force. In the case of the family planning program, unless a national
policy of targeting the program to the poorest households is extraordinarily effec
tive, higher-income households will demand more family planning services and
make more use of the program than will the poor. By slowing the growth of the
educated labor force more than that of the uneducated, the program will have the
unintended consequence of decreasing the proportion of the work force with
more education.s

For HIV, the argument rests first on the ubiquitous observation that infection
rates are higher in urban areas, where average levels of education are the highest,
and second on the hypothetical link between male socioeconomic status and
casual sexual activity. Evidence from recent surveys of sexual behavior supports
the hypothesis that men of higher status (specifically, men with higher educa
tional attainment) have more casual sex partners per year (Carael et ai., 1994).
The finding holds for men throughout the world, and for eight of the nine sur
veyed African countries (Carael et ai., 1994). Thus it is not surprising that where
data on male HIV prevalence by socioeconomic status exist, they often show
higher prevalence at higher income or education levels (see Ainsworth and Over,
1994b, for a recent review of the evidence on the current rate of HIV infection in
sub-Saharan Africa by economic group). Since African populations are known to
have improved greatly their understanding of the causes of AIDS since the risk
behavior that resulted in the higher infection rates at higher social levels oc
curred, it is possible that this relationship has since been reversed. However, no
data have yet been collected to demonstrate that more highly educated African
men have responded to their improved knowledge of the causes of AIDS by (1)
having fewer casual sex partners than less-educated men, (2) having safer sex
more often than less-educated men, or (3) becoming infected at a lower rate than
less-educated men. Moreover, even if such changes have occurred, the pattern of
the epidemic for the next decade or two has been set by past risk behaviors and
prevalence patterns. Those patterns make it likely that HIV will kill relatively
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more of the more highly educated workers, thus changing the mix of the work
force toward the less educated. Note that higher prevalence and incidence of
HIV infection among the more educated are entirely consistent with higher num
bers of HIV-infected being uneducated. For predicting the impact of the epi
demic on economic growth, the rates are more important than the absolute num
bers.

Finally, the fifth row of Table 6-2 points to two more speculative impacts of
the epidemic. First, the loss of a top manager could cause his or her firm to
collapse. This outcome would occur in any situation where the skills embodied
in the departing manager were so rare in the country that they could not be
replaced in time to save the firm. Second, high levels of seroprevalence may
engender a reduced concern for the future, with potentially deleterious effects on
all formal or informal, explicit or implicit contractual relationships in the
economy.

Table 6-2 should make clear that similar declines in the rate of population
growth caused by family planning and by the HIV/AIDS epidemic could be
expected to have quite different impacts on economic growth. A few authors
have attempted to quantify the effects of HIV on macroeconomic growth in sub
Saharan Africa by constructing simulation models of African economies and
shocking them with HlV/AIDS epidemics that would reduce population and
labor-force growth from about 3 to about 2 percent per year. Cuddington and
Hancock (1994) and Cuddington (1993) have focused on the impacts of the
epidemic on savings and on the reduced productivity of workers on the job. Over
(1992) has modeled impacts on savings and the socioeconomic gradient of the
infection, as the latter affects the mix of workers across and within the rural and
urban sectors of the economy.

Cuddington and Hancock (1994) simulate the effect of AIDS in Malawi,
assuming that population growth slows by 1.2 percentage points, treatment costs
are financed entirely from savings, and workers with AIDS are half as productive
as their healthy counterparts. The authors predict that gross domestic product
growth rates would be between 0.2 and 0.3 percentage points lower in a medium
scenario and between 1.2 and 1.5 percentage points lower in an extreme scenario.
Under similar assumptions about treatment costs and productivity, but assuming
a slightly smaller slowdown in population growth, Cuddington (1993) predicts
that the epidemic would have a slightly smaller effect in Tanzania.

Over (1992) finds that the distribution of a one percentage point reduction in
labor-force growth rate within a population will determine whether the epidemic
reduces or increases the rate of growth of per capita income. Figure 6-6 presents
the simulated impact of a one percentage point decrease in the growth rate of the
population on the growth rate of per capita gross domestic product in 10 African
countries (Over, 1992). Note that not only the magnitude but also the direction of
the impact depend critically on which elements of the population are hardest hit.
If the infection rate of the more highly educated is twice or four times as high as



Ratio of Infection Rate of More- to Less-Educated in Labor Force

42

PREVENTING AND MITIGATING AIDS IN SUB-SAHARAN AFRICA

.5

Percentage Point Impact on Growth of Per Capita Income

-0.6 '--__.L-__---..J--------'-----------'-----'

that of the less educated, as is likely to be the case while HIV/AIDS remains a
predominantly urban epidemic, the disease may slow growth in gross domestic
product by more than it slows population growth, thereby slowing the growth of
per capita gross domestic product by as much as half a percentage point. In
economies that are struggling to return to positive per capita growth rates after
years of stagnation, this consequence represents a substantial additional handi
cap. On the other hand, if HIV infection follows the pattern of other endemic
diseases in developing countries by infecting a higher proportion of the poor than
of the nonpoor, the loss of these less productive workers will reduce growth in
gross domestic product less than proportionately, leading to a net increase in the
growth rate of per capita gross domestic product. This result, which is illustrated
by the left-most bar in Figure 6-6, parallels exactly the effects of the twelfth
century European black plague: the death of approximately one-third of the
population in approximately 3 years led to an increase in the ratio ofland to labor,
and thus increased the average productivity and wages of the remaining workers.

FIGURE 6-6 Sensitivity of the Estimated Impact of an HIV Epidemic with Respect to the
Socioeconomic Gradient of Infection. NOTE: Assumes that half of AIDS treatment
costs are financed from savings. SOURCE: Over (1992).
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Both of the models described above show that the impact of AIDS will
depend importantly on the nature and degree of reduction in savings caused by
the epidemic. Estimates of the impact of mv infection on individual savings
behavior will inform future macroeconomic models of the impact of the epi
demic. However, greatly improved understanding of the microeconomic dy
namic coping behavior of households will be required before such macroeconomic
models can fully capture the complexities of the effects the epidemic will have on
the economy.

Effect of the Epidemic on Sectors of Economic Activity

Illness and death from AIDS will affect productivity, turnover, training costs,
and resource allocation. Productivity is liable to suffer from absenteeism of both
sick and healthy workers. Sick workers will miss work because of illness; healthy
workers are liable to miss work as they care for the dying or attend funerals, the
latter being a custom which in Africa often involves extensive travel and can take
many days.

Policy makers sometimes inquire whether a few sectors of the economy are
likely to be particularly vulnerable to the mY/AIDS epidemic and therefore
might benefit from sector-specific mitigation policies. In this regard, it is neces
sary to distinguish between the health sector and all other sectors of the economy.

The Health Sector There is little disagreement that the health sector faces a
potential crisis. In the presence of a major HIV/AIDS epidemic, the health sector
will experience a large rise in demand, which will continue to increase in the
coming years, as well as decreased supply through increased worker absenteeism
and attrition.

AIDS will certainly result in a rise in the demand for health care, although
the magnitude of this increase is impossible to predict. Cost assessments of the
impact of the disease on the demand for health care are complicated. First, AIDS
increases the prevalence of opportunistic infections that are already widespread
in the region, such as tuberculosis, pneumonia, and malaria, and it is difficult to
recognize whether these diseases are symptoms of AIDS (Ainsworth and Over,
1994a). Second, there is a huge difference between the type of care that would be
provided ideally and the type of care that is realistic in sub-Saharan Africa, where
drugs for controlling opportunistic infections and skilled nursing staff are in such
short supply. While we can be certain that Africans will seek some medical care
for opportunistic infections and illnesses, research has yet to ascertain the per
centage of Africans with AIDS who seek professional medical care, the type and
amount of care they seek, or how much they pay for it. Nevertheless, the effects
of an increase in the demand for medical care in sub-Saharan African countries,
where this kind of service is already in short supply, cannot be welcome. In
addition to increasing health-care costs on both a personal and a national level,



services provided to persons with AIDS will further limit the availability of
professional-service time, hospital space, and medications for other patients, some
of whom will have curable maladies. In general, however, despite the obvious
seriousness of the epidemic for the health sector in Africa, just how the epidemic
will ultimately affect the supply, demand, and quality of health care on the
continent is still unknown.

The public sector provides a substantial portion of all health care in Africa,
and public health-care facilities can neither fairly raise prices in the short run nor
realistically increase capacity in the longer run. The public health system may
instead be forced to resort to rationing its hospital beds and to placing increas
ingly stringent service requirements on its publicly employed physicians in order
to keep them from leaving to work in private clinics. Neither of these solutions is
desirable. Whether the epidemic results in higher prices, as in a private system,
or rationed beds, as in most public ones, the result will be to crowd out some
patients suffering from curable ailments who have neither the money to pay for
private care nor the connections to obtain care in the rationed public system.

The health-care sector will also be confronted with the increased mortality of
health-care professionals due to HIV/AIDS. A recent study conducted in Zambia
indicated that female nurses at two hospitals have experienced a 13-fold increase
in mortality since 1980 (Buve et a!., 1994). Mann et al. (1986) found a sero
prevalence of 6.4 percent among 2,384 hospital workers in Mama Yemo Hospital
in Kinshasa, Zaire, although they found no difference in seroprevalence between
nurses providing care to people with AIDS and other nurses. To the degree that
health workers themselves succumb to AIDS, their greater scarcity will further
increase the price of, or reduce access to, care for the poor.

The medical costs of treating a person with AIDS are considerable. Exclud
ing associated costs such as transportation, medical care can cost hundreds or
even thousands of dollars per case (Ainsworth and Over, 1994b; Shepard, 1991;
World Bank, 1992a). Efforts at extrapolation are in their infancy and continue to
rely on guesswork for major variables. The more affected nations-Zimbabwe,
Kenya, Malawi, Tanzania, and Rwanda-may have spent between 23 and 66
percent of their 1990 public-health-care budgets on AIDS-related treatment alone
(Ainsworth and Over, 1994b). The factors identified as determining the level of
spending include the severity of the epidemic, the strength of the economy, and
the availability of medical care. AIDS commandeered far less of the total health
spending of these nations in 1990: between 3 and 30 percent (Ainsworth and
Over, 1994b). In Zambia, average costs of visits for people with AIDS in 1993
ranged from US $17 for care in a rural health clinic to US $66 for care at a district
hospital (Foster, 1993). Given that the demand for resources associated with
caring for HIV-infected individuals competes with other similarly urgent health
concerns, it is essential that we ascertain the most cost-effective approach to
treating people with AIDS.

How the health sector will and should adjust to the increasing demand and
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decreasing supply resulting from the HIV/AIDS epidemic must be studied as the
disease progresses.

Other Sectors For most other economic sectors, both demand and supply are
expected to decrease as a result of the epidemic; furthermore, the slow nature of
the epidemic will allow time for those sectors to adjust. The direct impacts of
HIV/AIDS in most economic sectors may therefore be difficult to detect.

The Agricultural Sector Agriculture constitutes the primary economic sec
tor of most of the African countries severely affected by the epidemic, employing
a large percentage of the labor force and accounting for a major portion of gross
domestic product and export earnings. For example, three of the sub-Saharan
African countries hardest hit by the epidemic-Kenya, Tanzania, and Cote
d'Ivoire--<lepend on agricultural products for over 70 percent of their exports; in
four of the other most severely affected countries-Burundi, Malawi, Rwanda,
and Uganda-that figure is over 90 percent (World Bank, 1992b). The effects of
HIV/AIDS on the agricultural sector are therefore likely to reverberate through
out the national economy of these countries. As the epidemic progresses, agricul
ture, like most economic sectors in Africa, will be forced to adjust in some way to
both the decrease in adult labor and the decrease in national demand.

Although there has been a great deal of conjecture about the impact of AIDS
on the agricultural sector, the analyses to date have generally focused on the
impact of an adult death on a given agricultural household; they ignore the
possibility that a neighboring household that has not suffered an adult death can
use the land that the affected household may not be able to use. In rural areas,
where the vast majority of the labor force is engaged in subsistence farming and
where migration to the city has already reduced the number of people of prime
working age, the additional burden of AIDS-related morbidity and mortality may
be significant. To the extent that agricultural labor is already fully employed,
AIDS can be expected to result in declining agricultural production relative to
predictions without AIDS. Yet analyses of the epidemic's impact on agriculture
have also paid scant attention to the reduction in demand for food crops, espe
cially from the urban sector. Insofar as AIDS-related deaths decrease national
demand for agricultural products relative to a no-AIDS scenario-as indeed they
must-the effects of a decrease in production may be mitigated. Data are not yet
available to clarify the net result, although the loss of the main food-producing
age group suggests that there will be a food deficit in the affected areas.

The ultimate impact of AIDS on production and exports will depend most
heavily on how households respond to the crisis. Households continue to consti
tute the major agricultural production units in sub-Saharan Africa; their decision
making about crop selection and labor inputs will shape the availability and
prices of both domestic foodstuffs and exports. Some subsistence crops, such as
maize, sweet potatoes, and cassava, are substantially less labor-intensive than



The Education Sector The education sector is likely to be affected by HIV/
AIDS. Both the numbers of children enrolled in school and the numbers of
teachers available to teach them are likely to decline as the epidemic proceeds.
The paucity of careful studies of the education sector makes it difficult to assess

export crops such as cotton or tobacco (Norse, 1991; Gillespie, 1989). Conse
quently, the epidemic may result in an increase in the production of subsistence
crops relative to export crops as the agricultural labor crisis deepens. Research
on the economic impact of AIDS in the agricultural sector is still too preliminary
to indicate whether this substitution will occur and what further impact it will
have.

It may also be noted that AIDS is just one of the many stresses on the rural
labor force. Africans suffer from many tropical and infectious diseases, and
identifying the distinct impact of anyone presents enormous difficulties in re
search design.

Attempts to measure the effects of AIDS on agricultural production have
found little conclusive evidence thus far. Barnett and Blaikie (1992) observe that
the abundant rainfall and types of crops grown in the Rakai and Masaka districts
of Uganda allowed even these heavily affected areas to adjust to the loss of adult
labor to AIDS. Gillespie (1989) estimates the impact of AIDS on each of the five
agricultural areas of Rwanda. He proposes that the impact of the epidemic on
agriculture will depend on how labor is employed: the seasonality of labor
demands, the degree of age and sex specialization, the independence of labor
inputs, the economies of scale in labor, and the feasibility of employing labor
saving technology. More empirical research is needed to test his hypothesis.

A rapid assessment of the effects of HIV/AIDS on farming systems and rural
livelihoods in Uganda, Tanzania, and Zambia was recently prepared by the Food
and Agriculture Organization (FAO) (Barnett, 1994). Despite the high national
seroprevalence and cumulative number of AIDS cases in all three countries, the
research team had difficulty documenting the impact of the epidemic. In Zambia,
they collected some evidence that the epidemic is affecting individual households
in certain areas. It is also having an impact on the supply of skilled and educated
workers in the estate sector, but this labor shortage does not have serious finan
cial implications. Only in one part of Uganda-Gwanda-was the research team
able to find significant impacts. Based on a study of only 14 households, of
which 12 were either affected or afflicted by AIDS, the team hypothesized that in
AIDS-affected agricultural areas, farmers will shift to more basic and less varied
food and other crop production. It is unclear, however, how the larger economy
is coping. Indeed, the study reports that in Kasensero, located a few kilometers
from Gwanda, it is very difficult to acquire employment because there is a sur
plus of labor. Despite numerous deaths from AIDS in this fishing village, there is
no shortage of fishermen; any fishermen who die are replaced quickly by new
ones.
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the degree to which these declines will compensate and what other effects they
wiU have on social organization.

On the demand side, the epidemic will reduce the number of children en
rolled in school. As children become ill, cohort size can be expected to drop; as
children are needed to care for ill family members, they may be withdrawn; as
resource-strapped families can no longer pay school fees or buy uniforms, chil
dren can be anticipated to stay home. Similarly, households headed by the more
educated, who have higher HIV infection rates, may view education as a risky
investment and thus choose to keep their children home (Ainsworth and Over,
1994a). As school cohorts decline in size, total costs associated with education
may also decline, although costs per student may reasonably be assumed to
increase.

At the same time, the supply of teachers may decline. Insofar as teachers are
infected and develop AIDS, there will be a reduction in supply; replacing them
will be both difficult and costly. For example, the World Bank estimates that by
2020, Tanzania will have lost some 27,000 teachers to the disease, and training of
their replacements will cost US $37.8 million (World Bank, 1992a). At the same
time, the total population paying for education will increase more slowly than in
a no-AIDS scenario.

Whether supply side and demand side factors will balance to maintain some
what steady expenditures per capita for education is unclear. One recent study in
Tanzania indicates that the net impact of AIDS on schooling expenditures per
capita may be slight (World Bank, 1992a), but this study has yet to be replicated
widely throughout the region.

Impact of the Epidemic on Firms

There are multiple anecdotal accounts of the impact of the epidemic on the
labor costs of individual firms, but there has been no systematic study of the
impact of AIDS on a random sample of firms in a severely affected African
economy. Of course, it must be emphasized that the ultimate measure of the
impact of the epidemic is not the effect on firms. If firms go out of business, but
their employees are able to find alternative employment, and their owners are
able to sell the firm's assets and reinvest those assets equally profitably else
where, then the impact of the firm closures will be very small. Conversely, if
firms are able to adjust with impunity, but their adjustment is at the expense of
individual workers and members of their households, then the damage caused by
the epidemic may be great. For these reasons, the definitive measure of the
impact of the epidemic is its effect on the well-being of households and individuals.

Nevertheless, firms are important because they provide employment and
facilitate the production and distribution of goods and services. Thus their well
being does, in fact, have an impact on the well-being of individuals. Skeptics
point to two reasons for doubting that AIDS is, or will soon be, a serious impedi-



ment to private-sector growth in Africa. First, even in the most severely affected
economies, attrition resulting from illness and death due to AIDS may not be a
large proportion of the total attrition in firms. Consequently, the additional cost
of recruiting replacements for sick or dead workers will be small in the context of
the recruitment that is necessary anyway. Second, even if attrition from AIDS is
large relative to that from other causes, the total impact on the firm will depend
on how difficult it is to replace the lost workers. Given the fact that most African
economies are operating with labor surpluses, skeptics suggest that hiring a re
placement worker with similar or superior productivity may be as easy as step
ping to the front gate of the firm and taking the first person in line. To make a
convincing case for a large impact of AIDS on individual firms, one would have
to refute both of these hypotheses.

Here again, few published studies are available to address these questions. A
study of the Zambian Sugar Company explicitly sought impacts of the virus on
the company and found none (Ministry of Health [Zambia], 1994). A study of 21
companies in Lusaka, Zambia, found that mortality of workers increased signifi
cantly between 1987 and 1991, but the percentage of deaths or of total worker
turnover attributable to AIDS was unspecified (Baggaley et aI., 1994).

To examine the reality of worker attrition in sub-Saharan Africa, we exploit
a new and unique survey of firms in Zimbabwe, Kenya, and Ghana. Coordinated
by the Africa Region Private Enterprise Development (RPED) project of the
World Bank, a team of economists selected a random sample of approximately
200 registered manufacturing firms in each of seven countries to learn how firms
respond to changing market conditions, especially with respect to the outward- or
inward-oriented policies of their respective governments. In the most recent
round of the survey, the investigators added one page of questions designed
explicitly to learn more about the two questions posed above. Results from only
three of the seven countries were available at the time this report was prepared
(World Bank Regional Program on Enterprise Development, personal communi
cation, 1995).

Table 6-3 presents basic information regarding firm size and attrition in the
three countries for which the relevant labor-force data are currently available
from the RPED database. The countries differ dramatically in average size of
firms, ranging from 300 workers in Zimbabwe to 50 in Ghana. Total attrition as
a percentage of total workers also varies across the countries, with attrition as a
percentage of total workers per annum estimated at 9.1 and 11.6 percent for
Zimbabwean and Ghanaian firms, respectively. The higher attrition in the Gha
naian firms is clearly not related to the severity of the epidemic, since the latest
data suggest a much less severe epidemic in Ghana than in the other two coun
tries.

The explanation for this seeming paradox is that attrition obeys roughly the
same statistical law in all three countries: small firms have high and unpredict
able attrition rates. Regardless of the country, the larger the firm, the more
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TABLE 6-3 Data on Worker Attrition in Zimbabwe, Kenya, and Ghana, 1994:
Total and by Sickness or Death

Attrition Due to Attrition Due to
All Causes Sickness or Death

Percent
Urban Total in Sample Percentage Percentage
HIV+ of All of All

Country (Low-Risk) Firms Workers Number Workers Total Workers

Zimbabwe 18.0 199 59,210 5,366 9.1 695 1.2

Kenya 15.0 214 17,126 1,325 7.7 151 0.9

Ghana 2.2 188 9,607 1,110 11.6 30 0.3

Total 601 85,943 7,801 9.1 876 1.0

SOURCES; Seroprevalence data from U.S. Bureau of the Census (1994). Other data from the
Africa Region Private Enterprise Development Project (World Bank Regional Program on Enterprise
Development, personal communication, 1995).

closely its annual attrition rate approximates 6 percent of its work force, Hence
the explanation for the higher attrition rate in Ghana despite that country's lower
HIV prevalence rate is simply that the average size of its firms is much smaller
than in Zimbabwe and somewhat smaller than in Kenya.

Assuming that the HIV infection rates given in the first column of Table 6-3
apply to the work forces of the firms in those countries, we can apply Table 6-1 to
estimate the attrition that would be expected as a result of HIV in each country.
In Kenya and Zimbabwe, respectively, seroprevalence of 15 and 18 percent means
that 1.2 and 2.3 percent of workers should be forced to leave the work force each
year because of AIDS. On the other hand, Ghana's 2.2 percent seroprevalence
suggests that fewer than 0.6 percent of workers should be forced to leave because
of AIDS. The last column of Table 6-3 demonstrates that the ranking of attrition
rates from sickness and death across the three countries does match their ranking
by seroprevalence. However, the attrition rates due to sickness and death are
systematically lower than would be expected based on the arithmetic in Table 6-1.

Thus, limited data suggest that there is a statistically measurable increment
to the worker attrition rate associated with HIV infection. Furthermore, the
differences among the three countries are statistically significant at the 99.9
percent confidence level. However, the magnitude of the effect is extremely
small, perhaps only half of what one would expect based on national seropre
valence. Of course, the main effects may be yet to emerge as more HIV-positive
people develop full-blown AIDS. Another possible explanation is that premature



6Ghana provided information on 95 percent of its deaths, Kenya on 86 percent, and Zimbabwe on
35 percent. Zimbabwe's lower completion rate was due partly to the fact that some large firms had
experienced more than nine deaths. Since the questionnaire had space for only nine questions, the
form was not physically able to handle the other deaths.

departures from a finn are hidden under another category, such as "fired" or
"quit," when in fact the departure was due to AIDS. If people systematically
return to their families in rural areas to receive care, this scenario is quite likely.
In the countries in this sample, attrition due to illness and death ranged from 3
percent of all attrition in Ghana to 13 percent of all attrition in Zimbabwe. Any
attrition is costly to a firm, but it seems unlikely that an increment of even 15
percentage points in the attrition rate would be enough to impede seriously a
firm's growth. Further examination of this question would require combining the
RPED data on worker attrition with data on firm profitability in order to study the
impact of the former on the latter.

Unfortunately, the RPED data do not categorize all hires and departures by
grade level. However, on the questionnaires for Zimbabwe, Kenya, and Ghana,
an additional page of questions was added to gather more complete data on the
first nine deaths in each firm. While compliance was not always perfect, of the
592 workers who had left because of death, some detailed information is avail
able on 258 (44 percent).6

Table 6-4 presents information on the difficulty of replacing workers by four
skill categories. Among the 229 workers for whom data on skill category and the
result of the replacement process were available, only 8 were professionals, while
the other 221 were grouped into the descending categories of "skilled," "opera
tor," and "unskilled." Focusing on these last three groups, we note that the
proportion of deceased workers for whom a replacement had beeri found as of the
time of the interview decreased with increasing skill level, from only 59 percent
for skilled workers and 56 percent for operators to 72 percent for unskilled.
Conversely, the proportion of openings that the employer was still trying to fill
declined from 12.1 percent for skilled workers to 2.4 percent for the unskilled.
We must also note that the response "do not plan to replace" was more frequent
than the response "still looking" for every skill category, sometimes by an order
of magnitude. Whether these responses represent downsizing, a change of job
description, an extended and expensive search, or a misunderstanding of the
questionnaire is impossible to interpret. Yet the data tend to indicate support for
the hypothesis that the labor market is tighter at the top of the skill spectrum than
at the bottom.

The last column of Table 6-4 gives, for those positions for which a replace
ment was found, the number of weeks the employer reported searching until
finding the replacement. Here again, though the sample size is small, there is
evidence that more search was required at higher than at lower skill levels. There
are a number of reasons to expect firms to spend longer searching for higher-
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TABLE 6-4 Relationship of Skill Level to the Ease and Speed of Replacement
of a Deceased Worker

Average Weeks
Decided Not to Find a

Number of Found a Still to Replace Replacement
Skill Category Observations Replacement Looking Employee for Those Found

Professional 8 I I 6 n.a.
(12.5%) (12.5%) (75%)

Skilled 58 34 7 17 3.1
(58.6%) (12.1%) (29.3%)

Operator 78 44 4 30 3.0
(56.4%) (5.1%) (38.5%)

Unskilled 85 61 2 22 1.7
(71.8%) (2.4%) (26%)

Total 229 140 14 75
(61 %) (6.1%) (33%)

n.a. = not available

SOURCE: Africa Region Private Enterprise Development Project (World Bank Regional Program
on Enterprise Development, personal communication, 1995).

skilled than for lower-skilled workers, such as the desire for better matching of
skills with job requirements among more important workers. Yet, firms in the
sample are apparently not typically required to engage in an extended search for
even a skilled worker. Of the 34 positions vacated by the deaths of skilled
workers and later filled, 8 were filled within one week, and another 15 required
only a second week of search. Based on these data, it is difficult to argue that the
deaths of skilled workers will greatly impede the operations of sub-Saharan Afri
can firms.

It has often been conjectured that the loss of a small number of elite individu
als in the economy can disproportionately disrupt economic and social activity.
If the maturing cadre of younger leaders is too small or too inexperienced to fill
adequately the roles of its deceased seniors, economic growth suffers. Table 6-3
presents data on worker attrition, but unfortunately these data do not permit a
breakdown of attrition rates by skill category of worker. If, in the absence of
AIDS, attrition among professionals and managers is much lower than the 6 to 12
percent attrition rates among the general work force, then a seroprevalence among
managers of 45 percent would, according to Table 6-1, increase the mortality rate
among this group by a factor of 10 (from 5 to 50 per 1,000). However, the results
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of the RPED survey reported in Table 6-4 demonstrate the difficulty of measur
ing the mortality rate among professionals through sample survey techniques:
even in a survey of 600 firms, the total number of top-level professionals is so
small that very few deaths are reported.7
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7Suppose that each of the 601 firms in the sample had only one professional- or managerial-level
employee, who was the head of the firm. Then the 8 deaths reported in Table 5-4 would constitute an
adult mortality rate of 13 per 1,000, which would be consistent with a seroprevalence of between 5
and 10 percent. If the average were two professionals/managers per firm, the mortality rate would be
only 7 per 1,000, a rate insufficiently high to show the effect of an HIV/AIDS epidemic. Of course,
firms whose head had died in the last year would be under-represented in the sample if such firms
were more likely than others to disintegrate.

Summary

The impact of HIV/AIDS on life in sub-Saharan Africa is fragmented. For
individual people living with infection and all the social ramifications it brings,
the disease is devastating. On the other hand, the epidemic may not have the
drastic effect on economies that was first imagined. Unifying these disparate
interpretations of the impact of AIDS is difficult. Clearly, preventing and assuag
ing human suffering is important. Yet not all people with AIDS are poor, and not
all of the poor have AIDS, so there are numerous other ways to allocate scarce
resources. With resources so precious, other poverty-alleviation intervention
efforts compete with AIDS mitigation for attention. How can mitigation of HIV/
AIDS be responsibly integrated into the general health-improvement/poverty
reduction package? We now turn to a discussion of mitigation programs, both
actual and potential.

Many donors believe that government or donor intervention is unlikely to
have much effect on the severity of the epidemic's impact, and that resources
would be better spent on interventions designed to prevent the spread of HIV.
These beliefs are unchallenged by any broad-based, representative, empirical
information about what kinds of programs are currently under way to mitigate the
impact of the epidemic on the survivors and how successful they have been to
date. Current interventions to mitigate the deleterious effects of HIV/AIDS in
sub-Saharan Africa are implemented by a variety of organizations, governments,
local and national nongovernmental organizations, international aid organiza
tions, and grassroots groups, and are targeted to a variety of recipients. Many of
these groups are performing important and worthwhile work. Yet the question
raised earlier of best use of resources returns: How can the negative impact of
AIDS on sub-Saharan Africa best be assuaged?



Mitigation interventions can be classified along three dimensions: by the
level of social organization of the intended beneficiary, by the type of social or
governmental organization rendering support, and by the type of support ren
dered. This section examines the distinctions that can be drawn along each of
these dimensions in tum and identifies associated issues.

t
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Providers of Mitigation Assistance

Providers of assistance can be family members, neighbors, local communi
ties, formal or informal financial institutions, local or international nongovern
mental organizations, or government agencies. Any of these providers can oper
ate with or without the support of bilateral or multilateral donors.

In view of the potential for opportunism discussed above, a critical issue in
the implementation of targeted assistance programs is the ease with which pro
viders of assistance can gather information on the characteristics of potential
recipients. Generally speaking, providers of assistance that are located close to
the potential recipients will have access to better information about recipients
than will a more distant provider. For example, family members and neighbors

Intended Beneficiary

Assistance can be provided directly to a person with HIV or AIDS, to the
individual's entire household, to a village or community affected by AIDS, to a
geographic region containing many villages, to a firm (whether it be in the formal
or informal sector), to a government entity (such as a university or ministry), to a
specific economic sector or industry (such as the trucking industry), or perhaps to
an entire national economy.

Since the provision of any kind of assistance to everyone affected in a coun
try would be prohibitively expensive, a key issue is how the recipients of assis
tance are selected. The assisting entity might choose beneficiaries informally and
subjectively, or it might use a formal set of targeting criteria to determine eligibil
ity. An alternative would be to provide a form of assistance that would have little
or no value to people outside the class of desired beneficiaries. An example of
such a "self-targeting" assistance program would be home care for people with
AIDS, which would be neither needed nor desired by a household without a
person having the disease.

The application of formal criteria for eligibility consumes resources that
could otherwise finance more of whatever type of assistance is being rendered.
Therefore, assistance agencies face the problem of designing criteria that will
discriminate successfully between intended recipients and others on a relatively
easy and inexpensive basis. Furthermore, all such targeting criteria, once known
to the public, are vulnerable in varying degrees to opportunistic behavior in
tended to divert assistance to recipients who would otherwise not qualify.



are in a better position to judge the need of an individual or household for
assistance than is a local nongovernmental organization, which in tum would
have an advantage in this regard over a national government agency or a bilateral

donor.

Types of Mitigation Help Being Provided

In evaluating the costs and effects of proposed programs, total program costs
must be categorized as fixed or variable. Then, for each type of program, it is
necessary to propose an indicator or output measure that can serve as the denomi
nator in computing both types of costs. The institutional framework or context
and its effect on costs, particularly on fixed costs, must be carefully specified as

well.
The fundamental evaluation issue is how to compare the outputs of the

different interventions. This comparison is relatively easy in the area of preven
tion because one can compare, at least theoretically, all the different possible
interventions with respect to the number of (primary and secondary) cases of HIV
each prevents per dollar. Not only is it difficult to compare the benefit of assist
ing an orphan to attend school with the benefit of averting a case of HIV infec
tion, but it is even difficult to compare the benefits of two mitigation interven
tions. For example, how does one compare a program that assists a dying person
with AIDS and another that helps the surviving household members? A related
issue is how to weigh assistance to improve a household's well-being immedi
ately after an AIDS death (for example, by providing food) against assistance that
improves the future well-being of the surviving children (for example, by helping
them to stay in school). One impact of the epidemic is an increase in the cost of
insurance. both formal and informal. Thus. a potential type of assistance would
be to subsidize insurance premiums. In the formal sector, this subsidy would
help people prepare for the possibility that a family member would get sick, while
also increasing the national saving rate. The comparable intervention in rural
areas without formal insurance might be to subsidize rural credit programs that
would help people self-insure ex ante through precautionary savings or cope ex
post with the shock of a death in the household.

While informal information about AIDS support projects is widespread,
databanks of "who does what" are rare and incomplete. Relatively little informa
tion is available about mitigation efforts, and certainly nothing is available about
their effectiveness.

There is an urgent need for hard data on the cost-effectiveness of alternative
mechanisms for assisting severely affected households. On the cost side, little is
known regarding the unit cost of delivering a package of welfare services of
known quality. A rather superficial investigation of nongovernmental organiza
tion social and economic support activity reported in the annex to this chapter
indicates that large numbers of organizations are engaged in these activities and
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that many of the best-developed of these organizations do not exist primarily to
respond to the epidemic. This suggestive information calls for a deeper investi
gation of the characteristics of the broad range of for-profit and nonprofit non
governmental institutions involved, regardless of their previous connection to the
epidemic, and of the links between these characteristics and the institution's
capacity to implement various kinds of prevention and mitigation programs.
Such research would inform, for example, the development of criteria to be used
in judging the relative competence of alternative nongovernmental organizations
bidding for a given contract.

RECOMMENDAnONS

The following are recommendations for future research in the area of miti
gating the impact of the HIV/AIDS epidemic.

KEY RECOMMENDAnON 4. Research on mitigating the impact
of the disease should focus on the needs of people with UIV/AIDS.

A great deal mbre is known about designing and implementing HIV-preven
tion programs than is known about providing care to the millions of people in
sub-Saharan Africa already infected with the virus. Simple, cost-effective solu
tions to daily living problems faced by persons with AIDS, such as palliative
care, part-time home care, and group counseling, may make larger, more expen
sive interventions unwarranted.

Recommendation 6-1. Research efforts to evaluate the impact of UIV/
AIDS on individuals, households, firms, economic sectors, and nations
are badly needed.

Research on impact should incorporate both qualitative and quantitative ap
proaches to data collection and should evaluate both short- and long-term effects.
Of particular interest is research that would permit an understanding of the im
pact of HIV/AIDS on poverty and on individual decision making. Research is
needed to ascertain whether decreased life expectancy reduces willingness to
save or invest in financial and real assets, in human capital, and in the relation
ships necessary to maintain social interactions. In the long term, the impact of
HIV/AIDS on sub-Saharan Africa will depend on the strength and malleability of
social and economic networks in accommodating the changes that are occurring.

Recommendation 6-2. Since the attempt to assist directly every affected
household would be financially nonsustainable, research is needed on



Recommendation 6-3. Discovering the optimal roles of government,
nongovernmental organizations, and donors in DIV/AIDS prevention
and mitigation is critical and requires further study.

The epidemic has already affected millions of households in sub-Saharan
Africa and will continue to do so for at least the next 20 years. Efforts to mitigate
the effects of the disease have been uncoordinated and poorly targeted, and their
ability to provide solutions for those infected and their families remains to be
proven.

PREVENTING AND MITIGATING AIDS IN SUB-SAHARAN AFRICA

criteria for determining which households and communities should be
targeted for assistance and which institutions should deliver that assis
tance.

Governments are now moving to decentralize and privatize AIDS programs
by contracting, licensing, or franchising activities to various types of nongovern
mental institutions. Research is needed on the determinants of the effectiveness
of nongovernmental organizations, including those not devoted primarily to AIDS
prevention and mitigation, in a variety of AIDS prevention and mitigation activi
ties. Care is needed in defining the technical assistance needs and the absorptive
capacities of nongovernmental organizations, to enhance their roles in research
and prevention and to avoid overload and inefficient use of scarce resources.
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ANNEX 6-1: A BRIEF SURVEY OF NONGOVERNMENTAL
ORGANIZATIONS IMPLEMENTING MITIGATION PROGRAMS IN

SUB-SAHARAN AFRICA
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Percent Naming as
Number of Goal or Objective
Questionnaires

Country Received Prevention Mitigation

Cameroon 25 100 32

Cote d'Ivoire 5 80 60

Kenya 5 80 40

Tanzania 22 45 27

Zambia 13 8 8

Zimbabwe 5 100 80

Total 75 65 32

MITIGATING THE IMPACT OF THE EPIDEMIC

In an attempt to alleviate partially the dearth of infonnation on mitigation
activities, the panel recruited consultants in each of six sub-Saharan countries to
administer a standard questionnaire to a selected sample of nongove~mental
organizations (NGOs) in each country. The first and second columns of Table
6A-Ilist the countries that participated in the survey and the number of question
naires received from each.

There was no attempt to define a fonnal sampling frame for each country,
but the consultants were asked to sample a broad range of NGOs, not restricting
themselves to those that were established explicitly in response to the HIV/AIDS
epidemic. Because the consultants were themselves associated with the struggle
against the epidemic in several countries, this strategy was successful only in
Tanzania and Zambia, where few of the NGOs sampled are explicitly related to
the epidemic (see column 3 of Table 6A-I). Ironically, in Cameroon, where the
epidemic and the struggle against it are less advanced, all the examples in our
sample of NGOs mention AIDS prevention among their objectives or goals.
Column 4 of Table 6A-I shows that among the NGOs that mention AIDS in
describing themselves, approximately half also mentioned mitigation of the
epidemic's impact.

TABLE 6A-I Sample of Nongovernmental Organizations
by Country, and Whether Prevention or Mitigation of the
Impact of AIDS is Among Their Objectives or Goals



NOTE: The number of responses to each question is given in parentheses.

Table 6A-2 presents the responses to several of the questions in the survey,
classified by whether or not the NGO mentioned AIDS among its goals or objec
tives. Since most of the NGOs outside Tanzania and Zambia are connected to
AIDS, the differences between the two groups might also be due to differences
between NGOs operating in Tanzania and Zambia and those in other countries.

As might be expected, the NGOs established for purposes other than AIDS
are on average about 13 years older than those whose objectives or goals mention
the epidemic. Perhaps because these general-purpose NGOs are older, they seem
to be better established by any of the other measures in Table 6A-2. That is, they
have 43 percent more workers and four times as many salaried workers. The
average dollar budget of the 14 non-AIDS NGOs answering the questionnaire is
almost 12 times as large as the average budget of the 28 AIDS NGOs inter
viewed. The non-AIDS NGOs count more households, communities, and firms
as beneficiaries. The AIDS NGOs exceed the other NGOs on only one dimen
sion-the average number of individual beneficiaries-and this difference disap
pears if we drop one outlier that claims to serve 1.5 million individual beneficia
ries throughout Cameroon.

Similarly, we can separately examine the 48 AIDS-related NGOs to discover
that those which mention mitigation of the impact of the epidemic are about the
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TABLE 6A-2 Comparison of AIDS and Other Nongovernmental
Organizations (NGO): Scale of Operations

General AIDS
Characteristic of NGO NGO NGO Total

Average year of origination 1973 1986 1982
(26) (49) (75)

Total workers (volunteer & salaried) 97 68 78
(26) (49) (75)

Percentage of workers who are volunteers 32 76 61
(26) (49) (75)

Monthly expenditure (in 1995 US dollars) 12,749 1,097 4,981
(14) (28) (42)

Total number of individual beneficiaries 3,661 37,094 25,786
in last 3 months (23) (45) (68)

Total number of household beneficiaries 55,057 28 18,640
in last 3 months (23) (45) (68)

Total number of community beneficiaries 26,538 2,739 10,788
in last 3 months (23) (45) (68)
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FIGURE 6A-1 Types of Mitigation Interventions Provided (total of all countries).

same age as those which do not. However, they have smaller budgets and fewer
workers, use a smaller percentage of volunteers, and serve fewer individuals and
firms, although they serve more communities and are more urban, than those
which do not mention mitigation.

Figure 6A-1 presents the types of mitigation interventions offered by the
NGOs in the sample. The question of intervention type is pertinent to the ques
tion of effectiveness, as discussed earlier in this chapter. Although the sample is
small and not random, this graph demonstrates the diversity of projects loosely
termed "mitigation." Surprisingly, economic assistance, whether in cash or in
kind, constitutes only 26 percent of the mitigation effort. If self-help projects are
added, the cumulative total is still only 34 percent. Counseling, which has both a
supportive and preventative role, is the primary service provided by NGOs for
people with HIV/AIDS in Africa; 50 percent of the program components de
scribed by the NGOs fit into this category.

Figure 6A-2 shows how many program components per NGO are dedicated
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FIGURE 6A-2 Primary Beneficiary of Mitigation Efforts.

to providing services to each of three beneficiary groups: individuals with AIDS,
their families, and the community as a whole. Each of the three groups is
beneficiary of about one-third of the program components, but the families of
people with AIDS are the intended beneficiaries of slightly more components
than either the people with AIDS themselves or the community at large.

Table 6A-3 compares the sources of funding for AIDS and non-AIDS NGOs.
Although AIDS NGOs are smaller and have smaller budgets than other NGOs,
Table 6A-3 reveals that they take less advantage of every source of financing than
do the other NGOs. With due regard to the small sample, which renders the
differences statistically insignificant, and the fact that almost all the non-AIDS
NGOs are in two countries, Table 6A-3 communicates the strong suggestion that
AIDS-related NGOs are doing less than they could to raise funds. Similar analy
sis of only the AIDS NGOs shows that those which profess mitigation as one of
their objectives are slightly more likely than those which do not to gain funds
from both religious and nonreligious sources, while having equal access to bilat
eral donors and beneficiary fees. The mitigation NGOs are also slightly less



TABLE 6A-3 Comparison of AIDS and Other Nongovernmental
Organizations (NGO): Funding Sources

J

Percent Receiving Funds
by Type of NGO

General AIDS Multipliera

Sources of Funding NGO NGO (t-statistic)

Fees charged beneficiaries 23 13 2.43 (1.6)

Member dues 77 71 0.19 (-2.5)

Government grants 42 2 3.25 (2.2)

Local groups 54 29 8.85 (3.9)

International religious organizations 27 20 1.15 (.27)

International nonreligious NGOs 81 33 2.64 (1.5)

International bilateral donors 54 31 3.71 (2.5)

Other 58 57 1.26 (.59)

N 26 49
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GMultipliers are the antilogs of the coefficients on the dummy variables for the indicated
funding source in a regression explaining the logarithm of the monthly dollar budget. The R
squared is .83 on 41 observations, and the antilog of the estimated constant term is US $191,
with a t-statistic of 8.3.

likely to fix membership dues, perhaps because many of the individuals they
serve are destitute as a result of the epidemic.

The last column of Table 6A-3 explores the question of whether some of the
funding sources are statistically more associated than others with (the logarithm
of) the monthly dollar budget of the type of organization. The regression fits
extremely well, with coefficients that are highly statistically significant on sev
eral funding categories. The figures listed in column 3 of Table 6A-3 are esti
mates of the multiple by which an organization could increase its monthly budget
if it took advantage of one of these funding sources, having not previously done
so. Note that organizations that are successful at tapping the resources of local
community groups achieve monthly expenditures 885 percent larger than those
which do not. The source of funds with the second-largest estimated impact on
monthly expenditures is the bilateral agency representing a developed country,
which is estimated to increase monthly expenditures by 271 percent. Local



government resources come next, with an estimated increase of 225 percent,
while reliance on membership dues is apparently associated with a net decrease
in total expenditures of 81 percent. A possible interpretation of this last finding
is that members are quite parsimonious with organization resources when those
resources come from their own pockets, but less so when the resources are raised
outside.

The 75 individual NGOs in the sample operate a total of 288 separate pro
grams or program components. Using the organization's description of the ac
tivities associated with each program, it is possible to score each component with
a zero or a 1 on mitigation, depending on whether it includes any social or
economic support activities. Such programs can provide substantial assistance to
AIDS-affected households, regardless of whether the program was originally
intended to address the impact of AIDS.

Table 6A-4 shows the percentage of programs capable of helping households
and other social units cope with the impact of AIDS by type of NGO. Of the 171
programs operated by AIDS-related NGOs, 58 percent have a social or economic
objective and thus can help individuals, households, or other social units cope
with the impact. However, the proportion of the 114 components operated by
other NGOs that includes social or economic activities is 50 percent, almost as
large. The lesson here is that governments should not look only to AIDS-related
NGOs as potential operators of mitigation programs. In fact, if the greater expe
rience and resources of the non-AIDS NGOs in this sample can be generalized to
other settings, a mitigation program may have more chance of success if it is
implemented by a non-AIDS NGO.
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TABLE 6A-4 Operation of Social and Economic
Programs by Nongovernmental Organization Goals

Type of Program

Goal of NGO Mitigation Other Total

Prevention 99 72 171
(58%) (42%) (100%)

Other 57 57 114
(50%) (50%) (100%)

Total 156 129 285
(55%) (45%) (100%)



7

Building Capacity for
AIDS-Related Research

INTRODUCTION

In this report, the panel identifies research and data priorities intended to
improve our understanding of the social and behavioral factors influencing the
spread of HIVIAIDS in sub-Saharan Africa. In turn, this understanding can be
used to inform the development of prevention and mitigation strategies designed
to arrest the spread of HIV/AIDS. The panel realizes, however, that if effective
research is to be undertaken and research results are to be applied appropriately
and effectively, the necessary infrastructure must be in place, a prerequisite that
is often lacking in sub-Saharan Africa. As a reSUlt, virtually all research under
taken on AIDS in sub-Saharan Africa to date has been made possible only with
technical cooperation and foreign assistance from the international community.

Thus, beyond the immediate challenge of the panel's mandate-identifying
the critical research questions-there remain enormous practical challenges of
actually obtaining the answers: Who is going to do the research, where, and with
what resources? The objective of this chapter is to identify the constraints on
conducting research in sub-Saharan Africa and to offer a series of recommenda
tions for addressing these constraints in the short term. It is worth noting that
although the focus of this chapter is on capacity building for HIVIAIDS-related
research, many of the obstacles identified here are also hindrances to optimal
management and implementation of AIDS prevention and mitigation efforts.]

]For further discussion of the obstacles to implementing successful AIDS-prevention programs,
see N'Galy et al. (1990).
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There are no easy solutions to these problems, but after discussing each in tum,
we make several recommendations that may marginally improve the situation in
the short run and should be considered in developing any long-term strategies for
conducting and applying research in sub-Saharan Africa.

• Insufficient/poorly allocated funds,
• Inadequate manpower,
• Unintended negative consequences of donor policies,
• Inadequate coordination of research efforts, and
• A harsh environment for conducting research.

Problem Statement

PREVENTING AND MITIGATING AIDS IN SUB-SAHARAN AFRICA

Data Sources

This chapter draws on two types of information: (1) existing documents,
including evaluations of national AIDS control programs conducted in the late
1980s and early 1990s; and (2) interviews conducted by members of the panel
during site visits to Zambia, Tanzania, and Cameroon during January and Febru
ary 1995 (see Appendix A for detail on these visits). These countries differ
greatly with regard to HIV/AIDS infection rates, the extent and nature of their
response to the epidemic, and the importance of social and behavioral research in

As noted above, undertaking effective research requires that a basic infra
structure be in place. Key aspects of this infrastructure include access to ad
equate funding, skilled labor, and appropriate technology, as well as sufficient
managerial and administrative capacity to plan, execute, monitor, and evaluate a
study. Even in developed countries, amassing the resources required to under
take complex research endeavors is difficult, but these difficulties are multiplied
many-fold in sub-Saharan Africa. Many sub-Saharan African universities have
been badly neglected in recent years. The poor preparedness of matriculating
students, entirely inadequate salaries for all levels of professional and support
staff, neglect of buildings and libraries, and a lack of core funds necessary to
move institutions into the technological age have contributed to the universities'
slow demise and the widespread flight of their faculties into the private sector.

When research has been conducted in sub-Saharan Africa, it has usually
lacked a coordinated plan. Furthermore, many of the findings that have emerged
from the research have not been adequately disseminated, so that results are not
widely known across the continent. As a consequence, the contributions of social
and behavioral scientists have not been fully utilized.

As noted above, the objective of this chapter is to consider constraints on
designing, implementing, and disseminating AIDS-related research in sub-Sa
haran Africa. The basic constraints to be addressed are as follows:
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prevention and mitigation strategies. In Zambia, where HIV/AIDS is wide
spread, the Ministry of Health has developed a strong and coordinated response
to the epidemic. This coordination contrasts sharply with the situation in Tanza
nia, where the response is fragmented and implemented largely through the unco
ordinated activities of nongovernmental organizations. In Cameroon, the epi
demic is less advanced and has generated a lower level of government and
nongovernmental organization response. Within each country, the panel inter
viewed individual researchers and representatives of various research units, non
governmental organizations, donor agencies, and government offices. The panel
acknowledges that this fieldwork does not provide an exhaustive assessment of
the state of AIDS research and prevention and control programs throughout sub
Saharan Africa, but it does provide some indications of the pertinent problems.

CONSTRAINTS ON RESEARCH IN SUB·SAHARAN AFRICA

This section reviews each of the five constraints listed above.

InsutlicientJPoorly Allocated Funds

The single largest barrier to conducting research in sub-Saharan Africa is
grossly inadequate funding. As with most activities in developing countries,
resources for research are in short supply; this is especially true for AIDS-related
social and behavioral research in sub-Saharan Africa. Funding for salaries, facili
ties, equipment, and even basic office supplies is inadequate. In African univer
sities, the limited budgets available are spent on wages, leaving very few re
sources for maintaining buildings or equipment, purchasing general office
supplies, providing staff training and development, and initiating and sustaining a
research program. At the same time, a lack of managerial and administrative
capacity leads to inefficiencies in the way money is allocated and spent and
results in a less-than-optimal utilization of existing resources.

Data on the total amount of money spent in sub-Saharan Africa each year on
AIDS-related research from all sources are not readily available. However, a
large share of behavioral and social science research in sub-Saharan Africa is
being funded by international donors,2 and some information is available about
expenditures on AIDS research by the 10 major industrialized countries and the
European Community. In 1991, these countries spent US $1.55 billion on HIV/
AIDS-related research, more than in any year previously, although the pace of
growth slowed after 1989, and spending has begun to show signs of reaching a

2A review of 559 AIDS-related research projects identified in Africa in 1989 found that 47 percent
were funded from national resources alone. while 53 percent were collaborative projects with various
external donors (Heymann et a!., 1990).



In all likelihood, the experience of Uganda is not unique.
The dominance of international donors in AIDS research in Africa is the

consequence of a lack of domestic funding for such research in the region. Tragi
cally, AIDS has hit sub-Saharan Africa at a time of severe economic crisis. Yet
African governments appear complacent about the current and expected magni-

• Salary support,
• Rehabilitation of research infrastructure (e.g., laboratories, computer

rooms, protected storage for data and various specimens),
• Capacity for data storage and retrieval,
• Maintenance capacity for new specialized equipment imported for AIDS

related research, including tools, spare parts, and skills (both in operation
and in maintenance), and

• Low-cost HIV testing kits.
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plateau (Mann et aI., 1992). Yet there is little correspondence between the
severity of the epidemic and the allocation of research funding. For example,
recent WHO estimates conclude that of the 18 million adult HIV infections that
occurred from the start of the epidemic until the end of 1994, 11 million were in
sub-Saharan Africa. Yet of the US $1.55 billion spent on HIV/AIDS-related
research by developed countries in 1991, for example, only US $179 million (3
percent) was allocated to research on developing countries (Mann et aI., 1992).
An analysis of 10 years' worth of AIDS-related studies cataloged in MEDLINE,
an electronic database of primarily medical journals, found that only 3 percent
addressed AIDS in Africa (Elford et aI., 1991).

Furthermore, social and behavioral research has received a relatively small
share of the available resources, despite the fact that experts both within and
outside the behavioral sciences agree that traditional health education messages
are insufficient to induce widespread behavior changes (Mann et aI., 1992). A
recent review of all HIV/AIDS-related research cataloged on MEDLINE over the
period 1983-1989 identified more than 20,000 papers on HIV/AIDS-related re
search, of which only 2,299 (11 percent) pertained to the social and behavioral
sciences. Of these, 1,262 (55 percent) addressed studies of homosexuality and
AIDS or substance abuse and AIDS, both of which have limited relevance as
modes of transmission in Africa (Mann et aI., 1992).

Researchers throughout sub-Saharan Africa often face a lack of basic re
sources. For example, Uganda is one of the countries in the epicenter of the
AIDS epidemic. It was among the first countries in sub-Saharan Africa to report
the presence of HIV and as of July 1993 had the second-highest cumulative total
number of AIDS cases anywhere in Africa (World Health Organization, 1994).
In a recent report, the National AIDS Commission in Uganda identified many
research-related items for which funding is either unavailable or inadequate,
including the following:
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tude of the epidemic and to date have contributed little to HIVIAIDS research. In
1991, a WHO/GPA study that examined the mix of external support and domestic
contributions to national AIDS programs in developing countries concluded that
their "governments were not at all or very insignificantly sharing the resource
burden for AIDS control" (World Health Organization, 1991 :531, cited in Mann
et aI., 1992). Not surprisingly, therefore, a recent expenditure survey of national
AIDS control programs in 24 sub-Saharan African countries reported that in 9
countries, no funding is allocated for research; in 6 countries, less than 3 percent
of the national AIDS control program budget is allocated to research; and in 8
other countries, between 3 and 5 percent of the budget is allocated to research.
Cameroon has designated 10 percent of its national AIDS control program budget
for research, more than twice the amount spent by the next-highest country (Mann
and Tarantola, forthcoming). Current spending levels on research within national
AIDS control program budgets, both in absolute and in relative terms, appear not
to be a function of the severity of the epidemic, the country's total national AIDS
control program expenditure, or the overall size of the economy.

In reality, of course, sufficient funds will never be available to answer all the
questions and address all the issues identified in this report, so they must be
prioritized in some way. Moreover, even if sufficient funding were available, it
would be impossible to implement all the research recommendations made in this
report without technical assistance from outside Africa because of a shortage of
well-trained African social and behavioral scientists (as discussed in the next
section). Yet the dependence on international donors for AIDS research in sub
Saharan Africa raises a number of issues. Support from international donors for
AIDS-related research in sub-Saharan Africa has not been able to meet demand,
for a variety of reasons. First, the global political climate is characterized by a
growing complacency; this in turn has resulted in shrinking donor budgets, par
ticularly at WHO/GPA, which historically has been a significant funder of AIDS
related research (see also Chapter 1). Second, AIDS research priorities in sub
Saharan Africa must now compete with similar demands for funding created by
emerging AIDS epidemics in other parts of the world, particularly Latin America
and Asia. Third, the priorities of foreign donors may be inconsistent with those
of a country's national AIDS control program, so that research priorities estab
lished in a country are either underfunded or not funded at all.

This last issue-the misalignment of donor funds and benefactor needs-is
illustrated by information compiled on competing research priorities of three
parties active in AIDS prevention in Tanzania (Susan Hunter, personal communi
cation, 1995). The second column of Table 7-1 shows the research priorities of
the Tanzanian national AIDS control program (which presumably reflect Tanza
nians' perceptions of their own needs) alongside the research priorities identified
by two sets of outside experts from agencies based in Washington (third column)
and Tanzania (fourth column). All three groups of experts rated 12 potential
areas for future AIDS-related research as being a high priority, a low priority, or



Level of Priority
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TABLE 7-1 Research and Data Collection Priorities in Tanzania

Tanzania
National AIDS Washington AIDS

Area Control Program (AIDSCAP) Project

Research

Innovative behavior change and N H H
communication interventions

Links between prevention and care N H H

Workplace structure and interventions N H H

Women in stable relationships: N H L
approaches to sexual safety

Male responsibility in sexuality and family N N H

Social and economic factors in HIV risk H H L

Behavioral consequences of policy (e.g., N H H
medical barriers to STD care)

Female condom N H L

Counseling and testing H H L

STD screening in family planning clinics H N H

STD interventions for high-risk groups H N H

Family structure and adaptation to HIV/AIDS H N H

Data Collection

AIDS knowledge, attitudes, beliefs, and H H H
practices

Condom use availability H H H

STD incidence H H H

STD points of first encounter H H H

Orphan and family composition data H N H

National nongovernmental organization H N H
inventory and database

NOTES: H =high priority; L = low priority; N =not a priority.

SOURCE: Susan Hunter (personal communication, 1995).



Inadequate Manpower

A second fundamental constraint on implementing AIDS-related research in
sub-Saharan Africa is the shortage of competent indigenous researchers. The few
highly trained or exceptional African social or behavioral researchers currently
working in the AIDS arena are in constant demand and are already involved in
multiple projects. At the same time, AIDS itself has probably disproportionately
affected the more-educated population (see Chapter 6), which may have affected
the pool of professionals and researchers in African cities even further. Research
capacity within Africa cannot be improved without an increase in the number of
well-trained African researchers. Many sub-Saharan African institutions suffer
from having few competent professionals, and those institutions that are well
staffed have enormous difficulty retaining their best staff. Many of the best

not a priority for funding. No single area received a high rating from all three
groups, although there was more consensus on priorities for data collection ac
tivities. In July 1991, the Tanzanians held a 4-day workshop to prioritize re
search areas in the country "so as to optimize research efforts in support of the
objectives of the second Medium Term Plan ... [by identifying research that]
most closely relate[s] to the problems of, and may help answer questions relevant
to, the National AIDS Prevention and Control Programme" (United Republic of
Tanzania, 1991:1). However, research projects that had been funded were estab
lished outside Tanzania rather than in collaboration with Tanzanians, and their
objectives were not always consistent with the priorities established by the na
tional AIDS control program in 1991.

In Uganda, the Uganda AIDS Commission recently complained that funding
of donor-driven priorities has led to an overemphasis on large-scale studies and
an excessive concentration of resources in a small area of the country, leaving
many other districts, cultures, and target groups understudied (Uganda AIDS
Commission, 1992). Furthermore, some Ugandan researchers have complained
that "several western-financed studies have not included a service commitment to
the local population, and there is a tendency [for western researchers] to address
problems more relevant to western populations rather than those felt most appro
priate by local workers" (Serwadda and Katongole-Mbidde, 1990:843). In
Cameroon, because several major donors each focus their efforts in one particular
province, considerable research is done in some geographical areas, while in
others there is none. In Zambia, the Director of the National AIDS/STDffB &
Leprosy Programme concluded that donors' assistance during the period 1986
1990, including funding for research, had not been as effective as expected be
cause "most of the major donors, in particular the bilateral donors, insisted that
the Government of Zambia follow the package of interventions that they [the
donors] have defined" (Msiska, 1994:16).
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Unintended Negative Consequences of Donor Policies

Although many donor agencies emphasize the importance of capacity build
ing, the net result of their investments in this area to date has been quite modest
(World Bank, 1991; Cohen, 1993; Berg, 1993; Jaycox, 1993). Consequently, the
entire modus operandi of donor agencies has come under increasing attack. A
recent World Bank report suggests that donors' lack of an overall, consistent, and
coherent strategy may have inadvertently contributed to Africa's current shortfall
in capacity, of which research capacity would be one element (World Bank,
1991). For example, donor agencies typically design projects on a short (2-year)
time-frame that, while appropriate for accomplishing certain program objectives,
is insufficient to build a sustainable in-country research capacity. In some in-

African scholars are attracted abroad by higher salaries, greater job satisfaction,
and better opportunities for their children and families.

A recent research needs assessment conducted by the Uganda AIDS Com
mission identifies behavioral researchers and interdisciplinary specialists as cat
egories of professionals that are in short supply, particularly ethnomedical re
searchers, social scientists with qualitative research skills (e.g., anthropologists),
and meta-analysts (Uganda AIDS Commission, 1992). The report also identifies
the need for more basic research scientists and clinical and laboratory research
ers. The lack of manpower results, in part, from the lack of emphasis placed on
training AIDS researchers by national AIDS control programs and other funders,
low wages, and a decline in the quality and availability of higher education in the
decades preceding the epidemic (as discussed further below).

AIDS has yet to be firmly established as a field of academic study in many
African universities. In the early 1980s, when AIDS first struck the African
continent, national AIDS prevention programs drew upon existing expertise
within a small pool of researchers who had been trained in tropical disease
control. Although this strategy may have been appropriate as a short-term re
sponse to the initial outbreak of the epidemic, it is impossible to rely on resources
borrowed from other fields over the long term. Now that the nature and magni
tude of the epidemic are better understood, there is an urgent need for universities
to develop appropriate curricula to train researchers as AIDS specialists. Further
more, the epidemic led to an immediate need for professionals who were trained
in disciplines that were not popular when the epidemic first erupted, such as
social anthropology and communication.

As a result of these limitations of indigenous manpower, and given the
tremendous pressure on the donor community to respond quickly to the emerging
epidemic, donor agencies have preferred to rely on experienced researchers from
the United States and Europe. The unintended negative consequences of this and
other donor policies that affect capacity building are discussed next.
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stances, donor agencies also "cream off' talented individuals by offering them
better pay than they would receive in academia.

Perhaps the most controversial issue in the current literature on capacity
building is whether donors employ the right mix of local and foreign workers. In
response to weak indigenous research capacity, many donor agencies have fa
vored a model of assistance built around resident foreign consultants as project
directors, who are meant to transfer skills to their African counterparts over the
life of a project. Many agencies prefer to use expatriate labor, even when local
manpower is available. Some African government officials view such donor
policies as "biased towards the use of costly external technical assistance with
little or no consideration of local capacity building to ensure sustainability of
programs" (Msiska, 1994:16). Moreover, persistent reliance on expatriate tech
nical assistance personnel is extremely expensive compared with the cost of
hiring local nationals; thus it drives up the cost of conducting research in Africa
and leaves fewer resources for other purposes. Furthermore, expatriates often are
not skilled in using an apprentice model and often focus too intently on getting
the study done at the expense of substantive collaboration or local capacity build
ing (Family Health International, 1992).

Indeed, it is not unusual for the life of a project to take the following course.
First, the project identifies a capable African who is designated as the resident
consultant's counterpart and local collaborator. Second, as part of the project's
activities and with the specific objective of developing local capacity, the coun
terpart is sent abroad for further graduate studies. Consequently, the counterpart
is not on site for half the length of the 2-year project. Third, immediately after the
trained counterpart returns, he or she is promoted and reassigned to duties else
where. Such scenarios create cynicism and distrust on the part of Africans.

Compounding the above problems is the fact that donor agencies have tended
to measure the success of a project in terms of the significance (and quantity) of
the scientific publications that result, rather than the number of national staff who
have been trained or the extent to which local institutions have been strengthened.
Many donor agencies also try to sidestep official bureaucracies, administering
programs themselves, as opposed to working with the relevant department in the
Ministry of Health or elsewhere. Thus, projects sometimes operate as small,
semiautonomous units designed and administered by foreign expatriates. Local
personnel for these projects are diverted from other activities, creating a void
elsewhere. Sub-Saharan African governments often view such arrangements as
the price of financial assistance, rather than as a response to local needs (World
Bank, 1991; Ali, 1994). Moreover, once funding for the project has expired,
personnel and equipment are dispersed, thus vitiating any lasting impact of the
project.

For these and other reasons, it is becoming increasingly evident that the
standard model of 2-year development projects with resident foreign advisers has
not worked in the area of capacity building. Skills and technologies are not being



Inadequate Coordination

Undoubtedly, the major constraints to conducting social and behavioral re
search in Africa are insufficient money and a lack of capable personnel. How
ever, more could be accomplished with existing funding by eliminating overlap
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transferred adequately, local capacity is not being developed, and many projects
are being discontinued shortly after expatriate assistance has been withdrawn
(World Bank, 1991; Cohen, 1993; Berg, 1993; Jaycox, 1993).

A further problem is that the few African researchers who are currently
available are in such high demand that they are often recruited onto projects
without any expectation that they will contribute significantly to the projects'
goals. Many funding agencies, national research boards, and sub-Saharan Afri
can governments require a local element in every international research project,
so that most projects are required to list local collaborators as part of the project
personnel. An unintended negative consequence of this policy, however, is that
it places very heavy demands on a few African researchers. As a result, in far too
many instances, Africans are invited to participate in projects without any inten
tion of actually having them integrally involved in the research. The African is
paid some (often paltry) consulting wage, and there is no expectation of any work
being done. When reinforced over time and over many projects, such a policy
creates the expectation among both parties that African collaborators do not
function as equal partners in collaborative research projects, which in turn quickly
becomes a self-fulfilling prophesy. Thus, there is an urgent need to change work
practices and standards on international collaboration research projects and to
reestablish a social contract that links pay to productivity.

With the knowledge that AIDS will continue to plague sub-Saharan Africa
for many years into the future, it becomes clear that donor agencies would maxi
mize the return on their investment in AIDS research in sub-Saharan Africa by
placing greater emphasis on developing an indigenous research capacity relative
to utilizing foreign expertise. An important step has been the establishment of the
AIDS International Training Research Program in 1989. This program supports
the training of foreign scientists in the United States and their home countries, as
well as collaborative research between U.S. and foreign scientists. It is the
largest global research training program for mVIAIDS. Between 1989 and 1993,
the program provided instruction in the United States for over 200 African health
professionals from 18 sub-Saharan African countries. It also supported 65 in
country training courses in 7 sub-Saharan African countries, although only a
small number of those trained were in the behavioral and social sciences. Never
theless, the program has been quite successful, so that a significant proportion of
the papers authored or coauthored by African researchers at international AIDS
conferences are likely to have been written by former trainees in this program
(United States Department of Health and Human Services, 1994).
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between projects and establishing a system for prioritizing prospective projects.
Specific problems include a lack of information on previous and ongoing re
search efforts, a lack of research-needs assessment and the difficulty of coordi
nating funding from multiple sources, and a lack of cooperation among donor
agencies.

Lack of Information on Previous and Ongoing Research Efforts

Researchers and policy makers in sub-Saharan Africa are often poorly in
formed about previous research findings. Part of the problem is that the findings
of some studies are simply not written up and widely disseminated (e.g., through
publication in a major international journal), perhaps because the researchers
lacked the necessary time or skill or because an intervention was unsuccessful.
This latter reason is particularly disturbing because valuable lessons can often be
learned from failed efforts. The other aspect of this problem is that even if the
research is written up, it is often difficult to obtain copies of the reports. Often, it
is easier to obtain copies of papers from outside the country of the study than
from within. Furthermore, English and French are both spoken widely in sub
Saharan Africa, but it is difficult to obtain information about activities in
Francophone Africa in English and even more difficult to obtain information
about activities in Anglophone Africa in French.

In most sub-Saharan African countries. there is no central repository for
research or reports on AIDS-related activities, nor is there a bibliography or
database ofresearch efforts. Between August 1988 and February 1989, a team
from WHOIGPA conducted a systematic country-by-country inventory of AIDS
related research projects in sub-Saharan Africa. The survey was designed to
ascertain what research was being undertaken at the time; to identify the gaps, if
any, in the research agenda; and to identify any major duplication of effort
(Heymann et aI., 1990).3 Over 50 percent of the 559 studies identified were
unknown to the relevant national AIDS control committee. In a small number of
countries, such as Uganda and Zimbabwe, there have been recent efforts to de
velop annotated bibliographies, specifically on published social and behavioral
research results (Olowo-Freers and Barton, 1992; Bylmakers, 1992). In Tanza-

3A total of 559 AIDS-related research projects were identified in 35 sub-Saharan African coun
tries. Of these, 62 percent were concerned with HIV-I or HIV-2 seroprevalence among general
populations or populations thought to be at risk of infection; II percent with knowledge. attitudes,
and behavior in response to the AIDS epidemic; II percent with perinatal transmission; 9 percent
with the association between HIV and other sexually transmitted diseases; 8 percent with the natural
history of the infection; 8 percent with the association between HIV and tuberculosis; and 4 percent
with rapid field diagnosis of HIV infection (Heymann et aI., 1990). The database was updated once
in 1991. but insufficient funds forced the cancellation of the project shortly thereafter.



Lack of Research-Needs Assessment and Difficulty of Coordinating
Funding from Multiple Sources

Few African countries have undertaken a needs assessment for social and
behavioral research or established research review boards to prioritize and coor
dinate research proposals. Consequently, the potential for inefficient use of re
sources and overlap of activities is considerable.

Even if the national AIDS control program or another agency were to achieve
a broad consensus on research priorities, the coordination of funding for all

nia, the national AIDS control program recently devoted resources to develop
ment of a national database of AIDS research.

Ignorance about other efforts can lead to duplication of research. Moreover,
in cases where some duplication or validation of research in a second location
would be desirable, the lack of ready access to reports on previous research
means that researchers often do not follow the same study design or benefit from
the experiences of other researchers. Consequently, "reinvention of the wheel" is
a widespread phenomenon. There is an urgent need for more information sharing
among AIDS professionals both within and among sub-Saharan African coun
tries. In the absence of an up-to-date inventory of existing research, it is impos
sible to identify gaps in research relative to any established set of priorities.

Another problem is that because few local outlets exist for publishing re
search results, researchers rely on international journals for widespread dissemi
nation of their work. Results are withheld until they have been accepted and
published, a time-consuming process that can take 2 years or longer. Thus, there
is a considerable delay in making study findings available to policy makers and
other researchers. Mechanisms are needed to facilitate more rapid dissemination
of research results through local conferences and regional journals in which
researchers can present and publish interim findings. Information sharing could
also be facilitated by donors' sponsoring innovative information exchange activi
ties and mechanisms for communication within and among countries. Such
mechanisms might include newsletters; electronic bulletin boards; national or
regional clearinghouses for materials, articles, and relevant questionnaires; local,
national, or regional HIV-prevention conferences and training workshops; travel
ing "road shows" that would showcase model programs and experienced program
managers; and sending of experienced managers and researchers as consultants to
HIV-prevention programs in other countries.

One example of an effort to promote information exchange is ongoing in
Zambia, where Morehouse University (Atlanta, Georgia) is planning a workshop
to review and disseminate research findings for researchers working there (see
Appendix A). This first step is encouraging because to date, there have been no
efforts in Zambia to synthesize research findings, and there is no readily acces
sible bibliography of AIDS-related social and behavioral research.
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priority areas would be difficult. Funds for AIDS-related social and behavioral
research come from a variety of sources, many of which have themselves estab
lished priorities. Among these sources are (I) national AIDS control programs,
which allocate small percentages of their annual budgets to AIDS research (Mann
et aI., 1992), primarily sentinel surveillance; (2) sub-Saharan African govern
ments that support research through in-kind contributions of manpower and of
fice space; and (3) nongovernmental organizations and international develop
ment agencies that fund their own research agendas, as well as support African
research institutions through donations of technical equipment and support. In
addition, many African researchers collaborate on an ad hoc basis with col
leagues from developed countries who have access to research funds.

Lack of Cooperation Among Donor Agencies

AIDS research in sub-Saharan Africa is characterized by an overall lack of
cooperation among donor agencies. "Virtually without exception [donors] are
reluctant to cooperate and coordinate with each other ... [resulting in] duplica
tion of activities, while, paradoxically, other critical intervention areas are almost
entirely ignored" (Msiska, 1994: 16).

The cumulative effect of this lack of cooperation is depressing and contrib
utes to several of the problems discussed earlier in this section: (I) virtually all
research projects proposed by outside donors are approved if funding is forth
coming, and local collaborators can be identified; (2) sub-Saharan African gov
ernments have been slow to establish their own priorities, and local researchers
have no independent means of identifying and mobilizing funds for their projects;
and (3) no mechanisms exist for identifying potential duplication of effort in past
and current research activities.

Harsh Environment for Social and Behavioral Research

The many constraints inherent in working in developing countries are well
known. Overcoming these constraints on a broad scale would require substantial
political, economic, social, and technological developments, well beyond the
scope of this report. It is important to acknowledge, however, that on a day-to
day basis, researchers working in developing countries must overcome many
obstacles that researchers in more developed countries do not have to face.

Unfavorable Political Climate

The overall political climate of a country can be neutral, positive, or negative
with regard to AIDS research. Typically, single-party regimes, which histori
cally have been common in sub-Saharan Africa, fall into the last group, tending to
favor censorship over open dialogue on the state of the economy and other



Decline of Higher-Education Systems in Sub-Saharan Africa

Institutes of higher learning in sub-Saharan Africa have not been shielded
from the negative consequences of the current economic crisis. In some cases,
universities have been viewed as the centers of organized protest against govern
ment policies, and as a result some have been closed or starved for resources.
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matters of national interest, including AIDS. Overall, this environment is not
conducive to rational decision making on the basis of sound research and policy
analysis and results in less-informed debate about policy alternatives (World
Bank, 1991). Such political environments also are not supportive of centers that
might develop institutional capacity through research and training (World Bank,
1991).

Early in the epidemic, AIDS researchers faced considerable hostility. When
AIDS was first discovered, there was a widespread perception that the European
and North American press wanted to blame Africa for infecting the world with
the disease; this perception caused many African politicians to deny the
epidemic's existence (N'Galy et aI., 1990). In February 1987, the President of
Kenya, perhaps fearing that the presence of the disease would adversely affect
international tourism and despite the fact that the Ministry of Health had just
launched an anti-AIDS campaign, minimized the extent to which the epidemic
had spread through the Kenyan population (Harden, 1987). Furthermore, given
the many problems facing sub-Saharan African governments, the problem of
AIDS may not appear as immediate as other social issues, a perception that may,
in part, explain their attitude toward the disease. In Zaire, the government did not
establish a national AIDS control program until 1987 or report AIDS cases to
WHOIGPA until 1988, even though a well-known research team in Kinshasa had
been presenting papers at international AIDS conferences as early as 1985 that
showed hundreds of confirmed cases of AIDS in the country (Mann et aI., 1992).
Denial and complacency about the epidemic on the part of the general public
were equally serious obstacles.

Second, many sub-Saharan African governments have become excessively
bureaucratic, in part as a result of social welfare programs that have established
governments as the employers of last resort. Researchers petitioning the govern
ment, whether for permission to undertake a project, for access to data, or for
some other reason, must endure a long and laborious process of obtaining ap
proval.

Third, the existence of corruption is poorly documented but extremely perva
sive throughout the region (Kpundeh, 1994). Consequently, sub-Saharan African
institutions have experienced serious problems in managing finances and dis
bursing supplies and equipment. Once widespread corruption and poor work
habits had been established at senior levels, they rapidly filtered down through
the administrative structure, becoming next-to-impossible to eradicate.



Rapid population growth, coupled with persistently low and, in some cases,
negative rates of economic growth, has constrained public expenditures for edu
cation. As a result, funds for higher education have declined, enrollment rates
have stagnated, and the quality of education has deteriorated substantially.

Since independence, the priority of sub-Saharan African governments has
been to expand the number and size of universities without sufficient regard to
their quality. Consequently, the growth in the number of university graduates has
been spectacular, but the quality of education offered has fallen dramatically
(World Bank, 1988). Currently, higher education in sub-Saharan Africa is char
acterized by (I) a general overproduction of poorly qualified graduates; (2) an
overproduction of the wrong types of graduates, that is, an inappropriate mix of
outputs; and (3) a high price tag (World Bank, 1989).

The decline in quality at all levels of education, but particularly at the tertiary
level, has had severe repercussions for the region's short-term analytical and
research capacity. The flight of many top faculty and the rapid deterioration of
sub-Saharan African universities have resulted in the loss of high-quality re
search centers able to supply policy makers with research results and policy
analysis for planning purposes. But in the long term, the decline in higher
education will result in a much more serious loss: a decline in the quality of these
institutions' future graduates.
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Inadequate Infrastructure

On a day-to-day operational level, inadequate transportation and communi
cations systems make project implementation infinitely more challenging in sub
Saharan Africa than in developed countries. Inadequate roads make it more
difficult for researchers to work in comparatively remote areas; consequently,
they are forced to work in more developed areas of the country. Lack of phone
systems and electronic communications equipment hinders collaboration and
slows the execution of a project. Unstable electrical systems make computer
equipment vulnerable to damage and interrupt the project's work plan.

Economic Weakness

AIDS struck the African continent just at a time when it was undergoing its
worst financial crisis since independence. The weakness of many African econo
mies contributes to their difficulties in developing an indigenous capacity to
conduct research.

In an attempt to stimulate growth and reverse economic declines, many sub
Saharan African governments have been forced to institute structural adjustment
programs. A key element of these programs is to bring government budget
deficits under control. Despite abundant evidence of overstaffing, most sub
Saharan African governments have found it politically infeasible to reduce the



Weak Policy Support for the Health Sector

The health sector has not been spared cutbacks as hard times have forced
sub-Saharan African governments to implement fiscal austerity measures (Cornia
et aI., 1987). These measures have seriously impaired the ability of sub-Saharan
African health ministries and national AIDS control programs to function effi-

number of government employees and have sought to ease their fiscal burden by
allowing inflation to outpace salary increases. In many cases, salaries have fallen
below acceptable living standards. A recent survey of eight sub-Saharan African
countries found real starting salaries had declined between the early to mid-1970s
and 1983 for virtually all grades within the civil service, in some cases by 30
percent or more (Lindauer et aI., 1988). In Somalia, salaries in 1985 were only
one-twentieth of their real value in 1975 (Robinson, 1990).

The decline in real wages has had disastrous consequences for morale and
work efforts throughout the public sector. A report on pay and working condi
tions in Sudan concluded that:
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... the dramatic reduction in real pay has had an equally dramatic effect on
performance, motivation and the general level of civil service activities. Allen
dance at work is unreliable, and performance when at work is low and unsatis
factory for many parts of the civil service ... it is a mailer of some urgency that
morale and performance be raised (International Labour Office, 1987:127, 130).

In Uganda, the deterioration of pay and working conditions in the public
sector has led to an increase in fraudulent practices such as improper use of
allowances, kickbacks on government purchases, illicit payments for not enforc
ing laws and regulations, diversion of public goods into private hands, and bribes
for licenses and permits (Republic of Uganda, 1988, cited in Chew, 1990). The
most visible adaptation by civil servants to a reduction in their real wages has
been a massive reduction in the number of hours worked. To recover lost wages,
many government employees work less than half a normal working day and
spend the remainder of the day engaged in small-scale farming or moonlighting
in the private sector (Chew, 1990).

Because the majority of sub-Saharan African researchers are employed by
public universities, they have experienced declines in real wages comparable to
those of other public-sector employees. Not surprisingly, these pay cuts have
negatively affected their morale and work performance and made opportunities
outside academia more attractive. Many faculty have left. Those who have
remained spend much less time than before concentrating on research or other
activities necessary to reestablish the university as a center for excellence. Rather,
they are forced to spend their time looking for ways to supplement their meager
government salaries through consultancies or participation in other business ven
tures.



ciently and achieve their objectives. Between 1975 and 1989, the percentage of
government expenditures for health fell in 13 of the 22 countries for which time
series data are available (World Bank, 1994). In 1985, the average per capita
expenditure for health care by sub-Saharan African governments equalled US
$5.32, as compared with per capita expenditures of US $1,340 in developed
countries and US $323 for the world as a whole (World Bank, 1994).
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Low Value Placed on Social and Behavioral Research

An appreciation of the multifaceted cultural, social, and behavioral contexts
throughout sub-Saharan Africa and how they are changing in the face of the
AIDS epidemic is essential for understanding the spread of the epidemic and for
evaluating the potential effect of intervention programs (see Chapter 2). Yet
social and behavioral research has been underappreciated and largely neglected.
To date, the vast majority of funds for HIV/AIDS research has gone toward
clinical research in an attempt to understand the nature of the virus, as a logical
starting point for identifying a vaccine or a cure. However, a growing consensus
is emerging that while a preventive vaccine and an effective cure remain long
term goals, they will not be achieved soon, and that research on the social and
behavioral aspects of the disease-which strongly shape the speed and extent of
transmission-has been neglected. Given the social, economic, and cultural
diversity in the region, there is an urgent need for more local behavioral and
social science knowledge.

A lack of appreciation for the potential contributions of behavioral and social
science is not unique to sub-Saharan Africa. In the United States, expert advisory
groups similar to this panel have repeatedly demanded more and better behav
ioral and social science research to increase our understanding of HIV/AIDS and
inform policy makers and health planners concerned with slowing the spread of
the epidemic (Institute of Medicine [United States], 1986, 1988; Miller et aI.,
1990; National Commission on AIDS [United States], 1991, 1993; Turner et aI.,
1989).

Researchers themselves are partly responsible for the lack of appreciation for
the role of social and behavioral research in controlling the spread of AIDS. In
large part, they have not been successful in working with policy makers to trans
late their findings into better prevention programs.

RECOMMENDATIONS

In the long run, it is essential to help sub-Saharan African countries develop
their own research capacity by strengthening their universities and augmenting
the technical skills of their researchers. There is considerable debate and contro
versy, however, about how best to achieve this goal. Regardless of what the best
mechanisms may be, no significant progress is likely to be made until the region's



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

Research capacity in sub-Saharan Africa cannot be improved without an
increase in the number of well-trained local researchers. Many African institu
tions suffer from a serious shortage of competent professionals, and those that are
well staffed have enormous difficulty retaining their best people. The lure of
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KEY RECOMMENDATION 5. Linkages between sub-Saharan
African institutions and international research centers must be es
tablished on a wide range of activities, including teaching, research,
and faculty and student exchanges. International donors should
seriously consider establishing a sub-Saharan African AIDS re
search institution with a strong behavioral and social science ele
ment.

There is a critical need to strengthen African research institutions in sub
Saharan Africa. Linkages with international organizations, especially if built on
an evolving and well-defined research agenda, can help local institutions develop
and assist local researchers by providing relatively secure long-term funding,
offering support for the preparation of data and manuscripts for publication and
dissemination, and providing in-country technical assistance and research train
ing. Experience in a number of settings has demonstrated that such long-term
collaboration, in addition to contributing significantly to understanding of the
HIV/AIDS epidemic, is mutually beneficial to all institutions involved; it could
be very successful in providing highly skilled African researchers with support
and the possibility of remaining in their country of origin.

governments understand that they must put AIDS more squarely on their own
research and policy agendas. Clearly, a major constraint on the amount of HIV/
AIDS research that is undertaken is inadequate funding. Potential sources of
funding include communities, private-sector firms, the public sector, and interna
tional donors. Because it is unlikely that donors are going to increase signifi
cantly their levels of funding in the near future, the governments will have to find
additional resources. Given the weak economic position of most sub-Saharan
African countries, however, it will be difficult to persuade their governments to
pursue more vigorous research agendas in the near future.

There are no easy solutions to the problems discussed in this chapter, but
below are several recommendations that could improve the situation marginally
in the short run and should be considered in developing any long-term strategies
for conducting and using research in Africa.
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high salaries in the private sector or from international donors is often strong
enough to pull many Africans out of local research institutions, including univer
sities. Many others migrate abroad. Furthermore, the rapid emergence of AIDS
meant that the only short-run solution to the dearth of AIDS researchers was to
borrow from related disciplines. Now that the nature and magnitude of the
epidemic are better understood, there is an urgent need for universities to develop
appropriate curricula to train researchers as AIDS specialists.

Four possible ways to introduce and keep more researchers in the field are to
(I) integrate more graduate students and young professionals into all new AIDS
related research initiatives; (2) establish small grants programs to fund the projects
of young researchers; (3) adjust pay scales to attract and retain talented profes
sionals; and (4) provide other incentives for researchers to remain in their home
institutions, including small-scale research grants, fewer teaching or administra
tive responsibilities, and more opportunities for international travel. Providing
technical assistance to local researchers is an important priority. Local research
ers could benefit from workshops that would help them design research projects,
prepare research proposals, identify potential sources of funding, write reports
describing interim results, and prepare final manuscripts for submission to peer
reviewed journals.

Recommendation 7-2. Each national AIDS control program should es
tablish a local AIDS-information center that would develop and main
tain a database of all AIDS-related research conducted in the country.

These centers should be linked via available technology, such as the Internet.
They should also have AIDS databases available on CD-ROM. (CD-ROM
equipped computers are available in most national AIDS control program of
fices.) In addition, national and regional conferences should be held to provide
forums at which researchers can discuss their research plans and present their
results to a larger group of local researchers than those that attend international
conferences.

Recommendation 7-3. There is an urgent need for sub-Saharan African
countries to establish and periodically update research priorities at the
regional and national levels, providing a basis for discussions with do
nors on AIDS-related research.

It is important to reduce the proportion of donor-driven research taking place
in the region.

Recommendation 7-4. International organizations and donors should
utilize existing local resources to the fullest extent possible.



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

It is paradoxical that donors underutilize existing talent in the region. Utiliz
ing local expertise can strengthen local institutions, generate employment, and
create opportunities for talented researchers in sub-Saharan Africa.

The role of the new cosponsored United Nations Programme on AIDS
(UNAIDS) will be critical to future work.4 Success will also require greater
political will and commitment on the part of the governments of sub-Saharan
Mrica and other countries.
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Recommendation 7-6. If more effective strategies for AIDS prevention
and mitigation are to be developed in the future, better coordination
among donors is needed, particularly sharing of information about
which prevention and control efforts work and which do not.

4Announcing Dr. Peter Piot's appointment as the head of the newly fonned United Nations
Programme on AIDS, Dr. Boutros Boutros-Ghali declared that "faced with a truly global emergency
and its multisectoral needs, it is imperative that the UN response is comprehensive and effective.
HIV/AIDS will not be controlled unless all of us, acting as a global community, unite our efforts,
coordinate our actions, and reduce duplication" (World Health Organization, 1995: I).

Not only is there an urgent need to increase indigenous capacity to conduct
research, but there is also a need to better synthesize and translate research
findings into effective prevention and control programs and policies. Otherwise.
prevention programs will be only marginally based on local needs or tailored to
local conditions, and research will be even more undervalued and underfunded.
Researchers need to do a better job of drawing out the policy implications of their
work, and planners and policy makers need to articulate more clearly to research
ers what information they need for effective planning and programs (Uganda
AIDS Commission, 1992).
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APPENDIX

A
Panel Visits to Three African Countries

January 20-February 12, 1995

INTRODUCTION

During January 20-February 12, 1995, a subset of the panel visited three
African countries to observe first-hand the state of the response to the HIV/AIDS
epidemic. The purpose of these visits was to (1) learn more about the current
prevention and mitigation efforts taking place in these sub-Saharan African coun
tries; (2) brief key African researchers on the efforts of the National Research
Council with respect to HIV/AIDS; and (3) gather information to help the panel
carry out its mission of identifying the research and data priorities, particularly in
the social and behavioral arena, for HIV/AIDS prevention and mitigation in sub
Saharan Africa over the next 5 to 7 years.

Given time and financial constraints, it was impossible to visit more than
three countries. The countries were selected to maximize the panel's exposure to
countries undergoing different stages of the epidemic, with differing responses
and with differing social and behavioral research capacities, while at the same
time minimizing the overlap in knowledge reflected in the panel members' con
siderable expertise. The countries thus selected were Zambia, Tanzania, and
Cameroon.

Zambia is a country with a mature epidemic that is being countered with a
coordinated response from a strong Ministry of Health, including innovative
workplace and traditional healer prevention programs. In comparison with other
countries in the region, relatively little HIV-related research focusing on the
social and behavioral aspects of the disease is being conducted in Zambia. Tan
zania is a second country with a mature epidemic, but one that is being countered

315



IA list of the people contacted by the team can be found at the end of this appendix.
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by a fragmented response, mainly through nongovernmental organizations. On
the other hand, some interesting and important social and behavioral research has
been conducted in Tanzania. The AIDS epidemic in Cameroon is not as far
advanced as in Zambia or Tanzania, and is characterized by a relatively low level
of response. Although the country enjoys some limited social and behavioral
research capacity, no prioritization of research needs has yet been conducted.

The visiting team included Deborah Rugg (Centers for Disease Control and
Prevention), Carl Kendall (Tulane University), and Peter Way (U.S. Bureau of
the Census), together with Barney Cohen (National Research Council). A fourth
member of the panel, Dr. Eustace Muhondwa, joined the team in Dar es Salaam,
and Peter Way left the team there for a brief visit to learn more about the situation
in Kenya. Additionally, Dr. Tom Barton (UNICEF and Makerere University)
was invited to join the team for 2 days in Dar es Salaam so he could brief them on
the research needs assessment he had conducted for the Uganda AIDS Commis
sion in October 1992.

The team met with the national AIDS control program managers in each of
the three countries, as well as many other government officials, social and behav
ioral scientists, donors, university researchers, policy makers, caregivers, and
employees of national and international nongovernmental organizations.

This appendix presents findings from the team's visits to Zambia, Tanzania,
and Cameroon. I For each, it presents an overview of the current HIV/AIDS
situation, summarizes the history of AIDS-prevention efforts, describes ongoing
prevention and mitigation initiatives, and reviews the state of social and behav
ioral research. The final section presents overall themes emerging from the visits
to the three countries.

Overview of Current HIV/AIDS Situation

In Zambia, the AIDS epidemic is already at an advanced stage and has
become a major health crisis for the government. The first AIDS cases in Zambia
were reported in 1984 and 1985. By 1986, the disease had been recognized as a
major public health problem. Over the last 10 years, the number of AIDS cases
has risen dramatically. Although exact figures are unreliable, the magnitude of
the problem is enormous. Data are available from selected sentinel surveillance
sites around the country for 1992, and preliminary data are available for 1993.
These data indicate that HIV prevalence among sexually active adults in urban
areas ranges from 15 to 37 percent in urban areas, with an average figure of

ZAMBIA
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around 25 percent. In rural areas, where approximately 58 percent of the popula
tion resides, HIV prevalence among sexually active adults ranges from 7 to 15
percent, with an estimated average figure of 10 percent. Rural areas close to
truck routes, military bases, or mines are likely to have higher rates. In sum,
these data indicate that over 600,000 Zambian sexually active adults are HIV
positive and will, sometime in the future, develop AIDS.
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History of AIDS-Prevention Efforts

Early efforts at HIVIAIDS prevention in Zambia followed quite closely the
typical sub-Saharan African pattern. In 1986, the Government of Zambia set up
a National AIDS Surveillance Committee and an Intersectoral AIDS Health Edu
cation Committee to coordinate all activities of AIDS prevention and control.
With the assistance of WHO, the National AIDS Surveillance Committee imple
mented an emergency Short-Term Plan to deal with the immediate problem of
ensuring a safe blood supply. Under this plan, two laboratories at the University
Teaching Hospital in Lusaka and the Tropical Diseases Research Centre in Ndola
were designated as national reference centers, with the task of supervising the 31
blood screening centers that were set up subsequently throughout the country. A
mass media campaign was launched to create public awareness about HIV infec
tion and AIDS.

In July 1987, the Ministry of Health, recognizing the long-term implications
of AIDS, formulated a 5-year Medium-Term Plan covering the period 1988 to
1992, with technical assistance from WHO. This plan identified several priority
areas for interventions. It was adopted in September 1988, with a financial outlay
of US $12 million over the 5-year period. At a donor meeting in Lusaka in March
1989, a total of US $4.9 million was pledged-$1.9 million more than the amount
required for the first fiscal year of the plan. Over the life of the plan, seven
functional units evolved: Programme Management; Information, Education, and
Communication (lEC); Laboratory Support; Epidemiology and Research; Coun
seling; Home-Based Care; and STD and Clinical Care. A key turning point in
AIDS awareness for Zambians came in 1989 with the untimely death of the
former president's son as a result of AIDS.

Over the period of the Medium-Term Plan, the Zambian National AIDS
Programme received approximately US $10 million through the WHO Trust
Fund. In addition, the Government of Zambia receives assistance for AIDS
prevention and control from most of the major donor countries, including the
United States, the United Kingdom, Canada, The Netherlands, France, Japan,
Norway, and Sweden, in the form of bilateral agreements. Each donor organiza
tion has its own readily identifiable AIDS prevention or control activities, but
these are integrated reasonably well into the overall national strategy. In addi
tion, a large number of national and international nongovernmental organizations
operate throughout the country.



In 1992, three major external reviews were conducted-by the World Bank,
WHO, and the Swedish International Development Authority (SIDA)-which
revealed that, although each of the above seven functional units had achieved
major success, their combined efforts had failed to slow the spread of the epi
demic. In effect, increased knowledge among the general population about the
dangers of HIVIAIDS and its modes of transmission had not translated into safer
sexual behavior. There was a growing realization that all prevention and control
efforts were too medically focused, and that there was an urgent need to develop
a multisectoral response to the epidemic. At the same time, there was also the
need to improve condom distribution and make STD services more accessible.

In response to these reviews, the government, recognizing the need for a
broad participatory approach, organized a 3-day consensus workshop in May
1993 in Livingstone as a basis for preparing the second Medium-Term Plan. To
ensure the broadest possible base for consensus, the Ministry of Health invited to
the workshop over 60 participants from other government ministries and depart
ments, local and international nongovernmental organizations and parastatal or
ganizations operating in Zambia, and representatives from bilateral and multilat
eral donors. The consensus workshop was followed by technical workshops in
the areas of youth, women, the workplace, defense, management, and behavioral
change.

The planning process for the second Medium-Term Plan coincided with a
change in political structure and ongoing health reform. The Ministry of Health
has now moved toward a decentralized model, with responsibility for decision
making transferred to the district level.

In 1994, the National AIDS/STDITB & Leprosy Programme produced its
strategic plan for 1994-1998 and launched its enhanced prevention strategies and
mitigation/care efforts. Currently, the National AIDS Programme is part of the
National AIDS/STD/TB & Leprosy Programme. It is situated in the Ministry of
Health, and the program manager reports to the Deputy Director of Medical
Services (Primary Health Care). The onset of the AIDS epidemic has coincided
with a period of general economic malaise in the country, so that resources for
health education and prevention have become even scarcer than usual. Conse
quently, the National AIDS Programme has been forced to rely heavily on the
generosity of the international community. Foreign donors fund virtually all of
Zambia's HIV/AIDS prevention and mitigation activities. For example, a large
share of prevention activities is implemented through a 3-year, US $8.24 million
Morehouse University School of Medicine project funded by the U.S. Agency for
International Development (USAID). At the same time, Overseas Development
Aid (ODA) is developing a model of home-based care for people with AIDS, and
UNICEF is working with orphans. An immediate and important constraint for
the National AIDS Programme is a lack of condoms for free distribution.
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Ongoing Prevention and Mitigation Initiatives

It would be impossible to review all the worthy HIV/AIDS prevention and
mitigation initiatives that are currently taking place in Zambia. Three of the more
innovative programs are discussed below.
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Workplace Peer Education and Counseling

The Morehouse project, together with the Institute of African Studies of the
University of Zambia, has designed and started implementing a workplace peer
education and counseling model intended to reach 30,000 workers at approxi
mately 300 sites over 3 years. The project has been designed to provide a
mechanism whereby Zambian public- and private-sector employers can assume
responsibility for, and institutionalize, a continuing peer education program that
will increase STD/AIDS awareness, promote safer sexual behavior, and reduce
STDIHIV transmission among their employees. The project includes the training
of peer educators and the development of health communication activities within
the work site, the provision of assistance to workplaces in designing effective
prevention policies, and ultimately the use of workers and management to reach
the larger communities affected by the workplace. The project has encouraged
interested employers to develop their own HIV/AIDS prevention and counseling
programs and has developed a workshop for training peer educators, for which it
has designed accompanying manuals and materials.

The project is currently working at 22 worksites in two areas: Lusaka and
the Copperbelt. Among the first sites where the project was implemented were
Standard Bank and Chibote Farms in Lusaka Province; the Ministries of Tour
ism, Information, and Agriculture and the Pamodzi Hotel in Lusaka City; and
Indeni Petroleum in the Copperbelt Region. These sites represent a variety of
work environments, with different kinds of staffing, and each accordingly has a
specially designed program. At each site, approximately 1 of every 40 workers is
nominated to serve as a peer educator. Approximately 600 workers attended
workshops in 1994. The strategy for curriculum development is participatory,
with workers playing an active role.

Obviously, one of the goals of the project is to induce major behavioral
change. Although the project has been established for only a relatively short
period of time, and STDIHIV trends have not been formally tracked, recent
evaluation revealed that the project may be having some impact on those trends.
The Chiboti Meat Corporation reported that STD cases among its employees had
declined by about one-half, and the company's drug procurement costs dropped
significantly between May-June at the outset of the project and July-August
1994.



Programs for Orphans

Currently, there are two government initiatives to help orphans and children
in need. The Ministry of Community Development and Social Welfare has
introduced a Public Welfare Assistance Scheme that is accessible in all districts
through the Social Welfare Department offices. It assists the poor and vulnerable
by providing money for medical fees, house rentals, educational fees, and mate
rial goods. Each district has its own District Welfare Assistance Committee. The
other initiative is the Child Care and Adoption Society of Zambia, which is

Traditional Healer Component

Traditional healers have always played a major role in the provision of health
care in Zambia and have been well organized for over 30 years. Registration of
traditional healers in Zambia began in the mid-1960s. A major challenge to STD/
HIV prevention in Zambia is that many people seek treatment for STDs from
traditional healers, rather than from doctors who use western medicine. Although
healers tend to express great faith in their prescribed treatments for STDs, these
treatments are usually considered nonefficacious from a biomedical perspective.
There is considerable confusion among traditional healers about some of the facts
pertaining to the epidemic, for example, the difference between HIV and AIDS,
and many traditional healers are reluctant to tell patients that AIDS is a fatal
disease. In fact, some healers identify AIDS with the symptoms of "kalyonde
onde," which is thought to be curable.

Against this background, it was decided that any HIV-prevention program in
Zambia should include a traditional healer component. Currently, this compo
nent is conducting workshops to prepare healers to play the role of community
educators, individual counselors, and condom distributors. A series of 20 work
shops trained approximately 400 traditional healers in 1994. In addition, routine
monthly meetings of healers are used to review topics not well understood; cover
additional topics; provide support to the healers in their communities; and iden
tify needed changes in the materials and presentations, incorporating the healers'
own suggestions. The strategy for curriculum development is also participatory,
with healers playing an active role.

The project is still in its initial stages. Thus it has yet to be formally evalu
ated, which will be a challenge. However, initial indications are very positive:
healers representing the national organization appear quite willing to promote
biomedical models of disease transmission, refer clients to hospitals if they sus
pect AIDS, and promote greater use of condoms and partner reduction among
their clients. Additionally, some healers counsel patients whom they believe to
be seropositive that repeated unsafe sex will make them sicker. These prelimi
nary findings about the project encourage further exploration of the potential role
of traditional healers in HIV prevention and care.
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The State of Social and Behavioral Research

operating in Lusaka and Ndola. This society is promoting fostering (for varying
lengths of time) and adoption of children.

In response to the emerging orphan crisis, UNICEF, in collaboration with
other nongovernmental organizations, has set up a Children in Need Secretariat,
whose mandate is to strengthen family and community capacities to protect and
promote the welfare of children. Note that one has to be careful in defining an
"orphan" in Zambia. Because of the system of inheritance and property grab
bing, the loss of one's father is much more damaging than that of one's mother.
Consequently, in a recent Ministry of Health study, 24 percent of "orphans" had
lost both parents, 25 percent had lost only their mothers, and 51 percent had lost
only their fathers. In all, the study found that 4 out of every 10 households had
one or more orphans under their care (Social Policy Research Group, 1993).
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In general, AIDS-related research activities have been largely uncoordinated
in Zambia. Currently, multiple research activities are being carried out, but as far
as the team could ascertain, they are not being coordinated by the National AIDS/
STDITB & Leprosy Control Programme or by any other organization. Most
research appears to be driven by donors rather than the government of Zambia.
The government has not conducted a research-needs assessment or a prioritization
exercise to develop a national plan of action for research on AIDS in Zambia.
There appears to have been no effort to synthesize research findings for Zambia,
and there is no readily accessible bibliography of AIDS-related research either
completed or currently in progress. However, in an effort to promote information
exchange, Morehouse is sponsoring a one-day research workshop to review and
disseminate research findings. Despite the obvious potential for overlap and
duplication of effort, the team found no evidence that a serious duplication of
effort is taking place.

With regard to social and behavioral research, a number of important initia
tives are currently under way in Zambia. For example, research is taking place on
the socioeconomic impact of AIDS. As part of the ongoing process of integrating
AIDS activities into sectors of the economy outside the health sector, the govern
ment of Zambia has commissioned a series of studies to evaluate the social and
economic impact of the disease. Each study will assess the impact of HIV/AIDS
on one sector of the economy, including, among others, agricultural production
systems, transport, mining, and hotels. Some of these reports are still in prepara
tion, but the report on the effects of HIV/AIDS on agricultural production sys
tems has been completed; according to its findings, most labor farming systems
are not immediately vulnerable to the epidemic (Barnett, 1994). However, case
studies from two rural communities, Teta and Chipese, indicate that in these two
communities at least, the epidemic is already affecting quite large numbers of
households. Furthermore, large-scale agricultural schemes or the "estate" sector



is feeling the impact of the epidemic at all levels of the workforce, particularly
among migrant workers and among the more-skilled and more-educated mem
bers of the workforce, although in economic and financial terms the impact is not
very serious (Barnett, 1994).

UNICEF is currently sponsoring research to develop a better understanding
of the trends and the magnitude of the orphan problem in Zambia. A recent
Ministry of Health study found that 25 percent of urban orphans and 40 percent of
rural orphans quit school because their guardians could not pay uniform and
school fees. Furthermore, the majority of orphans did not go to health facilities
when ill because of the expense.

Given the advanced state of the epidemic, the enormous number of people
suffering, and the limited financial and human resources the public sector can
provide, there is an urgent need to develop appropriate models of home-based
and community care. With this in mind, aDA is supporting health systems
research on costing and evaluation of home-based care in Zambia. The goal of
the research is to develop alternative models of home-based care to alleviate the
burden of hospitals and to extend the quantity and quality of care available.
Initial research on this topic was carried out by Chela et al. (1994), who found
that hospital-initiated home-based care cost approximately three times more than
community-initiated home care. The largest cost item in hospital-initiated home
care was the cost of transportation for caregivers. There was also considerable
variation found in the type of service provided, as indicated by the statistic that
the average duration per visit was 30 minutes for the hospital-initiated home care,
as compared with 120 minutes for the community-initiated home care.

With regard to AIDS prevention, there has been little major research apart
from a few studies conducted in communities restricted to urban areas and the
Copperbelt. Studies on the social aspects of HIV/AIDS are being carried out by
a few institutions, including the University of Zambia, the Commonwealth Youth
Program, Family Health Trust, the Churches Medical Association of Zambia, and
the Copperbelt Health Education Project. Under the University of Zambia, the
Institute for African Studies has been particularly active. Each of these institu
tions has a library in which it keeps records of work done.

A good number of individuals in Zambia have conducted research related to
HIV/AIDS. Most have at least masters degrees in the social sciences from
universities abroad, coupled with relevant experience at various levels of govern
mental or nongovernmental organizations. A directory of Zambian consultants
working in the HIV/AIDS field was published in 1993.
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History of AIDS-Prevention Efforts

In 1985, the first institutionalized efforts were initiated with the formation of
the AIDS Task Force, later named the Technical Advisory Committee on AIDS.
Efforts to control the pandemic in Tanzania began with small-scale studies among
selected population groups in 1986 and a population-based study in Kagera in
1987. In 1988, the Technical Advisory Committee assisted in the creation of the
Tanzanian national AIDS control program, which is now in its second 5-year
Medium-Term Plan.
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Overview of Current HIV/AIDS Situation
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The first three cases of AIDS in Tanzania were clinically diagnosed in
Bukoba regional hospital in Kagera in 1983. From 1983 on, the number of
people infected with HIV increased exponentially, mainly through heterosexual
contact. AIDS cases were increasingly diagnosed throughout the country, using
the Bangui criteria of two major and one minor clinical sign or symptom, and by
1986 were found throughout Tanzania. Although some seroprevalence studies
have been conducted in Kagera and elsewhere, it is difficult to know precisely the
seroprevalence for Tanzania. The World Bank estimates that 400,000 new infec
tions occur in Tanzania each year and projects a cumulative total of 1.6 million
cases by 2010. AIDS kills between 20,000 and 30,000 people every year in
Tanzania. It is believed to be the leading cause of death among adults and is
likely to be the leading cause of death among children in the very near future
(World Bank, 1992). An estimated 130,000 children have lost a parent to AIDS,
and by the year 2000 there could be 750,000 AIDS orphans in Tanzania. In Dar
es Salaam, HIV infection levels among antenatal care attenders have almost
doubled, from 8.9 percent in 1989 to 16.1 percent in 1993.

The extent of the epidemic varies widely by region, with some parts of the
country much more affected than others. The levels of infection are highest in
Kagera, Iringa, Mwanza, and Rukwa regions, ranging from 12 to 21 percent
among pregnant women attending antenatal clinics. In other regions, levels range
from 2.9 to 9 percent. Whether seroprevalence levels in these latter regions will
ultimately reach levels similar to those recorded in Kagera and other more heavily
affected regions will depend crucially on what happens to patterns of sexual
behavior. Regardless of whether behavior changes or not, however, there is no
doubt that AIDS will be a major health problem in Tanzania for many years to
come.



Components of the Tanzania AIDS Project

The Tanzania AIDS Project has five main components:

APPENDIX A324

• Social Marketing of Condoms: The project provides the national AIDS
control program with technical assistance in condom logistics for the public
sector, while also managing the Population Services International social market
ing campaign. Last year, 3 million condoms had been sold at 20 Tanzanian
schillings each. Social marketing has been so successful that people would now
rather buy a condom than get one for free.

• Behavior-Change Communication and Information, Education, and Com
munication (IEC): The project has supported the presentation of AIDS-related
messages in both electronic and print media. These have included radio spots,

Ongoing Prevention and Mitigation Initiatives

Although many HIV/AIDS prevention and mitigation activities have been
undertaken in Tanzania, there is relatively little coordination through the national
AIDS control program or consensus on the best approaches, nor is there much
integration of the various programs. Each donor has its own interventions. For
example, USAID focuses on condom social marketing, while other donors focus
on STDs or family planning. Ideally, there should be more donor coordination to
meet national needs and use resources optimally. Instead, donor programs are
offered on a "take it or leave it" basis. Little Tanzanian national funding for HIVI
AIDS prevention and mitigation has been forthcoming. The presence of interna
tional donors, especially the bilateral donors, has permitted the country to invest
national financial resources in other areas; however, this has made the national
AIDS control program almost completely dependent on international donors and
their priorities. (See the discussion of these issues in Chapter 7.) This problem
has also existed for the multilaterals, but the new reorganization of United Na
tions services may resolve the problem for those programs.

There is a general feeling within the national AIDS control program that the
choice of interventions and strategies to be adopted is imposed on the basis of
international or individual nongovernmental organization agendas, rather than
being based on research on what works in Tanzania. This leads to some obvious
tensions and conflicts of interest. For example, the national AIDS control pro
gram would like to see a behavior-change focus and more emphasis placed on
improved materials. However, donors have identified commodities, such as
condoms and STD therapy, as the focus of their intervention programs.

The Tanzania AIDS Project, funded by USAID, is the largest single AIDS
prevention effort in Tanzania. The main purpose of the project is to support
nongovernmental organizations in complementing the government's efforts
through the national AIDS control program.
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since many Tanzanians listen to the radio at some point in a given day or week,
even if they do not own one. The project also borrowed the idea of a newspaper
for schoolchildren ("Straight Talk") that has been so successful in Uganda. Vid
eos have been supported, as well as a film entitled "More Time."

• STD Control: The project is working with the private sector to facilitate
training in STD diagnosis among health-care providers.

• Nongovernmental Organization Support: The project has facilitated the
establishment of coalitions or "clusters" of nongovernmental organizations in
nine regions. Operating through a designated "anchor" organization in each
region, the project conducts training of nongovernmental organization staff in
management skills, leadership skills, and financial management and provides
technical assistance as needed. A nongovernmental organization workplace
project started as a demonstration project in 1990 and supports 22 organizations.
This project has yet to be formally evaluated. Peer educators have generally
noted that knowledge of the modes of transmission and means to prevent AIDS
has greatly increased in the last 2 years, but they are uncertain whether this has
translated into behavior change. Consequently, despite the successes experi
enced by the nongovernmental organizations involved, this effort has not been
scaled up.

• Workplace Education: The project supports the African Medical Re
search Foundation (AMREF) in its truck driver/truck stop project, which trains
peer educators, distributes condoms, and now offers STD treatment near the truck
stop sites. AMREF also works with the women's clubs that have sprung up along
the trucking routes. The problem is that these naturally occurring community
based groups have proved difficult to sustain because the women die or move on
down the truck route.

The Nongovernmental Organization Strategy

Tanzania is unusual among the countries visited by the team in that USAID
funded interventions are channeled exclusively through nongovernmental orga
nizations. This strategy arose from concerns on the part of the USAID mission
that there was a divergence between the mission goals and the GPA-linked na
tional AIDS control program. There was also concern about the effectiveness of
the utilization of funds in the public sector. (For example, a recent condom audit
uncovered a substantial divergence between warehouse records and condoms on
hand in a warehouse.)

Not surprisingly, a policy of funding only nongovernmental organizations
leads to obvious questions surrounding the capacity of those organizations. Al
though there are many eKcellent eKamples of nongovernmental organizations
doing AIDS-related work in Tanzania, many require substantial technical assis
tance, as envisioned in the Tanzania AIDS Project. Although a nongovernmental
organization strategy, at its best, promises local control and ownership, great



Just as prevention programs have been reluctant to address care issues be
cause of the enormous potential costs involved, they have been reluctant to ad
dress mitigation issues. Mitigation issues cannot easily be separated from gen
eral socioeconomic development issues, and many of the hardest-hit areas are
economically too fragile to respond adequately. However, there are issues re-

• Issues of vulnerability associated with widows and orphans and how these
difficulties are exacerbated by high levels of general poverty and unemployment;

• Costs associated with prolonged illness and death and special costs asso
ciated with HIV disease;

• The inability of the traditional marriage, inheritance, and fosterage sys
tem to protect individual women and children; and

• Inappropriate local behavioral responses to the epidemic.
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Social and Economic Mitigation of AIDS

In addition to all the conventional components of USAID-funded AIDS
Control and Prevention (AIDSCAP) projects, the Tanzania AIDS Project at
tempts to address directly the issue of social and economic mitigation of the
impact of the epidemic, focusing especially on women and children. The project
has benefited from a national assessment of families and children affected by
AIDS, conducted in collaboration with the Tanzanian Ministry of Labor and
Youth Development and Muhimbili University College of the Health Sciences.
This report highlights the following;

commitment, and popular support to build investment in the organization for
sustainability, not all nongovernmental organizations are local, legitimate, or
grass-roots. Furthermore, the sustainability of these organizations needs to be
explored. Finally, there is the danger that this investment simply frees nongov
ernmental organization funding for other activities, such as religious proselytiz
ing. For example, according to the assessment document, one recipient of fund
ing, the Lutheran Church, believes that condom promotion leads to promiscuity
(even though scientific evidence contradicts this assertion) and provides condoms
only to discordant couples.

From the perspective of the nongovernmental organizations, the major con
straints to their effective operation are (l) basic infrastructure issues, including a
lack of transport, facilities, office supplies, equipment, and training; (2) difficul
ties in knowing how to evaluate their efforts; and (3) their dependence on single
foreign donors, which they regard as a vulnerability.

In sum, it remains to be seen whether this investment in nongovernmental
organizations is effective, either in delivering appropriate services or in building
sustainable programs.



lated to the protection of widows and orphans, the education of children and
others, and similar concerns that can and should be addressed.

Overall, efforts to address mitigation issues involve complex intervention
issues, necessitating close cooperation across ministries in the government sec
tor; cooperation from professionals such as healers, ministers, and teachers; and
local participation. These efforts are unlikely to resemble traditional programs in
the health sector.

The State of Social and Behavioral Research
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A repeated theme throughout the team's meetings in Tanzania was that
research agendas are set outside Tanzania, rather than collaboratively with the
Tanzanians (a theme raised also in our visit to Zambia, as discussed earlier).
Domestic research priorities are funded either inadequately or not at all. More
over, funded research does not follow the priorities established by the national
AIDS control program in 1991. (Although the program acknowledges that these
priorities are somewhat dated, it still believes they have relevance in many areas.)
The problem is highlighted by a table compiled by Dr. Susan Hunter, USAID (see
Table 6-1). This table lists 12 research priorities and 7 data collection priorities
and reviews the agendas of AIDS experts in Washington, the national AIDS
control program, and the Tanzania AIDS Project. There is no agreement on any
of the 12 research priorities among the three programs. However, 4 of the 7 data
collection priorities are shared. These include studies on (1) AIDS knowledge,
attitudes, beliefs, and practices; (2) condom use and availability; (3) STD inci
dence; and (4) STD "points of first encounter."

With regard to academic resources, there is no central repository for research
or reports on AIDS-related activities in Tanzania. The national AIDS control
program recruited a young woman to maintain such a database, but at the time of
our visit, she had been sent to England for 4 months for training, and it was
unclear how complete this database was. There is also a library at Muhimbili
University, but reports are not always available. Furthermore, there is little
networking of researchers in Tanzania. As discussed in Chapter 7, local re
searchers often keep research results until an international conference, rather than
publishing or distributing them locally.

Tanzania is unique in East Africa in having a department of social and
behavioral science attached to a medical school. In the 1970s, Muhimbili Medi
cal Center, now Muhimbili University College of the Health Sciences, estab
lished a Department of Behavioral Sciences with an applied focus. The depart
ment is a unique resource in East Africa, internationally known for its
accomplished scientists. When funds were available in the 1970s, a cadre of
young scientists was sent abroad for training. These behavioral scientists re
turned to Tanzania and became very active in child survival interventions, vector
borne disease control, and lately AIDS interventions. Unfortunately, most of
these social and behavioral scientists are now senior and accomplished. Because
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the effort was not repeated, they are stretched very thinly across Tanzania's many
health problems.

Most of the research projects at Muhimbili are determined by donor prefer
ences. The university has not benefited to the extent it might have from its
extensive collaboration with foreign affiliates. Buildings are in varying states of
disrepair, and there are serious shortages of basic classroom equipment.

APPENDIX A

History of AIDS-Prevention Efforts

Cameroon is in the middle of its second Medium-Term Plan. An external
review of the plan was conducted in 1993. A sentinel surveillance system was
established in 1989 and revised in 1992. Changes to the system included focus
ing on twice-yearly testing of pregnant women and using two rapid tests or two
enzyme-linked immunosorbent assay (ELISA) tests rather than Western Blot
confirmation.

A USAID-funded prevention program began activities in Cameroon in 1990,
including a condom social marketing program. USAID-supported activities have
continued with AIDSCAP since 1992. A number of other donors, including the
German and the French governments' international aid agencies and CARE, are
active in Cameroon, as discussed below.

The team met with several senior Cameroonian researchers working on AIDS

Overview of Current HIVIAIDS Situation

The first cases of AIDS in Cameroon were reported in 1985. Through
December 1994, a total of 3,067 AIDS cases had been reported to WHO (last
reporting date December 1993).

The AIDS epidemic is at an earlier stage in Cameroon than in either Zambia
or Tanzania, although it has experienced steady growth over the last decade.
Currently, commercial sex workers in the large cities of Yaounde and Douala
show infection rates of 20-35 percent. Studies of other populations at high risk
include one of truck drivers in South West and Littoral provinces (HIV infection
rate of 17 percent) and a national study of the military (HIV infection rate of 6
percent).

Studies among pregnant women in the large urban areas have found HIV
prevalence rates of 2-5 percent. Sentinel data for this population group from five
sites show 50-100 percent increases over data collected 15 months earlier, sug
gesting that the speed of the spread of the epidemic may be increasing. Surveys
in other parts of the country show HIV infection rates among the general popula
tion ranging from less than 1 percent to over 10 percent.
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issues in Cameroon, who questioned the real commitment of donors to help
African populations and cited examples of linkages between foreign aid and
political decisions to illustrate this point. This perceived lack of commitment
extends to donor institutions, politics, and personnel.

As discussed earlier for Zambia and Tanzania, donors have their own priori
ties and do not fully take into account the needs of the country. In Cameroon, this
is evidenced in an AIDS control program that is geographically fragmented, with
donors operating programs that reflect their own priorities, each in a different
geographic region of the country. If one local organization does not agree with
the priorities or approach proposed by a donor, another organization is found to
do the desired project. This raises the question of whether there is actually a
national AIDS control program. One researcher suggested that there is not.

The researchers suggested that the way to address the threat of AIDS effec
tively in Cameroon is to build programs from the bottom up. Programs must
consider relationships as the key to understanding behavior. The interface be
tween program administrators at the top and the community needs to be the local
government officers. A program needs to get them doing useful things at the
local level by empowering them (including providing technical assistance and
training) and encouraging demand for such services from the community, al
though, unfortunately, many at the top perceive such an approach as representing
a loss of power and control. At the top, donors need to do the same with African
policy makers and researchers.
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Ongoing Prevention and Mitigation Efforts

Overview

AIDS control activities in Cameroon are divided among the various donors.
There are four major donors currently active: USAID (AIDSCAP project), GTZ
(Germany), FAC (France), and CARE. In addition, WHO/GPA provides some
support. Donor activities tend to be divided either by region or by type of
intervention. GTZ has a variety of programs in three of Cameroon's ten prov
inces-Littoral, Northwest, and Southwest provinces. It contributes about US
$200,000 per year for these activities. FAC is active in three northern provinces,
with an annual budget of US $1.3 million, much of which goes toward primary
health-care programs. CARE is working in the eastern part of the country with a
limited program. UNICEF will soon be starting a school-based HIV education
program in Cameroon.

As discussed below, AIDSCAP has several specific interventions with com
mercial sex workers and university students and has a nationwide condom social
marketing program (Population Services International). WHO/GPA supports
purchase of blood screening reagents and some lEC activities, but its total contri-
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University Students The AIDSCAP-supported intervention program involves
the use of peer educators in each university. Project planning began in May 1993,

The military and university students have been targeted because they are
frequent clients of commercial sex workers and because these groups are fre
quently single, male, and possessed of ready cash.

Cameroon's AIDSCAP project, which succeeds AIDSTECH (1990-1992),
began in September 1992. It includes the following five activities:

• Sentinel surveillance in antenatal clinics;
• IEC strategies with three high-risk target groups:

Military and police,
- University students,
- Commercial sex workers (a peer educator approach);

• A small grants program, which has supported the following:
- Save the Children-for community-based strategies in the north,
- CARE-for strategies targeting out-of-school youth in the east;

• Social marketing of condoms ("Prudence" brand) through Population Ser
vices International; and

• Research/STD studies conducted with graduate students at the university.

bution is about US $150,000 per year, which represents a significant drop in
recent years.

Donor meetings have been held once or twice a year, but given the above
description of activities, whether Cameroon has a national program or not is a
legitimate question, as discussed earlier. Virtually all of the money spent on
AIDS control activities in the country comes from external sources. The
Cameroon government provides the (small) staff of the l'Unite du Lutte Contre Ie
SIDA (ULS) (the national AIDS control program) and their office facilities. The
ULS has six functional areas (IEC, counseling, laboratory, research, epidemiol
ogy, and STDs), each with a chief, but the chiefs seem to be serving in a part-time
capacity, and there are no staffs in those functional areas. There is no support in
other ministries for AIDS control activities, and most are doing nothing.

According to the director of the national AIDS control program, existing
donor support funds about 50 to 60 percent of the current Medium-Term Plan,
begun several years ago. The remainder of the plan is simply not being imple
mented. In addition, because donor funds are generally programmed, donors
cannot be responsive to requests, for example from the ULS, for specific inter
ventions or programs. The team found no evidence of a clear set of research and!
or intervention priorities at the ULS that might help guide future donor activities.
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and the initial training of peer educators in Yaounde was conducted in January
1994. The program has found working with students directly to be far more
efficient than having to go through the major bureaucratic delays involved in
contracting with the university per se for a project. Peer educators are drawn
from various social groups at the university, including those involved with sports
and the arts and those associated with particular ethnic groups.

The peer educators have developed their own educational materials and also
are engaged in condom sales and promotion. They hold monthly meetings.
However, their initial enthusiasm is beginning to wear off, and motivation is
increasingly a problem. The project is not able to provide them with financial
support, even to cover the cost of materials and transportation. As of our visit,
only about half of those trained over the past year were attending the monthly
meetings.

Commercial Sex Worker Project This project began as a pilot among Yaounde
commercial sex workers and their clients in 1988; STD clinic patients were also
added as a target group. The project began with only 15 peer educators. As of
our visit, it had 40 peer educators in Yaounde and had expanded to other cities as
well. The objectives of the project are as follows:

• To provide small-group and one-on-one peer education in locations that
are high risk, such as bars, brothels, truckstops, hotels, and the "maisons du
passage" (places where men can go for sex with a woman, not overnight accom
modation).

• To conduct educational dramas.

The purpose of the project is to increase condom use among commercial sex
workers and their clients; thus both men and women are being targeted. Project
activities include (1) "health talks" given in small groups by the peer educators to
commercial sex workers and their clients, (2) individual educational discussions
and demonstrations on how to use condoms, (3) peer educator sales of condoms,
and (4) drop-in HIV counseling and testing.

HIV Counseling Project In addition to the commercial sex worker project,
AIDSCAP runs an HIV Counseling Center, which provides free and anonymous
HIV counseling and testing and supportive counseling for those who are infected.
There is also a home-visit program for people who cannot make it to the center
for supportive services. About three-fourths of clients who come to the center
accept testing after being counseled; approximately 50 percent come back for the
results.

Condom Social Marketing-Population Services International With AIDSCAP
support, Population Services International runs a condom social marketing pro-
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OVERALL THEMES

The Cameroon Psychology Forum (FOCAP) is another local nongovern
mental organization working in the area of social and behavioral research in
Cameroon. Like IRESCO, FOCAP comprises an interdisciplinary team of young
social and behavioral scientists. Initially begun as a professional association,
over the past several years it has conducted a variety of studies in medical sociol
ogy, sociology of development, political sociology, community health, and an
thropology. FOCAP has employed both qualitative (focus group) and quantita
tive (community-based survey) approaches in its work.

This section summarizes the main themes that arose from the panel's visits.
The most significant themes (most of which are discussed in Chapter 5 of this
report) were as follows: the real lack of solid evaluation research assessing
behavior change due to the HIV-prevention strategies that have been tried; the
lack of formative research, needs assessment, or tailoring of efforts in the devel
opment of HIV-prevention programs and a failure to utilize existing research
findings; the paucity of information or strategies addressing the HIV-prevention

The Institute for Social and Behavior Research (IRESCO) is a nongovern
mental organization composed of young social and behavioral scientists. Over
the past several years, they have undertaken research and evaluation projects for
donors such as AIDSCAP, WHO, and UNICEF. IRESCO maintains a core staff
(secretariat) and can draw on other researchers in universities and elsewhere to
conduct research projects.

The State of Social and Behavioral Research

IRESCO

Strengthening the capacity for social and behavioral research is a clear need
in Cameroon. Not enough such research related to AIDS is being conducted, and
the skills and experience of local researchers are consequently somewhat limited.
In this light, the Cameroon experience with two local nongovernmental organiza
tions composed of young social and behavioral scientists is encouraging and may
serve as a model for the development of similar groups in other countries.

332

gram in Cameroon, marketing the "Prudence" brand. This activity was initiated
under the earlier AIDSTECH project. Thus far, the program has achieved mod
erate success, selling about 0.6 condoms per capita in 1994. This places it about
third among African condom social marketing programs.
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needs of women and youth; and the questionable sustainability of the national
AIDS control program infrastructures and their current gaps as a result of donor
financial and technical assistance reductions and withdrawals, particularly the
withdrawal of WHO/GPA advisers. Other overall themes are listed below.

1. A pervasive theme was a concern over the reduction or withdrawal of
donor financial assistance and the consequent inability to sustain the HIV-pre
vention infrastructures that have been put in place. Some, maybe most, develop
ing countries are going to need considerable donor assistance for HIV prevention
and care for the foreseeable future. The costs of not providing this assistance in
terms of both human and economic impact in Africa are staggering. Primary and
secondary prevention programs are considerably more cost-effective than dealing
with the costs of care and the indirect effects of the epidemic on the future of
these countries. While government national AIDS control programs should be
encouraged and helped to work toward sustainability, gradually reducing their
dependency on foreign aid and introducing limited cost-recovery efforts, they are
likely to need considerable financial and technical assistance for at least some 10
20 years.

2. The programs we visited were trying to recover from the major with
drawal of WHO/GPA technical advisers and the concomitant reduction in funds
and guidance. According to the national AIDS control program managers, this
GPA withdrawal was abrupt and not done in consultation with them; thus it has
been very disruptive. All the managers with whom we spoke feel that there has
been a real gap left in the wake of the GPA withdrawal. All of the national AIDS
control program planning areas are having a difficult time coping with these
losses.

3. Many national AIDS control program managers interviewed cited the
need for change in certain social norms that are fueling the spread of HIV across
Africa and the need for more sophisticated intervention strategies to address these
norms (see Chapter 2). There was general agreement that what is needed is to (1)
identify the specific practices that create an increased risk for spreading HIV
(several of which are already well known, such as the low status of women and
the general dislike of condoms); (2) identify the factors that influence or deter
mine these practices; (3) conduct formative research to design interventions that
address these determinants and specific risk behaviors, specifically targeting the
social norm gatekeepers (e.g., elders, traditional healers, political and religious
leaders), as well as the individuals involved in these practices; and (4) use indig
enous people and strategies to implement these interventions on a large scale.

4. The surveillance systems that have been established (typically HIV sur
veillance in antenatal clinics) are often very limited, incomplete, and inconsistent
and rarely measure behavioral variables. Thus there is still considerable need for
basic monitoring information about HIV, STDs, sexual behavior, and other risks,
and the strengthening of HIV and STD surveillance systems is a priority need for



most national AIDS control programs. Beyond the basic monitoring of the epi
demic, there also needs to be more integration of behavioral and epidemiological
research (see Chapter 3).

5. There are some good examples of national AIDS control programs using
HIV behavioral research results in program planning. For example, the Zambian
program used a situation analysis conducted by the Morehouse Project to inform
significant policy changes concerning sexual inheritance practices. UNICEF's
participatory model of program planning and qualitative assessment has been
instrumental in evaluating Uganda's national AIDS control effort at the district
level and has improved district-level program planning (UNICEF, 1993).

6. Behavioral research is needed on the types, frequency, and meaning of
sexual practices that generate most individual risk of HIV infection (see Chapter
4). Information on practices such as the types and numbers of partners and
condom use is seriously lacking. For example, social marketing data show that
condoms are being sold in larger numbers than ever (in the millions); however,
there are no good data showing that they are being used effectively, leaving
everyone to rely on the implicit assumption that condom purchase equals effec
tive condom use. It also appears that once social marketing of condoms takes
hold, free distribution of condoms by the public sector subsides. The reasons for
this need to be investigated further, since certain segments of African society will
always require the availability of free condoms.

7. Programs and research projects are often launched without a sufficient
period of formative research and pilot testing (see Chapter 5). These develop
mental activities are often not conducted because they are not funded. This is a
short-sighted strategy: it may save funds in the short run, but will ultimately be
costly because programs are less likely to be effective if they are not appropri
ately designed and tailored to local circumstances. In the worst case, untested
strategies can waste time, money, and good will and possibly even do harm, as
has been seen in a variety of misguided IEC campaigns.

8. In general, few rigorous impact evaluations of behavior change have been
done in Africa (see Chapter 5). Evaluations that have been done often lack
precision in their measurement of risk behaviors and thus are not very informa
tive. As a result, few strategies have any real evidence of effectiveness. Conse
quently, even if program managers were to tum to the research literature for
guidance, there would be little solid evidence of what works best or which strat
egies would be most appropriate for specific populations or conditions.

9. There is also a general absence of information about the costs of various
interventions. Thus it is impossible to analyze the cost-effectiveness of various
programs-one of the criteria that can be used to judge the usefulness of AIDS
prevention programs. Given the extreme scarcity of resources faced by most
countries, implicit cost-effectiveness decisions are having to be made on a day
to-day basis. Consequently, there is a need to provide information that will allow
countries to make more informed choices about where to spend their money.
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10. There are many similar interventions being implemented across Af
rica-mostly information-based health education campaigns providing generic
messages that are not personalized and do not address specific risk behaviors.
Few if any intervention strategies are based on theory. Innovative approaches are
few and far between.

11. Some innovative strategies are being tried, but they are very small scale
and difficult to find. Examples are Saturday AIDS classes; youth-run health
clubs and campaigns; and workshops for potential initiators of change, such as
traditional healers. These strategies need to be evaluated to determine their
effectiveness, and if they are found effective, operational research is needed to
determine how to scale them up.

12. Reinterpretation of HIV-prevention messages is common as people seek
to understand HIV in their own terms. The understanding of the epidemic is
dynamic and evolving.

13. Economic, social, and political empowerment of women and youth,
especially adolescent girls, was among the most frequently discussed issues and
stated needs by the HIV professionals and policy makers interviewed (see Chap
ter 5). These are crucial HIV-prevention areas about which we know very little.
There is an urgent need for substantial research that goes beyond traditional
health education for commercial sex workers and creatively reaches women and
youth in a variety of venues.

14. There was also a call for policy research to explore strategies for chang
ing/developing policies so that they are more conducive to large-scale HIV
prevention efforts, condom promotion, and social norm change.

15. Research on the social and economic impact of the epidemic is also
needed (see Chapter 6). Models of cost-effective strategies for the delivery of
home-based care are needed. There are many issues uncovered in assessing the
epidemic's impact that are now in need of operational research. Examples are
issues surrounding care for AIDS orphans, inheritance and support for widows,
and the increasingly compromised ability of kin-based groups to care for people
with AIDS, as well as legal rights and antidiscrimination policy research.

16. In general, AIDS-prevention programs do not use research findings/data
to target and design their efforts. Thus there is a great need to increase capacity
to both conduct research and use research results in designing programs (see
Chapter 7).

17. The USAID missions visited in Zambia, Tanzania, and Cameroon ap
pear to have limited inclination to conduct research and limited capacity to syn
thesize or translate research findings.

18. Capacity for outcome research is limited in terms of human resources,
expertise, fiscal resources, and equipment. Until this lack of resources for re
search is addressed, research studies cannot be expected to produce meaningful
findings for program design and evaluation. However, basic program evaluation
and some operational research should be feasible even in low-resource situations



and should be encouraged more by the donors as a requirement for any program
implementation award.

19. Typically, donors develop HIV-prevention strategies on the basis of
fundamental universal health principles and then dictate which interventions are
implemented in particular settings. There is little community or stakeholder
participation in program development and evaluation activities, with the excep
tion of Uganda. Stakeholder and community participation in program design,
implementation, and evaluation is essential to mounting an effective and sustain
able HlV-prevention program in Africa (see Chapter 7).

20. Donor funding agendas and priorities often provide little opportunity to
explore local needs. This means donor priorities may not match the priorities of
national AIDS control programs. There is a need to consider introducing more
flexibility into the process for directing funds to national AIDS control programs.
There is also a need to shorten the bureaucratic delays in funding that can some
times undermine effective strategies. As a result of such delays, it may be 2 or 3
years before a program approved for funding actually receives the funds and can
be launched. Additionally, research funding decisions seem to be made on an ad
hoc basis, with little attention paid to developing a thoughtful research agenda,
building a portfolio that sets sound research priorities, and funding research
based on these priorities.

21. In Africa, there is a serious lack of information sharing among AIDS
professionals both within each country and among countries. Thus there are
frequently duplication of effort and "reinventing-the-wheel" activities that waste
time and limited resources (see Chapter 7). This lack of information sharing
could be redressed if donors sponsored innovative information exchange activi
ties both within and among countries. Examples are newsletters; electronic bul
letin boards; national or regional clearinghouses for materials, articles, and rel
evant questionnaires; smaller local, national, or regional HIV-prevention
conferences and training workshops; and traveling "road shows" that showcase
model programs and experienced program managers, encouraging them to act as
consultants to other HIV-prevention programs.

Sometimes information is not shared until it has been presented at an interna
tional conference. This practice ensures that timely information is not received
by those who need it most-those fighting AIDS on the front lines who never go
to international conferences. Incentives to share research findings in a timely and
effective manner with those who can most use the results must be developed and
encouraged by donors. A serious look at how best to synthesize research results
and disseminate them to African HIV-prevention professionals is greatly needed.
The development of a variety of dissemination systems, networks, and strategies
would represent a meaningful contribution to HIV-prevention efforts in Africa.

22. There is a growing reliance on nongovernmental organizations to de
liver HIV prevention and care services, rather than on the government. However,
many of the small nongovernmental organizations depend totally on donor assis-
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tance and appear to be unsustainable otherwise. Furthermore, exclusive reliance
on such organizations by donors and government often leads to duplicate and
uncoordinated efforts that frequently leave major geographical or substantive
areas untouched. There are certainly examples of excellent nongovernmental
organizations that are doing good work, but not all these organizations are local
or effective, and many have a need for technical training and assistance from the
government national AIDS control programs. The optimal roles of government,
nongovernmental organizations, and donors in HIV prevention need further study.
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